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Doctor  (Medical  Profession)- 
Patient  (Public)  Relations 

The  doctor-patient  relationship  is  an  important  one,  not 
only  to  individuals  but  also  to  the  medical  profession  and 
to  the  public. 

The  doctor  of  medicine,  in  the  interest  of  good  relations, 
( 1 ) must  carefully  survey  the  patient’s  needs,  ( 2 ) must 
explain  the  care  he  will  render,  and  ( 3 ) must  fully  explain 
the  cost.  In  like  manner,  the  medical  profession,  at  local, 
state,  and  national  levels,  must  adequately  study  the  public’s 
needs  and  attitudes  at  frequent  intervals,  must  report  what 

This  analogy  was  suggested  in  a talk  by  Albert  V.  White- 
hall, director  of  health  insurance  of  the  Life  Insurance  As- 
sociation of  America,  at  a meeting  of  the  Florida  Society  of 
Internal  Medicine  recently. 

Just  as  the  patient  is  continually  judging  his  doctor,  so 
is  the  community  sizing  up  the  medical  group  as  a whole. 
The  greater  percentage  of  individual  doctors  who  satisfy 
their  patients,  the  more  favorable  will  be  over-all  public 
relations  attitude.  In  addition  to  seeing  that  their  individual 
relations  are  in  order,  however,  physicians  need  to  work 
through  various  professional  organizations  in  order  to  create 
good  will  collectively. 

Each  medical  society  should  be  alert  to  the  health  needs 
and  to  other  problems  that  may  confront  the  public.  It 
should  then  face  up  to  the  problems  by  ascertaining  the 
cause  and  should  make  plans  to  correct  the  deficiencies,  some 
of  which  may  lie  with  the  physicians  themselves.  By 
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medicine  is  achieving,  and  must  explain  medical  care  and 
service  costs. 
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meeting  its  shortcomings  squarely  and  fairly, 
the  profession  will  be  able  to  avoid  friction 
and  the  resultant  adverse  public  relations. 

The  medical  profession  has  made  great  prog- 
ress in  research,  in  increasing  the  span  of  life, 
and  in  developing  new  techniques  in  diagnosis 
and  treatment.  These  milestones  of  progress 
make  a fascinating  story  of  good  medical  care, 
and  the  public  is  interested  in  hearing  all  about 
it.  Moreover,  the  provision  of  24  hour  emer- 
gency service  which  most  county  societies  offer 
and  the  availability  of  grievance  and  mediation 
committees  for  potentially  dissatisfied  patients 
are  facets  of  care  which  the  public  should  know 
about  and  utilize. 

It  is  appropriate  and  desirable  not  only  to 
admit  the  increase  in  the  cost  of  medical  care 
within  the  past  few  years,  but  also  to  show 
clearly  how  most  other  services  and  commodi- 
ties have  advanced  in  price  even  more  rapidly. 
The  fact  that  hospital  and  drug  costs  are  dis- 
tinct from  physicians’  fees  may  not  be  clear. 
If  the  available  prepayment  insurance  plans  are 
used  widely  and  without  abuse,  the  cost  of  ade- 
quate health  care  can  be  kept  within  reason  for 
the  public  at  large. 

In  considering  the  various  incentives  that 
might  lead  one  to  enter  the  practice  of  medi- 
cine, it  would  seem  that  "service  to  one’s  fellow 
man”  would  top  the  list.  Surely  this  incentive 
needs  no  apology.  Yet,  unless  the  patient  and 
the  public  are  cognizant  of  this  incentive  and 
have  confidence  in  the  individual  physician  and 
in  the  medical  profession  as  a whole,  the  doctor- 
patient  relationship  can  well  deteriorate  hope- 
lessly. A good  relationship  is  well  worth  seek- 
ing and  maintaining. 

— Glenn  D.  Carlson.  M.D.,  F.A.C.R.,  Dallas, 
Member,  Council  on  Public  Relations  and 
Public  Service,  Texas  Medical  Association. 
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Survey  Offers  Key 

The  lead  editorial  suggests  that  the  first  step 
in  good  relations  is  a survey  of  the  patient’s 
needs.  This  recommendation  has  been  adapted 
nationally  in  a personal  interview  survey  to 
determine  public  opinion  of  individual  physi- 
cians and  of  the  medical  profession. 

Results  show  again  that  the  majority  rate 
physicians  favorably.  However,  the  person  least 
likely  to  rank  doctors  more  favorably  than 
other  occupation  groups  is  the  educated  person 
with  opinion-leadership  characteristics.  Appar- 
ently the  medical  profession  needs  special  tech- 
niques for  getting  its  story  to  this  elite  group. 

Evidence  from  the  survey  also  bolsters  the 
principle  that  good  deeds  and  good  motives  do 
not  speak  for  themselves.  They  must  be  named 
and  interpreted.  Furthermore,  when  unfavor- 
able impressions  are  negated  successfully,  the 
resulting  vacuum  must  be  filled  with  a posi- 
tive impression. 

The  necessity  to  emphasize  motives  and  ob- 
jectives or  service  and  deemphasize  any  interest 
in  financial  gain  is  clear  from  the  survey. 

As  a new  year  gets  under  way,  these  facts 
may  guide  individual  doctors.  They  also  may 
suggest  projects  for  county  and  state  medical 
societies  to  institute  or  regenerate. 

For  example,  certain  key  objectives  of  the 
American  Medical  Association’s  Communica- 
tions Division  might  be  effective  in  Texas: 

1.  A survey  of  indigent  medical  care,  and 
if  necessary,  development  of  a program  to 
meet  needs  thus  revealed. 

2.  Adoption  of  policies  guaranteeing  the 
services  of  a physician  to  all. 

3.  Establishment  of  joint  committees  with 
hospitals  to  consider  mutual  interests  and  to 
help  assure  the  best  possible  use  of  physicians’ 
time  in  county  medical  society  or  hospital  staff 
meetings. 

Good  service  projects  and  appropriate  recog- 
nition may  be  the  key  to  a happy  new  year. 
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Rehabilitation- 
Function  or  Specialty? 

Rehabilitate:  To  restore  to  a former  capacity. 

— New-Century  Dictionary,  New  York, 

D.  Appleton-Century  Co.,  1947. 

With  the  establishing  of  orthopedic  surgery 
as  a branch  of  medicine,  musculoskeletal  re- 
habilitation became  part  of  the  regular  and  re- 
quired training  for  qualification  as  a specialist. 
As  a result,  no  branch  of  medicine  can  speak 
more  authoritatively  of  rehabilitation,  particu- 
larly when  the  musculoskeletal  system  is  in- 
volved. Likewise  the  orthopedic  surgeon  is 
aware  of  the  many  ramifications  of  the  unqual- 
ified word  "rehabilitation.”  The  orthopedic 
surgeon  helped  establish  the  specialty  of  physi- 
cal medicine  to  assist  in  musculoskeletal  re- 
habilitation, among  other  functions.  With  a 
tendency  for  a specialty  of  rehabilitation  to 
form  within  the  ranks  of  physical  medicine 
there  has  been  a growing  concern  among  or- 
thopedists, who  feel  that  rehabilitation  right- 
fully belongs  to  every  practicing  physician  as  a 
function  of  his  profession  and  not  as  a specialty 
unto  itself. 

The  chronological  development  of  this  spe- 
cialty movement  is  probably  as  follows. 

By  the  end  of  the  Second  World  War  the 
term  rehabilitation  had  become  a prominent 
part  of  our  medical  vocabulary,  with  rehabili- 
tation centers  as  common  military  Medical 
Corps  facilities  both  here  and  overseas.  Of  their 
many  functions,  two  were  predominant:  (1) 
to  fill  the  void  between  cessation  of  active 
medical  care  and  return  to  duty,  thereby  reliev- 
ing the  military  hospitals  of  the  domiciliary 
care  of  recuperating  soldiers;  ( 2 ) through  spe- 
cific programs  of  body  building,  practically  all 
involving  the  musculoskeletal  system,  to  return 
soldiers  to  duty  more  rapidly  in  as  nearly  a 
normal  state  as  possible.  Surely  these  are  proper 
considerations  from  the  standpoint  of  soldier 
patients.  At  this  time  "musculoskeletal  rehabili- 
tation” became  synonymous  with  "rehabilita- 
tion,” and  a "specialty”  was  born. 


After  the  wars  were  over  and  the  casualties 
rehabilitated  the  "specialists”  were  discharged. 
In  an  attempt  to  carry  on  their  new  found 
knowledge,  they  applied  military  tactics  to 
civilian  patients.  To  say  the  least,  this  must 
have  been  frustrating.  Where  the  previous 
military  patients  were  virile  18  to  30  year  old 
males,  physically  in  class  1A,  except  for  their 
present  disability,  suffering  in  most  instances 
a musculoskeletal  system  trauma,  now  the  pa- 
tients were  of  all  ages,  men,  women,  and  chil- 
dren, with  all  forms  of  disabilities  ranging 
from  innumerable  postsurgical  cases  (general, 
cardiac,  thoracic,  ophthalmological,  and  others) 
to  the  familiar  musculoskeletal  defect.  To  this 
were  added  medical  dysfunctions  from  infancy 
to  old  age. 

Faced  with  this  plight  a specialty  of  rehabili- 
tation seems  unwieldy  and  unreal.  Four  obvious 
reasons  lend  themselves  to  this  conclusion. 

1.  With  another  specialist,  another  fee  is 
charged.  In  these  days  of  inflation,  relief  of  the 
already  financially  burdened  purse  is  as  effec- 
tive rehabilitation  as  the  special  techniques 
themselves. 

2.  It  is  extremely  difficult  for  one  individual 
to  master  all  knowledge  required  to  be  a spe- 
cialist in  rehabilitation  of  all  bodily  systems  and 
multitudinous  phases  of  medicine. 

3.  Each  patient  can  expect  and  is  entitled  to 
have  his  rehabilitation  carried  out  under  the  di- 
rection of  his  own  physician.  It  is  reasonable 
to  believe  that  more  conscientious  concern  will 
be  paid  by  his  own  physician  to  special  details 
and  idiosyncrasies. 

4.  The  intangible  pleasure  and  satisfaction 
a doctor  derives  from  seeing  his  patient  get 
well  and  restored  to  his  former  capacity  by  the 
skillful  application  of  the  art  and  science  of 
medicine  should  not  be  denied.  It  costs  the 
patient  nothing  but  makes  the  doctor  rich  in- 
deed. 

Rehabilitation  therefore  is,  and  must  remain, 
a proper  function  of  the  profession  of  medicine 
— not  a specialty. 

— David  M.  Cameron,  M.D.,  F.A.C.S.,  El  Paso. 
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AXIOMS  FOR  SUCCESS 

As  we  embark  on  a new  year  I feel  it  would  be 
well  to  review  a few  basic  truths  which  govern  the 
lives  of  the  good  and  successful  physicians.  It  is  my 
hope  that  by  keeping  the  thoughts  listed  below  con- 
stantly in  mind,  we  will  all  be  able  to  live  happier 
and  fuller  lives. 

1.  When  one  speaks  well  of  a colleague  to  a 
patient,  he  reflects  prestige  on  himself;  derogatory  Dr.  Yeager 
remarks  about  a colleague  establish  a feeling  of  pro- 
fessional jealousy  in  the  mind  of  the  patient. 

2.  Be  truthful  with  the  patient.  One  will  establish  confidence  and 
at  the  same  tirpe  keep  a relaxed  mind.  When  a lie  is  told,  every  word 
must  be  remembered,  and  few  are  brilliant  enough  for  this. 

3.  Should  anyone  be  double-crossed,  make  sure  that  it  is  you.  You 
will  come  out  far  ahead  in  the  long  run. 

4.  Fight  for  what  you  think  is  right  even  though  it  is  unpopular. 
This  is  the  mark  of  a man,  and  for  it  people  will  respect  one. 

5.  Take  time  to  do  some  constructive  work  for  your  profession. 
Otherwise  one  forfeits  his  right  to  complain. 

6.  Learn  to  shrug  off  unjust  criticism.  Remember,  a sneering 
countenance  is  frequently  the  envious  expression  of  an  inferior  mind. 

7.  Continuously  thank  God  for  the  knowledge  and  ability  He  has 
given  you  in  order  that  you  might  care  for  His  most  valuable  and 
precious  product,  the  human  body. 
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Incidence  and  histology  of  cancer  of  the  colon  and 
rectum,  early  and  leading  signs  and  symptoms,  diag- 
nostic procedures,  mode  of  spread,  and  limits  of 
minimum  radicahility  in  regard  to  resection  for  cure 
are  discussed.  Of  1,870  patients  with  malignant  le- 
sions of  anus,  rectum,  and  colon,  1,786  were  treated 
by  radical  resection  with  a mortality  rate  of  3.9  per 
cent. 


HARRY  E.  BACON,  M.D.,  F.A.C.S. 

Philadelphia,  Pennsylvania 


Cancer  of  the  Colon  and  Rectum 


HE  INCIDENCE  of  cancer  of  the  colon  and 
rectum  according  to  vital  statistics  is  on  the 
increase.  Since  1944,  malignancy  of  the  large  bowel 
and  rectum  has  exceeded  cancer  of  the  stomach  as 
the  most  frequent  cause  of  death  from  cancer.  In 
1947,  there  were  190,000  deaths  in  the  United  States 
from  cancer  and  other  malignant  tumors.  This  repre- 
sents more  deaths  in  one  year  than  occurred  in  the 
United  States  Army  in  action  during  World  War  II. 
Approximately  35,000  (18  per  cent)  of  these  deaths 
were  due  to  cancer  of  the  colon  and  rectum. 

It  is  usually  postulated  that  this  increased  inci- 
dence of  cancer  is  due  to  several  factors:  (1)  In- 
creased life  expectancy  has  placed  more  people  in  the 
optimum  age  group.  (2)  Better  diagnostic  proced- 
ures are  being  utilized  more  widely.  (3)  Finally, 
there  is  a greater  awareness  for  the  disease  entity 
on  the  part  of  physicians  and  the  laity  and  hitherto 
undetected  lesions  are  now  being  discovered  and 
recorded. 

In  spite  of  the  relative  increase  in  the  incidence 
of  cancer  in  this  portion  of  the  gastrointestinal  tract, 
these  are  still  appalling  figures  that  confront  every 
cancer  symposium,  with  the  stark  question  of  what 
more  can  we  do?  First,  we  must  be  cognizant  of  the 
fact  that  considerable  progress  has  been  made  by  the 
cooperative  efforts  of  all  groups  interested  in  alert- 
ing the  laity  to  earlier  detection  and  in  the  defini- 
tive treatment  of  this  disease.  Treatment  is  making 


an  impress,  as  Wangensteen  has  pointed  out;  other- 
wise the  tables  of  incidence  and  mortality  would  be 
strictly  comparable. 

The  incidence  of  cancer  of  the  rectum  and  anus 
is  approximately  15  per  100,000  of  population,  while 
the  death  rate  is  7 per  100,000  of  population.  The 
incidence  of  cancer  of  the  colon  and  small  intestine 
is  variously  reported  from  25  to  30  per  100,000  of 
population,  while  the  death  rate  is  15  per  100,000 
of  population.  So,  roughly,  50  per  cent  of  those 
afflicted  are  being  cured.  But  we  know  that  ap- 
proximately 75  per  cent  of  those  persons  afflicted 
with  this  disease  could  be  assured  of  5 year  cures  if 
they  received  treatment  earlier,  that  is,  before  the 
regional  lymph  nodes  become  involved.  Unfortunate- 
ly, cancer  of  the  colon  and  rectum  is  often  an  insidi- 
ous process  where  advanced  lesions  are  encountered 
in  some  instances  after  only  a short  period  of  symp- 
toms; or  the  lesion  may  be  entirely  silent.  These  are 
unfortunate  situations  that  make  all  of  us  quake, 
and  they  probably  will  not  be  entirely  averted  until 
a specific  diagnostic  screening  test  can  be  applied  to 
the  whole  populace.  However,  many  of  these  lesions, 
as  well  as  early  premalignant  and  malignant  growths, 
are  now  being  discovered  by  the  numerous  cancer 
detection  centers  and  by  conscientious  private  physi- 
cians. 

It  is  my  feeling  that  the  hope  of  achieving  great- 
er curability  with  this  increasingly  prevalent  neo- 
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CANCER  OF  COLON,  RECTUM  — Bacon  — continued 

plasm  rests,  at  the  moment,  chiefly  upon  the  success- 
ful execution  of  a two  phased  program:  (1)  Early 
detection  must  continue  to  be  emphasized  and  re- 
emphasized to  both  physicians  and  the  laity.  (2) 
Standards  of  minimal  radicability  in  the  treatment 
of  cancer  of  the  colon  and  rectum  must  be  estab- 
lished for  those  treating  this  disease. 


INCIDENCE 

Dukes  has  called  attention  to  the  unequal  sex  dis- 
tribution of  cancer  of  the  colon.  In  the  proximal 
colon,  cancer  is  found  more  frequently  in  the  female, 
whereas  in  the  distal  colon  it  occurs  with  greater 
frequency  in  the  male,  according  to  his  studies. 
Coller  reported  the  sex  distribution  of  cancer  of  the 
colon  to  be  equal  in  male  and  female.  Bacon,  in  re- 
viewing 1,995  cases  of  cancer  of  the  rectum  and 
sigmoid  colon,  reported  three-fourths  as  many  fe- 
males with  lesions  in  these  segments  as  males. 


MULTIPLE  MALIGNANCY 

Numerous  articles  in  the  literature  during  the  past 
20  years  have  emphasized  the  increasing  incidence 
of  multiple  primary  malignancies  in  all  portions 
of  the  body.  Slaughter  has  shown  in  an  analysis  of 
1,868  cases  thar  there  is  a striking  tendency  for 
them  to  occur  in  the  same  or  paired  organs.  Multiple 
primary  neoplasms  occur  most  frequently  in  the 
skin  or  in  combination  with  the  skin.  The  next 
most  commonly  involved  system  is  the  gastrointesti- 
nal tract.  Here  the  colon  leads  the  other  segments 
with  the  highest  incidence  of  multiple  primary  le- 
sions. Multiple  primary  neoplasms  were  ascertained 
in  162  of  1,670  patients  in  one  series  in  the  De- 
partment of  Proctology  at  Temple  University. 

It  has  been  recognized  for  some  time  that  adenom- 
atous polyps  of  the  colon  and  rectum  occur  more 
frequently  in  cases  with  carcinoma  of  these  segments 
of  bowel  than  in  those  individuals  who  do  not  have 
malignancy.  Mayo  and  Schlieke  reported  that  ade- 
nomas were  present  in  114  of  334  patients  (34.1 
per  cent)  with  carcinoma  of  the  colon  or  rectum 
who  subsequently  came  to  autopsy.  Definite  malig- 
nant changes  were  present  in  16  cases,  or  11.4  per 
cent.  For  comparison,  they  reported  the  incidence  of 
adenomas  of  the  colon  and  rectum  to  be  16  per  cent 
in  100  consecutive  routine  autopsies  where  the  cause 
of  death  was  other  than  carcinoma  of  the  large 
bowel.  Bacon  and  Broad  reported  adenomas  to  be 
present  in  the  colon  and  rectum  of  31.2  per  cent  of 


171  consecutive  operative  cases  for  carcinoma  of 
these  segments.  Twenty  per  cent  were  found  to  be 
malignant.  So  it  behooves  all  physicians  concerned 
with  the  diagnosis  and  treatment  of  malignant  le- 
sions of  the  colon  and  rectum  to  suspect  and  care- 
fully rule  out  the  presence  of  other  primary  malig- 
nant or  premalignant  neoplasms,  and  most  particu- 
larly in  the  supposedly  uninvolved  segments  of  the 
colon. 


SYMPTOMS  AND  DIAGNOSIS 

Textbooks  for  years  have  distinguished,  sympto- 
matically, lesions  of  the  left  colon  from  those  of  the 
right  by  the  tendency  of  the  former  to  become  ob- 
structive. The  liquid  nature  of  the  stool  and  the 
relatively  larger  lumen  delay  obstructive  symptoms 
in  the  right  colon.  Anemia  is  cited  by  many  authors 
as  a frequent  early  and  leading  sign  in  cancer  of 
the  cecum.  However,  a review  of  the  autopsy  mater- 
ial at  the  University  of  Minnesota  by  Sherman  indi- 
cated that  this  sign  is  no  more  frequent  in  this  seg- 
ment of  the  colon  than  in  other  locations.  Right 
lower  quadrant  pain  and  cachexia  were  recorded  as 
the  first  and  leading  symptoms  in  40  per  cent  of 
the  patients  with  carcinoma  of  the  cecum.  C.  W. 
Mayo  stated  that  15  per  cent  of  the  patients  with 
carcinoma  of  the  right  colon  have  had  appendec- 
tomies after  the  onset  of  the  symptoms  referable  to 
the  malignant  process. 

Changes  of  bowel  habits  with  abdominal  discom- 
fort are  among  the  earliest  symptoms  of  lesions  of 
the  transverse  and  descending  colon.  Here  anemia, 
weight  loss,  and  obstructive  symptoms  are  usually 
observed  in  the  later  stages  of  the  disease.  Bleeding 
with  stools  was  noted  as  an  early  sign  in  10  per  cent 
of  the  transverse  colon  lesions  and  in  20  per  cent 
of  those  located  in  the  descending  colon  in  the 
autopsy  material  at  the  University  of  Minnesota. 
Both  Swinton  and  Coller  reported  that  98  per  cent 
of  the  patients  in  their  series  had  positive  histories 
of  one  or  more  of  the  cardinal  findings  with  large 
bowel  cancer,  namely,  ( 1 ) blood  in  the  stool,  ( 2 ) 
alteration  of  bowel  habits,  and  (3)  pain  of  an  ob- 
structive character. 

With  lesions  of  the  sigmoid  colon  and  rectum, 
bleeding  is  the  most  constant  and  one  of  the  first 
signs  of  malignancy.  In  our  group  of  cases,  the  pas- 
sage of  blood  was  cited  in  85.6  per  cent.  By  "change 
of  bowel  habits”  is  meant  an  alteration  of,  or  devi- 
ation from  normal.  It  is  a symptom,  complex  to  be 
highly  respected  and  one  that  warrants  thorough 
investigation.  Patients  frequently  complain  of  consti- 
pation and  recall  the  increasing  need  for  laxatives. 
Constipation  was  noted  by  53.7  per  cent  of  our  pa- 
tients, and  diarrhea  by  31.7  per  cent.  The  "fake 
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urge”  to  empty  the  bowel  with  the  expulsion  of 
flatus  occurring  several  times  daily  is  significant  and 
was  noted  by  37.8  per  cent.  Incompleteness  of  evacu- 
ation— the  sensation  that  the  movement  is  unsatis- 
factory— was  mentioned  by  41.9  per  cent  of  our 
patients.  The  necessity  to  arise  before  the  accustomed 
hour  because  of  a desire  for  stool — "early  morning 
diarrhea” — was  complained  of  by  16.9  per  cent. 

Abdominal  pain  of  an  obstructive  nature  is  a 
frequent  early  and  leading  symptom  of  carcinoma  of 
the  sigmoid,  while  with  lesions  involving  the  rectum 
it  occurs  late  in  the  disease,  and  then  usually  only 
where  a large  fungating  lesion  blocks  the  lumen. 
Localized  pain  in  the  region  of  the  anus  and  tenes- 
mus are  usually  early  symptoms  of  lesions  involving 
the  anal  canal.  Discharge,  bleeding,  and  obstruction 
occur  with  advanced  lesions  in  this  location. 

The  discharges  associated  with  malignancy  of  the 
lower  bowel  are  usually  described  as  blood,  pus,  and 
mucus.  Particles  of  fecal  material,  pus  from  degenera- 
tion of  the  growth,  blood  from  ulceration,  and  mucus 
as  a result  of  the  irritant  are  present.  The  condition 
may  be  altered  materially  by  catharsis.  The  discharges 
possess  a peculiar  fetid  odor,  due  to  decomposing 
blood  and  malignant  degeneration.  Loss  of  weight 
is  usually  a late  symptom;  it  is  frequent  in  the  pres- 
ence of  metastases  and  where  episodes  of  chronic 
obstruction  and  loss  of  protein,  electrolytes,  and 
fluids  have  occurred.  Cachexia,  anemia,  and  loss  of 
strength  are  constant  late  symptoms. 

Patients  presenting  any  of  the  afore  mentioned 
signs  and  symptoms  certainly  deserve  a thorough 
work-up  to  rule  out  large  bowel  malignancy.  This 
work-up  should  be  initiated,  of  course,  by  a thorough 
digital  examination.  In  fact,  this  maneuver  must  be 
included  as  a requisite  to  every  physical  examination. 
When  it  is  recalled  that  50  per  cent  of  all  rectal 
and  colon  lesions  could  be  palpated  by  the  examin- 
ing finger,  the  truth  of  the  old  clinical  adage,  "If 
you  don’t  put  your  finger  in,  you’ll  put  your  foot 
into  it,”  is  again  emphasized.  A rectovaginal  exami- 
nation should  be  done  as  well  in  every  married 
female. 

Proctoscopic  visualization  of  the  anal  outlet  and 
low  rectum  should  precede  sigmoidoscopic  examina- 
tion. It  is  true  that  bleeding  per  rectum  is  frequently 
due  to  internal  hemorrhoids  and  other  anorectal  le- 
sions, but  this  should  never  be  asserted  until  all 
proximal  pathologic  conditions  are  carefully  ruled 
out.  In  performing  a diagnostic  sigmoidoscopic 
examination,  one  never  should  be  content  with  visu- 
alizing less  than  the  distal  25  to  30  cm.  of  the  bowel, 
because  this  is  usually  possible  with  proper  prepara- 
tion and  in  experienced  hands.  Since  75  to  80  per 
cent  of  all  malignant  lesions  of  the  colon  and  rectum 
could  be  visualized  by  a 25  cm.  sigmoidoscopic  ex- 
amination, why  shouldn’t  this  maneuver,  too,  be  a 
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part  of  every  routine  physical  examination  in  the 
asymptomatic  group  past  40  years  of  age? 

Colonic  lesions  must  be  verified  by  barium  enema 
studies.  Since  double  contrast  studies  are  now  uni- 
versally performed,  I believe  that  this  is  certainly 
the  procedure  of  choice  to  give  the  examiner  the 
best  visualization.  Many  hitherto  undetected  small 
adenomas,  as  well  as  early  malignancies,  can  now  be 
demonstrated  by  this  technique.  Yet  it  must  be  re- 
membered that  even  this  method  of  diagnosis  has 
some  shortcomings,  particularly  with  reference  to 
the  blind  areas  of  the  sigmoid  and  the  flexures. 
However,  I think  that  double  contrast  barium  enemas 
are  accurate  in  diagnosing  95  per  cent  of  the  colon 
carcinomas. 


MODE  OF  SPREAD  AND  RESECTION 

We  all  recognize  that  sufficiently  radical  resec- 
tions for  malignant  lesions  of  the  colon  and  rectum 
depend  to  a large  extent  upon  the  surgeon’s  accurate 
knowledge  of  the  mode  of  spread  of  this  neoplasm. 
These  facts  must  be  frequently  reemphasized,  and 
we  must  be  cognizant  of  any  new  information  influ- 
encing the  standards  of  minimum  radicability. 

The  spread  of  carcinoma  of  the  colon  and  rectum 
is  a threefold  process: 

1.  By  direct  infiltration  the  tumor  cells  tend  to 
spread  in  the  submucous  coat  and  encircle  the  bowel, 
and  in  time  to  penetrate  the  muscular  and  serous 
coats,  to  infiltrate  other  organs,  and  to  form  im- 
plants. Where  adjacent  organs  and  tissues  are  in- 
volved, whether  it  be  peritoneum,  omentum,  stomach, 
spleen,  uterus,  bladder,  or  other  structures,  they  cer- 
tainly should  be  included  in  the  resection  of  the 
primary  tumor,  if  it  is  deemed  resectable. 

2.  By  the  invasion  of  blood  vessels  tumor  emboli 
spread  to  distant  organs,  most  frequently  the  liver 
and  lungs.  The  incidence  of  blood  vessel  invasion  at 
the  site  of  the  lesion  has  been  reported  variously 
to  be  from  10  to  30  per  cent.  Coller  reported  blood 
vessel  involvement  by  carcinoma  in  15  per  cent  of 
the  postoperative  malignant  lesions  of  the  colon  and 
rectum  in  his  series.  Bacon  and  Rowe  noted  in- 
volvement in  12.9  per  cent  of  their  cases.  The  prog- 
nosis as  to  cure  is  indeed  poor  where  this  occurs, 
yet  in  many  instances  the  involvement  is  still  local- 
ized and  a radical  resection  will  eradicate  the  in- 
volved vessels.  I believe  that  certainly  solitary  meta- 
static nodules  in  the  liver  should  be  resected  where 
possible.  Several  authors  advocate  more  radical  elimi- 
nation of  liver  involvement  by  partial  to  subtotal 
hepatectomy.  Solitary  metastatic  pulmonary  nodules 
have  been  resected  in  a few  instances  with  apparent 
success. 

3.  By  lymphatic  metastasis  the  regional  lymph 
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nodes  draining  a given  segment  of  colon  become 
involved  with  tumor  and  must  be  resected  widely  for 
expected  cures.  Delamere,  Poirier,  and  Cuneo,  and 
Jamieson  and  Dobson  were  the  first  to  investigate 
thoroughly  the  lymphatic  drainage  of  the  large  in- 
testine. Since  then  the  outstanding  investigations  of 
Gilchrist  and  David  and  Coller  and  his  associates 
have  added  further  to  our  knowledge. 

The  lymphatic  drainage  of  the  colon  is  conducted 
via  three  systems:  the  intramural,  the  intermediary, 
and  the  extramural  lymphatic  networks.  The  intra- 
mural system  consists  of  the  submucosal,  intermus- 
cular, and  subserosal  networks.  Where  the  large  in- 
testine is  devoid  of  a continuous  longitudinal  muscle 
layer,  the  intermuscular  and  the  subserosal  networks 
are  the  same.  The  lymph  channels  begin  about  the 
mucosal  glands  of  Lieberkiihn  and  drain  to  the  sub- 
mucosal network.  This  network  communicates  freely 
with  similar  channels  above  and  below  the  site  of 
the  lesion,  but  lymph  tends  to  flow  toward  the 
deeper  intermuscular  and  subserosal  networks. 

Since  lymph  channels  follow  the  course  of  the 
radial  blood  vessels  around  the  circumference  of  the 
bowel,  carcinomas  of  the  large  intestine  as  well  as 
the  rectum  tend  to  be  annular.  The  lymph  then 
flows  from  the  intramuscular  system  through  the 
intermediary  lymph  channels  to  the  extramural  lym- 
phatic system.  This  consists  of  a group  of  nodes  and 
lymph  channels  anatomically  arranged  about  the 
blood  vessels  and  are  described  by  Jamieson  and 
Dobson  as  corresponding  to  these  vessels.  Thus, 
there  is  the  ileocolic  chain,  the  right  colic  chain,  the 
middle  colic  chain,  the  left  colic  chain,  and  the  in- 
ferior mesenteric  chain.  Along  each  chain  there  are 
aggregations  of  nodes  that  are  designated  as  the  epi- 
colic,  paracolic,  intermediate,  and  the  main  group  of 
nodes. 

The  epicolic  nodes  lie  in  contact  with  the  surface 
of  the  bowel,  usually  near  the  mesenteric  border, 
either  on  the  serous  or  retroperitoneal  aspects  of  the 
colon.  The  paracolic  nodes  lie  in  the  mesocolon  adja- 
cent to  the  colon  along  the  short  terminal  vessels 
leading  from  the  arcades.  The  intermediate  nodes 
are  situated  about  midway  between  the  arcades  and 
the  origins  of  the  principal  branches  of  the  mesen- 
teric vessels.  The  central  nodes  are  those  situated  at 
the  points  of  origin  of  the  superior  and  inferior 
mesenteric  arteries,  where  they  form  part  of  the  peri- 
aortic group  of  nodes.  The  greatest  lymphatic  supply 
and  the  most  elaborate  chains  of  nodes  are  associated 
with  the  cecum  and  sigmoid,  while  the  ascending 
and  descending  colon  are  relatively  poorly  supplied. 

The  ileocolic  route  of  spread  drains  the  terminal 
ileum,  cecum,  appendix,  and  the  greater  part  of  the 
ascending  colon.  Lesions  of  the  cecum  may  involve 
nodes  at  the  hepatic  flexure,  so  they  should  be  prop- 


erly resected  by  performing  a right  colectomy  up  to 
the  midcolic  artery  and  with  excision  of  a generous 
portion  (25  to  30  cm.)  of  terminal  ileum  to  in- 
clude the  node  bearing  area  at  the  ileocolic  angle. 
Lesions  of  the  ascending  colon  and  the  hepatic  flex- 
ure may  involve  the  ileocolic  nodes  as  well  as  the 
right  colic  and  midcolic  nodes.  These  lesions  should 
be  similarly  resected  but  the  distal  line  of  transec- 
tion should  be  distal  to  the  midcolic  artery  to  in- 
clude that  possible  area  of  lymphatic  spread. 

The  right  colic  chain  drains  the  area  supplied  by 
the  right  colic  artery.  These  nodes  are  not  constant. 
They  may  drain  downward  into  the  ileocolic  chain, 
may  go  medially  toward  the  superior  mesenteric 
nodes,  or  may  drain  upward  into  the  middle  colic 
chain. 

Similarly,  the  middle  colic  chain  drains  the  area 
of  the  middle  flexure  and  the  proximal  two-thirds  of 
the  transverse  colon.  Since  the  direction  of  the  middle 
colic  artery  is  to  the  right,  toward  the  head  of  the 
pancreas,  in  the  base  of  the  mesocolon  the  spread 
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of  metastases  is  downward  and  toward  the  right. 
Furthermore,  there  is  communication  between  the 
lymphatics  of  the  transverse  colon  and  those  of  the 
stomach  and  the  greater  omentum. 

So  lesions  of  the  proximal  two-thirds  of  the  trans- 
verse colon  should  be  properly  extirpated  by  a wide 
segmental  resection  with  the  accompanying  mesen- 
tery down  to  the  superior  mesenteric  artery,  to  in- 
clude the  lesser  omentum  close  to  the  stomach  and 
the  greater  omentum.  In  some  instances,  the  stomach 
should  be  resected  if  it  is  involved  by  invasion. 

The  left  colic  chain  drains  the  area  of  distribution 
of  the  left  colic  artery.  Neoplasms  of  the  distal  one- 
half  of  the  transverse  colon  would  tend  to  drain 
toward  the  left,  whereas  neoplasms  of  the  upper 
descending  colon  might  drain  either  upward  toward 
the  splenic  flexure  or  downward  toward  the  sigmoid- 
al vessels.  Lesions  of  the  splenic  flexure  may  spread 
through  lymphatics  of  the  omentum  and  eventually 
drain  to  the  splenic  nodes.  These  lesions  should  be 
extirpated  by  performing  a left  colectomy  with  the 
proximal  line  of  transection  at  the  midcolic  artery 
and  the  distal  line  just  proximal  to  the  sigmoidal 
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vessels.  The  mesentery  should  be  similarly  resected 
widely  to  the  origin  of  the  left  colic  artery  at  the 
inferior  mesenteric  artery.  In  resecting  splenic  flexure 
lesions,  the  greater  omentum  should  be  included  and 
the  spleen,  as  well,  in  advanced  lesions. 

Lesions  involving  the  distal  descending  colon  and 
proximal  sigmoid  colon  should  be  resected  by  a left 
colectomy.  However,  neoplasms  of  the  midsigmoid 
can  be  extirpated  adequately  by  a wide  segmental 
resection  with  the  proximal  line  of  transection  just 
distal  to  the  descending  ramus  of  the  left  colic  artery 
and  the  distal  line  of  transection  down  to  the  ampul- 
la of  the  rectum  to  include  the  superior  hemorrhoidal 
artery  and  the  intervening  mesentery  up  to  the  junc- 
ture of  the  left  colic  arteries.  Our  studies  on  cadavers 
have  revealed  this  anastomosing  marginal  vessel  to 
be  so  small  in  10  per  cent  of  the  bodies  studied  that 
it  probably  would  be  inadequate  to  carry  sufficient 
blood  supply  to  the  distal  left  colon.  However,  com- 
plete absence  of  this  anastomosis  was  not  observed 
in  any  of  the  90  bodies  studied  in  our  series.  Several 
authors  have  reported  the  absence  of  this  anastomos- 
ing marginal  vessel  in  5 to  10  per  cent  of  their  cases. 

It  is  not  within  the  scope  of  this  paper  to  de- 
scribe in  detail  the  lymphatic  drainage  of  the  rectum 
and  anus.  This  has  been  discussed  elsewhere,  but  a 
few  salient  facts  must  be  mentioned  to  elucidate  our 
choice  of  operative  procedures  for  lesions  at  various 
levels.  According  to  Miles  and  subsequent  investi- 
gators, the  lymphatic  systems  of  the  rectum  and  anal 
canal  follow  the  courses  of  the  superior,  middle,  and 
inferior  hemorrhoidal  veins.  The  direction  of  the 
lymphatic  metastases  depends  upon  the  direction  of 
the  lymph  flow  at  the  site  of  the  lesion.  If  the  usual 
lymphatic  channels  become  obstructed  by  neoplastic 
emboli,  the  lymph  will  find  unobstructed  channels. 
Not  until  there  have  been  extensive  metastases  along 
the  superior  zone  of  spread  do  all  the  major  lymph 
channels  become  sufficiently  obstructed  to  cause 
retrograde  flow.  It  is  the  consensus  that  retrograde 
metastasis  seldom  occurs  more  than  6 cm.  distal  to 
a lesion. 

The  chief  route  of  lymphatic  metastasis  for  lesions 
of  the  rectum  and  anal  canal  is  via  the  superior 
chain  of  lymphatics  that  largely  accompany  the  super- 
ior hemorrhoidal  vessels,  but  may  extend  throughout 
the  distal  mesosigmoid.  Neoplasms  involving  the 
distal  3 cm.  of  the  rectum  also  may  metastasize  later- 
ally via  the  lymphatics  that  accompany  the  middle 
hemorrhoidal  vessels  in  the  lateral  ligaments  and 
subsequently  involve  the  hypogastric  and  iliac  chains 
of  lymphatics.  Coller  and  his  associates  found  in- 
volvement of  the  lateral  areas  of  spread  in  54  per 
cent  of  their  cases  with  lesions  in  the  distal  3 cm. 
of  the  rectum,  and  they  found  no  involvement  with 
lesions  above  this  area.  Recently,  it  has  been  pointed 
out  that  the  lateral  zone  of  lymphatic  drainage  of  the 
rectum  accompanies  the  middle  hemorrhoidal  ves- 


sels in  the  lateral  ligaments  well  above  the  levator 
ani  muscles.  Wood  and  Wilkie,  and  Dukes  have 
emphasized  that  lateral  lymphatic  metastasis  does  not 
occur  in  the  levators,  but  that  they  might  be  involved 
by  direct  extension. 

Malignancies  of  the  anal  canal  may  metastasize  via 
the  inferior  chain  of  lymphatics  to  involve  both  the 
superficial  and  the  deep  inguinal  lymphatic  vessels 
and  nodes  and  simultaneously  may  involve  the  lateral 
and  superior  zones  of  spread.  Malignant  lesions  of 
the  anal  canal  should  be  resected  properly  by  per- 
forming a radical  Miles  type  of  resection.  The  meso- 
sigmoid should  be  resected  up  to  at  least  the  first 
sigmoidal  artery  and  a complementary  pelvic  lympha- 
denectomy  done  with  extirpation  of  the  preaortic  and 
the  iliac  lymphatics  from  the  inferior  mesenteric 
artery  down  to  the  origin  of  the  middle  hemorrhoidal 
vessels.  Bilateral  inguinal  node  dissections  should 
be  performed  as  soon  as  the  patient  can  tolerate  an 
additional  procedure. 

Malignant  lesions  of  the  distal  3 to  4 cm.  of  the 
rectum  should  be  treated  similarly,  except  for  the 
inguinal  node  dissections.  It  is  granted  that  a comple- 
mentary pelvic  lymphadenectomy  does  add  to  the 
operating  time  of  an  already  major  surgical  proced- 
ure, but  if  more  radical  lymph  node  dissections  will 
decrease  the  incidence  of  local  recurrence,  then  we 
must  add  this  procedure  to  our  armamentarium.  We 
have  performed  this  combined  procedure  in  462 
patients  to  date;  17.3  per  cent  showed  positive  in- 
ferior mesenteric  nodes.  We  prefer  to  resect  carci- 
nomas of  the  proximal  rectum  (3  cm.  above  the 
anorectal  line)  and  the  distal  sigmoid  by  proctosig- 
moidectomy ("pull-through”).  It  is  possible  with 
this  procedure  to  resect  the  mesosigmoid  widely  up 
to  the  origin  of  the  left  colic  artery  and  higher.  The 
pelvic  dissection  includes  the  wide  removal  of  the 
middle  and  lateral  sacral  lymph  nodes,  the  endo- 
pelvic  fascia,  and  wide  transection  of  the  middle 
hemorrhoidal  vessels.  In  the  perineal  phase  the  anal 
sphincter  muscle  bundles  and  their  innervation  are 
preserved,  but  the  levator  muscles  are  transected 
widely. 

Of  our  series  of  1,870  patients  with  malignant 
lesions  of  the  anus,  rectum,  and  colon,  1,786  were 
treated  by  some  form  of  radical  resection — a resect- 
ability rate  of  91.7  per  cent  (table  1).  This  was 
calculated  on  the  basis  of  those  patients  admitted 
to  the  operating  room.  Of  the  1,786  patients  treated 
by  resection,  there  was  a mortality  rate  of  3.5  per 
cent. 

Table  1. — Malignancy  of  Anal  Canal,  Rectum,  and  Colon 
(September,  1940-March,  1959). 


Number  of  cases 1,870 

Number  of  radical  resections 1,786 

Resectability  rate 91.7% 

Mortality  from  resections 3.9% 
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SUMMARY 

The  incidence  of  cancer  of  the  colon  and  rectum 
now  exceeds  cancer  of  the  stomach  as  the  most 
frequent  cause  of  death  from  cancer.  Vital  statistics 
indicate  that  approximately  50  per  cent  of  these 
patients  are  now  salvaged.  Another  25  per  cent  could 
be  cured  if  their  lesions  were  resected  earlier,  that 
is,  before  the  regional  lymph  nodes  become  involved 
with  cancer. 

The  incidence  and  histology  are  reviewed.  Multi- 
ple malignancies  are  more  common  in  the  colon  and 
rectum  than  in  the  remainder  of  the  gastrointestinal 
tract.  Adenomas  were  recorded  in  conjunction  with 
primary  carcinomas  in  31.2  per  cent  of  171  opera- 


tive cases.  Twenty  per  cent  were  found  to  be  malig- 
nant. 

Early  and  leading  signs  and  symptoms  accompany- 
ing lesions  in  the  various  segments  of  the  large 
bowel  are  reviewed.  Diagnostic  procedures  are  em- 
phasized, where  any  of  these  signs  and  symptoms  are 
manifest. 

The  mode  of  spread  of  cancer  of  the  colon  and 
rectum  is  reviewed  in  the  various  segments,  and 
the  limits  of  minimum  radicability  in  regard  to 
resection  for  cure  are  discussed. 

Of  1,870  patients  in  our  series  with  malignant 
lesions  of  the  anus,  rectum,  and  colon,  1,786  were 
treated  by  some  form  of  radical  resection.  The  mor- 
tality rate  to  date  has  been  3-9  per  cent. 

| Dr.  Bacon,  Department  of  Rectal  Surgery,  Temple  Uni- 
versity Medical  Center,  Philadelphia. 


Hotel  Reservations  Being  Accepted 

Texas  Medical  Association 
Annual  Session 

April  9-12,  Fort  Worth 

Read  Organization  Section  Regularly  for  Details 
Complete  Program  in  March  Issue 
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Public  Relations  Through  Practice  Management 


Good  merchandising  can  benefit  the  individual  physician  and  the 
medical  profession.  The  physician  must  set  the  example  for  effective 
attitudes  by  his  employees  toward  his  patients,  and  himself  deliver 
understanding  and  consideration  as  well  as  good  medical  care. 


NELSON  J.  YOUNG 

Detroit,  Michigan 


UBLIC  RELATIONS  is  vital  to  the  success  of 
the  medical  profession — and  to  your  own  prac- 
tice. But  before  getting  into  details,  let’s  get  together 
on  a basic  definition.  You  represent  the  medical  pro- 
fession. Now  what  is  a profession?  The  dictionary 
says,  "A  profession  is  a vocation  requiring  learning 
and  mental  labor — classically  medicine,  law,  clergy.” 

Back  in  1920  the  physician  was  obviously  of  the 
educated  elite — only  48,000  men  and  women  gradu- 
ated from  college.  The  physician  was  an  authority 
whose  word  generally  was  not  disputed  and  whose 
ministrations  were  accepted  without  question.  This 
was  to  a considerable  degree  because  of  the  com- 
parative lack  of  schooling  on  the  part  of  his  patients. 

That  educational  environment  has  vastly  changed. 
There  are  now  tens  of  thousands  of  people  holding 
advanced  degrees — in  engineering,  sciences,  business. 
They  too  meet  the  definition  of  professional  people. 

Today  the  physician  is  no  longer  so  unusual  be- 
cause of  outstanding  knowledge  or  schooling.  By  next 
year  there  will  be  more  than  8,000,000  college  grad- 
uates. Today’s  patients  have  studied  physiology  in 
school;  they  have  read  many  articles  on  health;  they 
are  not  ignorant  of  medical  affairs. 

The  public  is  tremendously  interested  in  health. 
There  is  a great  volume  of  pseudoscientific  writing 
in  daily,  weekly,  and  monthly  publications,  as  well 
as  a home  medical  adviser,  which  for  $10  gives 
diagnosis  and  treatment. 

What  does  all  this  mean?  It  means  that  the  ped- 
estal on  which  the  medical  profession  stands  seems 
much  lower  today.  Not  because  you  have  sunk  in  the 
public’s  eyes.  No!  Because  the  rise  in  public  educa- 
tion has  reduced  the  gap  in  general  knowledge. 

Let  us  capitalize  on  that  increased  knowledge  of 
patients,  and  gain  better  results  by  more  effective 
cooperation  than  was  possible  from  unschooled  peo- 
ple. Neither  your  standing  nor  that  of  the  profession 
is  threatened  by  broader  public  knowledge  as  long 


as  you  individually  keep  up  with  the  progress  in 
medical  science. 

Why  should  we  go  into  all  this  generalized  theory? 
Because  you  doctors  set  the  example  for  the  attitude 
of  your  nurses  and  receptionists.  A physician  may 
speak  of  patients  as  "dumb”  or  "stupid”  (meaning 
they  are  misinformed).  The  nurse  or  receptionist 
taking  her  cue  from  her  employer  then  feels  justified 
in  dealing  with  patients  with  lack  of  respect. 

You  control  the  attitude  of  your  employees  toward 
your  patients — and  that  represents  public  relations. 


Merchandising 

After  sketching  the  environment  which  is  essen- 
tial for  its  success,  we  have  now  finally  come  to  the 
topic  of  this  talk — "Public  Relations  Through  Prac- 
tice Management.” 

Last  August  at  a meeting  on  the  subject  of  public 
relations  at  the  American  Medical  Association,  the 
head  of  Opinion  Research  Corporation  recommended 
that  the  medical  profession  follow  the  precepts  of 
merchandising.  This  is  worth  serious  thought.  You 
supply  a service — medical  care — for  which  you  usual- 
ly make  a charge,  and  are  usually  paid.  Your  motive 
is  to  help  your  patients,  but  you  follow  many  of  the 
forms  of  merchandising.  Let’s  see  how  without  com- 
promising your  professional  integrity  or  ethics  you 
can  utilize  the  principles  of  successful  merchandising. 

What  do  smart  merchandisers  do? 

Well,  they  advertise. 

You  can’t  advertise,  can  you?  Well,  not  directly — 
but — it  is  done  in  magazines  and  newspapers,  on  TV 
and  radio  for  you. 

One  night  recently  I went  through  current  maga- 
zines in  our  home:  Readers’  Digest,  Time,  Coronet, 
Redbook,  Cosmopolitan,  Ladies’  Home  Journal,  Mc- 
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Call’s,  Good  Housekeeping,  Better  Homes  and  Gar- 
dens. Every  single  one  has  a section  or  an  article  on 
health. 

You’re  getting  a lot  of  publicity. 

Here’s  an  example:  Good  Housekeeping — "If  You 
Think  Your  Doctor  Has  Overcharged  You.’’  Here’s 
another:  Coronet — "Does  Your  Doctor  Practice  Sec- 
ond-Class Medicine?” 

There’s  a lot  of  discussion  about  the  bad  press  of 
medicine.  How  many  of  you  think  doctors  or  the 
profession  are  being  unfairly  treated  or  getting  bad 
publicity  in  current  magazines? 

Now,  consider  Readers’  Digest — full  page  ad  of 
Metropolitan  Life  Insurance  Company,  final  para- 
graph— "discuss  with  your  Doctor.”  There’s  one  un- 
usual feature  about  this  ad — it  winds  up  telling  peo- 
ple to  see  their  doctor — but  Metropolitan  Life  picked 
up  the  bill  for  $34,000  that  month,  and  has  done  so 
for  many  months  in  succession.  Redbook  has  the 
same  full  page  ad — costing  $12,000. 

That  article  in  Good  Housekeeping  really  wasn’t 
bad  at  all — it  started  right  off  saying,  "Talk  the  bill 
over  with  your  doctor  if  you  think  it’s  excessive.” 
The  article  in  Coronet  has  a favorable  discussion  of 
the  Academy  of  General  Practice. 

In  September  the  first  program  of  a television 
series  sponsored  by  Michigan  Blue  Cross- Blue  Shield 
was  shown.  This  program  showed  the  birth  of  a 
baby  by  cesarean  section.  The  film  clearly  showed 
the  dexterity  of  the  surgical  team,  and  the  various 
procedures  were  explained  in  terms  a layman  could 
understand.  Public  interest  was  widespread.  Eighty 
per  cent  of  the  sets  turned  on  were  tuned  to  this 
program  on  basis  of  telephone  survey.  Of  the  1,- 
250,000,  95.7  per  cent  were  favorable  in  their  re- 
sponse. 

Last  year  in  Detroit  TV  showed  an  aorta  transplant 
in  a man  of  advanced  years.  It  also  showed  removal 
of  a cataract.  The  programs  were  excellent — they 
were  wonderful. 


Representing  the  "Best  Doctor" 

All  of  you  who  have  read  the  book  "The  Hidden 
Persuaders”  recognize  that  an  excellent  job  is  being 
done  at  little  or  no  direct  cost  to  physicians  to  pre- 
condition the  American  public  to  patronize  the  medi- 
cal profession,  to  see  their  doctor. 

It’s  still  true  that  you  can’t  come  out  in  print  and 
say,  "Joe  Blow  is  the  best  doctor  in  town.” 

You  can’t  do  it  that  way,  but  here’s  what  you  can 
do — you  can  make  people  want  to  come  to  your 
office  by  making  them  feel  that  for  them  you  are 
the  best  doctor  in  town. 


You  and  your  wives  make  some  sort  of  impression 
in  every  phase  of  community  life.  You  can  show  the 
attributes  of  integrity,  dependability,  and  interest  in 
your  community,  P-TA,  church,  Boy  Scouts,  even  the 
country  club.  Those  attitudes  lead  people  to  turn  to 
you  in  times  of  worry  over  health — to  come  to  your 
office  for  treatment. 

There  is  marked  contrast  between  the  sales  ap- 
proach in  merchandising  and  the  approach  of  many 
physicians. 

Not  long  ago  in  Miami  a physician  left  word  at  my 
hotel  that  he  wanted  to  see  me.  His  receptionist  told 
me  over  the  telephone  that  he  was  terribly  busy  and 
wouldn’t  be  able  to  give  an  appointment.  I then 
emphasized  that  he  wished  to  see  me  and  asked  if 
he  would  be  free  at  lunch  time  the  following  day. 
Then  she  said  this  very  busy  doctor  had  already  left 
for  the  day  at  4:45.  I phoned  his  home  and  explained 
my  purpose.  The  doctor’s  wife  emphasized  that  her 
husband  was  a busy  man  and  that  "he  would  see  me 
at  his  convenience,  and  not  at  mine” — those  were  her 
words.  Even  my  explanation  that  I had  already  cleared 
with  his  office  brought  repetition  that  the  doctor’s 
time  was  very  valuable. 

You  can  bet  that  if  I were  a patient  I would  have 
been  boiling  mad — as  it  was,  I understood  why  that 
doctor’s  practice  has  not  grown  in  3 years. 

This  case  is  an  example  of  miserable  public  rela- 
tions— (1)  alienating  patients,  (2)  injuring  the 
medical  profession,  and  (3)  costing  the  doctor 
money. 

Here  is  the  ironic  point — the  doctor  was  horrified 
to  hear  of  this  incident.  He’s  a fine  man,  but  he  had 
never  taken  the  trouble  to  learn  how  his  office  girl 
and  his  wife  represented  him  on  the  phone. 

There’s  the  key  to  most  bad  patient  relations — 
poor  communications  between  doctor  and  patient — 
inadequate  exchange  of  information  through  em- 
ployees. 

Who  usually  makes  that  first  impression  on  a 
potential  patient?  Your  girl  when  she  answers  a 
phone  call  for  an  appointment,  or  greets  the  patient 
in  your  reception  room.  Your  office  girl  is  clean  and 
tidy,  she  is  intelligent,  and  she  likes  people.  If  that 
doesn’t  describe  the  girl  in  your  office,  you’d  better 
do  something  about  it! 

Train  your  girl.  Some  doctors  have  told  me  their 
girl  doesn’t  handle  people  right,  she  offends  patients 
— and  then  those  same  doctors  will  admit  they  never 
have  told  the  girl  how  they  want  her  to  do  her  job. 
Your  girls  are  your  public  relations  representatives, 
and  it  is  up  to  you  to  see  they  do  a good  job. 

Patients  are  usually  under  emotional  strain  when 
they  call  for  an  appointment  or  come  to  the  office. 
Your  girl  should  give  them  assurance  they’ll  be  taken 
care  of  just  as  soon  as  possible.  Have  her  find  out  the 
trouble,  if  the  pain  is  acute,  what  is  the  patient’s 
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temperature,  how  long  has  this  trouble  been  going 
on — that’s  information  you’ll  need. 

If  it’s  an  emergency,  Mrs.  Smith  will  be  worked 
in  even  though  the  doctor’s  appointments  are  full. 
She  will  have  to  wait  a bit — but  she’ll  be  taken 
care  of. 

If  it’s  not  an  emergency,  your  girl  is  to  offer  the 
first  open  appointment  instead  of  saying,  "No,  the 
doctor  can’t  see  you  today.”  She  is  to  offer  service 
instead  of  refusing  to  give  it.  The  key  to  good  public 
relations  is  that  offer  of  care  or  attention. 

After  a time  is  agreed  on,  your  girl  will  not  just 
hang  up  without  signing  off.  She’ll  say  something 
like,  "The  Doctor  will  look  forward  to  seeing  you 
Thursday  at  3,  Mrs.  Smith.” 

Mrs.  Smith  will  hang  up  the  phone  much  relieved, 
and  convinced  in  advance  that  you’re  a fine  doctor — 
through  the  good  work  of  your  girl.  Then  when  she 


§ Nelson  J.  Young,  a Detroit  profes- 

sional management  consultant,  de- 
livered this  address  at  the  Confer- 
ence on  Public  Relations  sponsored 
by  the  Texas  Medical  Association 
September  26,  1959,  in  Austin. 

comes  to  the  office  on  Thursday  at  3 she  should  be 
greeted  promptly  by  your  girl  with  a smile,  and  as- 
sured that  she’ll  be  seen  very  soon.  She’ll  feel  welcome 
and  be  a cooperative  patient — if  you  see  her  without 
much  delay. 

If  you  don’t  see  Mrs.  Smith  within  about  15  min- 
utes of  her  appointed  time,  your  good  patient  rela- 
tions suffer — and  you’d  better  find  out  what’s  wrong 
with  your  appointment  system. 

The  patients’  time  is  valuable  to  them,  and  they 
deserve  common  courtesy.  In  making  a phone  call  we 
have  all  hung  up  before  letting  it  ring  10  times — 
that  would  be  only  1 minute — yet  it  seems  like  a 
long  time  while  we’re  waiting. 

There’s  the  point.  Time  is  flying  for  you  and 
your  girl — you’re  busy — but  it  drags  for  patients  who 
are  just  waiting. 

Try  to  keep  the  waiting  period  down.  If  you’re 
delayed  by  an  emergency,  your  girl  should  state  the 
facts:  "We’re  going  to  be  a half  hour  late;  would 
you  like  to  make  a phone  call,  get  a coke,  or  run 
an  errand — you  won’t  lose  your  appointment.” 

Don’t  let  your  girl  say,  "Doctor  will  be  a few 
minutes  late”  when  you  know  very  well  it  will  be  a 
full  hour. 

If  at  3 o’clock  you’re  running  an  hour  late,  your 
girl  can  phone  the  4 o’clock  appointments  and  ask 
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if  they  would  like  to  come  in  at  5.  Maybe  they’re 
having  dinner  guests  and  must  get  home  by  5 — they 
will  be  glad  to  make  an  appointment  for  another  day. 

Evidence  of  consideration  builds  patient  relations 
and  good  will. 

Have  the  reception  room  comfortable  for  patients. 
An  obstetrician  was  going  to  get  some  good  looking 
modern  chairs — very  low.  I had  him  sit  in  one,  put 
a portable  typewriter  in  his  lap,  and  said,  "You’re 
8 months  pregnant — now  get  up.”  He  got  the  point 
and  ordered  standard  height  chairs. 

Have  adequate  lighting  and  current  reading  ma- 
terial; plastic  covers  keep  magazines  clean. 


Providing  Advertised  Service 

Finally,  the  patient  gets  to  see  you,  and  you  will 
provide  the  advertised  service. 

Patients  crave  a sympathetic  listener.  A common 
complaint  today  is  that  "the  doctor  didn’t  seem  in- 
terested in  my  trouble.”  Even  a few  minutes  may  be 
enough,  if  your  attention  is  undivided  and  if  you 
give  the  impression  that  for  those  few  minutes  that 
particular  patient  is  the  most  important  person  in 
the  world. 

After  I go  to  the  trouble  to  come  to  your  office 
at  a time  set  for  your  convenience,  I deserve  your  full 
attention.  I’ll  resent  your  talking  to  some  other  pa- 
tient who’s  using  the  telephone  as  an  easy  way  to 
butt  into  our  conversation.  While  you’re  talking  to 
a patient,  telephone  interruptions  should  be  limited 
to  other  doctors,  the  hospital,  or  other  emergencies. 

Avoid  "talking  down”  to  patients.  Explain  fully, 
without  depending  on  technical  terms.  Babies  "vom- 
it” or  "throw  up,”  they  don’t  "regurgitate”  for  the 
typical  mother.  On  the  other  hand,  you  had  better 
not  use  "regurgitate”  and  then  define  the  word — 
some  people  will  be  offended,  feeling  that  you  are 
insulting  their  intelligence. 

There  is  a narrow  line  between  "talking  down” 
to  patients  and  adequately  informing  them.  Explana- 
tions should  be  tailored  to  the  level  of  the  patient. 

Before  I was  in  professional  management,  my  little 
girl  was  wheezing  after  she  aspirated  a piece  of  raw 
carrot.  A physician  prescribed  elixir  of  terpenhydrate 
to  dissolve  the  carrot.  I asked  him  how  medicine 
swallowed  would  get  into  the  bronchi — he  got  pretty 
red  in  the  face  and  dismissed  me  by  saying  to  bring 
the  child  back  in  a week  if  she  was  still  wheezing! 
We  took  Sally  to  a pediatrician  who  got  a surgeon 
for  bronchoscopy,  and  inside  of  2 hours  the  foreign 
body  was  removed.  That  M.D.  who  told  me  terpen- 
hydrate by  mouth  would  dissolve  carrot  in  the  lung 
insulted  my  intelligence  and  did  neither  himself  nor 
the  medical  profession  any  good. 

Show  sympathetic  understanding  of  the  patient’s 
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problem  by  such  phrases  as  this,  "If  this  were  my  own 
daughter  or  my  wife,  I would  want  her  to  have  this 
operation.” 

Many  doctors  find  their  time  wasted  in  trivial 
conversation  with  patients  who  have  become  friends. 
We  have  found  that  a professional,  efficient  attitude 
on  the  part  of  the  doctor  tends  to  minimize  general 
gossiping.  Your  friends  expect  a friendly  greeting, 
but  once  the  professional  consultation  is  over,  they’ll 
take  the  hint  in,  "Gosh,  I’d  like  to  hear  about  your 
hunting  trip — but  there  are  a bunch  of  people  wait- 
ing— let’s  get  together  sometime  after  hours.” 

Preservation  of  a pleasant  professional  attitude 
during  office  hours  can  save  a lot  of  your  valuable 
time. 


Financial  Problems 

Part  of  the  patient’s  problem  is  financial.  What  do 
your  services  cost? 

He  may  hesitate  to  ask,  but  really  wants  to  know. 
If  it’s  surgery  or  obstetrical  care — there  has  to  be 
some  budgeting.  Of  all  complaints  received  by  the 
mediation  committee  of  my  county  society,  almost 
one-half  were  on  fees  or  misunderstanding  of  insur- 
ance coverage. 

The  patient  may  have  been  paying  premiums  for 
years  on  insurance  he  thought  would  meet  your 
whole  bill.  Here’s  an  extreme  case:  emergency  room 
procedure,  debridement,  tetanus  shot,  seven  stitches. 
Total  insurance  payment,  including  office  call  for 
removal  of  stitches,  was  $2.50. 

If  insurance  pays  $60  for  delivery,  the  patient  and 
her  husband  should  learn  why  your  fee  is  $175 — it 
covers  prenatal  care,  delivery,  and  postpartum  care 
of  mother  and  child. 

Payments  should  be  made  at  prenatal  visits  for  the 
family’s  own  ease  of  budgeting.  "Mrs.  Smith,  it’s  a 
wonderful  relief  to  know  the  baby’s  paid  for  when 
you  go  to  the  hospital.”  Incidentally,  delinquent  ac- 
counts are  greatly  reduced  by  prepayments. 

A legitimate  fee  for  major  surgery  may  seem  an 
exorbitant  amount  to  a patient  if  there  has  been  no 
prior  explanation.  Five  hundred  dollars  to  a man  in- 
capacitated for  work  can  be  a staggering  amount. 
However,  if  he  can  get  back  on  his  job  because  of 
surgery,  payments  of  $50  a month  may  seem  easy, 
and  the  plan  makes  the  same  fee  seem  reasonable. 

Here’s  a specific  instance.  The  fountain  clerk  in 
our  drug  store  was  examined  by  a gynecologist — 
dilatation  and  curettage  recommended,  fee  $60.  She 
had  the  D.  and  C.  done  by  an  osteopath  who  told 
her  it  would  cost  $75,  but  spread  over  5 months 
after  she  got  back  to  work.  She  couldn’t  raise  $60, 
but  she  could  pay  $15  a month. 


The  American  public  is  preconditioned  to  monthly 
payments — house,  auto,  TV.  Their  problem  is  bud- 
geting pay  checks,  not  investing  cash.  They  need  to 
have  surgical,  obstetrical,  hospital  care  fees  explained 
in  terms  of  their  thinking — spreading  payments. 
Who  should  do  this?  You  should  show  you  under- 
stand their  financial  problems;  then  your  girl  can 
work  out  details,  note  the  arrangements  on  the  finan- 
cial card,  and  follow  through  with  the  patient. 

We  find  that  hospital  consultations  often  turn 
into  bad  debts.  What’s  worse,  they  often  leave  pa- 
tients thinking  they  have  been  badly  overcharged. 

Here’s  a reply  to  our  letter  asking  "how  come  no 
payment”  for  a cardiologist:  "I  do  not  feel  that  I 

owe  this  bill.  I did  not  know  Dr.  and  I never 

asked  him  to  examine  or  treat  me  in  any  way.  When 
he  came  in  my  room,  I thought  he  was  from  the 
hospital.  I paid  my  bill  for  the  operation  and  nothing 
was  said  about  any  other  charge.  If  my  doctor  ordered 

Dr.  to  see  me,  it  is  up  to  him  to  pay  him.” 

Here’s  some  damage  to  public  relations.  In  the  eyes 
of  this  patient,  this  doctor  is  trying  to  get  $15  for 
nothing. 

Several  things  are  wrong: 

The  surgeon  should  have  explained  to  the  patient 
or  to  a representative  of  the  patient  that  because  of 
his  cardiac  condition  a heart  specialist  was  advisable 
— that  the  added  cost  of  consultation  would  be  a wise 
investment. 

Then  the  cardiologist  should  have  introduced  him- 
self as  calling  on  consultation  at  the  request  of  the 
surgeon;  "As  I expect  he  explained,  I specialize  in 
heart  conditions.” 

Consultation  dignified  in  such  a way  would  carry 
the  weight  it  deserves  in  the  eyes  of  the  patient.  In 
the  same  way,  the  function  of  the  anesthesiologist 
should  be  explained — it  is  for  the  benefit  of  the 
patient. 

Here’s  a point  that  may  have  escaped  you  because 
of  your  training:  the  terms  "intern”  and  "internist” 
sound  too  much  alike.  Many  people  think  a consul- 
tation by  an  internist  is  simply  a visit  by  a house 
staff  intern.  Do  you  wonder  they  protest  a consulta- 
tion charge? 

How  should  delinquent  accounts  be  handled?  One 
young  neurosurgeon  intended  to  turn  over  all  ac- 
counts not  paid  in  3 months  to  his  attorney  for 
threats  or  suit.  The  other  extreme  is  shown  by  a 
doctor  who  does  not  regularly  send  statements,  and 
then  makes  no  effort  to  collect.  We  have  seen  10 
times  the  normal  delinquent  accounts  receivable  re- 
cently in  such  an  office — and  that  doctor  was  really 
hurting  for  income. 

Every  patient  who  owes  a bill  should  receive  a 
statement — he  deserves  to  know  his  obligation  so  he 
can  plan  for  payment.  We  are  convinced  that  pa- 
tients are  as  pure  as  Ivory  soap — 99.44  per  cent  in- 
tend to  pay  fair  fees  for  good  medical  care. 
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Summing  Up 

The  principles  of  sound  merchandising  which  have 
been  discussed  do  not  conflict  with  professional  ethics 
— for  both  are  based  on  integrity  and  honest  service 
values. 

Patients  need  understanding,  as  well  as  medical 


care.  They  deserve  consideration,  and  in  turn  they 
will  pay  their  doctor  bills. 

With  patients  well  satisfied  with  their  own  doc- 
tors, socialized  medicine  involving  loss  of  choice  will 
have  little  appeal,  and  the  American  physician  can 
continue  to  be  the  successful  respected  example  of 
our  democratic  way  of  life. 

I Mr.  Young,  PM  Detroit,  420  Madison  Theatre  Building, 
Detroit  26. 


Early  diagnosis  of  mitral  stenosis  is  important  as  mitral  commissurotomy  at  the 
opportune  time  offers  great  benefits.  Because  the  condition  may  masquerade  as  mother 
disease,  diagnosis  depends  on  the  physician's  awareness  of  the  disease  plus  a complete 
clinical  evaluation  of  symptoms  supported  by  such  diagnostic  aids  as  roentgenography, 
electrocardiography,  phonocardiography,  and  cardiac  catheterization. 
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WITH  THE  refinement  of  surgical  and  anes- 
thetic techniques,  cardiovascular  lesions  which 
once  were  considered  hopeless  now  are  amenable  to 
treatment.  The  diagnosis  and  treatment  of  various 
conditions  of  the  heart  have  assumed  great  impor- 
tance and  popularity. 

Experience  has  emphasized  that  more  attention 
should  be  paid  to  the  "old  fashioned”  diagnosis  of 
mitral  stenosis.  This  condition  frequently  is  over- 
looked or  mistaken  for  congenital  or  other  heart  dis- 
ease, with  such  deceptive  diagnoses  as  recurrent  pneu- 
monitis, bronchitis,  influenza,  and  asthma  often  hid- 
ing the  unrecognized  symptoms  of  mitral  stenosis. 
It  is  the  purpose  of  this  paper  to  review  the  diag- 
nostic features  of  this  cardiac  lesion,  which  basically 
is  correctable. 


DIAGNOSIS 

Importance  of  Early  Diagnosis. — In  mitral  stenosis, 
the  importance  of  an  early  diagnosis  cannot  be  over- 
emphasized. This  is  true  although  the  patient  may  be 


without  clinical  symptoms.  For  example,  a young 
woman  who  has  unrecognized  mitral  stenosis  may 
present  a difficult  problem  if  pregnancy  compromises 
her  cardiac  reserve.  Also,  it  may  be  difficult  to  make 
a clinical  diagnosis  after  atrial  fibrillation,  a common 
complication  of  mitral  stenosis,  has  supervened. 

When  symptoms  due  to  mitral  stenosis  appear, 
diagnosis  becomes  even  more  urgent.  Surgical  cor- 
rection is  feasible  for  these  patients;  and,  in  most 
instances,  it  is  mandatory  for  rehabilitation.  General- 
ly, it  is  agreed  that  surgical  treatment  should  be 
reserved  for  those  patients  who  functionally  have 
class  II  (slight  limitation  of  physical  activity)  or 
greater  impairment.  As  a group,  patients  in  classes 
II  and  III  (moderate  to  marked  limitation  of  activ- 
ity) are  the  best  candidates  for  mitral  commissurot- 
omy, and  they  will  achieve  the  most  satisfactory 
results. 

That  the  operation  is  safe  and  justifiable  in  these 
patients  has  been  proved  by  Ellis’  review  of  Harkens 
1,000  consecutive  cases.2, 4 Among  the  second  500 
cases  reported  in  this  series,  surgical  mortality  was 
only  0.6  per  cent.  If  the  patient’s  condition  had  ad- 
vanced to  class  IV  (refractory  congestive  failure), 
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surgical  mortality  was  high,  20  per  cent.  Further- 
more, when  congestive  heart  failure  developed  in 
these  patients,  irreversible  pulmonary  changes  oc- 
curred simultaneously  and  perpetuated  the  failure.6 

Parker  and  Weiss9  demonstrated  that  medial  hy- 
pertrophy of  the  pulmonary  arterioles,  followed  by 
intimal  fibrosis  and  medial  sclerosis,  effectively  nar- 
rows the  arteriolar  lumen  and  increases  the  pulmo- 
nary hypertension.  In  addition,  thickening  of  the 
basement  membrane  of  the  capillaries  and  metaplasia 
of  the  alveolar  walls  (with  formation  of  cuboidal 
epithelium)  interfere  with  gaseous  exchange  and 
contribute  to  progressive  dyspnea.  These  changes 
are  irreversible,  and  once  established  they  are  not 
affected  by  correction  of  the  mitral  obstruction.  An 
appreciation  of  these  changes  which  occur  in  the 
lesser  circulation,  secondary  to  simple  mechanical 
obstruction  in  the  mitral  orifice,  should  encourage 
the  desire  for  an  early  diagnosis. 

Factors  in  Clinical  Diagnosis. — A diagnosis  of 
mitral  stenosis  is  based  on  a thorough  clinical  his- 
tory. Ideally,  this  means  complete  evaluation  of  all 
the  patient’s  complaints  and  past  illnesses.  Frequently, 
a history  of  rheumatic  fever  in  childhood  or  later 
can  be  obtained  only  by  a diligent  search.  The  patient 
often  fails  to  appreciate  that  an  attack  of  rheumatic 
fever  in  childhood  may  be  related  to  his  present  ill- 
ness, or  he  may  not  be  aware  of  having  rheumatic 
fever  in  one  of  its  varied  forms.  A history  of  recur- 
rent pulmonary  infections,  hemoptysis,  dyspnea  upon 
exertion,  and/or  nocturnal  cough  certainly  should 
cause  the  physician  to  suspect  mitral  stenosis.  Less 
obvious  complaints  as  cigarette  cough,  breathlessness, 
fatigability,  and  asthma,  which  usually  occur  later, 
should  not  be  treated  without  thorough  evaluation. 
Such  a history,  even  though  only  remotely  suggestive 
of  heart  failure,  should  incite  the  physician  to  search 
for  a correctable  lesion  such  as  mitral  stenosis  regard- 
less of  the  age  of  the  patient. 

It  should  be  remembered  that  the  patient  may  ap- 
pear to  be  in  good  health.  The  patient  may  have  few, 
or  he  may  be  without,  abnormal  physical  findings 
except  for  those  related  to  the  heart;  and,  there,  they 
often  are  difficult  to  interpret.  It  is  unlikely  that 
the  physician  will  take  special  note  of  every  patient 
with  slightly  decreased  blood  pressure  or  soft  pulse. 
Yet,  these  findings  suggest  a diminished  stroke  vol- 
ume of  the  left  ventricle.  If  the  patient  has  been 
sitting  in  the  doctor’s  waiting  room  for  a long  period 
of  time,  he  has  allowed  his  heart  plenty  of  rest.  Un- 
less he  is  in  frank  congestive  failure,  auscultation  of 
the  lungs  after  such  a period  of  rest  may  not  reveal 
anything  unusual,  or  possibly  a few  basilar  rales  in 
one  or  both  lungs.  This  latter  finding  could  be  mis- 
taken for  primary  lung  disease  (bronchitis  or  bron- 
chiectasis) and  treated  as  such.  Therefore,  exercising 
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the  patient  may  be  worth  the  few  extra  minutes  re- 
quired. Minimal  signs  and  symptoms  of  failure  may 
be  accentuated,  and  significant  murmurs  may  be  de- 
tected. 

Careful  inspection  and  palpation  of  the  anterior 
chest  may  reveal  a bulge  of  the  precordium,  the  im- 
pulse of  an  enlarged  right  ventricle,  or  a presystolic 
thrill.  Although  these  findings  are  not  too  common 
in  mitral  stenosis  and  never  are  very  obvious,  the 
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careful  observer  frequently  is  rewarded  by  their  de- 
tection because  he  has  trained  himself  to  look  for 
them. 

The  value  of  auscultation  in  the  detection  of  mitral 
stenosis  should  not  require  emphasis.  The  examiner 
should  exercise  great  care  because  attention  to  detail 
is  important.  The  second  pulmonic  sound  is  accentu- 
ated. The  first  mitral  sound  is  characteristically  loud 
and  forceful.  In  those  patients  in  whom  marked 
calcification  of  the  mitral  valve  has  not  occurred,  a 
third  sound  may  be  detected  at  the  apex.  This  occurs 
quickly  following  the  second  sound  and  is  the  well 
known  opening  snap. 

The  murmur  characteristic  of  mitral  stenosis  is 
heard  best  within  a limited  area  of  the  apex  with  the 
bell  stethoscope.  It  is  diastolic  in  time;  it  may  occur 
early  in  the  diastolic  or  in  the  presystolic  period;  or 
it  may  even  extend  throughout  the  diastolic  period. 
Before  the  findings  can  be  recorded  as  negative,  the 
patient  must  be  examined  while  he  is  in  the  left 
lateral  position  following  exercise.  The  characteristic 
presystolic  rumble  which  is  an  accentuation  of  the 
diastolic  murmur  is  an  important  finding.  It  may  be 
absent,  however,  in  very  mild  cases,  and  it  will  be 
absent  if  atrial  fibrillation  is  present.  Although  it 
may  be  extremely  difficult  to  detect,  the  early  dia- 
stolic murmur  will  persist  even  in  the  presence  of 
atrial  fibrillation.3,  7 Failure  to  elicit  a diastolic  mur- 
mur does  not  in  itself  exclude  the  diagnosis  of  mitral 
stenosis. 

We  do  not  expect  the  lesion  of  "pure”  mitral 
stenosis  to  cause  enlargement  of  the  left  ventricle, 
but  this  should  not  preclude  careful  percussion  of  the 
left  border  of  the  heart.  If  the  left  margin  is  increased 
beyond  normally  expected  limits,  two  possibilities 
may  account  for  the  finding.  A slight  increase  could 
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reflect  enlargement  of  the  right  ventricle  or  posi- 
tional change  of  the  heart.  A more  substantial  in- 
crease should  cause  the  physician  to  suspect  enlarge- 
ment of  the  left  ventricle  and  the  probability  of 
multivalvular  lesions  and,  therefore,  a different  di- 
agnosis. 

Role  of  Diagnostic  Aids. — In  most  instances,  a 
consideration  of  the  possibility  of  mitral  stenosis,  a 
thorough  evaluation  of  the  patient’s  symptoms,  and 
a careful  examination  of  the  heart  and  lungs  are 
sufficient  evidence  to  exact  a correct  diagnosis.  In 
our  experience,  however,  a detailed  history  and  physi- 
cal examination  do  not  always  provide  conclusive 
evidence  for  the  diagnosis.  Further  diagnostic  aids 
are  indicated,  especially  if  the  physician  has  reason 
to  suspect  the  presence  of  mitral  stenosis  or  other 
cardiac  disease. 

A roentgenographic  and  a fluoroscopic  examina- 
tion of  the  chest  are  relatively  simple  methods  to 
demonstrate  the  size  and  shape  of  the  heart.  The  most 
obvious  abnormality,  and  one  which  in  most  in- 
stances can  be  demonstrated  roentgenographically,  is 
prominence  of  the  pulmonary  conus  and  arteries. 
Either  straightening  or  convexity  of  the  upper  left 
border  of  the  heart  results.  The  characteristic  inden- 
tation of  the  barium-filled  esophagus  encroached 
upon  by  an  enlarged  or  dilated  left  auricle  can  be 
demonstrated  by  fluoroscopy.  This  procedure,  how- 
ever, should  be  performed  only  by  those  persons 
experienced  with  cardiac  fluoroscopy,  or  the  finding 
should  be  interpreted  with  caution.  For  confirming 
the  diagnosis,  other  roentgenographic  findings  may 
be  of  value.  These  findings  include  vascular  calcifi- 
cation, double  density  of  a dilated  left  atrium,  and 
evaluation  of  the  degree  of  enlargement  of  the  right 
ventricle.  Increased  vascularity  of  the  lungs  may  be 
noted.  This,  of  course,  indicates  congestion. 

The  electrocardiogram  may  aid  in  confirming  the 
diagnosis.  In  some  cases,  characteristic  findings  may 
be  present.  With  "pure”  mitral  stenosis,  the  electrical 
position  of  the  heart  is  normal  or,  perhaps,  deviated 
to  the  right.  The  finding  of  broad,  notched  P waves, 
particularly  in  lead  II,  is  suggestive  of  enlargement  of 
the  left  atrium.  This  pattern,  in  fact,  often  is  referred 
to  as  P-mitrale.  In  long  standing  mitral  stenosis, 
changes  compatible  with  right  ventricular  hyper- 
trophy are  not  uncommon  on  the  electrocardiogram. 
The  finding  of  left  ventricular  hypertrophy  should 
suggest  other  associated  valvular  disease. 

An  excellent  method  for  confirming  the  clinical 
diagnosis  and  obtaining  some  idea  of  the  degree  of 
mitral  stenosis  is  phonocardiography.1,  5>  8i 10  It  is  a 
relatively  simple  procedure,  completely  innocuous  to 
the  patient,  and  it  gives  considerable  clinical  in- 
formation. A murmur  and  an  opening  snap  are  con- 
firmed visually,  and  the  intensities  of  heart  sounds 
are  apparent.  Occasionally,  the  phonocardiogram  can 
emphasize  an  apical  diastolic  murmur  of  such  low 


frequency  that  the  ear  cannot  recognize  it.  An  in- 
triguing aspect  of  the  phonocardiogram  is  its  ability 
to  demonstrate  mitral  stenosis  even  in  the  absence  of 
a characteristic  murmur  because  some  of  the  most 
rigidly  stenotic  valves  produce  only  a slight  murmur 
or  none  at  all.  This  is  accomplished  by  measuring 
certain  time  intervals  on  the  phonocardiographic 
tracing.  The  important  measurements  in  mitral  sten- 
osis are  those  from  the  beginning  of  the  QRS  com- 
plex to  the  onset  of  the  first  heart  sound  (the  Q-l 
interval)  and  from  the  second  heart  sound  to  the 
opening  snap  (the  2 -OS  interval).  These  measure- 
ments may  be  made  and  actually  are  of  their  greatest 
diagnostic  usefulness  in  the  presence  of  atrial  fibril- 
lation. Wells11, 12  has  shown  that  the  Q-l  interval 
corrected  for  a standard  heart  rate  is  prolonged  be- 
yond normal  limits  in  mitral  stenosis  (0.07  seconds 
or  greater).  He  has  devised  a formula  whereby  the 
severity  of  the  mitral  stenosis  may  be  predicted  if 
the  2 -OS  interval  is  subtracted  from  the  Q-l  interval. 
From  the  figure  obtained,  it  is  possible  to  estimate, 
within  limits,  the  therapeutic  value  of  commissurot- 
omy. However,  from  a more  practical  standpoint, 
evaluation  of  the  clinical  condition  of  the  patient 
should  suffice. 

In  some  instances,  mitral  stenosis  may  be  confused 
with  congenital  heart  disease,  and  cardiac  catheteriza- 
tion may  be  necessary  to  establish  the  diagnosis.  In 
general,  however,  catheterization  of  the  right  side  of 
the  heart  seldom  is  indicated.  Catheterization  of  the 
left  side  of  the  heart  should  be  performed  only  in 
very  selected  cases,  but  this  procedure  may  yield 
beneficial  information  especially  if  concomitant  re- 
gurgitation or  other  valvular  disease  is  suspected. 


CASE  REPORTS 

The  following  case  reports  emphasize  some  of  the 
diagnostic  features  which  have  been  discussed. 

Case  1. — A 25  year  old  woman  (fig.  1)  reported  to  the 
Scott  and  White  Clinic  for  cardiac  evaluation.  Because  a 
heart  murmur  was  discovered  during  the  course  of  a routine 
prenatal  examination,  a diagnosis  of  “congenital  heart  dis- 
ease” had  been  made  some  years  previously.  Mitral  stenosis 
was  suspected  by  the  referring  physician. 

A detailed  history  revealed  recurrent  tonsillitis  in  child- 
hood, but  rheumatic  fever  had  not  been  diagnosed.  Until 
the  time  of  her  first  pregnancy,  the  patient  was  not  aware 
of  any  physical  disability,  and,  on  the  contrary,  she  had 
been  very  active  in  sports.  During  the  fourteenth  week  of 
her  pregnancy,  a troublesome  cough  developed  and  persisted 
for  about  6 weeks.  The  cough  seemed  to  be  precipitated 
especially  by  lying  down.  The  remainder  of  the  pregnancy 
and  the  delivery  were  uncomplicated.  Subsequently,  she 
had  several  more  episodes  of  persistent  coughing.  For  the 
first  time,  she  became  aware  of  dyspnea  upon  exertion. 
The  latter  symptom  progressed  to  the  point  that  hanging 
out  the  wash  was  a major  effort.  On  physical  examination, 
the  patient  appeared  as  a well  developed  young  woman. 
The  oral  temperature  was  98.8  F.,  the  systolic  blood  pres- 
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Fig.  1.  Case  1 . a.  Roentgenogram  of  the  chest,  pos- 
terior-anterior view.  Note  prominence  of  the  pulmonary 
artery  segment  causing  convexity  of  the  left  border  of 
the  heart.  Also,  note  the  prominent  hilar  vessels  and 
rounded  shadow  of  double  density  due  to  the  blood 
filled  left  atrium. 

b.  Right  anterior-oblique  view.  Posterior  displacement 


of  the  barium  filled  esophagus  by  the  dilated  left  atrium 
is  evident. 

c.  Phonocardiograms.  Upper:  Preoperative  recording 
showing  presystolic  murmur  and  opening  snap.  Lower: 
Postoperative  recording.  The  murmur  has  decreased,  and 
the  Q- 1 time  is  shorter. 

d.  Electrocardiogram  showing  broad  P waves  and  right 
ventricular  hypertrophy. 


sure  was  90  mm.  of  mercury,  and  the  diastolic  was  50 
mm.  of  mercury.  The  lungs  were  normal.  A thrill  was 
palpable  at  the  apex.  The  heart  rate  was  80  beats  per 
minute,  and  the  rhythm  was  regular.  The  second  heart 
sound  at  the  pulmonic  area  was  louder  than  the  second 
aortic  sound,  and  it  was  accentuated.  A loud,  rumbling, 
presystolic  murmur  with  a prominent  first  sound  was 
heard  at  the  apex.  A well  defined  opening  snap  was  noted. 
Roentgenograms  of  the  chest  revealed  moderate  cardiac 
enlargement  and  increased  prominence  in  the  region  of 
the  pulmonary  artery  segment  and  left  auricular  appendage. 
Fluoroscopy  with  barium  contrast  studies  showed  promi- 
nence in  the  region  of  the  left  atrium.  The  electrocardio- 
gram demonstrated  right  axis  deviation,  right  ventricular 
hypertrophy,  and  broad  and  notched  P waves.  Results  of 
the  complete  blood  count  and  urinalysis  were  normal.  The 
phonocardicgram  confirmed  a loud,  accentuated  first  heart 
sound  at  the  apex  with  a presystolic  murmur  and  an  open- 
ing snap.  The  duration  of  the  Q-l  time  was  0.117  seconds. 

Mitral  commissurotomy  was  performed.  At  operation,  the 


leaflets  of  the  mitral  valve  were  partially  calcified,  and  the 
valvular  lumen  was  extremely  small  (an  estimated  3 mm. 
in  diameter).  The  valve  was  dilated  digitally,  and  subse- 
quently the  pressure  within  the  left  atrium  was  reduced. 

The  postoperative  course  was  complicated  by  transient 
auricular  fibrillation  and  the  postpericardotomy  syndrome 
which  responded  readily  to  therapy.  Postoperative  follow-up 
1 year  later  revealed  symptomatic  improvement.  Objective 
improvement  was  evident  on  the  phonocardiogram. 

Case  2. — A 19  year  old  woman  (fig.  2)  was  referred 
to  the  Scott  and  White  Clinic  for  investigation  of  recur- 
rent pulmonary  infections  and  questionable  enlargement  of 
the  heart.  She  apparently  had  been  in  good  health  until 
February,  1957.  At  that  time,  she  developed  an  infection 
of  the  upper  respiratory  tract  which  was  followed  by  a 
severe  cough.  Shortly  thereafter,  she  became  acutely  ill, 
was  hospitalized,  and  a diagnosis  of  bilateral  pneumonia 
was  made.  She  responded  to  treatment,  but  some  enlarge- 
ment of  her  heart  was  observed  by  her  physician.  Follow- 
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mg  that  illness,  the  patient  began  to  notice  that  with  slight 
exertion  her  heart  would  beat  rather  rapidly.  She  developed 
a severe,  chronic  cough,  and,  on  occasions,  her  sputum  was 
streaked  slightly  with  blood.  Some  2 months  prior  to  her 
first  admission  to  this  clinic,  she  again  developed  a pul- 
monary infection  with  fever  of  103  to  104  F. 

A review  of  the  patient's  past  history  was  noncontribu- 
tory. A previous  episode  of  rheumatic  fever  was  not  indi- 
cated either  by  name  or  by  symptoms.  However,  she  had 
been  subject  to  tonsillitis  prior  to  tonsillectomy  in  1954. 

On  physical  examination,  she  appeared  somewhat  pale, 
but  was  well  developed  and  well  nourished  and  not  in 
distress.  The  pertinent  physical  findings  were  limited  to 
the  cardiovascular  system.  The  systolic  blood  pressure  was 
100  mm.  of  mercury,  and  the  diastolic  was  70  mm.  of 
mercury.  Cardiac  enlargement  was  not  evident  to  percus- 
sion. No  precordial  thrills  were  palpable.  The  cardiac 
rhythm  was  regular.  The  second  pulmonic  sound  was  great- 


er than  the  second  aortic  sound  and  was  accentuated.  The 
first  mitral  sound  was  abnormally  loud.  A low  pitched, 
crescendo,  presystolic  rumble  was  heard  at  the  apex,  and 
an  intermittent,  but  definite,  third  sound  was  interpreted 
as  an  opening  snap.  With  the  patient  in  the  left  lateral 
position,  the  second  heart  sound  was  indistinct,  and  the 
presystolic  murmur  was  pronounced.  A systolic  element 
could  not  be  detected.  The  lungs  were  normal. 

Complete  blood  counts  and  urinalyses  were  within  nor- 
mal limits.  The  electrocardiogram  was  suggestive  of  atrial 
enlargement,  right  axis  deviation,  and  right  ventricular 
hypertrophy.  Roentgenograms  of  the  chest  revealed  that 
the  left  border  of  the  heart  was  straight,  with  a slight 
prominence  in  the  area  of  the  pulmonary  artery  segment. 
The  hilar  markings  were  slightly  increased.  The  barium 
swallow  indicated  enlargement  of  the  left  atrium.  The 
phonocardiogram  revealed  a murmur  at  the  apex  throughout 
diastole  with  presystolic  accentuation.  The  Q-l  time  was 


Fig.  2.  Case  2.  a.  Roentgenogram  of  the  chest,  pos- 
terior-anterior view,  showing  the  convex  left  border  of 
the  heart  due  to  a prominent  pulmonary  artery  segment 
and  increased  hilar  vascularity. 

b.  Right  anterior-oblique  view.  Posterior  displacement 
of  the  esophagus  is  caused  by  a dilated  left  atrium. 


c.  Electrocardiogram  showing  prominent  P waves  and 
suggestive  enlargement  of  the  right  ventricle. 

d.  Phonocardiograms.  Upper:  Preoperative  recording 
showing  diastolic  and  presystolic  murmur,  well  defined 
opening  snap,  and  prolonged  Q-l  time.  Lower:  Postop- 
erative recording  demonstrating  shortened  Q-l  time  and 
marked  decrease  in  the  murmur. 
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MITRAL  STENOSIS  — Lynch  & Gustafson  — continued 

0.10  seconds.  A third  sound  compatible  with  an  opening 
snap  was  present. 

At  the  time  of  mitral  commissurotomy,  the  valve  orifice 
was  almost  occluded.  A small  amount  of  calcification  was 
present  in  the  valve.  Following  dilatation,  a satisfactory 
decrease  in  pressure  in  the  left  atrium  was  accomplished. 

The  patient’s  postoperative  course  was  uncomplicated. 
Follow-up  examination  11  months  later  revealed  that  the 
patient  was  progressing  satisfactorily.  A marked  increase 
in  her  capacity  for  exercise  had  been  noted. 


SUMMARY 

The  importance  of  an  early  diagnosis  of  mitral 
stenosis  before  the  onset  of  complications  or  irre- 
versible changes  cannot  be  overemphasized.  The  con- 
dition frequently  masquerades  as  another  disease  and 
may  be  misdiagnosed  or  overlooked.  Diagnosis  often 
depends  upon  the  physician’s  awareness  of  the  dis- 
ease, plus  a complete  clinical  evaluation  of  the  pa- 
tient’s symptoms  supported  by  the  necessary  and  ap- 
propriate diagnostic  aids.  Mitral  commissurotomy,  at 
the  opportune  time,  offers  great  benefits  with  little 
operative  risk  to  the  patient. 
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Course  on  Politics  Available  to  Doctors 


In  answer  to  the  plea  all  over  the  nation  for  physicians 
to  take  a more  active  part  in  the  whole  area  of  politics, 
public  affairs,  and  community  life,  physicians  in  many 
states  are  participating  in  an  education  program  designed 
by  the  Chamber  of  Commerce  of  the  United  States  en- 
titled "Action  Course  in  Practical  Politics.”  About  1,500 
groups  have  taken  advantage  of  this  nonpartisan  program 
since  it  was  begun  last  February. 

Any  organization  or  business  firm  interested  in  sponsor- 
ing such  a course  can  get  full  information  by  writing  to 
the  Business  Relations  Department,  Chamber  of  Commerce 
of  the  United  States,  1615  H.  Street,  N.W.,  Washington 
6,  D.  C.  A set  of  course  materials  including  a Discussion 
Leader’s  Manual,  a set  of  eight  pamphlets,  and  a set  of  case 
problems  costs  $18. 

The  leader’s  manual  shows  how  to  set  up  the  “Action 
Course”  by  organizing  and  conducting  the  group  discus- 
sions. The  manual  contains  a complete  blueprint  of  the 
course.  The  leader  need  not  have  had  previous  experience 
in  politics  or  adult  education  work. 


In  preparation  for  each  weekly  session,  course  partici- 
pants read  one  of  a set  of  eight  pamphlets  on  the  American 
political  system.  Each  pamphlet  deals  with  a different  facet. 
Practicing  politicians  from  both  major  political  parties  as- 
sisted in  preparation  of  these  texts. 

Participants  also  work  with  a series  of  case  problems 
common  to  almost  every  community  in  America.  These 
cases  prepare  participants  for  effective  participation  in 
politics  by  helping  them  develop  ability  to  analyze  their 
own  local  political  problems  and  to  work  out  suitable 
solutions. 

At  the  American  Medical  Association’s  recent  clinical 
session  in  Dallas,  Dr.  Louis  M.  Orr,  President,  said,  "A 
physician  cannot,  if  he  values  this  nation’s  high  standard  of 
medical  care,  divert  his  gaze  from  the  social,  economic  and 
political  issues  which  affect  the  practice  of  medicine.” 

“I  think  we  have  a double  duty — as  physicians  and  as 
citizens — to  take  an  even  more  active  part  in  the  political 
and  civic  life  of  our  nation,  state  and  community,”  he 
said. 
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Serum  Abnormalities 


in  Multiple  Myeloma  and  Other  States 

The  various  techniques  in  protein  chemistry  have  supplied  important  details  re- 
garding the  junctions  of  normal  and  abnormal  proteins  in  multiple  myeloma  and 
related  conditions.  Hypo gammaglobulinemia,  hyperglobulinemia,  hematologic  abnormal- 
ities, hemorrhagic  tendency,  purpura  hyperglobulinimica,  macro  glob  ulinemia,  cryoglobu- 
linemia, Bence  Jones  protein,  and  amyloidosis  are  discussed. 

ROBERT  B.  GILES,  JR.,  M.D. 

Dallas,  Texas 


IN  THE  YEAR  1845  Drs.  MacIntyre  and  Watson 
attended  "a  47 -year-old  grocer  who  had  been 
out  of  health  for  13  months  with  peculiarly  fragile 
bones,”  and  they  noted  that  "the  patient’s  urine  was 
strongly  charged  with  animal  matter.”  Some  of  this 
urine  was  sent  to  Dr.  Bence  Jones  for  analysis,  the 
results  of  which  were  published  in  1848.3  Dr.  Mac- 
Intyre finally  published  the  clinical  details  of  this 
interesting  case  in  1850. 7 In  the  following  years 
other  observers  have  added  many  pathologic  and 
clinical  details  to  these  first  observations  of  a rela- 
tively rare  disease  entity.  As  Dr.  Bence  Jones’  find- 
ings of  a peculiar  protein  in  the  urine  of  this  first 
patient  attracted  considerable  interest,  the  subsequent 
finding  of  many  other  protein  abnormalities  in  this 
disease  has  served  to  emphasize  that  aspect  of  the 
disease. 


REVIEW  OF  METHODS 

The  protein  abnormalities  in  multiple  myeloma 
have  been  investigated  by  each  new  technique  in 
protein  chemistry,  and  such  investigations  have  fur- 
nished important  details  regarding  the  functions  of 
normal  and  abnormal  proteins.  Some  of  these  meth- 
ods deserve  comments  regarding  the  information  they 
furnish  and  their  limitations. 

The  Howe  method  of  fractionating  albumins  from 
globulins  by  sodium  sulfate  precipitation  is  limited 
by  the  fact  that  some  abnormal  globulins  occasionally 
precipitate  with  the  albumin  fraction.  Dr.  Edwin 
Cohn  developed  for  the  Red  Cross  during  World 
War  II  very  precise  methods  for  fractionating  serum 
proteins  into  many  components  by  low  temperature 
alcohol  and  heavy  metal  precipitation.  These  methods 
have  been  of  tremendous  importance  in  the  great 
advances  made  in  protein  chemistry,  and  today  they 
are  the  methods  of  choice  for  the  isolation  of  pro- 
tein components  but  are  time  consuming  and  require 


precise  control  of  pH,  salt  concentrations,  and  tem- 
perature. 

Electrophoresis,  on  the  other  hand,  separates  pro- 
teins as  a function  of  their  electric  charge  into  al- 
bumin and  alpha,  beta,  and  gamma  globulins.  The 
classical  Tiselius,  or  moving  boundary,  technique  is 
important  as  a research  instrument,  but  the  newer 
and  simpler  paper  electrophoresis  method2  has  made 
possible  the  widespread  clinical  use  of  the  electro- 
phoretic method.  It  should  be  emphasized  that  al- 
though albumin  separated  electrophoretically  is  a 
relatively  pure  protein,  each  of  the  globulin  fractions 
represents  large  numbers  of  different  proteins  with 


Dr.  Robert  B.  Giles,  Jr.,  assistant 
professor  of  internal  medicine  at 
Southwestern  Medical  School  of 
the  University  of  Texas,  presented 
this  paper  for  the  Section  on  In- 
ternal Medicine  at  the  annual  ses- 
sion of  the  Texas  Medical  Associ- 
ation in  San  Antonio,  April  20, 
1959. 


similar  electrophoretic  properties.  The  ultracentrifuge 
separates  proteins  as  a function  of  their  mass,  the 
heavier  proteins  sedimenting  faster  than  the  light 
proteins  in  a gravitational  field.  The  rate  with  which 
a protein  sediments  is  proportional  to  its  Svedberg 
sedimentation  constant  or  S-value.  Normal  gamma 
globulins  have  a constant  of  7 S while  the  heavier 
globulins  are  19  S and  higher.  Ion  exchange  chroma- 
tography, recently  adapted  to  the  study  of  proteins, 
involves  the  percolation  of  protein  solutions  over 
charged  resins,  primarily  cellulose  derivatives,  a 
process  which  serves  to  separate  proteins  primarily 
as  functions  of  isoelectric  points,  total  exchangeable 
ions,  and  mass.  This  method,  as  adapted  to  serum 
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PROTEIN  ABNORMALITIES  — Giles  — continued 

globulins,  however,  does  separate  the  globulins  as 
a function  of  their  mass,  a method  which,  because  of 
its  relative  simplicity,  augments  the  ultracentrifuge 
as  a means  of  determining  size  or  mass  of  these 
globulins. 

Finally,  immunochemical  techniques  using  agar 
diffusion  have  been  helpful.  This  process  involves 
the  diffusion  through  agar  of  antigen  and  antibody, 
forming  a visible  linear  precipitate  where  the  two 
meet  in  optimum  concentration.  Although  antigen- 
antibody  reactions  may  be  specific,  it  should  be  re- 
membered that  coupling  of  the  antigen  and  antibody 
occurs  on  a small  portion  of  the  total  surface  area  of 
the  molecules  involved,  which  may  explain  why  pro- 
teins which  are  in  general  chemically  dissimilar  may 
react  with  the  same  antigen  provided  their  reacting 
areas  are  identical;  or  why,  on  the  other  hand,  two 
proteins  which  are  chemically  almost  identical  may 
not  react  with  the  same  antigen,  provided  their  re- 
acting areas  are  slightly  altered. 

Gamma  Globulins. — Insofar  as  the  major  protein 
anomalies  observed  in  multiple  myeloma  involve  the 
gamma  globulins,  the  normal  gamma  globulins 
should  be  examined  more  thoroughly.  Electropho- 
retically  the  gamma  globulins  may  be  divided  into 
gamma-1  (y-1)  and  gamma-2  (y-2)  globulins,  the 
latter  normally  constituting  95  per  cent  of  the  gam- 
ma globulin  fraction  and  having  the  slower  mobility. 
In  the  ultracentrifuge,  the  y-1  globulins  consist  of 
7 S and  19  S molecules  while  the  y-2  globulins  are 
entirely  7 S.  The  gamma  globulins  therefore  seem 
to  be  a mixture  of  proteins  of  various  sizes  but 
nearly  the  same  electrophoretic  mobilities.  The  y-1 
and  y-2  globulins  do  appear,  however,  to  be  similar 
in  immunologic  behavior,  apparently  at  least  having 
some  common  identical  antigen  binding  sites. 


PATHOPHYSIOLOGY 

Multiple  myeloma  is  a neoplasm  of  plasma  cells 
characterized  by  disorderly  and  uncontrolled  growth 
and  function  of  these  cells.  Insofar  as  the  plasma  cell 
is  probably  the  major  site  of  formation  of  gamma 
globulins  and  antibodies,  it  is  not  surprising  to 
find  abnormalities  of  serum  globulins  where  there 
is  disordered  growth  of  these  cells.  Lymphocytes  are 
also  thought  to  synthesize  antibodies,  and  indeed 
overproduction  of  abnormal  globulins  also  has  been 
observed  in  various  lymphomas.  Although  many  of 
the  clinical  manifestations  of  the  diseases,  multiple 
myeloma  and  lymphoma,  are  the  result  of  tissue 
invasion  and  destruction  by  the  abnormal  cells,  many 
other  manifestations  appear  to  result  from  the  anom- 
alous gamma  globulins  synthesized  by  these  cells. 


The  various  protein  abnormalities  observed  in 
these  diseases  and  some  related  conditions  now  will 
be  presented  and  related  where  possible  to  the  clin- 
ical manifestations  for  which  they  may  be  respon- 
sible. 

Hypogammaglobulinemia. — Abnormally  low  con- 
centrations of  normal  gamma  globulins  frequently 
are  observed  in  multiple  myeloma4  and  apparently 
result  from  crowding  out  of  normal  plasma  cells  or 
at  least  a suppression  of  their  normal  synthetic  pro- 
cesses. Such  poor  antibody  synthesis  in  turn  results 
in  an  unusual  predisposition  to  severe  infection  such 
as  pneumonia  and  septicemia.  Furthermore,  it  has 
been  demonstrated  that  these  patients  may  have  low 
or  absent  titers  of  blood  group  A,  B,  or  O antibodies 
and  furthermore  may  not  develop  antibodies  to 
typhoid  vaccine. 

Hyperglobulinemia. — Simultaneously  with  the  hy- 
pogammaglobulinemia, these  patients  frequently  have 
increased  concentrations  of  abnormal  globulins  or 
hyperglobulinemia.  Approximately  70  per  cent  of 
patients  with  multiple  myeloma  have  such  a hyper- 
globulinemia,9 which  is  readily  detectable  by  a total 
protein  estimation  with  an  albumin-globulin  ratio 
by  the  Howe  method.  The  widespread  use  of  paper 
electrophoresis,  however,  has  been  of  additional  aid 
in  the  detection  of  many  unsuspected  cases  of  mul- 
tiple myeloma  because  of  the  unusual  pattern  that 
is  frequently  manifest.  Normal  gamma  globulins 
present  as  a broad,  even  electrophoretic  band,  but 
the  myeloma  proteins  characteristically  are  manifest 
as  a "spike”  or  narrow  band  of  electrophoretic  mo- 
bilities, which  is  almost  pathognomonic  of  myeloma. 
Such  an  abnormal  electrophoretic  "spike”  is  found 
in  the  gamma  globulin  region  in  55  per  cent  of 
patients  with  myeloma,  in  the  beta  region  in  15 
per  cent  and  in  the  alpha  in  5 per  cent.  The  inter- 
pretation of  this  abnormal  electrophoretic  spike  is 
that  the  myeloma  cells  overproduce  only  one  of  the 
spectrum  of  normal  globulins.  Chemically  the  mye- 
loma proteins  obtained  from  different  patients  vary 
not  only  in  their  electrophoretic  properties,  but  also 
slightly  in  their  N-terminal  amino  acids,  even  though 
in  the  ultracentrifuge  most  have  the  same  molecular 
weight  (160,000)  and  identical  sedimentation  con- 
stants (6.6  S).  Immunologically,  however,  despite 
these  minor  structural  differences,  myeloma  proteins 
are  closely  identified  with  the  normal  globulins. 

Hematologic  Abnormalities. — Approximately  60 
per  cent  of  patients  with  myeloma  have  an  anemia, 
and  furthermore  the  first  manifestation  of  the  disease 
in  some  may  be  an  acute  hemolytic  anemia  which 
may  be  caused  by  coating  of  red  cells  with  abnormal 
myeloma  globulin  resulting  in  hemagglutination.  In 
addition,  rouleau  formation,  which  is  commonly  ob- 
served, may  be  explained  by  the  same  mechanism. 
Leukopenia,  observed  in  40  per  cent  of  patients  with 
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myeloma,  and  severe  thrombocytopenia,  observed  in 
25  per  cent,  probably  result  from  bone  marrow  in- 
vasion by  the  plasma  cells,  although  a similar  ag- 
glutination phenomenon  may  play  a part. 

Hemorrhagic  Tendency. — Hemorrhagic  tendencies, 
observed  in  35  per  cent  of  patients  with  myeloma, 
may  be  manifest  by  epistasis,  hemoptysis,  petechiae, 
and  purpura.  Although  in  some  instances  thrombo- 
cytopenia appears  to  be  responsible,  in  other  in- 
stances no  demonstrable  thrombocyte  or  clotting  de- 
fect may  be  found.  There  is  some  evidence,  however, 
that  the  myeloma  proteins  may  interfere  with  the 
normal  function  of  the  clotting  proteins.  Recently 
Henstell1  demonstrated  that  a myeloma  protein  may 
form  a complex  with  fibrinogen  which  in  turn  co- 
precipitates with  prothrombin  and  other  accessory 
clotting  factors.  Others  also  have  shown  that  the 
conversion  of  fibrinogen  to  fibrin  may  be  delayed 
in  myeloma  serum. 

Purpura  Hyperglobulinimica. — Purpura  hyperglob- 
ulinimica  is  a disease  entity  that  has  been  described 
recently,  characterized  by  Sjogren’s  syndrome  (de- 
creased lacrimation,  keratoconjunctivitis  sicca,  dry- 
ness of  mucous  membranes,  enlarged  parotids,  and 
chronic  polyarthritis)  and  by  relapsing  purpura  of 
the  legs,  with  slight  anemia  and  leukopenia.  No 
other  hemorrhagic  symptoms  are  noted  but  there  is 
hypergammaglobulinemia  (broad  peak)  without 
macroglobulins.  Although  this  entity  has  not  yet 
been  associated  with  myeloma,  it  is  mentioned  be- 
cause it  may  be  confused  with  multiple  myeloma  and 
the  following  disease,  macroglobulinemia,  and  be- 
cause it  demonstrates  again  an  association  between 
hemorrhagic  phenomenon  and  hyperglobulinemia. 

Macroglobulinemia. — Waldenstrom  was  the  first 
to  describe  and  characterize  a hemorrhagic  syndrome 
called  Waldenstrom’s  macroglobulinemia,10,  n-  12 
which  is  clinically  characterized  by  lassitude,  dysp- 
nea, Sjogren’s  syndrome,  anemia,  bleeding  gums, 
purpura,  fever,  and  paresis.  Although  this  syndrome 
has  been  associated  with  multiple  myeloma  in  one 
instance,  it  usually  is  associated  with  abnormal 
lymphocytes,  termed  "shedding  or  naked  lympho- 
cytes.” In  distinction  to  the  previously  mentioned 
syndromes,  an  increase  in  the  high  molecular  weight 
globulins,  with  a sedimentation  constant  of  20  S,  is 
found.  Chemically  and  structurally  the  macroglob- 
ulins differ  from  normal  gamma  globulins  by  a 
higher  carbohydrate  concentration  and  greater  size. 
Furthermore,  when  these  macroglobulins  are  treated 
with  mercaptoethanol  to  split  disulfide  bonds,  they 
yield  normal  gamma  globulins  by  physical-chemical 
and  immunological  properties.  Thus  the  macroglob- 
ulins appear  to  be  polymers  of  normal  gamma  glob- 
ulins of  the  7 S size. 

Cryoglobulinemia. — Cryoglobulinemia5,  6'  8 is  clin- 
ically manifest  by  cold  intolerance,  Raynaud’s  phe- 
nomenon, purpura,  urticaria,  skin  ulceration,  gan- 


grene, retinal  vascular  stasis,  and  Sjogren’s  syndrome, 
and  by  the  presence  in  the  serum  of  large  amounts 
of  reversible,  cold  precipitating  globulin.  This  syn- 
drome is  frequently  associated  with  multiple  mye- 
loma, but  also  with  chronic  lymphatic  leukemia, 
lymphosarcoma,  subacute  bacterial  endocarditis,  kala- 
azar,  malaria,  polyarteritis  nodosa,  rheumatoid  arth- 
ritis, and  lupus  erythematosus,  although  large  amounts 
of  cryoglobulin  are  found  usually  only  in  multiple 
myeloma.  The  minimum  amount  required  for  a mas- 
sive precipitate  of  the  protein  is  1 Gm.  per  100  cc., 
but  as  much  as  10  Gm.  per  100  cc.  may  be  found. 
The  intravascular  precipitation  of  these  proteins  by 
cold  readily  explains  Raynaud’s  symptoms,  and  in 
addition  cryoglobulins,  like  macroglobulins,  may 
complex  with  certain  of  the  clotting  factors,  thus 
explaining  the  hemorrhagic  tendency. 

Bence  Jones  Protein. — Bence  Jones  proteinuria  is 
thought  to  be  pathognomonic  of  multiple  myeloma, 
and  about  49  per  cent  of  cases  demonstrate  it  at 
one  time  or  another.  It  occurs  more  often  in  the 
absence  of  hyperglobulinemia  and  is  most  easily  de- 
tected by  electrophoresis  of  the  urine.  Chemically 
this  material  is  different  from  the  myeloma  protein, 
in  that  it  is  a small  molecule  with  a sedimentation 
constant  of  2.8  to  3.7  S and  a molecular  weight  of 
40,000  and  it  contains  little  if  any  carbohydrate. 

Turnover  rates  of  myeloma  protein  and  Bence 
Jones  protein9  have  been  studied  with  radioactive 
tracers  and  have  revealed  that  the  Bence  Jones  pro- 
tein is  synthesized  rapidly  with  maximum  activity 
appearing  ‘bVi  hours  after  the  tracer  dose,  whereas 
the  myeloma  protein  has  maximum  activity  in  10 
hours.  This  is  interpreted  as  evidence  that  the  Bence 
Jones  protein  and  myeloma  protein  are  synthesized 
independently.  Of  interest,  the  daily  excretion  of  ni- 
trogen in  Bence  Jones  protein  may  be  as  high  as  one- 
third  of  the  total  daily  intake  of  nitrogen. 

Amyloidosis. — The  unusual  association  of  amy- 
loidosis with  multiple  myeloma  was  first  pointed  out 
in  1872,  and  probably  occurs  in  10  to  20  per  cent  of 
the  cases  of  myeloma.  The  deposit  of  this  abnormal 
protein  in  heart,  skin,  intestinal  tract,  tongue,  and 
elsewhere  mechanically  interferes  with  the  function 
of  those  organs.  Furthermore,  deposits  in  and  about 
capillaries  and  small  arteries  are  thought  to  be  the 
cause  of  some  of  the  hemorrhagic  phenomenon  seen 
with  amyloidosis. 


SUMMARY 

Many  of  the  protein  abnormalities  known  to  be 
associated  with  multiple  myeloma  and  allied  diseases 
are  discussed  and  correlated  where  possible  with  the 
clinical  manifestations  of  the  disease  for  which  the 
protein  abnormalities  may  be  responsible. 
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Management  of  Endometriosis 

ARTHUR  B.  LUNIN,  M.D. 

Houston,  Texas 


Choice  of  treatment  of  endometriosis  depends  on  the  patient’s 
age,  parity,  desire  for  further  childbearing,  extent  of  disease,  and 
associated  pelvic  disease.  Observation  in  young  patients  with 
minimal  disease,  irradiation  as  a secondary  aid,  hormones  for 
palliation,  and  surgery  may  be  used  in  treatment. 


THE  RECOGNITION  and  management  of  endo- 
metriosis is  a problem  of  major  importance.  All 
too  frequently  the  disease  is  diagnosed  from  the  his- 
tory alone,  a practice  not  without  its  dangers  even 
for  those  with  wide  clinical  experience. 

SYMPTOMS  AND  DIAGNOSIS 

The  so-called  classical  symptoms  of  endometriosis 
are  acquired  or  increasing  dysmenorrhea,  abnormal 
uterine  bleeding,  backache,  dyspareunia,  sterility,  and 
rectal  pain,  particularly  at  the  time  of  menses.  All  of 
these  symptoms,  however,  may  occur  with  other 
forms  of  pelvic  disease.  Further,  quite  extensive  en- 
dometriosis may  be  present,  yet  not  cause  the  patient 
any  distress. 

Of  major  diagnostic  importance  is  the  presence  of 
nodules  in  the  uterosacral  ligaments  or  rectovaginal 
septum  which  may  periodically,  at  the  time  ot  men- 
struation, enlarge  and  become  more  tender. 


METHODS  OF  TREATMENT 

Treatment  should  not  be  begun  blindly.  If  possible, 
one  should  determine  the  extent  of  the  lesion  or 
lesions.  If  sterility  is  a consideration,  every  effort 
should  be  made  to  determine  if  other  factors  are 
present  which  would  make  it  hazardous  for  the  pa- 
tient to  become  pregnant,  or  if  other  pelvic  condi- 
tions can  be  expected  to  interfere  with  conception  or 
pregnancy.  Tubal  insufflation  studies  and,  where  pos- 
sible, culdoscopic  examination,  may  be  of  great  value 
in  indicating  the  possible  extent  of  treatment. 

Finally,  before  treatment  is  begun,  it  is  essential 
that  an  adequate  explanation  be  made  of  the  disease* — 
process,  with  its  possible  effect  on  the  patient. 

The  choice  of  treatment  is  governed  by  the  age 
of  the  patient,  parity,  desire  for  further  childbearing, 
symptomatology,  extent  of  lesion  or  lesions,  and  as- 
sociated pelvic  pathology. 

In  young  women  conservatism  is  the  guiding  prin- 
ciple in  the  treatment  of  the  disease.  By  conservatism 
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is  meant  the  minimal  amount  of  treatment,  medical 
or  surgical,  that  may  be  expected  to  yield  satisfactory 
results  in  any  given  patient.  Therefore,  the  greatest 
problem  in  management  is  posed  by  the  young 
woman  who  desires  further  pregnancy. 

With  these  factors  in  mind,  there  are  four  avenues 
of  approach  available : ( 1 ) observation,  ( 2 ) hormon- 
al therapy,  (3)  irradiation  of  the  ovaries,  and  (4) 
surgery. 

Observation. — Observation  is  indicated  in  those 
women  whose  symptoms  are  of  a minor  nature  and 
in  whom  palpatory  findings  are  minimal.  When  lap- 
arotomy is  performed  for  other  disease,  such  as  ap- 
pendectomy, the  pelvis  should  be  inspected,  for  in  a 
surprising  number  of  patients  endometriosis  is  an 
incidental  finding.  Removal  or  destruction  of  endo- 
metriotic  lesions  at  this  stage  may  spare  the  patient 
future  distress. 

Radiation. — Roentgen  therapy  has  no  place  as  the 
primary  treatment  of  the  disease.  Frequently  the 
symptoms  are  not  due  to  the  endometriosis  but  to 
the  associated  lesions  which  not  only  may  fail  to 
respond  to  irradiation  but  may  well  be  aggravated 
by  it.  Without  surgery,  particularly  in  the  older  pa- 
tient, other  more  serious  conditions  may  be  over- 
looked. 

In  selected  patients,  however,  in  whom  conserva- 
tive surgery  has  already  been  done  and  in  whom 
there  is  a recurrence  of  symptoms  severe  enough  to 
warrant  further  interference,  radiologic  castration  may 
be  done,  particularly  if  there  is  some  contraindication 
to  further  or  more  extensive  surgery. 

Hormones. — The  use  of  hormones,  androgenic  and 
estrogenic,  has  found  limited  acceptance.  There  is  no 
doubt  that  a large  proportion  of  patients  experience 
symptomatic  relief  during  treatment  and,  in  fact,  may 
remain  symptom-free  for  variable  periods  of  time 
following  cessation  of  therapy.  Usually,  however,  the 
response  to  hormones  is  transitory. 

Androgens,  in  large  doses,  probably  act  through 
the  pituitary  gland  with  attendant  disruption  of  the 
normal  ovarian  cycle.  Hirst4  administered  150  to 
225  mg.  of  testosterone  propionate  in  oil  intramus- 
cularly over  a period  of  2 to  3 weeks,  followed  by 
10  mg.  of  methyltestosterone  orally  for  variable 
periods  of  time.  There  was  rapid  reduction  of  pain, 
tenderness,  and  swelling  of  cystic  ovarian  endometri- 
osis, and  2 of  19  patients  became  pregnant  while 
taking  the  drug.  There  was  little  retrogressive  effect 
noted  on  fused  masses  and  hard  infiltrates. 

Creadick1  treated  25  women  with  10  mg  of  oral 
methyltestosterone  daily  for  2 complete  menstrual 
cycles,  and  omitted  treatment  in  the  following  cycle. 
Virilizing  effects  to  this  dosage  (240  mg.  per  month) 
were  negligible,  and  5 of  this  group  of  patients  be- 
came pregnant,  2 while  taking  the  medication. 

Nevertheless,  the  possibility  of  unhappy  and  un- 
desirable side  effects  to  male  hormones  is  very  real, 


and  these  substances  must  be  used  with  extreme  cau- 
tion, if  at  all.  The  response  to  androgens  among  my 
patients  has  been  far  from  satisfactory. 

Estrogenic  substances  likewise  may  halt  progres- 
sion of  the  disease  for  variable  periods  of  time,  with 
marked  symptomatic  relief  to  the  patient.  Haskins 
and  Woolf,3  in  using  oral  stilbestrol,  altered  Kar- 
naky’s  plan,5  in  order  to  minimize  break-through 
bleeding.  Their  schedule  is  to  give  1 mg.  of  stilbestrol 
daily  beginning  on  the  first  day  of  the  menses  and 
increasing  this  by  1 mg.  daily  every  3 days  until  5 
mg.  per  day  are  given;  25  mg.  scored  tablets  are 
then  used,  and  the  dosage  is  increased  by  one-fourth 
tablet,  or  6.25  mg.,  every  3 days  until  a total  of  100 
mg.  daily  is  taken.  This  dose  is  continued  for  3 
months,  and  then  decreased  by  one-fourth  tablet  daily 
until  the  last  dose  is  taken.  Withdrawal  bleeding  fol- 
lows about  2 days  after  the  last  dose  is  taken  and 
lasts  7 to  10  days.  Bleeding,  while  profuse,  is  not 
alarming.  Of  15  patients  treated  by  them,  according 
to  the  plan  outlined,  3 became  pregnant  within  1 
year  of  completion  of  therapy.  Symptomatic  relief 
to  stilbestrol  among  my  own  patients  has  been  re- 
markable, but  there  have  been  no  pregnancies. 


Dr.  Arthur  B.  Lunin,  associate  pro- 
fessor of  obstetrics  and  gynecology 
at  Baylor  University  College  of 
Medicine,  delivered  this  paper  be- 
fore the  Section  on  Obstetrics  and 
Gynecology  at  the  annual  session 
of  the  Texas  Medical  Association 
in  San  Antonio,  April  20,  1959. 

My  experience  with  progestin  and  progestin-like 
compounds  in  the  treatment  of  endometriosis  is  as 
yet  too  limited  for  discussion. 

Surgical  Management. — If  sterility  is  the  major 
complaint,  the  most  satisfactory  approach  is  surgical, 
even  in  the  face  of  minimal  findings,  provided,  of 
course,  that  no  other  cause  for  sterility  can  be  demon- 
strated. Frequently,  early  surgery  not  only  will  pre- 
vent progression  of  the  disease,  but  will  permit  ful- 
fillment of  the  childbearing  potential. 

In  the  older  patient,  if  adnexal  masses  are  present, 
exploration  is  mandatory  to  rule  out  more  serious 
disease. 

The  surgical  management  of  those  women  in 
whom  future  pregnancy  is  not  a consideration, 
whether  because  of  age  or  personal  wishes,  does  not 
tax  the  physician’s  judgment.  Hysterectomy  is  the 
obvious  choice. 

In  the  young  patient  who  desires  further  pregnan- 
cy, however,  it  is  better  to  risk  reoperation  than  to 
destroy  the  childbearing  function. 

Lesions  involving  superficial  or  unimportant  struc- 
tures may  be  removed  or  destroyed  with  the  cautery. 
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Generally,  however,  resection  of  implants,  where  pos- 
sible, is  preferable  to  cauterization.  Deep  lesions  are 
resected  in  proportion  to  the  patient’s  age  and  parity. 
If  only  one  ovary  is  involved  extensively,  it  may  be 
wise  to  remove  the  entire  ovary  to  avoid  the  danger 
of  reimplantation  in  this  structure.  Every  effort 
should  be  made  to  release  all  pelvic  adhesions. 

Castration,  and  of  course  hysterectomy,  usually  will 
be  necessary  if  there  is  extensive  involvement  of 
the  bowel  or  urinary  tract. 

Suspension  of  the  retroverted  uterus  and  prolapsed 
adnexae  is  an  essential  part  of  the  conservative  surgi- 
cal correction  of  endometriosis.  If  the  uterus  is  not 
removed,  presacral  neurectomy  occasionally  helps  in 
preventing  the  recurrence  of  crippling  dysmenorrhea. 

It  must  be  borne  in  mind,  however,  that  where 
the  preponderant  disease  is  in  the  ovary  we  may  ex- 
pect the  response  to  presacral  neurectomy  to  be  less 
than  satisfactory. 

Excision  of  segments  of  the  uterosacral  ligaments, 
as  advocated  by  Doyle,2  may  be  of  value  if  pelvic 
pain  is  a prominent  symptom. 

Early  and  frequent  pregnancies  should  be  urged 
for  all  young  women  with  endometriosis,  in  the  hope 
that  the  function  of  childbearing  may  be  fulfilled 
before  the  disease,  or  its  treatment,  becomes  too 
destructive. 

SUMMARY 

The  diagnosis  of  endometriosis  may  afford  con- 
siderable difficulty.  The  choice  of  treatment  depends 
upon  the  patient’s  age,  parity,  desire  for  further 
childbearing,  extent  of  disease,  and  associated  pelvic 
disease.  In  the  young  patient  observation  is  indicated 
if  the  symptoms  and  findings  are  minimal.  Irradia- 
tion of  the  ovaries  has  no  place  in  the  primary  treat- 
ment of  the  disease.  Hormones  are  used  mainly  for 
their  palliative  effect. 

The  guiding  principle  in  the  surgical  management 
of  the  disease  is  the  destruction  or  removal  of  the 
least  amount  of  tissue,  consistent  with  the  patient’s 
age  and  parity,  that  may  be  expected  to  yield  satis- 
factory results. 
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Dr.  Milton  Turner,  Austin:  Endometriosis  is  a benign 
multiple  phenomenon  of  endometrial  tissue  of  doubtful 
etiology,  and  its  clinical  importance  is  due  to  the  diversity 
of  sites  of  implantation.  Because  of  its  symptomotology 
and  because  of  the  relatively  young  group  that  is  involved, 
there  is  frequently  associated  a sterility  problem. 

One  must  emphasize  that  it  is  important  to  know  that 
pathologically  there  are  two  types,  the  internal  and  external. 
The  internal  is  known  as  adenomyosis  and  is  not  pertinent 
to  this  paper.  The  external,  or  endometriosis,  usually  con- 
sists of  small  blueberry  spots,  which  may  be  black,  tan,  or 
colorless.  One  of  its  most  important  characteristics  is  that 
it  reacts  to  estrogenic  stimuli  and  bleeds  at  regular  monthly 
intervals.  This  monthly  activation  causes  surrounding  irri- 
tation and  inflammation  and  results  in  typical  cysts.  When 
the  cysts  are  formed,  bleeding  occurs  within  the  cysts  at 
each  menstrual  period.  Within  the  ovarian  tissue,  such 
bleeding  results  in  the  typical  chocolate  cyst,  which  tends 
to  grow  with  each  menstrual  period.  In  time,  it  may  per- 
forate, and  if  the  perforation  is  small,  ahesions  form  be- 
tween the  cysts  and  the  adjacent  viscera.  A veritable  forest 
of  adhesions  may  be  encountered  when  operation  is  per- 
formed for  endometriosis.  This  pathological  process — cystic 
formation,  adjacent  fibrous  tissue  reaction,  coalesence,  per- 
foration of  cysts,  and  adhesion  formation — occurs  in  varying 
degrees  in  all  external  endometriosis. 

May  I emphasize,  as  Dr.  Lunin  has,  that  the  treatment 
should  be  sharply  individualized.  The  variety  of  manage- 
ment allows  considerable  choice,  and  I am  in  complete 
accord  with  Dr.  Lunin  concerning  his  management  via  the 
four  avenues  of  approach. 

Expert  observation  may  be  carried  out  for  long  periods 
of  time  under  a trial  of  hormones.  Estrogenic  hormones 
in  increasing  doses  is  my  preference  despite  the  fact  that 
some  have  stated  that  estrogens  may  be  carcinogenic.  I have 
found,  and  this  has  been  borne  out  by  others  treating 
endometriosis  with  stilbestrol,  that  the  tumors  and  fibrosis 
in  the  pelvis  seem  to  melt  almost  completely  away,  and  at 
the  time  of  surgery,  makes  the  procedure  much  simpler. 
It  is  important  to  keep  menstruation  suppressed  for  a few 
months  following  conservative  surgical  therapy. 

In  general,  surgery  should  be  conservative  in  the  younger 
age  group,  with  preservation  of  the  childbearing  and 
ovarian  function  when  at  all  possible.  Endometriosis  can 
be  resected  with  relative  ease.  In  endometrioma  of  the  ovary 
I have  resected  cysts  leaving  normal  ovarian  tissue  and  have 
obtained  surprisingly  excellent  results.  This  procedure  should 
be  associated  with  a nerve  resection  of  some  sort.  This  is 
preferable  to  castration.  Following  resection,  if  the  trans- 
plants are  not  resected,  the  patient  may  continue  to  have 
trouble,  for  the  ovaries  control  the  implant.  Following 
resection  of  cysts  from  the  ovaries,  recurrence  has  not  been 
as  great  as  has  been  expected.  If  one  ruptures  a chocolate 
cyst,  or  endometrioma  of  the  ovary,  it  is  not  as  catastrophic 
as  it  might  appear,  for  it  has  been  noted  that  the  cells  have 
all  been  burned  out  and  do  not  seem  to  reimplant. 

In  the  patient  past  40,  more  radical  management  is  indi- 
cated. The  involvement  is  usually  massive,  and  I believe 
a hysterectomy  and  bilateral  salpingo-oophorectomy  is  the 
procedure  of  choice.  In  addition,  resection  of  as  many  im- 
plants as  possible  should  be  carried  out.  However,  with 
the  removal  of  both  ovaries  the  disease  usually  regresses 
without  further  ado,  and,  therefore,  even  on  the  rare  occa- 
sion when  the  ovaries  are  normal,  they  should  be  removed. 

May  I repeat  Dr.  Lunin’s  caution  that  roentgen  therapy 
has  no  place  in  the  primary  treatment  of  endometriosis,  but 
may  be  used  in  those  cases  where  conservative  surgery 
already  has  been  done  and  should  there  be  contraindications 
for  more  extensive  surgery. 
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By  means  of  a Teflon  tube  sewed  through  the  tissue, 
interstitial  radium  needles  may  be  implanted  at  reduced 
hazard  to  personnel  on  the  operating  team.  Various  loca- 
tions and  the  radiation  patterns  obtained  are  illustrated 
by  pictures  from  some  of  the  130  cases  treated  using  this 
technique. 


Reduction  of  Radiation  Hazards 

To  Personnel  Using  Interstitial  Implants 

OSCAR  L.  MORPHIS,  M.D.,  F.A.C.R. 

Fort  Worth,  Texas 


RADIUM  THERAPISTS  in  this  country  are  in- 
debted to  Dr.  Charles  L.  Martin  for  his  work 
and  teachings  in  the  control  of  certain  carcinomas 
by  the  use  of  low  intensity  radium  needles.  He  has 
shown  that  not  only  the  primary  lesion  can  be  cured, 
but  also  metastatic  nodes  can  be  cured.  His  work  has 
been  confirmed  by  many  physicians,  and  many  can- 
cer patients  are  alive  today  who  otherwise  would 
have  died  of  their  disease.  Some  of  the  early  workers 
in  the  use  of  interstitial  implants  were  Sir  Stanford 
Cade  of  England,  Drs.  Douglas  Quick,  Maurice  Lenz, 
Edith  Quimby,  Pitts  and  Waterman  in  America. 
Others  throughout  the  world  too  numerous  to  men- 
tion also  have  contributed  to  this  work. 

Physicians  who  use  interstitial  low  intensity  radi- 
um implants  are  acutely  aware  of  the  inherent  high 
level  of  gamma  radiation  which  their  technicians, 
operating  room  personnel,  and  particularly  the  physi- 
cian himself  receive  during  the  preparation  and 
implantation  of  multiple  radium  needles.  These 
needles  must  first  be  prepared  by  the  technician  by 
placing  threads  through  the  eye  of  the  needle  and 
securing  the  threads  with  a knot.  This  results  in 
exposure  due  to  ( 1 ) time  and  ( 2 ) working  in  close 
proximity  with  the  radium  needle. 

The  next  exposure  is  to  the  operating  room  per- 
sonnel. The  needles  must  be  laid  out  in  orderly 
fashion,  making  sure  the  threads  are  straight.  These 
are  brought  from  the  back  table  to  the  operating 
field  as  needed.  The  physician  implanting  the  needles 
must  have  his  hands  near  the  point  of  entrance  and 
feel  the  tip  of  the  needle  to  be  certain  of  its  course. 
This  results  in  close  approximation  of  the  examining 
fingers  to  the  needle.  The  needles  must  be  sewed  to 
the  tissue  and  anchored  securely,  requiring  time  and 
resulting  in  additional  exposure  to  radiation.  If  each 
needle  is  sewed  in  place  and  tied  after  each  insertion, 
the  operator  is  in  effect  working  over  half  the  total 
amount  of  radium  for  the  duration  of  the  procedure. 
The  hands  are  in  very  close  approximation  to  the 


radium  already  inserted  in  the  tissues  during  the 
period  the  needles  are  being  anchored. 

The  dosage  may  be  reduced  by  one  of  four  meth- 
ods: 

1.  By  keeping  the  total  quantity  of  radium  small 
and  out  of  the  operating  field  as  long  as  possible. 

2.  By  adding  a lead  or  other  protective  barrier 
between  the  radium  source  and  the  operator.  This 
is  heavy  and  unwieldy  and,  therefore,  impractical. 

3.  By  increasing  the  distance  between  the  radium 
sources  and  any  part  of  the  operating  team. 

4.  Decreasing  the  time  that  the  operating  team  is 
exposed  to  the  radium. 


Dr.  Oscar  L.  Morphis,  practicing 
radiologist  and  clinical  professor  of 
radiology.  University  of  Texas 
Southwestern  Medical  School,  Dal- 
las, delivered  this  paper  before  the 
Section  on  Radiology  of  the  Texas 
Medical  Association  at  the  annual 
session  in  San  Antonio,  April  21, 
1959. 

If  we  are  to  decrease  our  dose,  we  must  depend 
on  increasing  the  distance  between  the  operator  and 
the  radium  sources.  This  is  most  effective  since  the 
intensity  of  radiation  decreases  inversely  with  the 
square  of  the  distance.  We  may  further  decrease  the 
dose  to  the  personnel  by  decreasing  the  time  that 
radium  is  in  the  operating  field. 

TECHNIQUE 

A technique  has  been  described  in  an  earlier 
paper1  which  utilizes  both  principles.  The  details  of 
the  apparatus  and  materials  may  be  found  in  that 
Paper. 
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"Teflon”  tubing  fixed  to  a long  atraumatic  needle 
from  6 to  9 inches  in  length  is  sewed  through  the 
base  of  the  lesion  and  the  entire  radiation  pattern 
completely  sewed  into  place.  The  point  of  entrance 
and  the  point  of  exit  are  constantly  in  view  so  that 
proper  alignment  and  spacing  of  the  tubes  is  easily 
attained.  The  fingers  feeling  the  path  of  the  needle 
are  in  no  danger  since  the  radium  need  not  even  be 
in  the  operating  room  while  this  procedure  is  car- 
ried out.  One  end  of  each  Teflon  tube  is  sealed  with 
a Michel  skin  clip  smashed  against  the  tube.  At  this 
point  the  radium  is  first  brought  into  the  operating 


Fig.  1.  A 45  year  old  white  woman  had  squamous  cell 
carcinoma,  grade  3,  involving  the  posterior  third  of  the 
tongue  and  pyriform  sinuses  vallecula,  and  extending 
down  and  invading  the  true  and  false  vocal  cords.  Mul- 
tiple metastatic  lymph  nodes  were  present  on  both  sides 
of  the  neck.  Radium  was  implanted  May  3,  1957.  The 
patient  died  of  pulmonary  metastasis  14  months  later. 


Fig.  3.  A 58  year  old  white  man  was  seen  September 
6,  1956,  with  grade  3 squamous  cell  carcinoma  of  the 
larynx  involving  both  true  and  false  vocal  cords  and 
extending  into  both  valleculae.  The  patient  refused  total 
laryngectomy  and  was  referred  for  radium  therapy.  The 
patient  was  clinically  cured  31  months  later  and  had 
almost  a normal  voice. 


Fig.  5.  A 66  year  old  white  woman  with  grade  2 squa- 
mous cell  carcinoma  of  the  left  cheek  developing  origi- 
nally in  the  site  where  she  carried  her  snuff  brush  was 
treated  by  radium  implant  in  December,  1958. 


field;  therefore,  there  has  been  no  exposure  to  any 
member  of  the  team  to  this  point.  The  open  end  of 
the  tube  is  held  with  a special  forceps,  the  radium 
is  picked  up  with  a radium  forceps  and  placed  in  the 
Teflon  tube  "eye”  end  first.  A long  stylette  is  used 
to  push  the  needle  into  the  proper  position.  As  many 
needles  as  may  be  needed  to  fill  the  tube  may  be 
used.  The  loading  end  of  the  tube  is  then  sealed  with 
a Michel  skin  clip,  and  after  the  last  tube  has  been 
filled  and  sealed,  the  operation  is  complete.  Most 
procedures  carried  out  in  this  manner  expose  the 
operator  to  radiation  between  5 and  10  minutes  and 


usually  result  in  doses  to  the  operator  of  less  than 
50  mr  depending  oh  the  quantity  of  radium  used 
and  the  speed  of  the  operator. 

A variation  of  this  method  is  used  in  areas  that 
do  not  lend  themselves  to  through  and  through 
sumring  such  as  in  the  pharyngeal  wall  or  in  the 
pelvis.  A very  short  point,  3/8  inch  in  length,  has 
been  designed.  This  has  a hole  drilled  in  the  threaded 
end.  A piece  of  Teflon  is  screwed  onto  the  point 
and  a stylette  with  a small  male  projection  is  placed 
through  the  tube.  The  male  tip  of  the  stylette  en- 
gages the  hole  in  the  point  so  that  the  entire 


Fig.  2.  A 54  year  old  white  man  had  a large  metastatic 
squamous  cell  carcinoma,  grade  3,  on  the  posterior  third 
of  the  tongue.  Radium  was  implanted  February  1,  1957. 
The  primary  lesion  in  the  tongue  had  been  treated  else- 
where. The  patient  remained  clinically  well  26  months 
after  radium  therapy. 


Fig.  4.  A 78  year  old  white  man  had  grade  2 squamous 
cell  carcinoma  involving  the  entire  left  cheek  with  dis- 
ease extending  through  the  upper  lip  past  the  midline. 
Disease  also  extended  onto  the  left  upper  gum.  There 
were  no  palpable  nodes  in  the  neck.  The  patient  was 
treated  with  radium  April  1,  1957.  He  had  remained 
clinically  well  for  2 years. 


Fig.  6.  A 72  year  old  white  man  had  squamous  cell 
carcinoma  of  the  serpigenous  type  involving  the  base  of 
the  ear,  the  pre-auricular  area,  the  templar  area,  and  a 
portion  of  the  posterior  surface  of  the  right  ear.  The 
patient  also  had  basal  cell  carcinoma  of  the  right  side 
of  the  chin. 


assembly  is  stable  and  rigid.  The  tube  is  then  inserted 
into  a blind  area  to  the  proper  depth,  and  the  stylette 
removed.  As  many  of  the  tubes  as  may  be  required 
for  the  proper  radiation  pattern  are  inserted.  The 
radium  is  then  brought  into  the  field  and  the  tube 
filled  and  sealed  as  before. 

At  the  end  of  the  period  of  radiation,  one  of  the 
Michel  clips  is  cut  off  and  the  entire  tube  with  its 
radium  content  is  removed.  The  technician  merely 
cuts  off  the  other  Michel  clip  and  pushes  the  radium 
from  the  tube  using  a small  stylette.  The  needles 
are  washed  and  returned  to  the  radium  safe. 
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Fig.  7.  A 71  year  old  white  woman  was  seen  June  30, 
1958,  with  basal  ceil  carcinoma  elevating  the  right  ear 
2 cm.  from  the  side  of  the  head.  The  lesion  extended 
from  the  outer  canthus  of  the  right  eye  to  the  posterior 
tip  of  the  mastoid,  and  4 cm.  above  and  4 cm.  below 
the  zygomatic  arch.  The  face  completely  healed  without 
skin  graft,  and  no  clinical  evidence  of  the  disease  existed 
a year  after  radium  therapy. 


Fig.  9.  A 48  year  old  white  woman  was  seen  first  in 
1953  with  recurring  skin  metastases  from  carcinoma  of 
the  breast.  She  had  had  a radical  mastectomy  in  1944. 
The  patient  has  had  multiple  skin  metastases  during  the 
past  7 years.  Individual  needles  have  been  placed  in 
nodules  as  they  occur.  No  systemic  metastasis  has  been 
observed. 


Fig.  8.  A 53  year  old  white  woman  with  metastatic 
squamous  cell  carcinoma  to  the  cervical  lymph  node, 
with  primary  carcinoma  of  the  cervix,  was  treated  No- 
vember 21,  1955.  The  patient  remained  clinically  free 
of  disease  until  February,  1958.  The  left  supraclavicular 
node  was  removed  and  found  to  contain  squamous  cell 
carcinoma,  probably  from  the  cervix.  Needle  implant 
was  carried  out  in  April,  1958. 


Fig.  10.  A 56  year  old  white  woman  had  grade  3 squa- 
mous cell  carcinoma  of  the  lower  third  of  the  vagina 
with  a mass  in  the  right  labia  majora  and  a 2 by  4 cm. 
mass  in  the  mid  right  inguinal  area.  Radium  was  im- 
planted September  29,  1958.  The  radiation  pattern  was 
continuous  from  the  vaginal  vault,  the  labia,  and  the 
entire  right  inguinal  region.  Two  million  volt  x-ray  ther- 
apy was  given  to  the  deep  iliac  and  obturator  lymph 
nodes  avoiding  the  area  of  radium  implant.  The  patient 
healed  completely. 


This  method  has  been  used  in  more  than  150 
cases  during  the  past  33  months.  The  cases  illustrated 
show  various  locations  and  the  radiation  patterns 
obtained. 
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In  selected  cases  surgery  is  the  treatment  of  choice  for  epilepsy. 
In  most  cases  careful  medication  is  the  only  treatment.  Work, 
social,  and  marital  adjustment  of  the  epileptic  may  be  affected 
by  his  intellectual  faculties,  psychopathology,  and  use  of  alcohol. 
A careful  neurological  and  psychiatric  evaluation  and  an  under- 
standing of  the  patient’s  environment  will  help  the  physician  care 
best  for  the  epileptic. 


EPILEPSY 


W.  P.  Wilson,  M.D. 

Galveston,  Texas 

EPILEPTIC  SEIZURES  represent  a symptom  of 
disordered  physiology  of  the  brain.  Because  of 
the  number  of  disease  processes  which  may  produce 
seizures,  few  physicians  are  without  experience  in 
treating  this  symptom.  The  neurologist,  psychiatrist, 
and  neurosurgeon  handle  the  majority  of  patients 
with  seizures,  yet  not  infrequently  the  internist,  pedi- 
atrician, obstetrician,  general  surgeon,  and  most  often 
the  generalist  will  find  himself  in  the  position  of 
having  to  treat  seizures  which  may  occur,  as  a symp- 
tom of  brain  disorder  of  unknown  etiology,  as  a 
complication  of  unrelated  disease,  or  as  a symptom 
of  a systemic  disease  for  which  the  physician  was 
consulted. 

The  majority  of  recurrent  seizures,  however,  occur 
as  a result  of  lesions  of  the  brain  of  unknown  etiol- 
ogy and  in  themselves  are  a disease  process  often 
referred  to  as  idiopathic  or  cryptogenic  epilepsy.  In 
the  past  the  responsibility  for  treatment  of  such  dis- 
orders was  relegated  to  the  neuropsychiatrist  in 
"epileptic  colonies”  and  state  hospitals  where  the 
epileptic  was  placed  for  the  protection  of  society  and 
himself.  This  situation  arose  as  a result  of  the  many 
psychologic  manifestations  of  the  disease  and  the 
frequent  association  of  mental  deficiency  and  so- 
called  deterioration. 

With  modern  advances  in  pharmacotherapy  and 
surgical  therapy  the  responsibility  for  the  treatment 
of  the  disease  has  been  returned  in  part  to  the 
physician  in  the  patient’s  community.  In  spite  of 
his  efforts,  however,  the  practitioner  often  finds 
that  the  patient  becomes  a social  cripple  unable  to 
adjust  even  after  apparently  successful  medical  ther- 
apy. 

In  the  past  the  reasons  for  such  maladjustment 
have  been  difficult  to  discern  since  most  research 
efforts  have  been  directed  toward  an  elucidation  of 
basic  anatomical  lesions  and  physiologic  mechanisms 
related  to  the  seizure.  Nevertheless,  the  recent  em- 


Some  Factors  Influencing 
The  Prognosis  and  Treatment 

L.  F.  Stewart,  M.D.  J.  B.  Parker,  Jr.,  M.D. 

Charlottesville,  Virginia  Durham,  North  Carolina 

phasis  on  comprehensive  medicine  has  stimulated  a 
closer  scrutiny  of  the  problems  which  arise  as  a 
result  of  his  disease  and  his  adjustment  to  an  often 
curious  and/or  rejecting  society.1,4’  5,9 

It  is  the  purpose  of  this  paper  to  attempt  to  dis- 
cuss realistically  some  of  the  problems  confronting 
the  physician  and  to  summarize  some  of  the  social 
and  psychologic  disturbances  which  may  affect  the 
physician’s  handling  of  these  patients.  Brief  mention 
will  be  made  of  some  of  the  findings  in  a small  series 
of  patients  who  were  living  in  the  community  at 
the  time  the  study  was  carried  out  and  were  in  part 
being  treated  by  their  family  physician.10 

PROBLEMS  IN  MEDICAL  TREATMENT 

A complete  discussion  of  the  problems  of  the 
medical  and  surgical  treatment  of  the  epileptic  is  not 
within  the  scope  of  this  paper,  but  brief  mention 
should  be  given  to  the  application  of  the  more  im- 
portant methods  of  treatment  and  their  limitations. 

There  is  no  question  that  the  excision  of  epileptic 
lesions  by  surgery  is  the  treatment  of  choice  as  a 
means  of  completely  relieving  the  seizures.  However, 
the  application  of  surgery  is  limited  to  those  patients 
who  have  discretely  localized  lesions  in  areas  of  the 
brain  which  do  not  involve  vital  functions.  Such  le- 
sions are  usually  unilateral  and  restricted  to  frontal, 
temporal,  and  parietal  lobes,  preferably  in  the  non- 
dominant hemisphere.  Patients  with  such  lesions  con- 
stitute only  a small  percentage  of  the  epileptics  seen. 

Pharmacological  treatments  although  more  uni- 
versally applicable  are  not  always  successful  in  con- 
trolling the  patient’s  seizures.  This  in  part  is  deter- 
mined by  the  adequacy  of  medication  and  the  atten- 
tion paid  by  the  physician  to  the  regulation  of  the 
medication  dosage.  All  too  often  the  patient  receives 
inadequate  dosage,  which  results  in  less  than  opti- 
mum control  of  the  seizures.  On  the  other  hand  even 
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when  medication  is  adequate  and  all  combinations 
have  been  tried,  the  patient  may  continue  to  have 
seizures  which  may  be  unmodified,  attentuated,  or 
reduced  in  frequency.  Finally,  there  is  a small  group 
of  patients  who  because  of  insufficient  intellectual 
endowment  or  gross  psychiatric  symptomatology  are 
unable  to  carry  out  the  prescribed  medical  therapy. 

The  results  of  all  treatments  in  medicine  will  de- 
pend on  the  cooperation  of  the  patient,  and  it  is 
often  tempting  to  blame  the  failure  of  therapy  on  the 
patient’s  lack  of  cooperation.  Such  conclusions  are 
not  substantiated  in  fact  since  data  obtained  in  a 
small  series  of  42  patients  show  that  most  patients 
who  are  benefited  in  any  way  will  cooperate  in  their 
treatment  by  regularly  taking  their  medication  in 
prescribed  doses. 

The  results  of  medical  therapy  in  epilepsy  will 
depend  also  on  the  acceptance  of  the  patient’s  seiz- 
ures by  his  family,  employers,  and  people  in  the 
immediate  environment.  If  the  attitudes  of  these  peo- 
ple are  accepting,  the  patient  may  continue  to  lead 
a productive  life  in  spite  of  his  seizures.  Yet  in  some 
environments  one  observed  seizure  a year  may  result 
in  a complete  breakdown  of  the  patient’s  adjustment. 

INTELLECTUAL  FACULTIES 

As  Collins  and  Lennox2  have  pointed  out,  previ- 
ous psychological  studies  carried  out  on  patients  with 
epilepsy  often  have  been  conflicting.  There  is  no 
question  that  population  selection  has  resulted  in  the 
variability  of  the  average  intellectual  quotient  in  the 
groups  reported.  Studies  based  on  indigent  patients 
do  demonstrate  low  intellectual  ability.  On  the  other 
hand  studies  based  on  private  patients  alone  reveal 
evidence  of  superior  intellectual  function.  The  con- 
flict is  still  to  be  resolved. 

If  the  patient  has  been  evaluated  and  found  to  be 
defective  or  of  low  intelligence,  we  should  ask  if 

Table  1. — Correlation  of  Intelligence  (I.Q.)  with  Work 
Adjustment  (38  Subjects). 


, Work  Adjustment \ 

Intelligence  Excellent  Good  Fair  Poor 


Superior  1 — 1 1 

Normal  5 2 7 

Borderline  3 1 2 13 

Defective  — — 1 1 


this  will  influence  his  work  adjustment  since  in  the 
end  we  must  assume  that  this  critical  adjustment  is  a 
sine  qua  non  for  the  maintenance  of  the  patient  as 
a functioning  member  of  society.  In  table  1 are 
summarized  the  data  on  38  patients  in  whom  work 
adjustment  was  correlated  with  the  intelligence  of  the 
patient.  It  is  obvious  that  in  this  limited  group  of 
patients  intelligence  was  correlated  with  the  ability 
to  maintain  gainful  employment  in  the  community. 

PSYCHOPATHOLOGY 

A second  area  often  overlooked  in  our  treatment 
of  the  patient  is  the  presence  of  clinically  elicitable 
disturbances  which  constitute  mental  disease  occur- 
ring as  a result  of,  or  concomitant  to  the  epilepsy. 
The  psychiatric  disease  in  itself  constitutes  a handi- 
cap. In  the  presence  of  epilepsy  this  may  be  doubly 
handicapping.  Table  2 summarizes  the  findings  in 


TABLE  2. — Correlation  of  Work  with  the  Presence  of 
Psychopathology  (21  Subjects). 


Psychopathology 

/ Work  Adjustment 

Excellent  Good  Fair 

Poor 

Psychotic  

1 

2 



5 

Neurotic  

— 

— 

1 

— 

Character  Disorder  . . . 

— 



2 

Organic  > 

1 

— 

— 

3 

Personality  

1 

2 

— 

3 

21  patients  with  epilepsy  and  psychopathology  and 
the  influence  of  the  psychiatric  disorder  on  their 
work  adjustment.  Again,  as  many  of  these  patients 
were  of  borderline  intelligence  it  is  difficult  to  de- 
lineate the  exact  etiologic  significance  of  either  fac- 
tor. Nevertheless,  it  would  seem  that  psychiatric  dis- 
order does  contribute  to  the  quality  of  the  patient’s 
work  adjustment. 

ANTISOCIAL  BEHAVIOR  AND 
MARITAL  ADJUSTMENT 

The  use  of  alcohol  in  the  male  epileptic  may  not 
be  higher  than  would  be  expected;  however,  because 
of  its  influence  on  the  disease  process,  the  epileptic 
may  be  more  adversely  affected  in  his  social  rela- 
tionships by  its  use.  It  appears  that  such  is  true.  The 
patients  studied  by  us  showed  a rather  high  incidence 
of  chronic  alcoholism.  This  use  of  alcohol  surprising- 
ly resulted  in  an  increase  in  seizure  frequency  in  only 
21  per  cent  of  the  patients.  Its  major  effect,  however, 
was  to  increase  the  number  of  contacts  with  legal 
authorities  since  in  most  instances  the  epileptic  was 
arrested  for  misdemeanors  which  were  a direct  re- 
sult of  the  use  of  alcohol.  The  percentage  of  patients 
who  used  alcohol  heavily  and  chronically  (42  per 
cent)  correlated  well  with  those  having  encounters 
with  the  law  (44  per  cent).  Examination  of  the 
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data  revealed  that  the  majority  of  the  patients  with 
one  or  more  arrests  were  heavy  or  chronic  users  of 
alcohol. 

The  patient  with  a poor  work  adjustment  was  as 
well  usually  poorly  adjusted  in  marriage.  The  data 
substantiating  this  observation  are  summarized  in 
table  3.  It  may  be  inferred  that  this  finding  indicates 
that  the  attitudes  of  the  patient  or  conversely  the 
attitudes  of  his  wife  and  employers  were  so  altered 
that  good  interpersonal  relationships  were  impos- 
sible. However,  conclusions  drawn  from  this  data  are 
at  best  tenuous  since  the  presence  of  such  disturb- 
ances as  psychopathology,  decreased  libido,  and  al- 
coholism may  all  contribute  to  a poor  marital  adjust- 
ment which  in  turn  may  influence  the  work  adjust- 
ment. 


TABLE  3- — Correlation  of  Marital  Adjustment  with  Work 
Adjustment  (33  Subjects ). 


Work  Adjustment 

/ Marital  Adjustment i 

Good  Fair  Poor 

Excellent  

6 

2 

1 

Good  

2 

2 

— 

Fair  

1 

1 

1 

Poor  

5 

4 

8 

MANAGEMENT  OF 
PSYCHIATRIC  DISORDERS 

Psychiatric  disorders  may  be  categorized  into  those 
symptoms  which  are  related  to  the  seizure  itself. 
They  are  the  so-called  psychical  phenomena  of  the 
aura,  psychomotor  behavioral  disturbances,  and  post- 
ictal confusional  states.  The  phenomena  are  usually 
controlled  by  controlling  the  seizures  and  represent 
no  special  problem  other  than  a medical  one.  How- 
ever, if  these  symptoms  are  associated  with  a lesion 
which  is  amenable  to  surgical  excision,  they  are 
usually  completely  controlled. 

A second  type  of  psychological  disturbance  is  the 
"oneirophrenic”  or  schizophrenic-like  states  which 
are  often  associated  with  physiologic  damage  to  the 
brain.  These  often  come  about  as  a result  of  control 
of  the  seizures  and  the  toxicity  of  the  medication 
used,  or  may  result  from  the  damage  engendered  by 
uncontrolled  seizures.  The  treatment  of  such  states 
is  difficult,  and  in  our  experience  tranquilizers  are 
probably  most  efficacious. 

Schizophrenia  occurring  as  a concomitant  disease 
process  is  again  difficult  to  treat.  The  popular  con- 
cept of  several  years  past  that  epilepsy  and  schizo- 
phrenia are  antagonistic  is  untenable  and  certainly 
not  substantiated  by  clinical  observation.  Our  ther- 
apy of  choice  in  this  group  of  patients  is  again  the 
use  of  tranquilizing  drugs.  More  recently  we  have 
been  using  atropine  toxicity  therapy  experimentally, 
with  good  results  in  2 cases. 

Affective  disorders  usually  of  the  depressive  type 


also  have  been  seen  not  infrequently  in  epileptics. 
To  determine  the  etiology  of  these  disturbances  is 
difficult;  however,  it  is  presumed  that  they  may  be 
either  reactive  or  endogenous  or  both.  Treatment  is 
difficult  and  usually  has  been  in  the  form  of  psycho- 
therapy, usually  of  a superficial  type  associated  with 
social  casework  aimed  at  making  the  environment 
less  stressful. 

Finally  the  character  disorders  and  personality  dis- 
orders3, 6’  7’  8 are  treated  as  if  the  patient  had  any 
chronic  disease,  usually  with  psychotherapy  and  mak- 
ing full  use  of  social  agencies  in  the  community.  It 
must  be  pointed  out,  however,  that  epileptics  with 
frontal  lobe  lesions  not  infrequently  behave  in  a 
psychopathic  manner  and  rheir  behavioral  disturb- 
ances not  infrequently  disappear  following  the  surgi- 
cal excision  of  the  epileptic  lesion. 

Intellectual  deficiencies  are  not  treatable;  how- 
ever, it  is  clear  that  evaluation  of  intellectual  status 
is  necessary  in  order  that  this  factor  can  be  taken 
into  account  in  planning  either  the  disposition  or 
therapy  of  the  patient. 


CONCLUSIONS 

In  conclusion  it  should  be  pointed  out  that  a 
careful  neurological  and  psychiatric  evaluation  is 
necessary  in  planning  for  the  care  of  the  epileptic 
patient.  However,  in  the  final  analysis  it  is  the 
physician  in  the  community  who,  with  judicious  use 
of  available  therapies,  patience,  and  an  understand- 
ing of  the  many  factors  influencing  the  epileptic’s 
adjustment,  will  make  possible  the  effective  utiliza- 
tion of  the  epileptic  as  a useful,  self  supporting 
member  of  society. 
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Intoxication  from  the  ingestion  of  kerosene  is  a leading 
cause  of  accidental  poisoning  in  the  younger  age  group, 
particularly  in  the  South.  Of  major  importance  is  the 
syndrome  produced  in  chemical  pneumonitis.  This  pneu- 
monia probably  is  produced  by  kerosene  aspirated  during 
the  act  of  initial  ingestion. 


Kerosene  Pneumonitis 


Jack  Reynolds,  M.D.  and 
Frederick  J.  Bonte,  M.D. 

Dallas,  Texas 


THE  PEDIATRICIAN  and  the  physician  who 
practices  in  the  hospital  emergency  facility  are 
familiar  with  the  frequency  of  accidental  poisoning 
in  young  children.  There  were  3,600  deaths  in  this 
group  of  patients  in  the  decade  1940  to  1950.  When 
the  common  noxious  materials  are  categorized  as  to 
general  type  as  was  done  by  Bain1  for  the  years  1949 
and  1950,  it  is  seen  that  more  deaths  from  accidental 
poisoning  in  the  1 to  5 year  age  group  are  due  to 
the  ingestion  of  petroleum  products  than  to  any 
other  single  group  of  agents,  surpassing  in  number 
the  combined  deaths  due  to  salicylates  and  bar- 
biturates. Kerosene  is  the  most  common  petroleum 
product  ingested  in  cases  of  accidental  poisoning. 

Although  the  frequency  of  hydrocarbon  intoxica- 
tion is  great  when  considered  on  the  basis  of  nation- 
wide occurrence,  if  regional  statistics  are  analyzed, 
they  show  the  death  rate  in  12  selected  southern 
states  to  be  four  times  that  for  the  nation  as  a 
whole.  Even  without  formal  statistical  data,  the  re- 
gional nature  of  the  problem  is  emphasized  by  the 
fact  that  the  great  majority  of  the  literature  on  this 
subject  emanates  from  the  South.  Texas  authors  lead 
the  list.2'  8’ 10 

It  seems  probable  that  availability  and  climate  are 
the  factors  most  responsible  for  the  frequency  of 
kerosene  intoxication  in  the  South.9  The  use  of 
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kerosene  as  fuel  for  heating  and  cooking  by  the 
rural  population  and  by  indigent  city  dwellers  is 
common.  It  becomes  available  to  children  because, 
all  too  often,  it  is  stored  in  common  drinking  con- 
tainers such  as  beverage  bottles,  glasses,  and  cups. 
In  this  attractive  form,  it  offers  strong  appeal  to  the 
child  more  apt  to  be  thirsty  in  the  heat  of  the  south- 
ern summer. 

It  is  estimated  that  for  every  fatal  accident  among 
children  there  are  at  least  100  which  result  in  varying 
degrees  of  morbidity.3  The  mortality  figures  cited 
thus  are  multiplied  greatly,  and  the  picture  of  kero- 
sene intoxication  emerges  as  one  of  major  medi- 
cal and  economic  importance.  This  is  borne  out  by 
Foley,5  who  stated  that  kerosene  intoxication  ac- 
counted for  2.1  per  cent  of  all  children  under  2 
years  of  age  admitted  to  an  urban  hospital  serving 
a large  rural  area. 

Waring14  was  among  the  first  to  emphasize  the 
frequency  and  importance  of  pulmonary  involvement 
in  kerosene  poisoning.  Nunn  and  others6, 10, 13  stated 
that  the  patient’s  course  is  largely  determined  by  the 
existence  and  extent  of  pulmonary  involvement.  The 
incidence  of  pneumonia  is  shown  to  be  high.11  The 
mechanism  of  its  production  has  been  investigated 
by  several.5, 12,  7’ llj  4 Most  studies  agree  that  whereas 
kerosene  may  reach  the  lung  by  absorption  from  the 
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gastrointestinal  tract,  significant  pulmonary  involve- 
ment can  occur  only  by  aspiration.  It  is  estimated  on 
the  basis  of  data  from  animal  experimentation  that  a 
50  pound  child  would  survive  as  much  as  a pint  of 
kerosene  if  none  were  aspirated,  but  as  little  as  1 
teaspoonful  may  prove  fatal  if  aspirated.12 

Aspiration  may  occur  during  ingestion  when  the 
child  will  note  intense  burning  of  oropharyngeal 
mucosa  causing  an  involuntary  gasping  inspiration. 
A history  of  vomiting,  spontaneous  or  induced,  can 
be  obtained  in  some  cases.  This  increases  the  oppor- 
tunity for  aspiration. 

Kerosene  is  not  a pure  substance,  but  a hydro- 
carbon complex  of  aliphatic  compounds  containing 
impurities  such  as  aromatic  residues,  sulfur,  nitrogen, 
and  caustic  alkalies.  It  varies  with  the  source  of  the 
crude  petroleum  and  the  method  of  fractionation. 
There  is  evidence  to  suggest  that  toxicity  varies  ac- 
cordingly.4 

Postmortem  examination  in  fatal  kerosene  intoxi- 
cation shows  the  fundamental  lesion  in  all  viscera 
to  be  vascular  damage  with  cloudy  swelling  of  the 
vessel  walls  and  perivascular  fluid  extravasation.  Gas- 
trointestinal tract,  brain,  liver,  kidney,  and  heart  show 
these  changes.  Histologically,  lung  tissue  shows  these 
vascular  findings  associated  with  focal  areas  of  acute 
interstitial  inflammation,  small  hemorrhages,  and  ex- 
udate in  the  alveoli  consisting  of  fluid,  fibrin,  and 
inflammatory  cells.4 

Clinical  patterns  observed  in  kerosene  poisoning 
vary  widely  from  the  completely  asymptomatic  pa- 
tient with  no  physical  signs  or  roentgenograph ic  ab- 
normalities to  the  cyanotic,  febrile  child  with  clouded 
sensorium  and  with  auscultatory  evidence  of  exten- 
sive consolidation.  The  resultant  syndrome  will  de- 
pend on  many  factors,  among  which  are  quantity 
ingested,  type  of  kerosene,  age  of  patient,  occurrence 
of  vomiting,  and,  most  important,  the  quantity  of 
kerosene  aspirated. 

From  the  clinical  and  experimental  data  assembled 
in  this  study  it  is  apparent  that  roentgen  examination 
of  the  chest  furnishes  information  of  importance  con- 
cerning the  prognosis  and  management  of  all  patients 
with  a history  of  kerosene  ingestion  regardless  of  the 
physical  findings  noted  when  the  child  is  first  ob- 
served. Kerosene  pneumonitis  results  in  a readily 
recognizable  distribution  of  infiltration  on  the  chest 
film  which  occurs  early  and  may  be  seen  even  before 
auscultatory  signs  are  present. 


CLINICAL  MATERIAL 

The  patients  included  in  this  study,  all  children 
ranging  in  age  from  13  to  72  months,  were  observed 
in  the  emergency  facility  of  Parkland  Memorial  Hos- 
pital (Dallas)  because  of  the  ingestion  of  kerosene 


during  the  years  1952  through  1954  and  in  1956. 
Fifty-two  such  patients  were  seen  during  this  period. 
Forty-seven  of  these  had  one  or  more  chest  roent- 
genograms, and  only  these  are  included  in  this  series. 
The  average  child  was  approximately  21  months  old 
and  of  a family  in  the  lower  income  group.  All  sur- 
vived the  illness.  In  more  than  half  the  cases  the 
amount  ingested  was  unknown.  It  was  crudely  quanti- 
tated by  the  parents  of  18  and  ranged  from  a ques- 
tionable 6 ounces  to  a "teaspoonful.”  There  was  a 
positive  correlation  between  the  amount  ingested  and 
the  severity  of  clinical  symptoms,  extent  of  pul- 
monary infiltration  on  the  roentgenogram,  and  dura- 
tion of  hospitalization. 

A history  of  vomiting,  obtained  in  only  about  one- 
third  of  the  cases,  showed  no  real  correlation  with 
the  severity  of  the  ensuing  illness.  This  is  in  accord 
with  Reed’s  data.11  A history  of  "choking”  or 
"strangling”  was  commonly  encountered,  and  it 
would  seem  that  kerosene  typically  gains  access  to 
the  lungs  during  initial  ingestion  when  its  irritant 
action  on  oropharyngeal  mucosa  causes  involuntary 
gasping  inspiration.  The  aspiration  of  kerosene- 
tainted  vomitus  may  affect  the  course  of  the  occa- 
sional patient,  but  it  was  not  a major  factor  in  this 
group.  Similarly,  treatment  by  gavage,  strongly  con- 
demned by  some  who  feel  that  it  often  results  in 
inadvertent  aspiration  of  gastric  contents,  was  fre- 
quently employed  without  apparent  increased  mor- 
bidity in  the  group  so  treated.  It  was  generally  omit- 
ted in  the  alert  child  with  minor  physical  findings. 

Physical  examination  of  the  lungs  resulted  in  signs 
consistent  with  the  presence  of  pulmonary  consolida- 
tion in  only  19  of  the  47  patients.  However,  radio- 
graphic  evidence  of  pneumonia  was  present  in  all  but 
3 patients.  Eight  of  the  28  children  who  seemed 
free  of  clinical  signs  of  pneumonia  were  seen  to  have 
major  infiltration  when  examined  roentgenographic- 
ally.  The  presence  of  pulmonary  infiltration  as  seen 
on  film  was  intimately  reflected  in  the  severity  of 
the  clinical  course.  Clinical  pneumonia  did  develop 
in  a number  of  these  cases  in  12  to  24  hours. 

The  chest  roentgenogram  proved  not  only  an  exact 
means  of  prompt  discovery  of  pulmonary  involve- 
ment allowing  early  definitive  therapy  but,  when 
interpreted  in  terms  of  the  magnitude  of  the  infil- 
trate, could  be  used  as  a rather  precise  measure  of 
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KEROSENE  PNEUMONITIS  — Reynolds  & Bonte  — continued 

prognosis  in  terms  of  duration  of  required  hospital- 
ization. 

The  infiltrations  were  classified  after  the  method 
of  Foley5  by  measuring  the  area  of  lung  field  opaci- 
fied on  the  posterior-anterior  film  in  this  manner: 
grade  0,  no  infiltration;  grade  I,  less  than  10  per  cent 
of  the  lung  area  involved;  grade  II,  more  than  10 
per  cent  but  less  than  30  per  cent  of  the  lung  area; 
and  grade  III,  more  than  30  per  cent  involved.  By 
this  method  our  material  showed  in  grade  0,  3 pa- 
tients with  an  average  duration  of  hospitalization  of 
2 days;  in  grade  I,  25  patients  with  an  average  hos- 
pitalization of  3.8  days;  grade  II,  16  patients  with 
average  hospitalization  of  6.4  days;  and  grade  IV,  3 
patients  with  average  hospitalization  of  10.7  days. 
The  average  duration  of  hospitalization  of  the  47 
patients  in  this  study  was  5.3  days. 

The  distribution  and  appearance  of  the  infiltration 
in  roentgenograms  in  this  series  was  believed  to  be 
characteristic  of  kerosene  pneumonia  and  readily  rec- 
ognizable. Aside  from  a somewhat  uncommon  vari- 
ant which  may  reflect  pulmonary  changes  due  to  the 
blood-borne  kerosene,  the  fundamental  picture  sug- 
gests an  aspiration  pneumonia  with  involvement  of 
dependent  segments.  Of  these  films  which  showed 
pneumonia,  the  most  common  distribution  was  bi- 
lateral basal  (fig.  1).  Thirty-six  patients  showed  this 
pattern.  Five  other  patients  showed  involvement  of 
the  right  base  only  (fig.  2).  Three  patients  showed 


Fig.  1.  Eighteen  month  old  Negro  girl.  Film  taken  ap- 
proximately 1 hour  after  the  ingestion  of  an  estimated 
200  cc.  of  kerosene.  The  bilateral  basal  infiltration  is 
typical  of  the  most  common  pattern  seen  in  kerosene 
pneumonitis.  [All  illustrations  after  Bonte,  F.  J.,  and 
Reynolds,  J.:  Hydrocarbon  Pneumonitis,  Radiology 
71:391-397  (Sept.)  1958.] 


evidence  of  pulmonary  involvement  by  the  presence 
of  hazy,  confluent  bilateral  perihilar  infiltration  with 
clear  lung  bases  (fig.  3).  This  was  termed  the 
"edema”  type  and  may  well  be  a manifestation  of  the 
fundamental  lesion  produced  in  all  organs  when 
absorption  from  the  gut  is  of  sufficient  magnitude 
and  the  blood-borne  poison  alters  vascular  permeabil- 
ity with  resultant  fluid  extravasation  and  edema.  Un- 
fortunately, the  amounts  ingested  by  this  group  were 
not  known.  As  might  be  expected,  4 other  patients 
whose  major  lung  lesions  were  bilateral  basilar  infil- 
trations showed  evidence  of  "edema”  type  pattern 
combined  with  the  common  "aspiration”  appearance. 
One  of  these  patients  was  known  to  have  consumed 
200  cc.  of  kerosene.  His  clinical  course  was  stormy, 
and  he  was  hospitalized  for  19  days. 

Characteristically,  roentgenographic  evidence  of 
resolution  of  infiltration  lagged  well  behind  clinical 
improvement.  Persistence  of  pulmonary  opacities  was 
not  unusual  on  films  taken  10  or  12  days  after  the 
initial  examination.  In  some  cases  rapid  resolution 
was  noted.  Roentgen  manifestations  of  complications 
were  rare.  Three  patients  had  transient  segmental 
atelectasis.  None  in  this  series  developed  pleural 
fluid. 


EXPERIMENTAL  STUDIES 

In  several  patients  the  interval  between  the  inges- 
tion of  kerosene  and  radiography  of  the  chest  was 
reliably  documented  and  found  to  be  less  than  1 hour. 
There  were  15  patients  in  this  group,  and  all  showed 
evidence  of  pneumonia.  In  1 instance,  the  time  inter- 
val was  stated  to  be  a maximum  of  20  minutes.  In- 
filtration, sometimes  major  in  degree,  was  a common 
finding.  The  speed  with  which  the  pneumonia  be- 
comes radiographically  manifest,  often  before  clinical 
signs  of  pneumonia  are  present,  has  impressed  oth- 
ers.7 It  prompted  us  to  determine  experimentally  the 
minimal  interval  at  which  an  infiltrate  could  be  de- 
tected, and  to  depict  the  rate  of  development  of 
pneumonic  consolidation  following  the  deposition  of 
kerosene  in  the  lung  of  an  experimental  animal. 

The  apparatus  employed  is  constructed  according 
to  the  Ramsey  principle  and  permits  cinefluoro- 
graphic  exposures  at  the  rate  of  3 M to  30  frames  per 
second.2  By  obtaining  a number  of  frames  at  arbi- 
trary intervals  after  the  administration  of  kerosene, 
it  was  hoped  that  time-lapse  roentgen  movies  could 
be  made.  In  this  experiment  dogs  weighing  20  kg. 
were  employed.  Tracheostomy  was  performed  under 
nembutal  anesthesia,  and  number  15  woven  ureteral 
catheters  were  passed  into  the  right  and  left  main- 
stem  bronchi  under  fluoroscopic  control. 

Figure  4 shows  selected  frames  from  a time-lapse 
cineroentgenogram  made  after  the  instillation  of  15 
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Fig.  2.  Twenty-two  month  old  Negro  girl.  Film  on  the  sided  basal  infiltrate  is  a pattern  often  encountered.  The 

left  taken  approximately  90  minutes  after  ingestion  of  film  on  the  right  was  taken  12  days  later  and  shows 

an  unknown  quantity  of  kerosene.  The  unilateral,  right-  persistent  infiltrate. 


cc.  of  kerosene  through  the  catheter  into  the  right 
lung.  A measure  of  density  control  was  attempted  by 
instilling  an  equal  amount  of  normal  saline  through 
the  catheter  into  the  left  lung.  It  will  be  noted  that 
a definitely  visible  infiltrate  is  present  at  15  to  20 
minutes  and  that  the  process  grows  steadily  in  size 
until  the  death  of  the  animal  at  3 hours.  The  same 
figure  shows  another  experiment  of  this  same  na- 
ture, with  a different  placement  of  the  catheter  on 
the  right.  Again,  the  early  appearance  of  the  infiltra- 
tion is  apparent  and  its  progressive  enlargement  with 
the  passage  of  time  is  noted.  Properly  edited,  the 
films  from  which  the  pictured  strips  are  taken  form 
a smoothly  continuous  picture  of  the  development 
and  growth  of  the  infiltrative  lesion. 


SUMMARY  AND  CONCLUSIONS 

Intoxication  from  the  ingestion  of  kerosene  is  a 
leading  cause  of  accidental  poisoning  in  the  younger 
age  group.  It  is  particularly  frequent  in  the  South. 

Of  major  importance  in  the  syndrome  produced 
is  the  chemical  pneumonitis  which  is  present  in  the 
vast  majority  and  which  largely  determines  the  se- 
verity of  the  clinical  course.  This  pneumonia  prob- 
ably is  produced  by  kerosene  aspirated  during  the  act 
of  initial  ingestion. 

The  greater  reliability  of  the  chest  roentgenogram 
over  physical  examination  in  the  detection  of  pneu- 
monia in  this  disease  is  seen  clearly.  This  fact  should 
be  exploited  and  radiographs  obtained  in  all  cases. 


The  distribution  and  appearance  of  the  infiltration 
on  chest  films  is,  in  general,  characteristic  and  readily 
recognizable.  The  dominant  picture  is  a bilateral 
basal  infiltration  typical  of  an  aspiration  pneumonia. 
A variation  was  encountered  which  resembled  pul- 
monary edema,  and  it  is  suggested  that  this  is  a 
manifestation  of  perivascular  fluid  extravasation  due 
to  the  action  of  blood-borne  kerosene. 

The  rapidity  of  the  development  of  pulmonary 
infiltration  is  seen  in  the  clinical  material.  Kerosene 


Fig.  3.  The  bilateral,  symmetrical  perihilar  infiltrates 
resemble  the  picture  seen  in  pulmonary  edema.  This 
"edema"  type  pattern  is  not  commonly  seen.  It  may  be 
an  expression  of  interstitial  pneumonia  caused  by  blood- 
borne  kerosene. 
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Fig.  4.  Representative  frames  from  time-lapse  cineroent- 
genograms  of  dog's  lung  after  the  instillation  of  kerosene 
through  a catheter  into  selected  lobes.  In  the  upper  row, 
12  cc.  were  placed  in  the  right  upper  lobe.  Frame  1 
shows  the  density  in  this  region  immediately  after  the 
deposition  of  kerosene.  Frame  2,  made  15  minutes  later, 


pneumonitis  was  produced  in  dogs  as  early  as  15 
minutes  after  the  instillation  of  the  toxic  substance 
and  depicted  by  means  of  time-lapse  cinefluorog- 
raphy. 
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Organization  of  a Hospital 

Staphylococcal  Control  Program 

A hospital  injection  committee  representing  major  departments 
of  the  hospital  should  be  responsible  for  surveillance,  control,  and 
education,  but  all  hospital  personnel  must  cooperate  fully  to  make 
effective  any  staphylococcal  control  program.  With  such  cooperation, 
common  sense,  and  a few  regulations,  an  adeqtiate  control  program 
can  be  instituted. 


Fred  J.  Wolma,  Jr.,  M.D.  and 
Edward  B.  Rowe,  M.D. 
Galveston,  Texas 


THE  RECOGNITION  of  the  necessity  for  con- 
trolling staphylococcal  disease  is  a prerequisite 
for  the  organization  of  a satisfactory  and  practical 
control  program.  Often  one  hears  such  comments  as 
"we  have  always  had  staphylococcal  disease  and  we 
always  will — why  has  the  problem  become  so  urgent 
all  of  a sudden?”  or  “the  survival  of  the  fittest  is 
the  philosophy  to  accept — those  who  survive  will  de- 
velop their  own  immunity.”  If  such  philosophies  and 
attitudes  prevail  in  our  thinking,  any  attempt  to  con- 
trol staphylococcal  disease  will  certainly  fail. 

Admittedly,  we  are  confronted  with  an  age  old 
disease,  because  staphylococcal  disease  is  as  old  as 
medicine  and  surgery.  However,  two  new  develop- 
ments in  this  disease  must  be  recognized,  for  they 
change  the  entire  complexion  of  the  disease.  The 
new  developments  are  ( 1 ) the  emergence  of  anti- 
biotic resistant  strains  of  Staphylococcus  and  (2) 
the  emergence  of  strains  with  epidemic  potential. 
With  these  two  new  developments,  staphylococcal 
disease  has  become  a serious  hospital  problem. 

An  adequate  hospital  control  program  must  pro- 
vide for  ( 1 ) the  protection  of  susceptible  patients, 
such  as  newborn  infants  and  elderly  debilitated  pa- 
tients, from  staphylococcal  disease;  ( 2 ) the  isolation 
of  patients  with  staphylococcal  disease  from  the  gen- 
eral hospital  population;  (3)  the  control  of  carriers 
among  hospital  personnel  including  doctors,  nurses, 
aides,  orderlies,  technicians,  and  dietitians;  (4)  the 
energetic  treatment  of  patients  with  staphylococcal 
disease;  and  (5)  the  protection  of  the  hospital  from 
outside  infections  brought  in  by  the  new  patients 
and  the  visitors. 
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The  purpose  of  this  paper  is  to  present  the  staph- 
ylococcal control  program  instituted  at  the  Univer- 
sity of  Texas  Medical  Branch,  Galveston. 

ORGANIZATION 

A sound  approach  to  the  recognition,  prevention, 
and  control  of  hospital  acquired  staphylococcal  dis- 
ease begins  with  the  establishment  of  a hospital  in- 
fection committee.  The  American  Hospital  Associa- 
tion and  the  Joint  Commission  on  the  Accreditation 
of  Hospitals  recommend  such  a committee.  The  com- 
mittee should  have  specified  responsibilities  and 
methods  of  operation.  Of  paramount  importance  is 
that  the  committee  have  authority  to  enforce  its 
recommendations.  There  must  be  100  per  cent  co- 
operation among  the  committee,  the  professional 
staff,  and  the  administration.  Without  this  100  per 
cent  cooperation  a satisfactory  control  program  is 
unrealistic  and  is  doomed  to  failure  from  its  in- 
ception. 

The  hospital  infection  committee  is  made  up  of 
representatives  from  ( 1 ) administration;  ( 2 ) clini- 
cal departments — medicine,  surgery,  gynecology  and 
obstetrics,  and  pediatrics;  (3)  nursing  service;  (4) 
laboratory  service — bacteriology;  (5)  pharmacy;  and 
(6)  housekeeping.  The  chairman  of  the  committee 
is  one  interested  in  infectious  diseases  and  therefore, 
possesses  knowledge  in  this  field  of  medicine.  The 
bacteriologist  assumes  a key  position  on  the  com- 
mittee since  most  of  the  information  concerning 
staphylococcal  infections  is  channeled  through  the 
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bacteriology  laboratory.  A trained  epidemiologist 
with  a background  in  public  health  and  preventive 
medicine  is  recommended  to  serve  as  hospital  epi- 
demiologist in  larger  hospitals.  In  smaller  hospitals 
a trained  bacteriologist,  or  clinician  with  special 
interest  in  bacteriology  and  infectious  diseases,  could 
serve  in  this  capacity.  The  local  health  officer,  when 
available,  should  be  invited  to  serve  as  a consultant 
to  the  committee. 

The  hospital  infection  committee  should  be  as- 
signed specific  responsibilities.  These  responsibilities 
can  be  grouped  under  the  headings  of  surveillance, 
control,  and  education. 

Surveillance. — -The  committee  should  collect  com- 
plete data  on  all  infections  acquired  by  patients  with- 
in the  hospital  and  those  occurring  among  recently 
discharged  patients.  Regular  and  frequent  meetings, 
probably  at  least  twice  monthly,  are  necessary.  When 
a problem  arises  concerning  infections,  the  data  are 
compiled  and  presented  to  the  medical  staff  and  ad- 
ministration, along  with  recommendations  for  the 
solution  of  the  particular  problem.  In  this  way,  "hot- 
spots” of  infection  in  the  hospital  can  be  detected 


Dr.  Fred  J.  Wolma,  Jr.,  assistant 
professor  of  surgery  at  the  Univer- 
sity of  Texas  Medical  Branch,  and 
his  co-author  presented  this  paper 
for  the  Section  on  Public  Health  at 
the  Texas  Medical  Association  an- 
nual session  April  21,  1959,  in 
San  Antonio. 

early  and  dealt  with  rapidly,  thus  preventing  the 
development  of  an  epidemic. 

Control. — The  committee  must  evaluate  all  phases 
of  hospital  operations  pertaining  to  the  control  of 
infections,  recommending  changes,  establishing  ap- 
propriate patterns  of  antibiotic  usage,  and  instituting 
epidemic  control  measures.  At  the  Medical  Branch, 
this  phase  of  control  is  carried  out  by  the  infectious 
disease  control  service.  The  director  and  assistant  di- 
rector receive  bacteriological  reports  on  all  cultures 
which  prove  to  be  staphylococci.  The  antibiotic  re- 
sistant infections  are  investigated. 

Certain  new  antibiotics  proven  to  be  effective 
against  antibiotic  resistant  organisms  are  recommend- 
ed to  be  placed  on  a restricted  use  basis.  Our  re- 
stricted list  includes  at  the  present  time  Kanamycin, 
Rhistocetin,  and  Vancomycin.  These  drugs  are  not 
available  for  routine  use.  They  are  obtained  from  the 
pharmacy  by  prescription.  The  pharmacy  sends  week- 
ly reports  of  all  of  the  prescriptions  received  for 
these  three  restricted  antibiotics  to  the  chairman  of 


the  hospital  infection  committee  and  the  hospital 
administrator.  The  purpose  is  to  keep  in  reserve 
several  drugs  known  to  be  effective  against  antibiotic 
resistant  staphylococci  in  case  an  emergency  situation 
arises.  The  restricted  list  is  expected  to  change  from 
time  to  time  as  newer  antibiotics  are  produced. 

Education. — The  committee  should  plan  an  educa- 
tional program  for  all  hospital  personnel.  By  pre- 
senting current  concepts  in  prevention  and  control 
of  staphylococcal  disease  to  the  personnel,  they  be- 
come interested  and  feel  they  are  taking  an  active 
part  in  the  control  program.  Proper  education  makes 
for  a better  understanding  of  the  over-all  problem. 
The  methods  used  in  the  educational  program  include 
movies,  lectures,  and  practical  demonstrations. 

INFECTIOUS  DISEASE  CONTROL  SERVICE 

The  infectious  disease  control  service  (IDCS)  at 
the  Medical  Branch  Hospital  has  at  its  head  a direc- 
tor and  an  assistant  director.  These  two  individuals 
are  clinicians  with  a special  interest  in  the  staphylo- 
coccal problem.  These  officers  investigate  all  infec- 
tions which  are  reported  to  the  IDCS.  All  staphylo- 
coccal disease  occurring  in  the  hospital  is  automatic- 
ally reported  to  the  IDCS  since  the  IDCS  receives 
from  the  bacteriology  laboratory  a report  of  all  posi- 
tive staphylococcal  cultures.  Investigation  of  the 
infection  includes  a determination  as  to  whether  the 
infection  was  present  on  admission  of  the  patient  or 
acquired  in  the  hospital.  Recommendations  concern- 
ing isolation  are  made.  When  isolation  of  an  infec- 
tion is  recommended,  the  action  is  taken  by  the 
attending  physician.  The  control  service  does  not  take 
over  the  management  of  the  case;  however,  the  con- 
trol officers  are  available  for  consultation  at  all  times. 
The  investigation  of  the  infection  also  includes  a 
review  of  the  antibiotics  used  in  the  treatment.  If  a 
change  in  antibiotic  treatment  is  thought  to  be  justi- 
fied, recommendations  are  made  to  the  attending 
physician.  If  antibiotics  which  are  on  the  reserve  list 
are  being  employed,  a thorough  review  is  carried  out. 
If  other  antibiotics  are  shown  by  sensitivity  tests  to 
be  just  as  effective,  a change  of  antibiotic  is  recom- 
mended. No  treatment  is  changed  by  the  control 
officer.  Changes  in  therapy  are  made  by  the  attending 
physician  only,  and  in  this  way,  regimentation  is 
prevented. 

The  infectious  disease  control  service  performs 
several  duties,  among  which  are  ( 1 ) operation  of  an 
outpatient  clinic  where  all  personnel  having  infec- 
tious lesions  are  treated  and  where  all  nasal  carriers 
are  treated;  (2)  operation  of  an  isolation  ward, 
where  all  patients  with  infectious  diseases  are  iso- 
lated; and  (3)  serving  as  custodian  of  all  the  clin- 
ical records  of  patients,  personnel,  and  carriers  with 
staphylococcal  disease. 
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Outpatient  Clinic. — The  outpatient  clinic  consists 
of  a waiting  room  and  a treatment  room  where  all 
ambulatory  personnel  with  infected  lesions  and  all 
nasal  carriers  are  seen.  Since  this  clinic  is  considered 
an  isolation  area,  it  is  used  for  the  treatment  of  no 
other  types  of  patients.  Strict  aseptic  technique  is 
used  during  all  examinations  and  treatment.  Cultures, 
sensitivity  patterns,  and  phage  typing  are  obtained 
from  all  open  discharging  lesions.  Ambulatory  per- 
sonnel treated  in  this  clinic  include  all  members  of 
the  professional  staff  and  house  staff,  nurses,  medi- 
cal students,  dietitians,  aids,  orderlies,  and  so  forth — 
in  other  words,  anyone  working  at  the  University  of 
Texas  Medical  Branch  who  develops  a suppurating 
lesion.  Personnel  with  active  draining  lesions  are  re- 
lieved of  duty  and  treated  until  the  lesion  is  healed, 
at  which  time  they  are  allowed  to  return  to  work. 
Nasal  carriers  are  treated,  but  are  not  relieved  of 
duty.  The  treatment  of  these  individuals  is  carried 
out  by  a member  of  the  IDCS  personally. 

Isolation  Ward. — For  hospital  patients  with  active 
lesions,  an  isolation  ward  was  established.  Admission 
of  the  patients  to  this  area  is  only  upon  recommenda- 
tion of  one  of  the  control  officers.  When  isolation 
of  an  infection  is  recommended  by  the  control  offi- 
cer following  an  investigation  of  the  case,  transfer 
of  the  patient  to  this  area  is  done  immediately.  The 
patient  remains  in  isolation  until  approval  for  re- 
moval is  obtained  from  one  of  the  control  officers, 
or  the  patient  is  discharged.  Visiting  hours  and 
visitor  privileges  are  restricted  in  this  area.  The  visi- 
tors are  allowed  one  at  a time  and  are  given  instruc- 
tions in  isolation  technique  prior  to  admission  to  the 


61 


Mar  April  May  June  July  Aug  Sept  Oct  Nov  Dec  Jan  Feb 


Fig.  1.  Hospital  acquired  Staphylococcus  80/81  lesions 
(March,  1 958-February,  1959). 


patient’s  room.  Strict  isolation  technique  is  followed 
in  all  phases  of  management  and  treatment. 

Record  Custodian. — The  records  of  all  patients  and 
personnel  with  infections  are  kept  by  the  IDCS.  A 
report  of  all  new  infections  among  personnel  and 
patients  is  sent  to  the  hospital  administrator  weekly. 

RESULTS 

The  outbreak  of  staphylococcal  disease  was  first 
noticed  in  the  newborn  nursery  about  2 years  ago. 
The  Department  of  Pediatrics  initiated  a control 
program  in  the  nursery  to  combat  this  outbreak. 
Routine  nasal  cultures  of  all  personnel  and  newborn 
infants  were  done.  All  positive  nasal  carriers  were 
treated  vigorously.  Periodic  surveys  of  carriers  were 
done.  In  addition,  good  hygienic  measures  and  isola- 
tion techniques  were  employed  in  the  nursery.  With- 
in 1 month  following  the  initiation  of  the  program, 
the  positive  cultures  among  newborn  infants  prac- 
tically disappeared.  The  other  manifestations  of 
staphylococcal  disease  in  the  newborns,  such  as 
furunculosis,  breast  abscess,  and  pneumonia,  also 
disappeared.  The  program  continued,  and  to  date  no 
serious  outbreaks  of  staphylococcal  disease  have  oc- 
curred in  the  nursery. 

The  infectious  disease  control  service  was  insti- 
tuted about  March  1,  1958.  This  was  an  outgrowth 
from  the  control  program  set  up  in  the  nursery  with 
the  same  staff  personnel  organizing  the  control  serv- 
ice for  the  entire  hospital.  With  the  isolation  of  all 
patients  with  antibiotic  resistant  staphylococcal  dis- 
ease in  the  special  unit,  the  incidence  of  hospital 
acquired  staphylococcal  infections  dropped  sharply 
(fig.  1).  Furthermore,  the  number  of  deaths  that 
were  directly  or  indirectly  attributable  to  staphylo- 
coccal disease  dropped  abruptly. 

The  number  of  personnel  who  developed  staphylo- 
coccal disease,  namely,  furuncles,  has  decreased 
markedly  (fig  2)  since  the  program  was  put  into 
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Fig.  2.  Personnel  with  Staphylococcus  80/81  lesions 
(March,  1 958-February,  1959). 
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CONCLUSIONS 


effect.  Also  the  number  of  nasal  carriers  among 
hospital  personnel  showed  a significant  decrease 
(table  1).  The  number  of  recurrent  and  persistent 
carriers  remains  low.  Approximately  85  per  cent  of 
the  recurrent  persistent  carriers  have  been  made 
negative  by  vigorous  treatment  and  close  follow-up. 

TABLE  1. — Results  of  Treatment  of  Personnel  with  Positive 
Nasal  Cultures. 

Seventh  Floor  Personnel 
(Medicine,  Surgery,  Gynecology  Wards) 

April  21,  1958 25  positive 

July  16,  1958 5 positive 

Bacitracin-Neomycin-Polymixin  ointment  employed. 


The  staphylococcal  control  program  as  instituted  at 
the  University  of  Texas  Medical  Branch,  Galveston, 
has  been  outlined.  The  results  produced  by  this  pro- 
gram have  been  very  gratifying.  True,  the  staphylo- 
coccal problem  cannot  be  eradicated;  however,  with 
common  sense,  a few  regulations,  and  the  cooperation 
of  100  per  cent  of  the  hospital  staff  and  personnel, 
a control  program  which  is  adequate  and  effective 
can  be  instituted  in  any  hospital.  With  the  staphylo- 
coccal problem  being  what  it  is  today,  it  behooves 
all  hospitals  in  the  best  interests  of  the  patients  to 
set  up  a control  program. 

^ Drs.  Wolma  and  Rowe,  University  of  Texas  Medical 
Branch,  Galveston. 


Declaration  of  Geneva 

Adopted  by  the  World  Medical  Association 
in  September,  1948 

I solemnly  pledge  myself  to  consecrate  my  life  to  the  service  of  humanity. 

I will  give  to  my  teachers  the  respect  and  gratitude  which  is  their  due. 

I will  practice  my  profession  with  conscience  and  dignity. 

The  health  of  my  patient  will  be  my  first  consideration. 

I will  respect  the  secrets  which  are  confided  in  me. 

I will  maintain  by  all  the  means  in  my  power,  the  honor  and  noble  traditions 
of  the  medical  profession. 

My  colleagues  will  be  my  brothers. 

I will  not  permit  considerations  of  religion,  nationality,  race,  party  politics 
or  social  standing  to  intervene  between  my  duty  and  my  patient. 

I will  maintain  the  utmost  respect  for  human  life,  from  the  time  of  concep- 
tion; even  under  threat,  I will  not  use  my  medical  knowledge  contrary 
to  the  laws  of  humanity. 

I make  these  promises  solemnly,  freely  and  upon  my  honor. 
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Psychological  Aspects  . . . 

Treatment  of  Vocal  Nodule  Cases 

Ben  T.  Withers,  M.D.,  F.A.C.S.  and 
Myrtle  Holtby  Dawson,  Ed.D. 

Houston,  Texas 


Psychosomatic  factors  in  addition  to  vocal  abuse,  allergy,  and/or 
endocrine  imbalance  are  prominent  among  the  causes  of  vocal  nodules. 
Surgical  removal  in  irreversible  nodules  is  the  first  treatment  step 
required;  smaller  nodules  may  regress  with  nonsurgical  therapy.  In  all 
cases,  proper  voice  use  and  healthy  psychological  outlook  must  be 
taught. 


MISUSE  OR  OVERUSE  of  the  voice  plus  allergy 
or  endocrine  imbalance  figures  in  the  etiology 
of  vocal  nodules.  We  have  observed  another  common 
factor,  the  psychosomatic.  Experience  has  taught  that 
after  careful  medical  history  and  diagnostic  proced- 
ures in  relation  to  the  physical  study,  the  laryngolo- 
gist needs  to  look  closely  at  the  patient  and  his 
family. 

An  important  requisite  to  this  careful  scrutiny  is 
the  provision  for  time  to  observe  while  the  patient 
unfolds  the  problem.  The  laryngologist,  therefore, 
requires  the  allied  medical  services  of  those  who 
have  the  training  and  can  devote  the  time  to  carry 
out  this  schedule:  develop  a counseling  relationship; 
study  the  patient’s  life  and  social-psychological  ad- 
justment, through  the  case  study  or  counseling  inter- 
view approach;  evaluate  the  relationship  of  psycho- 
logical factors  to  voice  disorder;  give  voice  analysis 
and  voice  therapy;  give  counseling  of  a psychothera- 
peutic nature  for  the  patient  and  his  family. 

Vocal  nodules,  therefore,  become  an  interdisci- 
plinary treatment  problem  with  paramedical  staff 
required.  The  speech  therapist  who  has  training  and 
experience  in  the  areas  of  voice  science,  techniques 
of  interviewing,  and  psychological  counseling  can 
work  in  cooperation  with  the  laryngologist,  the  pa- 
tient, and  the  family  for  the  best  total  management 
of  vocal  nodules.  The  need  for  a total  care  program 
for  voice  cases  has  been  pointed  out  by  Brodnitz,3 


Zerffi,20  Moore,10  and  the  other  specialists  in  the 
fields  of  laryngology  and  speech  pathology. 

We  are  of  the  opinion  that  vocal  nodules  event- 
ually become  irreversible.  Certain  nodules  must  be 
removed  surgically;  smaller  ones  will  regress  with 
proper  nonsurgical  therapy.  In  all  cases,  however, 
proper  voice  use  and  a healthy  psychological  outlook 
must  be  instilled  to  prevent  recurrences.  In  discus- 
sion of  the  three  phases  of  total  treatment,  Lowen- 
thal9  stated:  "The  post-surgical  phase  also  includes 
the  removal  of  factors  which  predisposed  to  the  le- 
sion initially.”  Moses12  discussed  voice  vulnerability 
in  relation  to  any  condition  which  disturbs  the  emo- 
tional life.  He  stated:  "Neuroses  and  psychoses  will 
be  in  the  scope  of  laryngological  considerations,  as 
well  as  the  artistic  problems  which  have  to  do  with 
emotional  expression.” 

In  voice  therapy  and  psychological  management, 
these  general  procedures  were  followed  by  the  voice 
therapist.  A diagnostic  interview  was  made  to  in- 
clude: case  history  study  of  the  patient  and  his  fam- 
ily; investigation  of  long-term  history  of  voice  habits; 
determination  of  significance  of  the  problem  to  the 
patient  in  terms  of  a disrupted  life  pattern;  voca- 
tional and  social  adjustment,  and  psychological  re- 
actions and  coping  mechanisms;  and  an  evaluation 
of  intellectual  capacity  and  motivation.  Voice  analy- 
sis at  this  time  of  referral  determined  pitch  defects, 
intensity  or  loudness  defects,  quality  and  resonance 
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defects,  rate  defects,  and  breathing  defects.  Voice 
therapy,  relaxation  training,  and  psychological  coun- 
seling for  the  patient  and  his  family  were  instituted. 

Time  permits  detailed  discussion  of  only  4 illus- 
trative cases  from  our  series.  These  concern  2 adults 
and  2 preschool  children.  Three  relatively  large  nod- 
ules were  treated  by  surgical  removal  followed  by 
voice  therapy,  psychotherapeutic  counseling  for  the 
patient,  and  guidance  for  the  family  members.  The 
fourth,  a smaller  nodule,  was  handled  by  voice  ther- 
apy and  psychological  management  in  lieu  of  surgery. 
These  patients  illustrated  the  application  of  Selye’s17 
stress  concept  applied  to  mucosal  disease,  as  dis- 
cussed by  Currier.5  The  discovery  of  stressors  and 
the  evaluation  of  stress-producing  situations  has  led 
to  a unified  theory  of  disease  and  a unified  concept 
of  therapy. 


CASE  REPORTS 

CASE  1. — Mrs.  A.  R.,  a white  woman,  aged  44  years, 
reported  April  30,  1954,  with  a history  of  "hoarseness  all 
the  time.”  Employed  as  a saleslady,  she  used  the  voice  a 
great  deal  and  suffered  from  hay  fever  each  fall.  A chronic 
skin  condition  had  been  diagnosed  as  psoriasis,  and  slight 
degree  of  conductive  hearing  loss  in  the  left  ear  as  oto- 
sclerosis. Mirror  laryngoscopy  confirmed  by  the  direct  ap- 
proach at  surgery  revealed  a vocal  nodule  approximately  5 
mm.  in  diameter  on  the  right  vocal  cord  at  the  junction  of 
the  anterior  and  middle  thirds.  The  left  vocal  cord  was 
edematous.  The  nodule  was  removed  and  diagnosis  con- 
firmed pathologically.  A good  voice  resulted  postoperatively 
and  has  been  maintained  during  the  4 year  follow-up.  Dis- 
cussion of  her  speech  therapy  will  follow. 

The  patient  reflected  long-term  vocal  abuse,  generalized 
tensions,  and  poor  life  adjustment.  As  a child,  she  had 
lived  with  a deaf  grandmother;  communication  required  a 
loud  voice  with  overprojection.  From  the  time  of  adolescent 
change,  she  had  a very  husky  voice  quality.  The  patient 
exhibited  lower  than  usual  female  pitch,  shallow  arrhyth- 
mic breathing  pattern,  and  staccato,  jolting  speech  rhythm 
with  a rough  quality.  The  patient  was  a very  tense  person, 
a perfectionist,  and  a worrier.  Feelings  of  resentment  and 
aggression  toward  her  mother-in-law  and  sister-in-law  had 
been  repressed  for  many  years.  She  also  expressed  feelings 
common  to  many  women  approaching  middle  age  who  are 
no  longer  needed  for  the  daily  physical  care  and  nurture 
of  their  grown  children. 

Mrs.  A.  R.  was  able  to  achieve  proper  voice  production 
through  a combination  of  counseling  and  the  voice  training 
outlined  by  Moore.11  Therapy  emphasized  counseling  and 
psychotherapy,  voice  consideration,  and  instruction  in  relax- 
ation techniques  using  Jacobson’s8  theory.  Voice  therapy 
was  directed  toward  relaxed  voice  production  with  smooth, 
rather  aspirate  initiation  of  tone,  a change  in  voice  place- 
ment with  slightly  higher  pitch,  minimal  volume,  and 
proper  breathing  habits. 

This  intelligent  and  well-motivated  woman  was  able  to 
accept  personal  responsibility  in  the  rehabilitation  program 
and  profited  by  mirror  practice  speech.  Later  in  therapy, 
after  the  patient  had  verbalized  her  hostile,  jealous  feelings, 
a more  direct  approach  was  taken.  This  question  was  posed: 


"You  have  told  me  what  a fine  husband  you  have  and  how 
considerate  he  is  of  you  as  well  as  of  his  mother  and  sister. 
What  do  you  consider  they  take  away  from  you?”  Mrs. 
A.  R.  sat  thoughtfully  for  several  seconds  before  replying: 
"You  know,  I had  never  thought  about  it  that  way.  Come 
to  think  of  it,  nothing;  it  really  takes  nothing  away  from 
me,  I guess.”  During  the  la$t  few  counseling  periods,  Mrs. 
A.  R.  explored  the  possible  feelings  and  needs  of  her  hus- 
band’s mother  and  sister.  She  reflected  a growing  insight 
into  others’  problems  and  objectivity  toward  her  own  emo- 
tional problems.  It  was  considered  important  for  this  patient 
of  the  Jewish  faith  to  verbalize,  recognize,  accept,  and  cope 
realistically  with  her  hostility  in  order  to  relieve  her  anxiety 
and  guilt  feelings.  The  strong  family  loyalties  and  mores  of 
her  social  group  required  that  she  accept  and  conform  to 
these  standards  in  order  to  achieve  feelings  of  personal 
worth  and  happiness. 

Case  2. — M.  R.  D.,  a white  girl,  aged  4 years,  reported 
July  21,  1954,  with  a history  of  hoarseness  for  3 months. 
The  patient  was  a thumb  sucker.  An  identical  twin  sister 
was  not  bothered  with  hoarseness.  Direct  laryngoscopy 
revealed  a 3 mm.  vocal  nodule  on  the  right  vocal  cord  at 
the  junction  of  the  anterior  and  middle  thirds.  The  left 
vocal  cord  was  thickened.  The  nodule  was  scalped  off  and 
the  diagnosis  confirmed  by  the  pathologist.  Normal  voice 
followed  speech  therapy.  The  voice  was  hoarse  at  first 
following  surgery.  The  pattern  of  hyperfunction  with  ex- 
treme tension  of  all  the  throat  and  speech  mechanism  was 
similar  to  that  described  by  Froeschels6  as  self-strangulation. 
The  lowered  pitch,  great  intensity,  and  glottal  stroke  caused 
constant  abuse  to  the  striking  edges  of  the  vocal  bands. 
Berry  and  Eisenson2  referred  to  "a  type  of  explosive  speech 
in  which  there  is  far  too  much  intensity  and  breath  pres- 
sure, a narrow  pitch  range  and  a stress  pattern  in  which 
accentuation  occurs  too  frequently.”  This  described  the 
voice  of  M.R.D.  General  bodily  tension,  aggressiveness,  and 
hyperactivity  accompanied  the  specialized  tension. 

Psychometric  evaluation  of  the  child  demonstrated  aver- 
age learning  ability.  Puzzle  type  tests  were  difficult  for  her; 
she  was  slow  in  seeing  the  visual  relationships.  Patterning 
and  memory  of  patterns  was  also  slightly  deficient.  As 
there  was  great  sibling  rivalry  in  spite  of  an  interdependent 
relationship  between  the  twins,  part  of  the  therapy  period 
was  spent  with  both  children.  M.R.D.  was  aggressive, 
tomboyish,  and  domineering.  Her  identical  twin  loved  to 
dress  up  in  "lady”  clothes  in  the  normal  play  pattern  of  a 
4 year  old  girl.  Pressure  to  conform  brought  forth  resent- 
ment from  the  aggressive  twin  and  wheedling  or  whining 
from  the  recessive  twin.  An  ego-building  type  of  encourage- 
ment, with  clear  delineation  of  the  behavioral  limits  and 
expectations  was  successful  with  both  twins.  After  rapport 
was  gained,  the  first  attempts  at  voice  conservation  were 
directed  toward  teaching  M.R.D.  to  talk  instead  of  shout. 
The  pitch  was  raised  slightly  and  she  was  taught  a light, 
slightly  breathy  initiation  of  voice  to  avoid  the  hard,  glot- 
tal stroke. 

The  two  elder  brothers  and  father  were  also  included 
in  the  plan.  The  boys  were  encouraged  to  stop  the  rough, 
overstimulating  play  with  their  sister  and  were  taught  to 
understand  her  need  for  more  normally  feminine  activities. 
The  father  was  encouraged  to  be  more  consistent  in  disci- 
plinary measures  and  to  emphasize  approval  and  reward 
versus  punishment.  There  was  considerable  disparity  of  in- 
terest and  philosophy  between  the  parents  due  to  differing 
religious  backgrounds,  nationality,  socio-economic  mores, 
and  personalities.  M.R.D.  thus  lived  in  an  "internal  en- 
vironment of  excessive  tension,”  which  Berry  and  Eisenson2 
stated  often  accompanies  this  explosive  speech. 

The  parents  were  counseled  to  find  positive  means  for 
the  child  to  show  her  abilities  and  gain  a sense  of  self- 
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worth.  They  were  encouraged  to  allow  more  freedom  in 
expressing  aggressive  feelings  without  fear  of  punishment 
and  loss  of  approval.  Long-term  follow-up  observation  (4 Vi 
years)  has  disclosed  improved  adjustment. 

Case  3. — Mrs.  G.E.N.,  a white  woman,  aged  31  years, 
was  seen  July  16,  1954,  with  a history  of  hoarseness  and 
"fatigue  in  the  throat"  for  2 months’  duration.  Postnasal 
drip  was  also  a symptom  since  the  patient  was  subject  to 
nasal  allergy.  (Later  hyposensitization  shots  were  required.) 
The  patient  talked  more  than  average  and  used  to  sing  in 
church.  Mirror  examination  of  the  larynx  confirmed  by 
direct  laryngoscopy  at  surgery  revealed  a vocal  nodule  of 
the  left  vocal  cord.  The  nodule  was  approximately  4 mm. 
in  diameter  and  was  removed  with  the  cup  biopsy  forceps. 
Microscopic  section  was  diagnosed  "vocal  cord  nodule  (sing- 
er’s node) .”  The  patient  demonstrated  little  evidence  of 
vocal  abuse  except  for  the  use  of  a slightly  low  and  narrow 
pitch  range.  Her  monotonous  and  inflexible  voice  and 
measured  rhythm  of  speech  gave  the  impression  of  repressed 
emotions  and  great  conscious  control  of  speech.  Brodnitz* 
referred  to  "people  who  try  so  hard  to  relax  that  they 
become  tense  all  over.”  This  patient’s  exaggerated  efforts  to 
relax  appeared  to  result  in  generalized  tension  and  hyper- 
function of  the  vocal  mechanisms. 

She  was  a native  of  Holland  who  came  to  the  United 
States  as  a bride  following  World  War  II.  The  American 
way  of  life  presented  strong  contrasts  to  life  in  her  home- 
land. She  had  adjusted  to  changed  religion,  nationality, 
and  language.  She  had  worked  very  hard  to  learn  all  that 
was  required  to  run  an  American  household,  dress  properly, 
converse  well,  and  entertain  graciously  according  to  upper 
socio-economic  class  standards. 

The  patient  and  her  husband  wished  to  have  a large 
family.  Their  third  child,  born  handicapped,  died  shortly 
after  birth.  This  and  the  anxiety  about  her  own  foreign 
accent  were  considered  precipitating  factors.  Mrs.  G.E.N. 
became  hoarse  shortly  after  the  infant  died.  Hypothyroidism 
and  nasal  allergy  were  no  doubt  additional  stressors  in 
relation  to  her  tension  and  voice  problem.  However,  the 
long-term  life  stress  situation  and  the  tremendous  emotional 
and  physical  drive  she  had  exerted  in  her  motivation  to 
change  herself  and  adjust  to  the  heavy  demands  of  her  new 
environment  appeared  to  be  of  primary  etiologic  impor- 
tance. Although  she  had  conquered  many  of  her  earlier 
fears  and  anxieties,  the  effort  had  taken  a psychological  toll 
which  apparently  predisposed  this  patient  to  tension  and 
vocal  nodules. 

After  she  had  verbalized  her  background  in  counseling 
sessions,  her  attention  was  directed  toward  recognition  that 
her  personal  assets  outweighed  her  liabilities.  To  strengthen 
her  growing  feelings  of  self-worth,  further  ego  enhance- 
ment was  gained  through  counsel  with  her  husband.  He 
was  helped  to  understand  the  magnitude  of  the  personal 
and  social  problems  she  met  and  overcame  and  the  need 
for  reinforcement  of  her  feelings  of  accomplishment.  As 
her  husband  was  able  to  view  it  this  way,  Mrs.  G.E.N. 
accepted  her  speech  as  a part  of  her  background  and  per- 
sonality and  felt  no  further  need  to  change  nor  to  exert 
the  rigid  monitoring  of  her  speech  and  diction. 

Very  little  attention  was  directed  to  voice  therapy  for 
this  patient.  Voice  correction  came  chiefly  through  psycho- 
therapeutic counseling.  Mrs.  G.E.N.  had  a thyroidectomy 
performed  for  removal  of  a benign  tumor  sometime  after 
the  vocal  nodule  surgery.  Recovery  was  uneventful  with  no 
evidence  of  further  voice  difficulty  in  a 3 year  follow-up 
period. 

CASE  4. — Another  child,  J.M.,  a white  boy,  aged  5 years, 
was  seen  August  9,  1957,  with  a history  of  chronic  hoarse- 
ness in  spite  of  tonsillo-adenoidectomy  and  weekly  allergy 


shots  for  a long  period  of  time.  Mirror  examination  re- 
vealed a 2 mm.  nodule  at  the  junction  of  the  anterior  and 
middle  thirds  of  the  right  vocal  cord.  In  view  of  the  small 
sized  nodule  and  the  unusually  good  cooperation,  a try  at 
speech  therapy  in  lieu  of  surgery  was  advised  and  instituted. 
Reexamination  of  the  larynx  after  6 weeks  of  therapy 
showed  normal  vocal  cords  with  no  nodule.  A normal 
voice  resulted.  The  patient  had  his  first  evidence  of  hoarse- 
ness at  2j/2  years  of  age  and  periodically  recurring  nodules 
from  the  age  of  3.  Articulation,  vocabulary,  and  the  use  of 
connected  language  were  all  accelerated. 

At  5 years  of  age  this  child’s  allergic  and  respiratory 
infections  had  resulted  in  his  isolation  from  the  other 
children  in  a sterile,  overprotected  environment.  He  pre- 
sented a picture  of  maladaptive  behavior,  characteristic  of 
the  spoiled,  frustrated,  chronically  ill  child.  He  was  a 
tyrant  at  home  and  bullied  his  father,  mother,  sister,  and 
a succession  of  maids  into  submission.  They  "gave  in  to 
keep  him  from  getting  ill  with  asthma  from  the  scream- 
ing,” his  mother  reported.  Perkins14  referred  to  a tense 
mother  and  a tense  baby  in  terms  of  vocalization  of  the 
child.  J.M.’s  mother  reported  an  emotional  problem  which 
requhed  psychiatric  care  for  herself  during  this  child’s 
infancy. 

J.M.’s  voice  was  produced  with  high,  strident  pitch, 
excess  volume,  frenzied  rate,  and  arrhythmic  breathing.  He 
shouted  and  screamed  or  whined  and  cried  continually  with 
extreme  tension  in  the  tongue,  jaw,  and  larynx  and  with 
his  neck  "cords”  taut  and  distended. 

Psychometric  study  showed  him  to  be  a precocious  child 
who  lacked  socialization.  The  pediatrician  removed  the  ban 
on  attending  nursery  school  which  had  been  imposed  be- 
cause of  the  child’s  susceptibility  to  infections  and  allergy 
to  the  medications  commonly  used  for  treatment.  Neither 
surgical  nor  nonsurgical  therapy  for  this  child’s  voice  prob- 
lem would  be  of  any  benefit  unless  the  underlying  psycho- 
logical problems  could  be  resolved  and  the  child  given  a 
normal  existence.  The  child  was  placed  in  a carefully 
selected  kindergarten  in  which  the  groups  were  kept  small 
and  careful  health  screening  of  the  children  was  done  daily. 

Dr.  Ben  T.  Withers,  associate  clin- 
ical professor  of  otolaryngology  at 
Baylor  University  College  of  Medi- 
cine, and  his  co-author,  who  is 
speech  therapist  at  the  Houston 
Speech  and  Hearing  Center,  pre- 
sented this  paper  for  the  Section 
on  Eye,  Ear,  Nose,  and  Throat  at 
the  Texas  Medical  Association 
annual  session.  April  20,  1959,  in 
San  Antonio. 

Voice  therapy  stressed  conservation,  relaxed  initiation  of 
voice  with  proper  pitch,  and  minimal  volume.  Breathing 
exercises  and  relaxation  work  were  done  with  this  child. 
The  chief  focus  of  therapy  was  behavioral  training  in  fol- 
lowing directions,  sharing,  taking  turns,  and  learning  the 
rules  of  fair  play.  Games,  stories,  drawing,  and  reading 
readiness  activities  were  adapted  to  serve  voice  reeducation 
and  behavioral  training  goals.  During  this  time,  he  was 
expected  to  play  according  to  the  rules  established.  He  em- 
ployed every  ruse  to  avoid  discipline.  At  first,  when  at- 
tempts to  cheat  had  failed,  he  often  said,  "O.K.,  then  I can 
yell  when  I want  to,  can’t  I?”  When  he  found  that  only 
social  behavior  was  rewarded,  he  began  to  seek  approval 
by  conforming.  His  keen  sense  of  humor  and  love  of  jokes 
was  utilized  to  motivate  and  hold  his  interest  in  the  voice- 
hygiene  program.  Only  twice  after  the  first  2 weeks  of 
therapy  did  he  revert  to  completely  negative  behavior.  Both 
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instances  were  followed  by  an  allergy  attack  on  the  next 
day. 

The  patient  remained  in  the  same  private  school  through 
the  first  grade  in  an  accelerated  class  of  children  with 
superior  mentality.  The  small  group  and  the  challenge  of 
interesting  activities  offered  by  this  enriched  curriculum 
were  considered  important  for  this  child  during  his  first 
school  experience.  Home  visits  were  made  to  reinforce  the 
principles  being  taught  and  to  evaluate  the  home  training 
program.  After  the  psychological  problems  were  resolved, 
there  was  appreciable  and  rapid  decrease  of  all  allergic 
and  asthmatic  reactions.  The  boy's  physical  health  appeared 
to  improve  greatly  as  well  as,  or  possibly  because  of,  the 
improved  psychological  adjustment.  The  relationship  of 
health  factors  and  psychological  factors  for  this  child  sug- 
gested psychosomatic  basis  for  much  of  his  health  history. 
It  appears  wise  to  point  out,  however,  in  agreement  with 
Jackson  and  Jackson,7  that  there  is  danger  in  separating 
voice  disorders  into  purely  functional  or  organic  categories. 
In  addition  to  the  health  problems,  the  stress  factors  of 
social  isolation  in  respect  to  his  peers,  extreme  overprotec- 
tion, and  the  lack  of  parental  discipline  had  all  combined 
to  create  confusion  and  maladaptive  behavior  in  this  child. 
By  changing  the  environment  and  the  child’s  responses, 
voice  correction  was  possible  with  nonsurgical  therapy. 


SUMMARY 

The  4 cases  presented  have  demonstrated  various 
psychological  aspects  of  treatment  of  vocal  nodules. 
Although  organic  factors  must  be  investigated,  func- 
tional factors  related  to  vocal  abuse  have  come  to  be 
considered  important  in  the  origin  of  vocal  nodules. 
Their  treatment  is  no  longer  a purely  surgical  prob- 
lem. The  laryngologist  and  voice  pathologist  should 
provide  the  patient  with  a treatment  schedule  through 
interdisciplinary  management. 

The  treatment  philosophy  delineated  herein  places 
emphasis  upon  resolving  the  psychosomatic  factors, 
but  includes  these  chief  factors:  medical  and/or 
surgical  care  of  all  physical  abnormalities;  general 
relaxation  training;  direct  voice  therapy  when  it  was 
indicated;  psychological  adjustment  of  the  patient; 
family  counseling;  and  follow-up  care. 

The  therapy  described  has  demonstrated  good 
prognosis  for  lasting  cure  of  vocal  nodules  and  con- 
tinuing psychological  adjustment  of  the  patients  pre- 
sented. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Claude  D.  WiNBORN,  Dallas:  Every  otolaryngolo- 
gist who  accepts  laryngeal  problems  is  faced  not  only  with 
evaluating  the  laryngeal  disease,  but  also  with  tying  it  in 
with  the  history  of  how  the  disease  came  about. 

There  are  certain  groups  in  which  the  pathologic  condi- 
tion is  caused  by  vocal  abuse  without  any  demonstrable 
psychogenic  overlay.  Among  these  groups  could  be  listed; 

1.  Those  who  overuse  and  misuse  the  voice  during  acute 
inflammations  of  the  vocal  cords. 

2.  Such  people  as  cheer  leaders  and  carnival  hawkers 
who  overuse  and  misuse  the  voice  at  a vocal  pitch  for  which 
the  larynx  was  not  designed. 

3.  Those  patients  in  whom  the  vocal  cord  is  physically 
changed  by  allergic  sensitivity,  excessive  smoking,  drinking, 
and  possibly  hyperthyroidism. 

These  we  can  help  either  by  changing  their  vocation  or 
surgically  removing  the  results  of  vocal  abuse.  Excessive 
smoking  infrequently  produces  vocal  nodules  but  more  often 
produces  hyperkeratosis  of  the  whole  vocal  cord. 

The  essayists  are  speaking  of  the  group  who  need,  in  ad- 
dition to  what  the  otolaryngologist  can  do  for  them,  speech 
therapy  and  in  some  cases  psychotherapy  as  well.  Among 
these  might  also  be  mentioned; 

1.  The  budding  singers  and  the  singers  who  change  their 
vocal  habits  by  reason  of  temporary  laryngitis  and  fail  to 
readjust  to  correct  singing  technique. 

2.  School  teachers  and  preachers  who  depend  on  their 
voice  for  their  livelihood. 

3.  The  smallest  boy  on  the  block  who  wants  to  sound 
like  a man. 

4.  The  girls  who  raise  their  voices  coquettishly. 

5.  The  busy  housewife  who  is  constantly  talking,  or 
screaming  at  her  children,  and  under  emotional  tension. 

These  latter  groups  we  cannot  expect  to  help  permanently 
with  surgery,  and  unless  we  are  especially  trained  in  speech 
therapy  we  should  refer  them  to  someone  who  is. 
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★ Coming  Meetings 


Texas  Medical  Association,  Fort  Worth,  April  9-12,  I960  (Execu- 
tive Board,  Jan.  17,  I960).  Dr.  F.  W.  Yeager,  Corpus  Christi, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Aus- 
tin, Exec.  Secy. 

American  Medical  Association,  Dallas  (Clinical  Session),  Dec.  1-4, 
1959-  Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


January 

American  Academy  of  Allergy,  Flollywood-by-the-Sea,  Fla.,  Jan. 
11-13,  I960.  Dr.  Francis  C.  Lowell,  Boston,  Pres.;  Dr.  Joseph 
Noah,  100  N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

Texas  Radiological  Society,  Houston,  January  22-24,  I960.  Dr.  Her- 
man C.  Sehested,  Fort  Worth,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Urological  Society,  Waco,  January  23-24,  I960.  Dr.  William 
Heck,  San  Antonio,  Pres.;  Dr.  Moreton  A.  Magid,  1525  Colcord 
Ave.,  Waco,  Secy. 

Twelfth  District  Society,  Marlin,  January  12,  I960.  Dr.  Paul  H. 
Mitchell,  Corsicana,  Pres.;  Dr.  J.  M.  Brown,  Torbett  Clinic,  Mar- 
lin, Secy. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 


February 

American  College  of  Allergists,  Miami  Beach,  Feb.  28-March  4, 
I960.  Dr.  Cecil  M.  Kohn,  Kansas  City,  Pres.;  Mr.  Eloi  Bauers, 
2160  Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Radiology,  New  Orleans,  Feb.  3-6,  I960. 
Dr.  Lawrence  Reynolds,  10  Peterboro,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive  Director. 

Texas  Association  for  Mental  Health,  Austin,  Feb.  18-20,  I960. 
Paul  Southern,  Ph.D.,  Abilene,  Pres.;  Mr.  John  Lane,  2410  San 
Antonio,  Austin,  Executive  Director. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin,  Feb. 
12-13,  I960.  Dr.  Maurice  Meynier,  Houston,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Proctologic  Society,  Dallas,  February,  19.60.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Galveston,  Feb.  22-24,  I960.  Mr. 
Tom  Warren,  Austin,  Pres.;  Mr.  Joseph  N.  Murphy,  Jr.,  Box 
4012,  Austin  51,  Executive  Secy. 

First  District  Society,  Pecos,  Feb.  5,  I960.  Dr.  H.  D.  Garrett,  El 
Paso,  Pres.;  Dr.  E.  S.  Crossett,  1501  Arizona  St.,  El  Paso,  Secy. 


National  and  Regional 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
American  Academy  of  General  Practice,  Philadelphia,  March  19-24, 
I960.  Dr.  Fount  Richardson,  Fayetteville,  Ark.,  Pres.;  Mr.  Mac 
F.  Cahal,  Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive 
Secy. 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Dr.  John 
H.  Dunnington,  New  York,  Pres.;  Dr.  W.  L.  Benedict,  15  Second 
St.  S.W.,  Rochester,  Minn.,  Secy. 


American  Academy  of  Pediatrics,  Atlantic  City,  April  20-22,  I960. 
Dr.  William  W.  Belford,  San  Diego,  Calif.,  Pres.;  Dr.  E.  H. 
Christopherson,  1801  Hinman  Ave.,  Evanston,  111.,  Executive  Di- 
rector. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  11- 
13,  I960.  Dr.  William  E.  Adams,  Chicago,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons,  Dearborn,  Mich., 
May  11-13,  I960.  Dr.  Reed  M.  Nesbitt,  Ann  Arbor,  Mich.,  Pres.; 
Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C., 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 
American  Association  of  Plastic  Surgeons,  Milwaukee,  May  17-20, 
I960.  Dr.  Lyndon  A.  Peer,  New  Jersey,  Pres.;  Dr.  Thomas  D. 
Cronin,  6615  Travis  St.,  Houston  25,  Secy. 

American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19,  Secy. 

American  College  of  Chest  Physicians,  Miami  Beach,  Fla.,  June  8-12, 
I960.  Dr.  Seymour  M.  Farber,  San  Francisco,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 
American  College  of  Gastroenterology,  Philadelphia,  On.  23-29, 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists,  Cincinnati, 
April  3-6,  I960.  Dr.  John  I.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 
American  College  of  Physicians,  San  Francisco,  April  4-8,  I960.  Dr. 
Howard  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  College  of  Surgeons.  Dr.  Owen  H.  Wangensteen,  Minne- 
apolis, Pres.;  Dr.  William  E.  Adams,  950  E.  59th  St.,  Chicago, 
Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington, D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago  2, 
Executive  Secy. 

American  Dermatological  Association,  Boca  Raton,  April  8-12,  I960. 
Dr.  Marion  B.  Sulzberger,  New  York,  Pres.;  Dr.  Wiley  M.  Sams, 
308  Ingraham  Bldg.,  Miami  32,  Secy. 

American  Gastroenterological  Association,  New  Orleans,  March  31- 
April  2,  I960.  Dr.  H.  Marvin  Pollard,  Ann  Arbor,  Pres.;  Dr. 
Wade  Volwiler,  Secy.,  University  of  Washington  School  of  Medi- 
cine, Seattle  5. 

American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 
I960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Marchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C.,  Secy. 
American  Heart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland.  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago,  Executive  Director. 
American  Laryngological,  Rhinological,  and  Otological  Society,  Miami 
Beach,  March  15-17,  I960.  Dr.  Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rochester,  N.  Y., 
Secy. 

American  Neurological  Association,  Boston,  June  13-15,  1959-  Dr. 
Derek  Denny-Brown,  Boston,  Pres.;  Dr.  Melvin  D.  Yahr,  New 
York  Neurological  Institute,  710  W.  168th  Street,  New  York  32, 
Secy. 

American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19,  Secy. 

American  Orthopaedic  Association,  Hot  Springs,  Va.,  May  30-June 
2,  I960.  Dr.  John  Royal  Moore,  Philadelphia,  Pres.;  Dr.  Lee 
Ramsay  Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St.,  N.W.,  Washington  8,  D.  C., 
Secy. 

American  Proctologic  Society,  Houston,  April  25-27,  I960.  Dr. 
H.  R.  Reichman,  Salt  Lake  City,  Pres.;  Dr.  Norman  D.  Nigro, 
10  Peterboro,  Detroit  1,  Secy. 

American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13, 
I960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Public  Health  Association,  San  Francisco,  Oct.  31-Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24-Oct.  2, 
I960.  Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells, 
445  Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 
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American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 
American  Urological  Association,  Chicago,  May  16-19,  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C.,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J„  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

International  College  of  Surgeons,  U.  S.  Chapter,  Rome,  Italy,  May 
15-18,  I960.  Dr.  Henry  Meyerding,  Rochester,  Minn.,  Pres.;  Dr. 
Ross  T.  Mclntire,  1516  Lake  Shore  Dr.,  Chicago,  Executive  Di- 
rector. 

National  Tuberculosis  Association,  Los  Angeles,  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mis.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn,  Secy. 

Radiological  Society  of  North  America.  Dr.  Lawrence  L.  Robbins, 
Boston,  Pres.;  Dr.  Donald  S.  Childs,  713  E.  Genesee,  Syracuse  2, 
N.  Y„  Secy, 

South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April,  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph  D.,  Room  1101,  Stonleigh  Hotel,  Dallas,  Secy. 

Southern  Medical  Association.  Dr.  Edwin  Hugh  Lawson,  New  Or- 
leans, Pres.;  Mr.  V.  O.  Foster,  2601  Highland  Ave.,  Birmingham 
5,  Executive  Secy. 

Southern  Medical  Association,  Atlanta,  Ga.,  Nov.  16-19,  I960.  Dr. 
Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601  Highland 
Avenue,  Birmingham  5,  Executive  Secy. 

Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4, 
1 960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 

Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  I960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn, 
Suite  104,  Lister  Medical  Building,  430  Northwest  Twelfth  St., 
Oklahoma  City,  Secy. 

Southwest  Regional  Cancer  Conference.  Dr.  W.  S.  Lorimer,  Jr.,  Fort 
Worth,  Chm.;  Mrs.  Ira  Frances  Ball,  264  W.  11th,  Fort  Worth, 
Secy. 

Southwestern  Medical  Association,  El  Paso,  Oct.  20-22,  I960.  Dr. 
Russell  Deter,  El  Paso,  Pres.;  Dr.  M.  D.  Thomas,  1501  Arizona 
St.,  12-D,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  New  Orleans,  March  14- 
15,  I960.  Dr.  Herbert  C.  Allen,  Jr.,  Houston,  Pres.;  Dr.  J.  R. 
Maxfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Las  Vegas,  Nev.,  March  28-31. 
I960.  Fort  Smith,  Ark.,  Dr.  Fred  H.  Krock,  Fort  Smith,  Ark., 
Pres.;  Mary  O'Leary,  813  Medical  Arts  Bldg.,  Oklahoma  City, 
Exec.  Secy. 

Tri-State  Medical  Assembly.  Dr.  R.  B.  Langford,  Shreveport,  Pres.; 

Dr.  J.  W.  Wilson,  Jr.,  940  Margaret  Place,  Shreveport,  Secy. 
United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April  4-8,  I960.  Mr.  Frank  J.  Von  Zuben,  Jr., 
Austin,  Pres.;  Dr.  Jorge  Roman,  243  United  States  Court  House, 
El  Paso,  Secy. 


State 

Private  Clinics  and  Hospitals  Association  of  Texas.  Dr.  Jack  S. 
Maxfield,  Dallas,  Pres.;  Mr.  J.  J.  George,  3404  54th  St.,  Lub- 
bock, Executive  Secy. 

Texas  Academy  of  General  Practice,  Dallas,  Oct.  3-5,  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine.  Dr.  Merton  M.  Minter,  San 
Antonio,  Pres.;  Dr.  Hugo  T.  Engelhardt,  1216  Main,  Houston, 
Secy.  Meetings  restricted  to  members. 

Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 

10,  I960.  Dr.  Fred  K.  Laurentz,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth, 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Fort  Worth,  April 

11,  I960.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kelton, 
108  West  30th,  Austin,  Secy. 

Texas  Qub  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio. 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1. 
Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund- N.  Walsh,  Fort  Worth,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 


Texas  Diabetes  Association,  Fort  Worth,  April  10,  I960.  Dr.  Ralph 
Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Division,  American  Cancer  Society.  Dr.  John  A.  Wall,  Hous- 
ton, Pres.;  Mr.  Curt  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin 
3,  Executive  Director. 

Texas  Heart  Association.  Dr.  Robert  E.  Leslie,  El  Campo,  Pres.;  Mr. 
Ernest  T.  Guy,  404  Jesse  H.  Jones  Library  Building,  Houston  25, 
Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 

Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Director. 

Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 

Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce,  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth,  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Scruggs,  2223 
Austin  Ave.,  Waco,  Secy. 

Texas  Orthopedic  Association,  Fort  Worth,  April  11,  I960.  Dr. 

David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Secy. 

Texas  Otolaryngological  Association,  Fort  Worth,  April  12,  I960. 

Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  Louis  E.  Adin,  3707 
Gaston,  Dallas,  Secy. 

Texas  Pediatric  Society,  October,  I960,  Dallas.  Dr.  Byron  York, 
Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris,  Secy. 
Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  12,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9,  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9, 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth. 
Dec.  4-5,  1959-  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Pathologists,  Inc.,  Fort  Worth,  April,  I960.  Dr. 
Jarrett  Williams,  Abilene,  Pres.;  Dr.  Sylvia  Johns,  414  Navarro 
St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9,  I960.  Dr. 
Willard  Schussler,  El  Paso,  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis,  Houston,  Secy. 

Texas  Society  on  Aging,  Fort  Worth,  April  13,  I960.  Dr.  Ernest  W. 
Keil,  Temple,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Fort  Worth,  April  3-5,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box  6158,  Aus- 
tin 21,  Executive  Director. 


District 


Second  District  Socity,  Lamesa.  Dr.  Oscar  E.  Rhode,  Colorado  City, 
Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado  City,  Secy. 

Third  District  Society,  Lubbock,  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo, 
Secy. 

Fourth  District  Society,  San  Angelo,  May  16,  1959.  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker,  1501  11th  St., 
Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9.  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Eighth  District  Society,  Corpus  Christi,  July  8-9.  I960.  Dr.  M. 
Warren  Hardwick,  Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346, 
Victoria,  Secy. 

Ninth  District  Society,  Brenham,  March  17,  I960.  Dr.  Haden  E. 
McKay,  Humble,  Pres.;  Dr.  Lyman  C.  Blair,  1212  Rothwell, 
Houston,  Secy. 
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Tenth  District  Society,  September,  I960.  Dr.  J.  W.  McCall,  Jr., 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Eleventh  District  Society.  Dr.  Ben  Wilson,  Tyler,  Pres.;  Dr.  Phillip 
W.  Taylor,  833  S.  Beckham,  Tyler,  Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  Frank  S. 
Browne,  Wichita  Falls,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 


Dallas  Southern  Clinical  Society  Conference,  Dalals,  March  21-23, 
I960.  Dr.  T.  Taynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433 
Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  7-10, 
I960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences.  Henry  B.  Hardt, 
Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J.  Anderson,  Chief  Clerk, 
State  Office  Bldg.,  201  E.  14th  St. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  20-22, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


MEDICOLEGAL  NOTES 

Right  of  Physician 
To  Collect  on  Last  Illness 

The  claims  of  a physician  against  an  estate  for  expenses 
of  the  last  illness,  the  topic  for  discussion  in  this  article, 
will  tend  to  be  somewhat  of  a departure  from  the  subjects 
dealt  with  in  the  past.  However,  it  was  felt  that  the  deci- 
sion and  comments  made  by  the  Supreme  Court  of  the 
State  of  Washington  in  the  case  of  United  States  v.  Brown, 
343  P.  (2d)  740,  in  September,  1959,  merited  mention. 

The  facts  in  this  case  disclose  that  a physician,  Dr.  Cor- 
lett,  rendered  extensive  medical  services,  covering  a period 
of  11  months,  prior  to  the  death  of  his  patient.  It  was 
undisputed  that  these  medical  services  rendered  by  Dr. 
Corlett  constituted  expenses  of  the  last  illness  of  this  pa- 
tient. Dr.  Corlett  filed  a claim  in  the  amount  of  $3,820 
with  the  executor  of  the  patient’s  estate  for  these  services 
he  had  rendered.  At  approximately  the  same  time  the 
United  States  filed  a claim  against  the  estate  in  the  amount 
of  $102,470.35  for  income  taxes  for  the  years  1950  and 
1951,  a period  of  some  6 to  7 years  after  these  taxes  were 
due  initially.  Both  of  these  claims  were  approved  by  the 
executor  of  the  estate,  but  neither  was  paid  as  the  assets 
of  the  estate  amounted  to  only  $14,118.70. 

Upon  a trial  of  the  case  to  determine  the  priority  of 
these  claims,  the  trial  court  rendered  a verdict  in  favor 
of  Dr.  Corlett  for  $3,116  for  the  medical  services  he  had 
rendered,  and  then  directed  that  the  remainder  of  the  assets 
of  the  estate  be  paid  to  the  government.  The  trial  court 
based  its  decision  upon  a Washington  statute  which  pro- 
vided that  the  debts  of  an  estate  should  be  paid  in  the 
following  order  or  priority: 


( 1 )  . Funeral  expenses  .... 

(2) .  Expenses  of  the  last  sickness  .... 

(3) .  Wages  due  for  labor  performed  within  sixty 

days  immediately  preceding  the  death  of  de- 
cedent. 

( 4 )  . Debts  having  preference  by  the  laws  of  the 

United  States  [emphasis  added]. 

The  United  States  appealed  this  decision  of  the  trial  court 
upon  the  reasoning  that  the  quoted  statute  conferring  a 
priority  upon  the  medical  services  rendered  the  patient  in 
her  last  illness  superior  to  that  afforded  the  government 
was  in  conflict  with  a federal  statute,  namely,  31  U.S.C.A. 
sec.  191,  which  provides  that: 

Whenever  any  person  indebted  to  the  United  States 
is  insolvent,  or  whenever  the  estate  of  any  deceased 
debtor,  in  the  hands  of  the  executors  or  administra- 
tors, is  insufficient  to  pay  all  the  debts  due  from  the 
deceased,  the  debts  due  to  the  United  States  shall  be 
first  satisfied  . . . [emphasis  added]. 

The  Supreme  Court  of  Washington  in  its  opinion,  which 
reversed  the  action  of  the  trial  court,  held  that  the  entire 
assets  of  the  estate  must  go  to  satisfy  the  claims  of  the 
government:  "where  the  State  and  Federal  statutes  are  in 
conflict,  the  Federal  law  must,  of  course,  prevail.” 

While  the  Supreme  Court  of  Washington  did  reverse 
the  trial  court’s  judgment,  it  was  done  so  reluctantly  as  is 
sho'frn  by  the  following  comments  made  by  the  court  in 
its  opinion: 

This  is  not  the  result  we  would  have  preferred 
to  reach.  It  would  seem  to  us  that  there  is  much  to 
be  said  for  the  legislature’s  determination  that 
funeral  expenses  . . . , expenses  of  last  sickness  . . . , 
and  wages  for  labor  performed  within  sixty  days 
immediately  preceding  the  death  of  the  decedent, 
should  have  priority  over  debts  due  to  the  United 
States  ....  What  makes  this  result  particularly 
irksome  is  the  realization  that  in  some  areas  the 
United  States  does  not  exact  the  pound  of  flesh 
merely  because  it  is  "so  nominated  in  the  bond” 
(Merchant  of  Venice,  Act  IV,  Scene  1)  ....  In 
the  . . . recent  case  of  McCain  v.  The  Liberty  Na- 
tional Bank  . . . the  United  States  . . . permitted, 
without  objection,  the  expenses  of  the  decedent’s  last 
illness  to  be  listed  as  a claim  prior  in  right  to  its 
own  claim  for  unpaid  taxes  ....  The  court  com- 
mented, 

"Such  a concession  by  the  Government  is  certainly 
in  accord  with  the  dictates  of  wisdom  and  humanity, 
for  it  would  be  unfortunate  indeed  if  a man  in  his 
last  illness  could  not  be  attended  by  a physician  . . . 
without  any  assurance  that  the  doctor  . . . would  be 
paid”  [emphasis  added]. 

Here,  contrary  to  the  "dictates  of  wisdom  and 
humanity,”  the  doctor  goes  unpaid  for  his  services 
during  a last  illness  because  it  is  "so  nominated  in 
the  bond”  ....  The  Federal  statutes  . . . was  en- 
acted in  1797,  and  there  have  been  no  significant 
modifications.  At  that  time,  the  taxes  imposed  by 
the  United  States  were  few  and  light;  the  number 
who  paid  them  were  not  many;  and  the  income  tax 
had  not  been  thought  of.  Times  have  changed,  and 
congressional  reappraisal  of  the  "wisdom  and  jus- 
tice” of  this  statute  would  seem  to  be  in  order. 

Although  the  decision  in  this  case  is  just  one  of  the 
many  dealing  with  tax  matters,  there  appear  to  be  two 
very  significant  points  present.  First,  it  vividly  demonstrates 
once  again  the  government’s  position  of,  in  the  court’s 
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words,  exacting  "the  pound  of  flesh”  to  its  fullest  extent  in 
all  tax  matters.  Where  only  4 years  previously  the  govern- 
ment had  recognized  the  priority  of  the  physician’s  claim 
in  a similar  case,  it  now  no  longer  desires  merely  to  share 
in  the  distribution  of  an  insolvent  estate  but  takes  the 
position  that  its  claim  must  be  satisfied  to  the  fullest. 
Second,  it  was  encouraging  to  see  a unamimous  decision 
from  the  highest  court  of  a state  cast  doubt  and  criticism 
upon  the  "wisdom  and  justice”  of  the  federal  government’s 
stand. 

— Philip  R.  Overton,  LL.B.,  Austin. 


DRUG  NOTES 


Anticancer,  Antispasmodic, 
Anticholinergic  Drugs  Named 


5-Fluorouracil  (Hoffman-LaRoche,  Inc.)  is  an  anti- 
cancer agent.  This  new  compound  was  synthesized  by 
Hoffman-LaRoche  chemists  in  collaboration  with  Heidel- 
berger  of  the  University  of  Wisconsin. 

Certain  phases  of  research  in  the  field  of  cancer  chemo- 
therapy are  based  on  the  synthesis  of  antipurines  and  anti- 
pyrimidines as  potential  antimetabolites.  The  normal  es- 
sential "metabolites,”  pyrimidines  and  purines,  are  integral 
structural  components  of  nucleic  acids.  5-Fluorouracil  may 
be  considered  an  antipyrimidine,  and,  hence,  interferes  with 
the  biosynthesis  of  nucleic  acids  ( fig.  1 ) . 
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5-FLUOROURACU-  URACIL 

(Antipyrimidine)  (Pyrimidine  Metabolite) 

Fig.  1.  5 Fluorouracil  is  an  anticancer  agent  which  in- 
terferes with  the  biosynethesis  of  nucleic  acids.  Uracil 
is  an  integral  structural  component  of  nucleic  acids. 


Rela  (carisoprodol,  Schering)  also  is  commercially  avail- 
able as  Soma  by  Wallace.  Rela  is  sold  under  license  from 
Wallace  Laboratories.  Carisoprodol  is  very  closely  related 
chemically  to  the  well  known  meprobamate  (Equanil,  Wy- 
eth; Miltown,  Wallace)  and  mephenesin  (Tolserol, 
Squibb)  (fig.  2). 
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Nucleic  acids  are  absolutely  essential  for  normal  cell 
growth.  On  the  basis  of  the  abnormally  high  reactivity  of 
malignant  cells,  it  is  believed  that  they  preferentially  will 
utilize  the  administered  antimetabolite.  Consequently,  the 
antimetabolite  exerts  an  over-all  effect  of  creating  a defici- 
ency of  the  normal  pyrimidine  metabolite.  Thus,  it  inter- 
feres with  nucleic  acid  biosynthesis  and  provokes  unbal- 
anced cell  growth  and  death  of  the  malignant  cells. 

This  new  anticancer  drug  is  available  for  experimental 
and  clinical  study  in  ampules  of  10  cc.  each  (50  mg.  per 
cc.).  Data  from  1,000  cases  reported  by  70  different  groups 
of  clinicians  indicate  favorable  results.  Generally,  the  cases 
have  been  restricted  to  those  patients  who  received  a dose 
of  at  least  15  mg.  per  kilogram  of  body  weight  for  four 
doses  intravenously,  or  who  demonstrated  toxic  manifesta- 
tions. It  has  been  concluded  that  the  dose  must  be  high 
enough  to  induce  some  toxic  effects  if  antineoplastic  re- 
sults are  to  be  obtained.  The  available  data  indicate  that 
this  new  drug  exerts  a palliative  effect  in  some  patients 
with  cancer  of  the  colon,  breast,  bladder,  and  ovary. 


Fig.  2.  Formulas  showing  the  close  chemical  relationship 
of  Carisoprodol,  Meprobamate,  and  Mepenesin. 

The  replacement  of  hydrogen  on  one  of  the  carbamyl 
nitrogens  of  meprobamate  with  an  iso-propyl  group  yields 
carisoprodol. 

Structure  activity  studies  reveal  that  this  compound  pos- 
sesses a qualitatively  different  type  of  pharmacological  ac- 
tion than  the  parent  compounds.  Carisoprodol  is  a centrally 
acting  muscle  relaxant  that  differs  from  mephenesin  (the 
classical  pioneer  of  this  field  that  has  served  as  a chemical 
prototype  for  both  meprobamate  and  carisoprodol).  Mepen- 
esin exerts  its  muscle  relaxant  action  on  the  basis  of  its 
effect  on  the  spinal  cord,  whereas  carisoprodol  acts  centrally 
as  a muscle  relaxant  and  also  possesses  marked  analgesic 
action  and  certain  atropine-like  effects  on  the  central  ner- 
vous system.  Carisoprodol  does  not  share  the  tranquilizing 
action  attributed  to  meprobamate  probably  because  it  does 
not  affect  the  limbic  system,  thalamus,  and  general  behavior 
in  the  same  way  as  meprobamate. 
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The  pharmacological  properties  of  carisoprodol  suggest 
that  this  new  muscle  relaxant  may  be  of  value  in  relieving 
pain  and  spasm  related  to  skeletal  muscles  and  joints. 

PRINADOL  (phenazocine,  Smith  Kline  and  French)  is  a 
new  synthetic  narcotic  analgesic.  Its  chemical  structure  re- 
veals certain  similarities  to  morphine  and  related  com- 
pounds. As  in  the  case  of  other  synthetic  analgesics  (for  ex- 
ample, meperidine,  methadone),  phenazocine  possesses  cer- 
tain structural  features  which  also  are  present  in  morphine, 
the  prototype  analgesic. 

Essentially,  research  in  the  field  of  synthetic  analgeiscs 
is  directed  towards  the  preparation  of  a compound  possess- 
ing an  appreciable  degree  of  analgesic  activity  with  a very 
minimum  of  side  effects  and  untoward  manifestations, 
that  is,  specifically  a low  incidence  of  physical  dependence 
and/or  physiological  addiction.  On  the  basis  of  experiment- 
al data  released  by  Smith  Kline  and  French,  the  pharma- 
cological properties  of  phenazocine  indicate  that  the  en- 
deavors of  Eddy  and  colleagues,  medicinal  chemists  of  the 
National  Institutes  of  Health,  have  been  quite  fruitful.  It 
is  reported  that  the  analgesic  activity  of  this  new  narcotic 
is  3 to  4 times  more  potent  than  that  of  morphine.  Further- 
more, phenazocine  produces  less  respiratory  and  circulatory 
depression  than  morphine.  Physical  dependence  and  addic- 
tion liability  are  also  significantly  less  with  phenazocine 
than  with  morphine. 

COTRANUL  (benzamethamine,  Stuart)  is  a new  anti- 
cholinergic agent.  Chemically  and  pharmacologically  it  may 
be  considered  as  related  to  the  classical  antispasmodics : 
atropine;  Trasentine  (Ciba);  Pavatrine  (Searle);  and 
Banthine  ( Searle ) . 

Chemically,  it  is  a substituted  amide  of  benzilic  acid  and 
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Fig.  3.  Formulas  showing  the  chemical  similarity  of 
Cotranul  (a  narcotic  analgesic)  to  Trasentine  (an  anti- 
spasmodic)  and  to  Suavatil  (a  tranquilizer). 


beta-diethylaminoethylamine,  the  amine  analogous  to  beta- 
diethylaminoethanol.  On  the  other  hand,  Suavitil,  (Merck, 
Sharp  and  Dohme)  is  an  ester  of  benzilic  acid  and  the 
substituted  ethanol  previously  mentioned;  hence  benza- 
methamine also  bears  some  resemblance  to  this  tranquilizer 
(fig-  3). 

A survey  of  the  literature  reveals  that  benzilic  acid  esters 
related  to  atropine  are  relatively  potent  anticholinergic 
agents;  therefore,  it  is  of  interest  to  note  that  this  benzilic 
acid  amide,  benzomethamine,  possesses  marked  anticholin- 
ergic activity.  Consequently,  this  new  compound  suppresses 
both  excessive  gastric  secretions  and  intestinal  motility. 
Benzomethamine  is  reported  to  be  highly  effective  and  use- 
ful in  numerous  conditions  characterized  by  general  gastro- 
intestinal disorders.  The  major  conditions  for  which  benzo- 
methamine therapy  are  indicated  include  gastric  and  duo- 
denal ulcers  as  well  as  hyperaspastic  conditions  of  the  in- 
testinal tract. 

VASOFLEX  (N-cinnamyl-methylamino-2-phenyl  propane 
hydrochloride,  Merrell ) is  a new  coronary  vasodilator  which 
is  chemically  related  to  the  catechol  amines.  It  produces 
significant  increase  in  the  coronary  blood  flow  of  man  when 
administered  intravenously. 

As  most  internists  will  agree,  the  search  for  agents 
possessing  such  a pharmacological  property  is  an  important 
phase  in  the  management  of  patients  with  coronary  artery 
malfunction.  Consequently,  this  new  drug  is  expected  to 
enjoy  extensive  therapeutic  acceptance  since  an  additional 
desirable  feature  is  the  lack  of  any  alteration  in  the  heart 
rate  and  arterial  blood  pressure.  Investigators  who  have 
studied  this  new  coronary  vasodilator  emphasize  that  any 
agent  designed  to  increase  coronary  blood  flow  should  be 
studied  as  thoroughly  as  possible  before  clinical  evaluation. 

— Herbert  Schwartz,  M.S.  and 
Jaime  N.  Delgado,  M.S.,  Austin. 


EDUCATION 


Postgraduate  Courses 


Glaucoma,  San  Antonio,  January  23. — -The  University 
of  Texas  Postgraduate  School  of  Medicine  will  present  a 
seminar  on  glaucoma,  January  23,  in  San  Antonio.  Five 
guest  speakers  will  make  up  the  faculty.  The  seminar  be- 
gins at  9 a.m.;  tuition  is  $15.  For  further  information, 
those  interested  may  check  with  the  University  of  Texas 
Postgraduate  School  of  Medicine,  Robert  B.  Green  Memori- 
al Hospital,  San  Antonio. 

Alcoholism,  San  Antonio,  January  24. — A seminar  on 
"Alcoholism — Diagnosis  and  Management”  will  be  given 
January  24  in  San  Antonio  at  the  Robert  B.  Green  Memo- 
rial Hospital,  beginning  at  9 a.m.  The  tuition  for  the  semi- 
nar is  $15.  A staff  of  five  will  present  lectures  throughout 
the  day.  Doctors  may  write  the  University  of  Texas  Post- 
graduate School  of  Medicine,  Robert  B.  Green  Memorial 
Hospital,  San  Antonio. 

Ophthalmic  Plastic  Surgery,  New  York,  February  29- 
March  4. — A part  time  course  in  ophthalmic  plastic  surgery 
will  be  given  by  the  New  York  Postgraduate  Medical 
School  from  February  29  to  March  4 in  New  York.  It  will 
cover  the  essentials  of  ophthalmic  plastic  surgery  for  the 
practicing  ophthalmologist.  Special  emphasis  is  laid  on  the 
more  common  fundamental  procedures  peculiar  to  lid 
surgery.  For  additional  information,  those  interested  may 
write  the  Office  of  the  Associate  Dean,  New  York  Univer- 
sity Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  16. 
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Clinical  Physiology,  New  York,  March  3-April  21. — 
A clinical  physiology  course  on  the  applications  of  basic 
physiology  to  diagnostic  and  therapeutic  problems  will  be 
given  by  the  New  York  University  Post-Graduate  Medical 
School,  March  3-April  21,  on  Thursdays  from  7:30  to 
9:30  p.m.  The  lectures  will  summarize  the  latest  concepts 
of  the  physiology  of  the  heart,  vascular  circuits,  the  kid- 
neys, the  lungs,  the  liver,  endocrine  glands,  and  the  body 
fluids.  Clinical  disorders  will  be  discussed  as  evidence  of 
the  inability  of  a particular  organ  system  to  reach  the 
functional  capacity  necessary  to  perform  the  physiologic 
task.  Particular  emphasis  will  be  placed  on  principles  of 
metabolism  including  body  fluid  and  electrolyte  metabolism. 
For  additional  information,  those  interested  may  write  the 
Office  of  the  Associate  Dean,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New  York  16. 

Medicine  and  Surgery,  Temple,  March  6-8. — "Current 
Topics  in  Medicine  and  Surgery”  will  be  stressed  at  the 
Scott  and  White  Clinic’s  eighth  annual  Postgraduate  Con- 
ference, March  6-8,  at  Temple.  It  is  sponsored  by  the 
Scott,  Sherwood  and  Brindley  Foundation.  The  course  is 
approved  for  credit  for  general  practice.  Registration  fee 
is  $25;  registration  forms  may  be  obtained  by  writing  the 
Scott,  Sherwood  and  Brindley  Foundation,  Scott  and  White 
Clinic,  Temple.  Wives  are  invited  to  attend.  A full  round 
of  social  activities,  including  a luncheon  and  dinner,  are 
planned  for  physicians  and  their  wives  and  are  covered  by 
the  registration  fee. 

Motor  Anomalies  of  the  Eye,  New  York,  March  7-18. — 
A full  time  course  presented  in  two  parts  will  be  given 
on  motor  anomalies  of  the  eye  by  the  New  York  University 
Post-Graduate  Medical  School.  Part  I will  be  taught  March 
7-12,  with  the  practical  approach  being  given;  part  II  will 
be  March  14-18.  The  question  of  treatment,  both  operative 
and  nonoperative,  and  the  use  and  limitations  of  each  will 
be  considered.  For  additional  information,  doctors  may 
write  tile  Office  of  the  Associate  Dean,  New  York  Uni- 
versity Post-Graduate  Medical  School,  550  First  Avenue, 
New  York  16. 

Occular  Expressions  of  Systemic  Disease,  New  York, 
March  21-25. — A part  time  course  concerning  ocular  ex- 
pressions of  systemic  disease  will  be  offered  March  21-25 
from  2 to  5 p.m.  It  will  cover  the  clinical  and  pathological 
changes  associated  with  diabetes,  hypertension,  nephritis, 
thyroid  dysfunction,  blood  dyscrasias,  and  optic  nerve  dis- 
ease. Some  associated  eye  and  skin  evidences  of  systemic 
diseases  will  be  discussed.  Doctors  may  write  for  additional 
information  to  the  Associate  Dean,  New  York  University 
Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  16. 

Surgery  of  the  Eye,  New  York,  March  2 8- April  2. — A 
full  time  course  on  the  surgery  of  the  eye  will  be  given  by 
the  New  York  University  Post-Graduate  Medical  School, 
March  28  through  April  2.  It  will  consist  of  lectures  on 
cataract  surgery,  glaucoma  surgery,  ocular  muscle  surgery, 
ptosis  surgery,  surgical  treatment  of  retinal  detachment, 
corneal  transplantation,  and  plastic  surgery  of  the  eye. 
Practical  work  on  technique  of  eye  operations  on  the 
cadaver  will  be  done.  Doctors  interested  in  further  informa- 
tion may  write  the  Associate  Dean,  New  York  University 
Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  16. 


University  of  Texas  Medical  Branch 

A gift  of  $417,803  has  been  received  by  the  University 
of  Texas  Medical  Branch  at  Galveston  from  the  Sealy  and 
Smith  Foundation  for  a series  of  improvements  to  certain 
buildings  on  the  campus.  The  largest  portion  of  the  gift 


will  be  used  to  furnish  and  equip  the  new  Edward  Randall 
Pavilion  ( formerly  Negro  Hospital ) , and  the  Marvin 
Graves  Building  (State  Psychopathic  Hospital) . 

Dr.  James  V . Warren,  professor  and  chairman  of  the 
Department  of  Medicine  at  the  Medical  Branch,  participated 
in  a symposium  held  by  the  Oregon  State  Heart  Association 
during  October,  in  Portland.  Dr.  Warren  also  attended  the 
October  23-25  meeting  of  the  American  Heart  Association 
in  Philadelphia. 

Dr.  George  W.  N.  Eggers,  professor  of  orthopedic  sur- 
gery at  the  Medical  Branch,  was  chosen  president-elect  at 
the  American  Academy  for  Cerebral  Palsy’s  annual  meeting, 
November  30-December  2 in  Los  Angeles. 

A microbiology  seminar  was  held  December  7 at  the 
Medical  Branch  with  Dr.  Samuel  Ajl,  Section  on  Molecular 
Biology,  National  Science  Foundation,  Washington,  D.  C., 
as  the  speaker.  His  subject  was  "Biochemistry  of  the  Toxin 
from  Pasteurella  Pestis.” 


Dr.  Willard  R.  Cooke's  Portrait 
Unveiled  in  Medical  Branch  Library 

Dr.  Willard  R.  Cooke’s  portrait  became  the  twenty-first 
to  be  hung  in  the  gallery  of  great  Texas  medical  men  at 
the  library  of  the  University  of  Texas  Medical  Branch  in 
Galveston  recently. 

Dr.  Cooke  retired  in  September  as  professor  emeritus  of 
the  school’s  Department  of  Obstetrics  and  Gynecology.  He 
taught  at  the  Medical  Branch  for  35  years.  More  than 
3,000  doctors  learned  their  skills  in  obstetrics  and  gyne- 
cology under  Dr.  Cooke. 

"The  influence  of  this  man  has  been  present  at  the  bed- 
side of  countless  thousands  of  Texas  women  during  the 
crucial  hours  of  their  lives  through  the  ministrations  of 


Looking  at  the  portrait  of  Dr.  Willard  R.  Cooke  of 
Galveston,  which  was  unveiled  recently  in  the  University 
of  Texas  Medical  Branch  library,  are  (left  to  right)  Dr. 
John  D.  Weaver  of  Austin,  president  of  the  Dr.  Cooke 
Club;  Dr.  John  B.  Truslow,  executive  dean  and  director 
of  the  Medical  Branch;  Dr.  Cooke;  and  Miss  Elisabeth 
Runge,  chief  librarian. 

the  men  whom  he  taught  and  inspired,”  Dr.  John  B. 
Truslow,  executive  dean  and  director  of  the  Medical 
Branch,  said  at  the  unveiling  ceremony.  "Their  affection 
for  him  and  appreciation  of  his  inspiration  are  appropri- 
ately expressed  in  their  formation  of  the  W illard  Cooke 
Club,  and  their  visit  to  our  campus  on  this  occasion,”  he 
added. 

The  Cooke  portrait  was  painted  by  Roberto  Fantuzzi, 
distinguished  Italian  artist,  who  was  commissioned  for  the 
work  by  the  Dr.  Cooke  Club  of  which  Dr.  John  D.  Weaver 
of  Austin  is  president. 
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Faculty  Named  for  U.T. 

Cruise  to  Caribbean 

Four  physicians  have  been  announced  for  the  faculty  of 
the  University  of  Texas  Postgraduate  School  of  Medicine’s 
annual  Texas  Medical  Cruise  to  the  Caribbean,  May  6-19, 
which  will  include  such  ports  of  call  as  Havana,  Cap  Hatien, 
Port-au-Prince,  Montego  Bay,  and  Grand  Cayman. 

The  members  of  the  faculty 'will  be  Dr.  Alfred  E.  Leiser, 
clinical  instructor  in  medicine,  Baylor  University  College 
of  Medicine,  and  clinical  assistant  professor  of  medicine, 
University  of  Texas  Postgraduate  School  of  Medicine,  Hous- 
ton; Dr.  L.  Maxwell  Lockie,  professor  and  head  of  the 
Department  of  Therapeutics,  University  of  Buffalo  School 
of  Medicine,  Buffalo,  N.  Y.;  Dr.  Jarrell  E.  Miller,  clinical 
professor  of  radiology,  University  of  Texas  Southwestern 
Medical  School,  Dallas;  and  Dr.  Fred  M.  Taylor,  associate 
professor  of  pediatrics,  Baylor  University  College  of  Medi- 
cine, Houston. 

Among  the  topics  to  be  in  the  curriculum  will  be  the 
following:  roentgen  manifestations  of  intestinal  obstruction; 
abdominal  pain  in  childhood;  diseases  of  the  adrenal  cortex; 
rheumatoid  arthritis,  x-rays  in  health  and  disease;  behavior 
problems  in  childhood;  peptic  ulcer;  cancer  of  the  accessible 
sites;  recent  advances  in  disturbances  of  the  thyroid  gland; 
antibiotics  and  treatment  of  infections;  carcinoma  of  the 
breast;  adolescent  goiter;  cardiac  roentgenology;  chamber 
analysis;  and  blood  and  blood  preservatives  and  blood 
substitutes. 

The  itinerary  will  allow  25  hours  of  category  I teaching 
credit  for  physicians  desiring  American  Academy  of  Gen- 
eral Practice  credit. 


Law-Science  Short  Courses 
Set  for  February  in  Houston 

Personal  injury  problems  and  medicolegal  trial  technique 
will  be  the  topics  of  the  Law-Science  Academy  and  Foun- 
dation short  course,  February  15-17,  and  the  Law-Science 
Institute  short  course,  February  18-20,  in  Houston. 

Among  the  topics  of  discussion  at  the  Law-Science  Acad- 
emy and  Foundation  short  course  will  be  medicolegal  as- 
pects of  head  injuries,  medicolegal  aspects  of  stress,  medi- 
colegal sources  and  trial  techniques,  current  trends  in 
products  liability  litigation,  and  medicolegal  technique.  At 
the  Law-Science  Institute  short  course,  the  following  subjects 
will  be  featured:  surgical  terminology  and  concepts  and 
their  medicolegal  implications,  medicolegal  aspects  of  more 
common  orthopedic  disabilities,  and  medicolegal  aspects  of 
neck  complaints. 

Registration  for  the  Law-Science  Academy  short  course 
is  $25  per  day  or  $60  for  3 days;  the  registration  fee  is 
$55  for  the  Law-Science  Institute  short  course.  For  further 
information,  those  interested  may  write  to  Dr.  Hubert  Win- 
ston Smith,  Director,  Law-Science  Institute,  University  of 
Texas,  Austin  12. 


Insurance  Research  Funds 

The  Life  Insurance  Medical  Research  Fund  has  aided 
three  heart  research  programs  in  Texas  during  the  past 
year. 

These  programs  include  research  by  Dr.  John  C.  Porter 
at  the  University  of  Texas  Southwestern  Medical  School 
in  Dallas  on  the  role  of  the  hypothalamus  in  the  control 
of  the  anterior  pituitary-adrenocortical  axis  in  the  regula- 


tion of  kidney  excretion  of  sodium;  Dr.  H.  G.  Swann,  at 
the  University  of  Texas  Medical  Branch  at  Galveston  on 
indicating  a relatively  large  interstitial  space  in  the  kid- 
neys which  is  functionally  distended  with  blood  plasma 
plus  fluid  resorbed  from  the  tubules;  and  Dr.  James  V. 
Warren  of  the  Medical  Branch  at  Galveston,  who  is  study- 
ing the  factors  in  the  human  cardiac  output  with  the  aim  of 
clarifying  types  of  heart  failures. 


6,860  Students  Received 
M.D.  Degrees  in  1958-1959 

The  1958-1959  graduating  class  receiving  the  doctorate 
of  medicine  degree  numbered  6,860,  only  one  less  than  in 
1957-1958,  according  to  the  annual  report  of  the  Council 
on  Medical  Education  and  Hospitals  of  the  American  Medi- 
cal Association. 

These  two  classes  were  the  largest  except  for  the  1954- 
1955  year  when  the  class  was  6,977.  The  increase  in  that 
term  was  occasioned  by  including  as  graduates  the  50  stu- 
dents completing  the  intern  year  then  required  by  Stanford 
University. 

According  to  the  council’s  report,  which  appeared  in  the 
November  14  issue  of  the  journal  of  the  'American  Medical 
Association,  43  medical  schools  had  decreases  in  the  num- 
ber graduated  while  34  schools  experienced  increases. 


MEDICAL  MEETINGS 

Radiation  Hazards  Included 
In  Conference  Discussion 

The  latest  developments  in  planning  for  control  of  radia- 
tion hazards  and  other  regional  nuclear  programs,  which 
included  the  activities  of  the  Regional  Advisory  Council 
on  Nuclear  Energy  and  recent  legislation  passed  at  the 
national  level,  were  reported  at  the  Southern  Governors’ 
Conference  held  in  October  in  Asheville,  N.  C.  States  par- 
ticipating in  the  conference  were  Alabama,  Arkansas,  Dela- 
ware, Florida,  Georgia,  Kentucky,  Louisiana,  Maryland, 
Mississippi,  North  Carolina,  Oklahoma,  South  Carolina, 
Tennessee,  Texas,  Virginia,  and  West  Virginia. 

Of  primary  importance  was  the  passage  during  the  last 
session  of  the  Congress  of  an  amendment  to  the  Atomic 
Energy  Act  of  1954.  The  amendment  recognizes  the  need 
for  cooperation  between  the  states  and  the  Atomic  Energy 
Commission  with  respect  to  control  of  radiation  hazards 
and  provides  for  the  establishment  of  procedures  which 
would  discontinue  certain  of  the  commission’s  regulatory 
responsibilities  with  regard  to  the  byproduct,  source,  and 
special  nuclear  materials,  turning  these  functions  over  to 
the  states.  The  amendment  assures  state  authority  in  the 
future  not  only  in  the  control  of  radiation  hazards,  but 
also  in  the  areas  of  workmen’s  compensation,  insurance 
coverage,  water  and  air  pollution,  utility  rate  regulation, 
employee  safety  and  record  keeping,  intrastate  transporta- 
tion, inspection,  and  zoning  and  building  codes.  Over-all, 
such  legislation  prevents  the  threat  of  centralization  of 
atomic  matters  in  the  federal  government. 

The  main  achievement  of  the  Regional  Advisory  Coun- 
cil on  Nuclear  Energy,  a group  which  acts  as  a nuclear 
information  center  for  the  southern  states  and  which  was 
set  up  by  the  conference  in  1955,  has  been  the  formation 
of  a Southern  Interstate  Compact  on  Nuclear  Energy. 

Resulting  also  from  the  council’s  endeavors  has  been 
the  formation  of  15  state  nuclear  advisory  committees  or 


TEXAS  State  Journal  of  Medicine,  JANUARY,  1960 


53 


commissions  among  the  1 6 participating  states,  a figure 
which  compares  with  a total  of  36  such  bodies  throughout 
the  country. 

Also  pointed  out  was  the  growing  awareness  by  the 
states  of  the  benefits  now  available  in  the  atom  and  of  the 
coming  need  for  wise  and  informed  regulation  at  the  state 
level.  Numerous  special  interest  forums  and  seminars  have 
been  held.  Education,  industry,  and  agricultural  nuclear 
research  have  received  special  attention.  Noteworthy  achieve- 
ments of  individual  states  were  mentioned.  Among  these 
were  a 50,000  kilowatt  nuclear  power  plant  being  built 
in  Florida,  a peanut  strain  developed  at  Raleigh  through 
nuclear  research  which  yields  one-third  more  per  acre  than 
other  varieties,  the  eradicating  through  nuclear  techniques 
of  screw  worms,  whose  damages  had  been  costing  south- 
eastern farmers  $20,000,000  a year,  and  a shipside  servic- 
ing vessel  for  nuclear  powered  ships  being  constructed  in 
Houston. 


Rehabilitation  of  Mentally  III 
Theme  of  February  Conference 

Rehabilitation  of  the  mentally  ill  will  be  the  theme  of 
the  twenty-seventh  annual  Conference  of  the  Texas  Associa- 
tion for  Mental  Health,  which  will  be  held  February  18-19 
at  the  Driskill  Hotel  in  Austin. 

Among  the  topics  to  be  discussed  at  the  conference  will 
be  the  new  approaches  in  rehabilitating  the  mentally  ill, 
the  role  of  mental  health  associations  in  rehabilitation, 
helping  the  hospitalized  patient,  medical  aftercare,  foster 
homes  and  half-way  homes,  ex-patient  clubs,  volunteer 
services,  education  services,  and  public  information  services. 

Physicians  to  be  included  on  the  program  will  be  Dr. 
Eugene  MacDonald,  Galveston;  Dr.  David  Wade,  Austin; 
Dr.  Jim  May,  Dallas;  Dr.  William  Lhamon,  Houston;  Dr. 
C.  J.  Ruilman,  Austin;  Dr.  Margaret  Sedberry,  Austin;  and 
Dr.  Lee  Scarborough,  Austin. 

Other  speakers  at  the  conference  will  be  Robert  Suther- 
land, Ph.D.,  director,  Hogg  Foundation  for  Mental  Health, 
Austin;  Ozzie  Simmons,  Ph.D.,  associate  professor  of  an- 
thropology, Harvard  University;  Paul  Southern,  M.A., 
Th.D.,  Austin;  Colonel  Albert  J.  Glass,  chief  psychiatry  and 
neurology  consultant,  Department  of  the  Army,  Washing- 
ton, D.  G;  Lawrence  J.  Linck,  Executive  Director,  National 
Association  of  Mental  Health,  Chicago;  Miss  Vivian  Acord, 
Director  of  Public  Information,  Indiana  Mental  Health  As- 
sociation, and  Governor  Price  Daniel,  Austin,  Governor  of 
Texas. 

A high  light  of  the  2 day  conference  will  be  the  annual 
banquet  on  Friday  evening  at  which  recognition  for  mental 
health  achievements,  a dramatic  story  of  a former  mental 
patient,  and  a special  program  presented  by  the  patients 
at  the  Confederate  Home  in  Austin  will  provide  the  Con- 
ference’s concluding  event.  Miss  Vivian  Acord,  director  of 
public  information  with  the  Indiana  Mental  Health  As- 
sociation, will  tell  her  story,  "The  Long  Journey  Home.” 

Doctors  desiring  further  information  on  the  program 
may  write  John  Lane,  Executive  Director  of  the  Associa- 
tion, 2410  San  Antonio,  Austin. 


Heart  Symposium  in  Fort  Worth 

The  Fort  Worth  Heart  Association  will  hold  a 1 day 
symposium  on  "Congestive  Failure,  Arrhythmias,  and  Hy- 
pothermia” on  February  21  at  the  Fort  Worth  Academy 
of  Medicine  in  Fort  Worth. 

Speakers  at  the  symposium  will  include  Dr.  Will  C. 


Sealy,  professor  of  surgery,  Duke  University  School  of 
Medicine,  Durham,  N.  C.;  Dr.  John  K.  Lewis,  professor 
of  medicine,  Stanford  University  School  of  Medicine,  San 
Francisco;  and  Dr.  George  C.  Griffith,  professor  of  clinical 
cardiology,  University  of  Southern  California  School  of 
Medicine,  Los  Angeles. 

There  will  be  no  registration  fee.  Those  interested  in 
further  information  may  write  Mrs.  Wanda  Cunningham, 
Executive  Secretary,  Fort  Worth  Heart  Association,  3855 
Tulsa  Way,  Fort  Worth. 


Oklahoma  Colloquy  to  Be  Held 
March  24-26  in  Oklahoma  City 

A program  on  adrenal  steroids  has  been  developed  for 
the  third  annual  Oklahoma  Colloquy  on  Advances  in 
Medicine  to  be  held  March  24-26  at  the  University  of 
Oklahoma  Medical  Center,  Oklahoma  City. 

Fifteen  guest  lecturers  and  13  members  of  the  medical 
center  faculty  will  participate. 

Scientific  papers  will  cover  clinical  application  of  the 
steroids  in  endocrinology,  infectious  diseases,  gastroenterol- 
ogy, rheumatic  disease,  hematological  diseases  (including 
the  leukemias  and  immunohematological  disorders ) , and 
neoplastic,  collagen,  renal,  and  allergic  diseases.  Others  will 
deal  with  the  basic  physiological  and  biochemical  aspects 
of  adrenal  steroids,  and  the  pharmacology  and  side  effects. 

Speakers  for  the  colloquy  will  include  Dr.  Charles  W. 
Daeschner,  Jr.,  Houston;  Dr.  William  J.  Harrington,  St. 
Louis;  Dr.  Oscar  Hechter,  Shrewsbury,  Mass.;  Dr.  S. 
Richardson  Hill,  Jr.,  Birmingham,  Ala.;  Dr.  David  M. 
Hume,  Richmond,  Va.;  Dr.  Dwight  J.  Ingle,  Chicago;  Dr. 
James  C.  Melby,  Little  Rock,  Ark.;  Dr.  Don  H.  Nelson,  Los 
Angeles;  Dr.  Bram  Rose,  Montreal,  Canada;  Dr.  Lewis  H. 
Sarett,  Rahway,  N.  J.;  Dr.  Richard  T.  Smith,  West  Point, 
Pa.;  Dr.  Louis  J.  Soffer,  New  York;  Dr.  Howard  M.  Spiro, 
New  Haven,  Conn.;  Dr.  Ralph  Tompsett,  Dallas;  and 
Dr.  Lawson  Wilkins,  Baltimore. 

In  addition  to  the  general  sessions,  special  interest  meet- 
ings are  planned  in  the  fields  of  medicine,  pediatrics, 
surgery,  and  basic  science.  A dinner  meeting  October  25 
will  give  registrants  an  opportunity  to  meet  with  the 
participants  informally. 

The  colloquy  was  planned  by  the  Oklahoma  Medical 
Center  Department  of  Medicine  and  Office  of  Postgraduate 
Education  in  collaboration  with  the  Oklahoma  City  Intern- 
ists Association,  Oklahoma  City  Surgical  Society,  and 
Oklahoma  City  Pediatrics  Society.  Merck  Sharp  and  Dohme 
is  a sponsor. 

Additional  information  may  be  obtained  by  writing  the 
Office  of  Postgraduate  Education,  University  of  Oklahoma 
Medical  Center,  801  Northeast  Thirteenth,  Oklahoma  City. 


Family  Doctors  Set 
Meeting  in  Philadelphia 

More  than  4,000  family  doctors  and  3,000  residents,  in- 
terns, exhibitors,  and  wives  are  expected  to  attend  the  4 day 
program  of  the  American  Academy  of  General  Practice’s 
twelfth  annual  scientific  assembly,  March  21-24,  in  Phila- 
delphia. 

The  Philadelphia  assembly  program  lists  31  prominent 
medical  educators  who  will  discuss  a variety  of  subjects 
ranging  from  arthritis  and  anemia  to  surgery,  geriatrics,  and 
mental  health.  More  than  100  scientific  and  300  technical 
exhibits  also  will  be  on  display. 
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During  the  meeting,  doctors  will  have  a chance  to  be 
on  the  other  end  of  a stethoscope  during  physical  exam- 
ination sessions.  More  than  600  doctors  took  physical 
examinations  at  the  last  academy  meeting,  and  many 
learned  for  the  first  time  that  they  needed  immediate 
medical  attention. 

The  academy’s  policymaking  Congress  of  Delegates  will 
meet  prior  to  the  scientific  sessions  on  March  19.  A re- 
ception and  dance  honoring  the  president  of  the  organiza- 
tion will  be  held  the  evening  of  March  23. 

The  assembly  is  combined  this  year  with  the  Philadelphia 
Postgraduate  Institute.  For  further  information  concerning 
the  program,  doctors  may  write  Mac  F.  Cahal,  Executive 
Secretary,  American  Academy  of  General  Practice,  Volker 
Boulevard  at  Brookside,  Kansas  City  12. 


American  College  of  Allergists 
Plans  Session  March  2-4 

The  American  College  of  Allergists  will  hold  its  six- 
teenth annual  meeting  March  2-4,  following  the  college’s 
graduate  instructional  course  February  28-March  1 at  Miami 
Beach,  Fla. 

A faculty  of  40  instructors  will  provide  the  3 day  pro- 
gram of  the  congress.  Among  the  topics  to  be  discussed 
will  be  a review  of  the  immunologic  aspects  of  thyroiditis; 
higher  dosage  levels  for  co-seasonal  treatment  of  pollinosis; 
anaphylactic  allergic  reactions  to  influenza  vaccine;  deafness 
as  a manifestation  of  allergy;  pollen  immunization  with 
emulsified  extracts;  problems  in  the  management  of  severe 
allergic  dermatitis;  and  a critical  evaluation  of  the  compli- 
cations of  corticosteroid  therapy. 

Panel  discussions  on  specific  hyposensitization  and  peren- 
nial respiratory  allergy,  basic  mechanism  and  management 
will  be  held.  Sectional  sessions  will  be  on  pediatric  allergy, 
technology,  psychosomatic  medicine,  dermatologic  allergy, 
and  allergy  of  the  nervous  system. 

The  graduate  instructional  course  will  present  the  fol- 
lowing subjects,  one  each  day:  primary  considerations  of 
some  aspects  of  the  field  of  allergy,  clinical  applications  to 
present  day  knowledge  in  allergy,  and  progress  in  allergy: 
the  allergist  of  today  and  tomorrow.  The  fee  for  the  three 
days  is  $50  ($15  for  members).  Information  concerning 
the  course  and  the  congress  may  be  obtained  by  writing 
the  American  College  of  Allergists,  2049  Broadway,  Boul- 
der, Colo. 

Colorado  to  Be  Host  to 
College  of  Surgeons  Section 

Surgeons  and  related  medical  personnel  are  invited  to 
attend  the  3 day  sectional  meeting  of  the  American  Col- 
lege of  Surgeons  in  Colorado  Springs,  March  21-23. 

The  program  will  include  scientific  reports  on  topics  of 
current  concern  such  as  management  of  the  injured  hand, 
treatment  of  duodenal  ulcer,  appendicitis,  treatment  of  neck 
fractures,  surgical  convalescence,  cancer,  and  pregnancy. 
Symposiums  on  injuries,  cancer,  and  hospital  infections 
will  be  presented.  Also,  selected  medical  motion  pictures 
and  cine  clinic  films  from  the  1959  clinical  congress  will 
be  shown. 

For  further  information  on  the  program,  those  inter- 
ested may  write  the  American  College  of  Surgeons,  40  East 
Erie  Street,  Chicago  11. 

Texas  speakers  will  include  Dr.  John  M.  Pace,  Dallas, 
Dr.  R.  Lee  Clerk,  Jr.,  Houston,  and  Dr.  Nylene  E.  Eckles, 
Houston. 


Cell  Physiology  Cancer  Symposium  Topic 

Five  sessions  dealing  with  different  aspects  of  cell  physi- 
ology of  neoplasia  will  be  conducted  during  the  fourteenth 
annual  symposium  on  fundamental  cancer  research  at  the 
University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute  in  Houston,  February  25-27.  Starting  Thursday 
morning,  half-day  sessions  will  be  devoted  to  the  nucleus, 
the  cytoplasm,  nucleic  acids,  cell  growth  and  cell  develop- 
ment, and  a continuation  of  cell  growth  and  cell  develop- 
ment. 

Speakers  will  include  P.  C.  Koller,  London;  George 
Yerganian,  Boston;  M.  J.  Kopac,  New  York;  M.  L.  Watson, 
Rochester,  N.  Y.;  Charles  Oberling,  Villejuif,  France;  A.  J. 
Dalton,  Bethesda,  Md.;  Alex  B.  Novikoff,  New  York;  T.  O. 
Caspersson,  Stockholm;  William  S.  Beck,  Boston;  John  S. 
Coulter,  Philadelphia;  E.  Chargaff,  New  York;  Cecilie 
Leuchtenberger,  Boston;  W.  R.  Duryee,  Washington;  J. 
Herbert  Taylor,  New  York;  Riojun  Kinosita,  Duarte,  Calif.; 
Thomas  J.  King,  Philadelphia;  and  representatives  of  the 
M.  D.  Anderson  staff. 

There  will  be  a social  hour  and  buffet  Friday  evening. 


OF  GENERAL  INTEREST 

Ground  Breaking  Ceremonies 
For  New  Dallas  Hospital 

Ground  breaking  ceremonies  for  the  new  $10,000,000 
St.  Paul  Hospital  to  be  constructed  on  an  18  acre  site  in 
Southwestern  Medical  Center  in  Dallas  were  held  December 
8.  The  new  hospital  building,  which  will  provide  an 
additional  532  beds  to  the  hospital  facilities  of  the  com- 
munity, is  scheduled  to  be  ready  for  use  in  1962. 

"The  development  of  the  new  St.  Paul  Hospital  . . . 
will  mark  the  largest  single  expenditure  for  hospital  facil- 
ities in  the  history  of  our  city,  and  it  will  give  another 
important  new  dimension  to  the  fast  developing  Southwest- 
ern Medical  Center,”  said  Fred  F.  Florence,  chairman  of 
St.  Paul  Hospital’s  lay  advisory  board,  at  the  ground 
breaking  ceremonies. 

Completion  of  the  new  hospital  will  bring  the  total 
investment  in  buildings  and  improvements  in  Southwestern 
Medical  Center  to  more  than  $30,000,000,  said  Mr.  Flor- 
ence. The  University  of  Texas,  through  Southwestern  Medi- 
cal School,  and  Parkland  Memorial  Hospital  have  already 
invested  more  than  $20,000,000  here.  These  great  projects 
foreshadow  the  tremendous  medical  development  which 
leaders  such  as  the  late  Dr.  Edward  H.  Cary,  Karl  Hob- 
litzelle,  and  others  have  envisioned  for  the  medical  center, 
according  to  Mr.  Florence. 

The  new  hospital  is  to  be  financed  with  $4,375,524 
pledged  by  the  public,  $3,000,000  in  Hill-Burton  funds, 
and  private  contributions  and  financing  arranged  by  the 
Daughters  of  Charity,  the  Catholic  Sisters  who  operate 
the  hospital.  The  remodeling  program  will  provide  facili- 
ties for  486  long  term  patients  and  an  over-all  total  of 
1,018  beds. 


Medical  Word  Booklet'  Available 

A word  booklet  which  gives  an  introduction  to  medical 
terminology  is  available  through  the  courtesy  of  the  Birtcher 
Corporation  for  those  interested.  It  is  designed  to  be  of 
particular  value  to  doctors’  receptionists,  nurses,  and  med- 
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ical  students  who  would  like  to  have  an  understanding  of 
medical  words. 

Copies  of  the  booklet,  written  by  the  president  of  the 
corporation,  Cecil  J.  Birtcher,  may  be  obtained  by  writing 
to  the  Birtcher  Corporation,  4371  Valley  Boulevard,  Los 
Angeles  32.  A Spanish  version  of  the  booklet  is  available 
in  addition  to  the  English  one.  Persons  are  asked  to 
specify  which  version  they  want  upon  request. 


Personals 

Dr.  May  Owen , Fort  Worth,  President-Elect  of  the  Texas 
Medical  Association,  was  honored  November  5 by  the  Aux- 
iliary of  the  Tarrant  County  Medical  Society  at  a dinner  in 
Fort  Worth.  Mrs.  H.  S.  Renshaw,  past  president  of  the 
Auxiliary  to  the  Texas  Medical  Association,  presented  a 
fluted  copper  and  enamel  tray  to  Dr.  Owen. 

Among  other  honors  recently  bestowed  upon  Dr.  Owen 
was  being  named  distinguished  alumna  of  Texas  Chris- 
tian University  at  the  annual  awards  luncheon  during 
the  university’s  homecoming,  November  21,  in  Fort 
Worth.  She  was  recognized  for  her  contributions  in  the 
field  of  medicine  and  devotion  to  her  fellow  man.  Dr. 
Owen  also  has  been  congratulated  officially  by  the  board 
of  directors  of  the  American  Society  of  Clinical  Patholo- 
gists upon  her  selection  to  head  the  Texas  Medical  As- 
sociation. 

Dr.  Warren  Ross,  Temple,  a resident  at  Scott  and  White 
Clinic,  was  awarded  second  place  for  his  paper  on  "Multi- 
ple Myeloma’’  in  the  annual  competition  of  the  Western 
Orthopedic  Association.  He  received  a cash  award,  plus  all 
expenses  to  the  Western  Orthopedic  meeting  in  Denver. 

An  exhibit  designed  and  built  by  Dr.  Keith  Barnes , one 
of  the  newest  permanent  displays  at  the  Fort  Worth  Chil- 
dren’s Hospital,  is  entitled  "Light  Can  Bend.”  The  display 
was  inspired  by  members  of  the  Woman’s  Auxiliary  to  the 
Tarrant  County  Medical  Society,  who  underwrote  the  cost 
of  the  exhibit. 

Dr.  Robert  G.  McCorkle  of  Austin  was  elected  to  fel- 
lowship in  the  International  College  of  Surgeons  in  Chi- 
cago, September  17. 

Dr.  Aureliano  Urrutia,  Sr.,  San  Antonio,  has  condensed 
the  87  years  of  his  life  into  a 24  page  booklet  entitled, 
"Dr.  Aureliano  Urrutia — His  Life  and  His  Origin.” 

Recently  elected  as  fellows  of  the  American  Academy  of 
Pediatrics  were  Drs.  W.  J.  Halden  and  Marjorie  Lawlis  of 
Austin.  Also,  Drs.  Joe  T.  Gilbert  and  Charles  R.  Queen 
of  Austin  were  elected  fellows  of  the  American  Academy 
of  Clinical  Pathology. 

Dr.  Michael  E.  DeBakey,  Houston,  gave  the  third  annual 
John  Alexander  Lecture  at  the  University  of  Michigan 
Medical  Center  in  Ann  Arbor,  November  12.  His  subject 
was  "Surgery  of  the  Aorta  and  Its  Major  Branches.” 

Dr.  Robert  B.  Elliott,  Houston,  was  elected  to  the  board 
of  governors  of  the  American  Fracture  Association  at  the 
meeting  held  in  New  Orleans  in  November. 

Dr.  M.  A.  King  of  Frankston  was  honored  on  his  birth- 
day, October  25,  by  the  citizens  of  Frankston  with  a recep- 
tion and  open  house. 

Dr.  Abe  Greines,  Fort  Worth,  was  cited  recently  by  the 
North  Fort  Worth  Kiwanis  Club  as  an  outstanding  citizen. 
He  is  past  president  and  director  of  the  club. 

Dr.  Lowell  S.  Miller  and  Dr.  John  H.  Grimm,  Houston, 
were  awarded  a certificate  of  merit  for  their  exhibit  en- 
titled, "External  Supervoltage  Irradiation  in  Infiltrating 
Cancers  of  the  Urinary  Bladder,”  at  the  forty-fifth  annual 
meeting  of  the  Radiological  Society  of  North  America  in 
Chicago,  November  16-20. 

Dr.  John  Victor  Ellis  of  Amarillo  was  recently  honored 


as  "Boss  of  the  Year”  by  the  local  chapter  of  the  National 
Secretaries  Association.  The  award  was  made  at  an  annual 
banquet  at  which  the  outstanding  boss  in  Amarillo  is 
recognized. 

The  son  of  Mrs.  Walter  H.  Moursund,  Sr.  of  Houston 
and  the  late  Dr.  Moursund,  who  was  for  many  years  dean 
of  the  Baylor  University  College  of  Medicine,  Col.  Walter 
H.  Moursund.,  Jr.,  of  Washington,  D.C.,  died  of  pneumonia 
November  20  in  Washington  at  the  age  of  50.  Colonel 
Moursund  was  a graduate  of  Baylor  University  College  of 
Medicine.  He  practiced  in  Dallas,  specializing  in  internal 
medicine,  before  entering  active  military  medical  service 
in  September,  1940. 

Mrs.  Blanche  Randall  Haden,  wife  of  the  late  Dr.  Henry 
C.  Haden,  died  November  24  in  her  home  in  Houston. 
Mrs.  Haden  was  past  president  of  the  Woman’s  Auxiliary 
to  the  Texas  Medical  Association.  Upon  the  death  of  her 
husband  3 years  ago,  she  presented  to  the  Baylor  Uni- 
versity College  of  Medicine  a memorial  fund  of  $25,000, 
plus  the  extensive  medical  library  of  her  husband. 

David  Paul  was  born  to  Caroline  Duncan  and  Raul  Ar- 
ceneaux  October  5 in  New  Orleans.  Dr.  and  Mrs.  Lloyd  L. 
Pickett  announce  the  arrival  of  a son  born  November  1 in 
Galveston. 

Dr.  and  Mrs.  Francisco  E.  Baca  of  El  Paso  are  the  par- 
ents of  a girl,  born  November  23. 

The  daughter  of  Dr.  and  Mrs.  Hugo  Auler  of  Austin, 
Mary  Ann,  was  married  to  Dr.  Greenwood  S.  Wooten,  Jr., 
on  January  9. 

Dr.  and  Mrs.  Marion  Wallace  McCurdy  of  San  Antonio 
have  announced  the  wedding  of  their  daughter,  Miss  Ruby 
Anita  "Runita”  McCurdy,  to  Martin  Edgar  Goode,  III,  of 
Covington,  Ga.  The  wedding  will  take  place  on  Christmas 
Day. 

Dr.  J.  Layton  Cochran,  San  Antonio,  has  been  elected  a 
director  of  the  American  Cancer  Society  from  Region  VII, 
which  includes  Texas,  Arkansas,  Oklahoma,  Kansas,  and 
Missouri,  at  the  society’s  annual  meeting,  October  30.  At 
the  meeting  Dr.  G.  V.  Brindley  of  Temple,  who  has  been 
a regional  director  and  member  of  the  national  board  of 
directors  for  several  years,  was  elected  an  honorary  member 
of  the  national  society. 

Dr.  Ray  K.  Daily  of  Houston  was  one  of  the  11  women 
physicians  honored  as  ”1959  Medical  Women  of  the  Year” 
by  member  branches  of  the  American  Medical  Women’s 
Association  at  a meeting  at  Hot  Springs,  Ark.,  recently. 

Dr.  and  Mrs.  John  E.  Douglas  are  the  parents  of  a boy, 
Keith  Allen,  born  November  6 in  Austin. 


Mental  Health  Grants  Available 

Thirteen  in-service  training  grants  totaling  $2,295  have 
been  made  to  Texas  mental  health  personnel  by  the  South- 
ern Regional  Education  Board  under  its  program  in  mental 
health  training  and  research.  To  date,  34  grants  have  been 
awarded  to  Texas  mental  health  employees  under  this  pro- 
gram— the  second  largest  number  in  the  southern  region. 

The  board  in-service  training  grants  were  made  possible 
by  a $90,000  grant  for  this  purpose  by  the  National  Insti- 
tute of  Mental  Health.  They  are  designed  to  enable  staff 
members  of  mental  hospitals  or  training  schools  in  the 
South  to  observe  new  or  unusual  programs  in  other  hos- 
pitals anywhere  in  the  country  to  help  them  improve  their 
programs. 

Applications  for  grants  still  are  being  accepted  by  the 
board.  There  is  no  deadline,  and  applications  are  acted  upon 
as  they  are  received.  Persons  interested  in  the  grants  should 
write  directly  to  the  Southern  Regional  Education  Board, 
130  Sixth  Street,  N.W.,  Atlanta  13,  Ga. 
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Golf  Champions  Head 
1960  Heart  Fund  Campaign 

Two  noted  golf  champions,  Jimmy  Demaret  and  Ben 
Hogan,  will  be  co-chairmen  of  the  I960  Texas  Heart  Fund 
Campaign,  the  annual  February  fund  raising  campaign 
which  supports  the  research,  education  and  community 
service  programs  of  the  Heart  Association. 

The  Heart  Fund  Campaign  will  reach  its  high  point  on 
Sunday,  February  28,  when  thousands  of  volunteers  will 
conduct  a door-to-door  collection  among  their  neighbors 
in  all  50  states  and  in  the  territory  of  Puerto  Rico. 

Four  Texas  research  scientists  who  are  receiving  monies 
through  the  association’s  research  program  will  speak  at 
forthcoming  meetings  of  several  Texas  Heart  Association 
chapters  in  order  to  report  the  progress  of  heart  research 
and  part  of  the  public  education  programs  of  the  chap- 
ters. The  researchers  are  Dr.  Denton  A.  Cooley,  Houston; 
Dr.  Don  Seldin,  Dallas;  Dr.  Marvin  Siperstein,  Dallas;  and 
Dr.  Hugh  Wilson,  Dallas. 

The  American  Heart  Association,  with  which  the  Texas 
association  is  affiliated,  recently  awarded  more  than  $48,- 
000  to  eight  Texas  researchers.  These  grants  were  among 
244  totaling  $1,765,233  provided  to  scientists  throughout 
the  country,  under  the  policy  of  the  American  Heart  As- 
sociation to  earmark  at  least  50  per  cent  of  its  yearly  in- 
come to  research. 

Texans  who  received  grants  are  Dr.  Jack  A.  Pritchard, 
Dallas;  Dr.  Marvin  D.  Siperstein,  Dallas;  A.  W.  B.  Cun- 
ningham, Galveston;  Dr.  John  R.  Derrick,  Galveston;  Dr. 
James  V.  Warren,  Galveston;  and  Russel  A.  Guggins, 
Houston. 

Another  item  to  which  the  Texas  Heart  Association  has 
called  attention  is  that  Senator  Lyndon  Johnson  was 
awarded  the  first  honorary  life  membership  in  the  associa- 
tion on  September  22  in  El  Campo.  A membership  plaque 
was  given  to  the  Senator  in  appreciation  of  his  efforts  on 
behalf  of  the  Heart  Association,  with  special  reference  to 
his  "two  terms”  as  state  fund  campaign  chairman  in  1955 
and  1959. 

A plan  for  reorganization  of  the  Heart  Association  is 
being  considered  as  the  campaign  for  funds  approaches. 
The  final  step  remaining  prior  to  instituting  the  plan  will 
be  a vote  of  the  members  at  a special  meeting  on  January 
23  in  Fort  Worth.  Approval  already  has  been  given  to 
reorganization  by  the  board  of  directors. 


Nursing  League  Appoints  Advisory 
Group  on  Accreditation  of  Schools 

The  National  League  for  Nursing  has  appointed  an 
advisory  committee  on  the  accreditation  of  hospital  schools 
of  nursing,  with  equal  representation  from  the  American 
Hospital  Association  and  the  National  League  for  Nursing, 
announced  Miss  Inez  Haynes,  the  league’s  general  director. 

The  committee  will  advise  the  league  on  means  of  sim- 
plifying procedures  and  stabilizing  financing  of  the  league’s 
accreditation  program,  as  it  relates  to  hospital  nursing 
schools.  Its  appointment  is  the  culmination  of  joint  ex- 
plorations by  the  league  and  the  American  Hospital  As- 
sociation of  ways  of  improving  accreditation. 

Originally,  the  AHA  had  asked  the  nursing  league  to 
join  in  establishing  an  independent  joint  commission  on 
accreditation  of  hospital  schools  of  nursing.  In  response, 
the  league  affirmed  its  responsibility  for  accrediting  nurs- 
ing education  programs  and  suggested  the  formation  within 
the  league  of  an  advisory  committee  of  14,  with  seven 
representatives  from  each  organization. 


National  Foundation  Awards 
80  Grants  During  1959 

Texas  chapters  of  the  National  Foundation  have  joined 
with  other  states  in  the  foundation’s  campaign  during  the 
month  of  January.  In  Texas,  the  majority  of  the  funds 
collected  will  be  used  for  poliomyelitis,  whereas  in  other 
states  a considerable  amount  will  be  used  for  research  in 
related  fields. 

The  foundation  made  a substantial  beginning  in  the 
year  1959  in  its  new  target  areas — birth  defects  and  arth- 
ritis. At  the  same  time  the  March  of  Dimes  organization 
again  led  the  nation’s  fight  against  widespread  flareups  of 
epidemic  poliomyelitis  reminiscent  of  the  pre-Salk  vaccine 
years. 

In  the  past  year,  the  organization  has  awarded  more 
than  80  grants  totaling  $5,100,000  for  research,  according 
to  Basil  O’Connor,  president  of  the  National  Foundation. 

The  new  program  grants  include  launching  of  new  arth- 
ritis study  centers  in  Dallas,  Rochester,  N.  Y.,  and  San 
Francisco,  and  a new  birth  defects  center  at  Columbus, 
Ohio. 

The  grants  also  included  research  projects  in  scientific 
institutions  across  the  nation,  with  the  objective  of  eventual- 
ly finding  the  cause,  cure,  and  prevention  of  these  crippling 
conditions. 

Considerable  interest  developed  in  a potential  new  polio 
vaccine — based  on  the  "live-virus”  principle.  The  Salk  vac- 
cine now  in  general  use  utilizes  the  "killed-virus”  tech- 
nique. 

The  summer  polio  flareup,  extending  into  the  fall  in 
some  communities,  brought  an  over-all  increase  of  75  per 
cent  in  paralytic  polio  cases  over  1958.  Health  authorities 
blamed  the  epidemics  directly  on  failure  of  millions  of 
Americans  to  take  advantage  of  the  Salk  vaccine.  Because 
of  the  heavy  load  of  new  cases,  plus  thousands  of  patients 
from  former  years,  some  $16,500,000  was  required  for 
assistance  to  polio  patients. 


Blue  Shield  Plans  for  Aged 

Only  eight  of  the  67  Blue  Shield  Plans  located  in  the 
United  States,  with  only  2 per  cent  of  total  Blue  Shield 
membership  have  no  programs  for  senior  citizens  in  the 
works  at  the  present  time,  according  to  John  W.  Castel- 
lucci,  executive  vice-president  of  the  National  Association 
of  Blue  Shield  Plans. 

The  remaining  59  plans  either  have  special  aged  pro- 
grams already  being  offered  in  their  areas,  or  have  pro- 
grams in  various  stages  of  development. 

The  statistics  are  in  response  to  a special  survey  just 
completed  to  determine  the  progress  made  by  Blue  Shield 
Plans  since  the  passage  of  the  AMA  resolution  last  Decem- 
ber 4 calling  for  the  development  of  medical  care  coverage 
for  the  aged  by  voluntary  means. 

Specifically,  the  study  conducted  by  the  national  Blue 
Shield  association  showed  that  32  of  the  plans,  representing 
more  than  50  per  cent  of  the  total  enrollment,  have  made 
available  nongroup  programs  for  persons  over  the  age  of 
65-  Three  plans  with  about  15  per  cent  of  total  Blue  Shield 
membership,  have  programs  already  approved  and  ready 
to  be  offered  as  soon  as  the  mechanics  of  administration 
are  completed.  Also,  23  additional  plans,  covering  30  per 
cent  of  total  enrollment,  have  senior  citizen  programs  in 
various  stages  of  development,  and  these  plans  report  that 
they  expect  their  programs  to  be  in  force  early  in  I960. 
In  Texas  a special  offering  to  older  persons  was  emphasized 
by  Blue  Cross  in  October. 
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General  Practitioner's  Role 
In  Tuberculosis  Control 

It  should  not  be  necessary  to  point  out  the  continued 
existence  of  a formidable  tuberculosis  problem  in  Texas. 
There  are  few  counties  which  can  boast  of  a low  tubercu- 
losis incidence.  The  general  practitioner  continues  to  be 
a keystone  in  the  control  program  of  this  disease  as  with 
any  other  public  health  menace. 

Certainly,  the  first  item  in  control  of  tuberculosis  is  case 
finding.  It  falls  the  duty  of  the  general  practitioner  an- 
nually to  fill  out  many  school  physical  examination  forms 
and  certifications  that  teachers  are  free  of  contagious  disease. 
This  is  an  excellent  opportunity  to  check  for  tuberculosis 
with  an  intradermal  or  patch  test  or  chest  x-ray. 

When  an  active  case  of  tuberclosis  is  found,  hospitaliza- 
tion should  be  recommended  until  the  patient  undergoes 
sputum  conversion.  There  are  several  adequate  facilities 
throughout  the  state,  not  only  state  sanatoriums,  but  in 
several  communities,  hospitals  for  tuberculosis  operated 
privately  as  well  as  by  the  cities  and  counties.  Because  the 
hopsitalization  and  treatment  course  is  prolonged,  the  pa- 
tient needs  to  understand  fully  his  problem  and  gain  early 
a "stick  to  it”  attitude  until  he  conquers  his  disease. 

The  contacts  of  the  person  with  active  tuberculosis  bear 
close  watching  for  the  next  few  years  until  the  tuberculosis 
has  been  determined  inactive.  At  present  most  new  cases 
are  uncovered  in  this  contact  group. 

Finally,  the  general  practitioner,  particularly  so  in  the 
rural  areas,  must  assume  the  position  of  health  counselor 
in  his  community.  He  should  lend  his  support  to  those 
groups  actively  combating  disease  such  as  the  local  tuber- 
culosis association,  the  public  health  authorities,  industry, 
and  school  boards.  In  several  states,  including  our  neigh- 
boring state  of  New  Mexico,  a tuberculin  test,  and  when 
positive  an  x-ray,  are  required  of  the  teachers  before  the 
school  term.  Such  a project  could  well  be  recommended  to 
our  local  school  boards.  Finally,  make  one’s  self  available 
for  the  discussion  of  health  problems  to  Parent-Teacher 
Association  groups,  church  organizations,  and  others. 

—Committee  on  Tuberculosis, 

Texas  Medical  Association. 


Texas  "Survival  Plan" 

Said  to  Be  Sound 

The  Texas  "survival  plan,”  regarded  nationally  as  a 
model  one,  is  described  in  the  current  issue  of  Public 
Affairs  Comment,  published  by  the  University  of  Texas 
Institute  of  Public  Affairs.  This  includes  health  aspects  of 
survival,  which  in  Texas  are  coordinated  through  the  State 
Department  of  Health. 

"Civil  Defense  Planning  in  Texas”  is  explained  by  Miss 
Mattie  E.  Treadwell,  Office  of  Civil  and  Defense  Mobiliza- 
tion federal  coordinator  at  Austin. 

"An  attack — if  it  came  tomorrow — might  find  planning 
only  beginning  in  some  areas,  but  the  state  and  city  plans 
that  do  exist  would  be  found  sound  and  immediately  op- 
erable based  as  they  are  upon  the  solid  foundation  of  the 
responsibility  of  existing  governments,”  said  Miss  Tread- 
well. 

Miss  Treadwell  says  the  Texas  plan  is  "one  of  the  most 
economical  in  the  nation,  chiefly  because  of  the  Texas 
system  of  government  responsibility.” 

The  article  summarizes  the  state  plan  and  those  of  seven 
major  "target  areas”  in  Dallas,  Fort  Worth,  Houston,  Aus- 
tin, San  Antonio,  Galveston,  and  Beaumont-Port  Arthur. 


Texas  Internist’  Named  Component 
Of  National  Internist  Group 

The  Texas  Society  of  Internal  Medicine  was  accepted 
recently  as  a component  of  the  American  Society  of  In- 
ternal Medicine. 

The  society,  which  was  organized  in  December  of  1958, 
has  as  its  purposes  to  unite  the  qualified  internists  of  the 
state  in  a representative  organization  for  the  furtherance 
of  the  practice  of  internal  medicine;  to  study  the  scientific, 
economic,  social,  and  political  aspects  of  medicine  in  order 
to  secure  and  maintain  the  highest  standards  of  practice 
in  internal  medicine;  and  to  cooperate  with  other  organiza- 
tions of  like  purposes. 


Secretary-Treasurer  of  the  Texas  Society  of  Internal 
Medicine,  Dr.  Leonard  J.  Flohr  of  Dallas  (left),  is  pic- 
tured receiving  a certificate  from  Dr.  Elbert  L.  Persons 
(right),  president  of  the  national  society,  when  the  so- 
ciety was  accepted  as  a component  of  the  American 
Society  of  Internal  Medicine  recently. 

The  original  officers  of  the  society  are  as  follows:  Dr. 
W.  W.  Bondurant,  Jr.,  San  Antonio,  president;  Dr.  Jesse 
Hofer,  Houston,  vice-president;  and  Dr.  Leonard  Flohr, 
Dallas,  secretary-treasurer.  The  society’s  annual  meeting  was 
held  in  conjunction  with  that  of  the  Texas  Academy  of 
Internal  Medicine,  December  4-5,  in  San  Antonio. 

New  society  officers  are  Dr.  David  Carter,  Dallas,  presi- 
dent-elect, and  Dr.  Leonard  J.  Flohr,  Dallas,  secretary- 
treasurer.  Dr.  DeWitt  H.  Hotchkiss,  Houston,  became  presi- 
dent. 

Academy  officers  serving  since  December  are  Drs.  Robert 
Mitchell,  Plainview,  president;  H.  Grady  Bevil,  Beaumont, 
vice-president;  Sam  Arnett,  Lubbock,  secretary-treasurer;  and 
H.  T.  Engelhardt,  Houston,  president-elect. 

Colgate  Enters  Ethical  Drug  Field 

The  Colgate-Palmolive  Company  and  Lakeside  Labora- 
tories, Inc.,  have  announced  that  an  agreement  has  been 
made  for  Colgate  to  acquire  Lakeside  Laboratories,  Inc., 
in  exchange  for  Colgate  stock.  This  acquisition  marks  Col- 
gate’s entry  into  the  ethical  drug  field. 
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Exhibits  From  Gastroenterology, 

AMA  Meetings  in  Film  Series 

Outstanding  exhibits  from  the  1958  meetings  of  the 
American  Medical  Association  and  the  World  Conference 
of  Gastroenterology  are  featured  in  Issue  III  of  "Exhibits- 
on-Film,”  a service  of  Lakeside  Laboratories,  Inc.  The  film- 
strips are  available  to  all  medical  colleges  and  county,  state, 
and  regional  medical  societies  free  of  charge. 

The  series  is  designed  to  provide  medical  students  and 
physicians  throughout  the  nation  with  the  opportunity  to 
view  for  themselves  a selection  of  distinguished  medical 
exhibits  at  the  major  conventions.  Issue  III  of  "Exhibits- 
on-Film”  includes  three  filmstrips. 

The  filmstrips  may  be  obtained  by  writing  Helen  Martin, 
Executive  Secretary,  "Exhibits-on-Film,”  Lakeside  Labora- 
tories, Inc.,  1707  East  North  Avenue,  Milwaukee  1,  Wis. 


Academy  of  Arts  and  Sciences 
Sponsors  Monograph  Prizes 

The  American  Academy  of  Arts  and  Sciences  again  is 
sponsoring  its  Monograph  Prize  Program  in  I960.  Three 
$1,000  prizes  will  be  awarded  to  the  authors  of  unpublished 
monographs — one  each  in  the  fields  of  the  humanities, 
social  sciences,  and  physical  and  biological  sciences. 

A monograph  is  defined  for  the  purposes  of  these  awards 
as  a "scholarly  contribution  to  knowledge,  too  long  for  an 
article  in  a learned  journal  and  too  specialized  for  a gen- 
eral book.”  Recipients  of  these  prizes  will  be  expected  to 
make  their  own  arrangements  for  publication.  The  final 
date  in  I960  for  receipt  of  manuscripts  by  the  committee 
on  awards  is  October  1.  Announcement  of  the  awards  will 
be  made  in  December. 

Full  details  concerning  these  prizes  may  be  secured  on 
request  by  sending  a stamped  self-addressed  envelope  to 
the  Committee  on  Monograph  Prizes,  American  Academy 
of  Arts  and  Sciences,  280  Newton  Street,  Brookline  Station, 
Boston  46. 


Medical  Officers  Get  Pay  Raise 

The  United  States  Civil  Service  Commission  announced 
recently  it  has  authorized  federal  agencies  to  increase  the 
entrance  pay  rates  for  classification  act  medical  officer 
positions  in  all  specializations  to  the  top  salary  steps  in 
grades  GS-11  through  17.  The  new  rates  became  effective 
in  November  for  both  present  employees  and  new  ones  in 
more  than  1,400  medical  positions  throughout  the  govern- 
ment. 

The  action  was  taken  because  the  government  was  un- 
able to  obtain  needed  physicians  to  fill  these  jobs  at  former 
pay  rates  and  was  experiencing  acute  shortages  in  several 
agencies.  It  will  result  in  pay  raises  totaling  an  estimated 
$720,840. 


New  Head  for  College  of  Physicians 

The  American  College  of  Physicians’  Board  of  Regents 
has  announced  the  appointment  of  Dr.  Edward  C.  Rosenow, 
Jr.,  of  Los  Angeles  as  the  executive  director  of  the  college, 
beginning  January  1.  He  will  succeed  Edward  R.  Loveland, 
who  retired  December  31,  after  nearly  35  years  of  service 
as  executive  secretary  of  the  college. 


Dr.  Rosenow  formerly  was  executive  director  of  the  Los 
Angeles  County  Medical  Association  and  clinical  professor 
of  medicine  at  the  University  of  Southern  California,  Uni- 
versity of  California  School  of  Medicine,  and  the  College  of 
Medical  Evangelists,  Los  Angeles. 


Dr.  Peavy  Accepts  Appointment 
As  Commissioner  of  Health 

Dr.  J.  E.  Peavy  of  Austin  was  apointed  December  13  to 
the  position  of  commissioner  of  health  for  the  State  De- 
partment of  Health  to  fill  the  unexpired  term  vacated  by 
Dr.  Henry  Holle.  Dr.  Peavy  had  been  serving  as  interim 
commissioner  of  health  since  April. 

Before  that  time,  he  was  director  of  the  Division  of 
Communicable  Diseases  of  the  Department  of  Health.  He 
has  been  with  the  department  for  20  years.  He  received 
his  doctor  of  medicine  degree  from  Baylor  University  Col- 
ege  of  Medicine  in  Dallas  in  1935.  He  is  certified  by  the 
American  Board  of  Preventive  Medicine. 


CORRECTION:  TONSILS  AND  POLIO 

The  attitude  of  the  State  of  Washington  Department  of 
Health  toward  elective  nose  and  throat  surgery  during 
epidemics  of  poliomyelitis  has  been  clarified  by  the  chief 
of  the  Division  of  Epidemiology,  Dr.  W.  R.  Giedt  of 
Seattle. 

In  commenting  upon  a statement  in  table  1 of  the 
article  "Tonsils — Take  Them  or  Leave  Them”  by  Dr. 
Homer  B.  Field  published  in  the  April,  1959,  Texas  State 
Journal  of  Medicine  (page  26l),  Dr.  Giedt  says  that  the 
official  view  in  Washington  might  be  more  properly  sum- 
marized as:  "No  general  directive  or  regulation.  Upon  spe- 
cific request,  a recommendation  might  be  made  to  postpone 
elective  nose  and  throat  surgery  during  an  active  epidemic.” 

Drug  Addicts  Now  Younger 

Drug  addiction  may  no  longer  be  as  widespread  as  it 
once  was,  but  its  victims  today  are  much  younger  than  be- 
fore according  to  the  September  issue  of  Patterns  of  Disease, 
published  by  the  Parke,  Davis  & Company  for  the  medical 
profession.  The  publication  traces  the  decline  of  drug  addic- 
tion from  an  all-time  high  of  195,000  in  1915  to  70,000 
about  20  years  ago  to  its  present  low  level  of  46,000. 
Where  the  addict  of  20  years  ago  was  bordering  on  middle 
age,  however,  he  is  today  "probably  a male  in  his  middle 
20’s  who  has  been  addicted  to  heroin  since  he  was  about 
20,”  says  the  publication. 


Proctology  Academy  Sponsors  Contest 

The  International  Academy  of  Proctology  is  sponsoring 
its  annual  cash  prize  and  certificate  of  merit  award  contest 
for  1959-1960.  The  best  unpublished  contribution  on  proc- 
tology or  allied  subjects  will  be  awarded  $100  and  a 
certificate  of  merit. 

All  entries  are  limited  to  5,000  words,  must  be  typewrit- 
ten in  English,  and  submitted  in  five  copies.  All  entries 
must  be  received  by  February  1.  They  are  to  be  addressed 
to  Dr.  Alfred  J.  Cantor,  International  Academy  of  Proctol- 
ogy, 147-41  Sanford  Avenue,  Flushing  55,  N.  Y. 
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TMA  Library  Report 

The  statistical  report  for  the  Memorial  Library  of  the 
Texas  Medical  Association  shows  an  increase  in  the  usage 
by  the  membership.  It  is  the  desire  of  the  library  staff  that 
more  members  will  avail  themselves  of  the  services  offered 
by  the  library. 

Several  new  films  have  been  added  during  the  past  year 
and  more  will  be  available  in  the  coming  months.  Films 
are  available  for  showing  to  local  medical,  auxiliary,  and 
lay  groups,  as  well  as  for  personal  use.  Film  listings  may 
be  secured  by  writing  the  Memorial  Library,  Texas  Medical 
Association,  1801  North  Lamar  Boulevard,  Austin. 

The  1959  library  report  follows: 


Circulation 


1958 

1959 

Reprints 

Journals 

14,542 

17,140 

Single  

7,384 

7,458 

Bound  

909 

1,215 

Books  

1,197 

1,304 

Total  24,032  27,117 


★ Books 


Books  Newly  Acquired 


Anderson,  Miles  H.;  Bechtol,  Charles  O.;  and  Raymond 
E.  Sollars:  Clinical  Prosthetics  for  Physician  and  Therapists, 
Springfield,  111.,  Charles  C Thomas,  1959. 

Bonica,  John  J. : Clinical  Application  of  Diagnostic  and 
Therapeutic  Nerve  Block,  Springfield,  111.,  Charles  C Thom- 
as, 1959. 

Boyd,  William:  Pathology  for  the  Physician,  ed.  6, 
Philadelphia,  Lea  and  Febiger,  1958. 

Feldman,  Sandor  S. : Mannerisms  of  Speech  and  Gestures 
in  Everyday  Life,  New  York,  International  University  Press, 
1.959. 

Guttmacher,  Alan  F. : Babies  by  Choice  or  by  Chance, 
Garden  City,  N.  Y.,  Doubleday,  1959. 

Johnson,  Harry  J.:  Guide  to  Better  Health,  Englewood- 
Cliffs,  N.  J.,  Prentice-Hall,  1959. 

Katz,  Louis  N.;  Jeremiah  Stamler;  and  Ruth  Pick:  Nu- 
trition and  Atherosclerosis,  Philadelphia,  Lea  and  Febiger, 
1958. 

Lewin,  Phillip:  Boot  and  Ankle,  ed.  4,  Philadelphia,  Lea 
and  Febiger,  1959. 

Lotspeich,  William  D.:  Metabolic  Aspects  of  Renal  Func- 
tion, Springfield,  111.,  Charles  C Thomas,  1959. 

Stowens,  Daniel:  Pediatric  Pathology,  Baltimore,  Wil- 
liams and  Wilkins,  1959. 

Quimby,  Edith  H.;  Sergei  Feitelberg;  and  Silver,  S.: 
Radioactive  Isotopes  in  Clinical  Practice,  Philadelphia,  Lea 
and  Febiger,  1958. 

Stevenson,  George,  and  Milt,  Harry:  Master  Your  Ten- 
sions and  Enjoy  Living  Again,  Englewood,  N.  J.,  Prentice- 
Hall,  1959. 


Reference  Requests  and  Films 


Requests  

3,048 

3,199 

Films  

993 

1,148 

Inter-Office  

No  Record 

99 

Photostats  of  material  borrowed . . 

102 

Bibliographies  

36 

Voisin,  Andre:  Soil,  Grass  and  Cancer,  Health  of  Ani- 
mals and  Men  Is  Linked  to  the  Mineral  Balance  of  the 
Soil,  New  York,  Philosophical  Library,  1959. 

Watkins,  Arthur  L.:  Manual  of  Electrotherapy,  Phila- 
delphia, Lea  and  Febiger,  1959. 


Gifts  from  Texas  Medical  Association  Members 


Journals  8,833 

Books  1,726 

Reprints  267 

Pamphlets 19 

Bound  journals 15 

Instrument  case  1 

Record  1 


Total 10,862 


Book  Notes 

Action  of  Radiation  of  Tissues; 

An  Introduction  to  Radiotherapy 

A.  LACASSAGNE,  Chief  of  Service  of  Pasteur  Institute,  Director 
of  the  Radium  Institute  ( Biological  and  Therapeutic  Sections ) , 
and  G.  GRICOUROFF,  Chief  of  the  Laboratory  of  the  Curie 
Foundation  (Radium  Institute).  Translated  by  Clarence  C. 
Lushbaugh,  M.  D.  and  Gretchen  R.  Riese,  M.S.,  Los  Alamos 
Scientific  Laboratory,  University  of  California,  ed.  2.  199 
pages.  $6.25.  New  York  and  London,  Grune  and  Stratton, 
1958. 


Gifts  to  the  Library 

Mrs.  J.  W.  Ward,  Greenville,  39  journals  and  5 books. 
Dr.  James  O.  Chambers,  Fort  Worth,  200  journals  and 
128  books. 

Dr.  William  P.  Morgan,  Austin,  290  journals. 

Dr.  Allen  H.  Neighbors,  Jr.,  Austin,  118  journals. 

Dr.  Georgia  F.  Legett,  Austin,  42  journals. 

Dr.  G.  K.  Womack,  Austin,  70  journals  and  3 bound 
journals. 

Dr.  Robert  W.  Loveless,  Bastrop,  25  books. 

Dr.  Hyman  J.  Kaplan,  Beaumont,  16  books. 


This  valuable  little  book  presents  to  the  reader  a sum- 
mary of  the  significant  worldwide  contributions  to  the 
field  of  experimental  radiophysiology,  correlating  them  with 
clinical  and  histologic  observations  of  the  effects  on  man. 

It  was  originally  published  in  French  in  1941,  and  has 
since  been  revised  and  translated  into  English.  Ideas  on  the 
biological  action  of  radiation  locally  and  to  large  areas  of 
the  body  complete  with  clinical  and  histological  observa- 
tions are  presented.  Individual  organs  and  areas  are  dis- 
cussed separately.  The  bibliography  is  complete. 

This  book  should  be  helpful  to  students  of  the  subject 
and  also  to  the  practicing  physician  who  will  need  this 
information  more  and  more  as  the  atomic  age  develops. 

— R.  N.  Snider,  M.D.,  Austin. 
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Diagnostic  Medical  Parasitology 

Edward  K.  Markell,  Ph.D.,  M.D.,  and  Marietta  Voge, 
Ph.D.,  Assistant  Professors  of  Infectious  Diseases,  Division  of 
Parasitology  and  Tropic  Diseases,  Department  of  Infectious 
Diseases,  School  of  Medicine,  University  of  California,  Los 
Angeles.  276  pages.  $7.  Philadelphia  and  London,  W.  B. 
Saunders  Company,  1958. 

This  book  is  an  excellent  combination  of  textbook  and 
laboratory  manual.  It  is  designed  primarily  for  medical 
students  and  would  be  suitable  when  parasitology  is  pre- 
sented as  an  independent  course  or  when  it  is  integrated 
with  other  subjects  in  which  infectious  agents  are  considered 
in  relation  to  organ  systems.  It  also  will  be  of  great  value 
to  the  laboratory  technologist  in  training. 

Some  of  the  sections  found  in  this  book  include  the 
following:  stool  examinations;  intestinal  protozoa  and  hel- 
minths; parasites  of  the  blood,  genitourinary  tract,  and  tis- 
sues; arthropods;  pseudoparasites;  special  diagnostic  meth- 
ods; and  stains.  The  photographs  and  drawings  in  the  book 
are  outstanding;  those  dealing  with  malaria  are  in  color. 
There  are  keys  to  intestinal  helminths  and  microfilarias 
given,  and  there  also  is  an  index. 

The  Care  of  the  Geriatric  Patient 

E.  V.  CowDRY,  Ph.D.,  Sc.D.  (Hon.),  Director  of  Wernse 
Cancer  Research  Laboratory,  Washington  University  School 
of  Medicine;  Chairman  of  the  Medical  and  Scientific  Commit- 
tee, American  Society  for  the  Aged,  Inc.  438  pages.  $8.  St. 
Louis,  C.  V.  Mosby  Company,  1958. 

This  is  an  important  addition  to  the  growing  references 
on  geriatric  medicine  and  care.  The  first  five  chapters  are 
an  outgrowth  of  a symposium  on  the  care  of  geriatric 
patients  held  by  the  Los  Angeles  County  Medical  Associa- 
tion in  1955.  These  papers  dealt  with  the  psychological, 
medical,  and  surgical  aspects  of  old  age  care.  To  these  are 
added  chapters  on  other  specialties.  Each  contributor  is  an 
authority.  The  chapters  on  nursing  homes,  care  of  the  pa- 
tient in  his  home,  and  rehabilitation  are  particularly  out- 
standing and  timely.  They  should  be  helpful  to  community 
groups  and  committees  organized  for  geriatric  care.  The 
emphasis  is  placed  on  what  can  be  done  by  the  physician 
today  to  meet  the  particular  needs  of  the  old  person. 

The  Care  of  the  Patient 
In  Surgery  Including  Techniques 

Edythe  Louise  Alexander,  R.N.,  B.S.,  M.A.,  Director  of 
Nursing  Service  and  Principal  of  the  School  of  Nursing, 
Lutheran  Medical  Center,  Brooklyn,  N.  Y.  ed.  3.  840  pages. 
$12.75.  St.  Louis,  C.  V.  Mosby  Company,  1958. 

This  is  an  excellent  book  concerned  primarily  with  op- 
erating room  procedures  and  armamentarium.  It  is  of  par- 
ticular value  to  the  young  surgeon  and  nurse.  The  book 
contains  many  excellent  drawings  and  photographs  which 
greatly  add  to  the  over-all  excellence  of  the  book.  It  is 
highly  recommended  to  all  persons  interested  in  surgery 
and,  especially,  to  those  who  provide  and  maintain  the 
sterile  conditions  necessary  for  the  success  of  any  operation. 

So  You  Have  Glaucoma 

Everett  R.  Veirs,  M.D.,  Chief  of  Ophthalmology,  Scott  and 
White  Clinic,  Temple.  64  pages.  $2.75.  New  York  and 
London,  Grune  and  Stratton,  1958. 

This  book  by  Dr.  Veirs  is  a comprehensive  and  note- 
worthy achievement  in  many  ways. 

In  the  first  place,  it  conveys  a considerable  array  of  tech- 
nical information  in  the  simplest  terms  understandable  by 
the  layman  for  whom  the  book  is  intended,  and  presum- 
ably given  free  to  Dr.  Veirs’  patients.  The  book  is  about 


the  chief  of  the  blinding  diseases,  glaucoma,  found  in  2 per 
cent  of  all  persons  over  40,  of  whom  only  one-fourth  are 
getting  eye  care.  In  our  rapidly  growing  incidence  of  the 
aged,  this  fact  merits  special  attention  and  early  diagnosis. 
Therefore,  patient’s  cooperation  is  stressed. 

Secondly,  salient  and  up-to-date  facts  about  anatomy, 
physiology,  pathology,  and  treatment  of  glaucoma  are  pre- 
sented in  a succinct  and  well  organized  manner,  and  such 
difficult  topics  as  ophthalmoscopy,  visual  fields,  gonioscopy, 
and  tonography  are  adequately  explained. 

Thirdly,  this  book  meets  the  growing  challenge  for  bet- 
ter public  relations  on  our  physicians’  part.  Of  course, 
partly  the  public  is  to  blame  for  not  supporting  medical 
education  adequately  so  that  more  and  better  distributed 
medical  care  is  available  to  it.  We  physicians  fail  to  do  our 
share  in  the  matter  of  taking  the  patient  into  our  confidence 
about  his  ailments.  We  fail  to  give  due  consideration  to  the 
fact  that  our  patients  often  are  anxious,  confused,  and  be- 
wildered sufferers,  who  sometimes  have  to  wait  needlessly 
long  in  our  waiting  rooms.  Because  we  are  hurried,  the 
patient  hesitates  to  ask  questions  and  gets  inadequate  ex- 
planations from  us  about  his  troubles  and  the  procedures  we 
use.  In  desperation,  he  turns  to  quacks  and  charlatans  and 
magazines  and  newspapers  for  his  information  which  is 
often  inaccurate. 

This  is  a well  accomplished  task. 

— Morris  Davidson,  M.D.,  Austin. 

A History  of  Neurology 

WALTHER  Riese,  M.D.,  Associate  Professor  of  Psychiatry 
and  Neurology;  Associate  Professor  of  the  History  of  Medi- 
cine, Chairman  of  the  Department  of  the  History  of  Medicine, 
Medical  College  of  Virginia,  Richmond.  Foreword  by  Felix 
Marti-Ibanez,  M.  D.,  Editor-in-Chief  of  MD  Medical  News- 
magazine. 223  pages.  $4.  New  York,  MD  Publications,  Inc., 
1959. 

One  has  only  to  scan  through  the  175  references  in  the 
bibliography  of  this  book  to  appreciate  the  amount  of  work 
that  has  gone  into  the  compilation  of  this  book.  The  treat- 
ment of  the  early  history  in  such  a manner  as  to  make  it 
interesting  and  to  tie  it  in  with  our  modern  concepts 
was  done  in  a skillful  manner. 

More  illustrations  would  have  added  to  the  interest  of 
the  book,  but  it  also  would  have  added  materially  both  to 
size  and  cost  of  the  publication.  The  most  helpful  feature 
in  the  book  is  the  neurological  chronology  tying  together 
periods  with  specific  people  and  their  relation  to  the  gov- 
ernments, culture,  and  general  developments  affecting  the 
times  in  which  these  people  lived.  Some  of  the  periods 
covered  were  the  Roman  Empire,  Renaissance,  French 
Revolution,  and  American  Revolution.  The  French  Revolu- 
tion, for  example,  gave  birth  to  the  idea  of  citizenship, 
philosophy  of  disease,  therapy,  hospital  care,  and  the  first 
formulation  of  the  rights  and  duties  of  the  mentally  sick. 
In  our  own  American  Revolution,  Benjamin  Rush  was  a 
powerful  representative  of  early  American  psychiatry,  and 
he  was  a great  boon  to  its  development. 

It  was  interesting  to  see  how  Galen  (130-210  A.D.) 
distinguished  between  sensory  and  motor  nerves,  and  he 
knew  that  transection  of  the  cord  would  destroy  both 
motor  and  sensory  functions  below  this  level,  but  he  still 
failed  to  distinguish  between  the  motor  functions  of  the 
anterior  roots  and  the  sensory  functions  of  the  posterior 
roots  of  the  spinal  cord.  It  remained  for  Francois  Magendie 
(1783-1855)  to  discover  that  the  posterior  roots  were  sen- 
sory and  that  the  anterior  roots  were  connected  with  move- 
ment or  motor  effects. 

Pierre  Paul  Broca  discovered  the  centers  of  speech  and 
was  the  first  to  localize  speech  in  the  posterior  part  of  the 
third  frontal  convolution  of  the  left  hemisphere.  He  was 


TEXAS  State  Journal  of  Medicine,  JANUARY,  1960 


61 


followed  by  Carl  Wernicke,  who  extended  the  understand- 
ing of  localization  of  lesions  in  cases  of  aphasia. 

Comparative  neurology  did  not  become  a reality  until 
Edinger  Ludwig  (1855-1918)  adopted  a Darwinian  scheme 
and  classification  of  cerebral  structures  which  he  divided 
phylogenetically  into  old  and  recent  ones  and  enunciated 
a theory  of  nervous  diseases  due  to  wear  and  tear. 

The  closing  of  this  review  pays  homage  to  our  own 
Harvey  Cushing  (1864-1939),  for  he  took  the  accumulated 
knowledge  of  neuroanatomy  and  neuropathology  and  con- 
currently with  Fedor  Krause  added  neurosurgery.  Thus  he 
expanded  the  knowledge  of  both  neuroanatomy  and  pathol- 
ogy to  the  point  of  systematic  and  comprehensive  classifica- 
tion of  brain  tumors  with  the  practical  application  of  clin- 
ical prognosis.  It  was  through  this  work  that  Conheim 
developed  the  thesis  that  the  more  immature  a given  tissue 
the  more  malignant  it  will  be.  In  recent  years,  the  work  on 
parkinsonism  has  added  another  historical  accomplishment. 
Many  more  avenues  of  study  and  progress  are  in  being,  but 
the  reviewer  is  acutely  aware  that  proper  evaluation  must 
stand  the  test  of  time  for  accurate  estimates  of  their  worth. 
For  those  who  like  to  know  where  we  have  been  and  get 
a glimpse  of  where  we  are  going,  this  book  is  worth  while 
and  interesting  to  read. 

— Joe  C.  Rude,  M.  D.,  Austin. 

Maternity 

Frederick  W.  Goodrich,  Jr.,  M.D.,  130  pages.  $1.75. 
Englewood-Cliffs,  N.  J.,  Prentice-Hall,  Inc.,  1959. 

Designed  as  a supplement  for  her  doctor’s  care,  this 
small  handbook  will  give  the  expectant  mother  a better 
understanding  of  pregnancy  and  childbirth.  Dr.  Goodrich 
discusses  the  prospective  mother’s  emotional  adjustment  to 
pregnancy,  her  first  visit  to  the  doctor,  the  physical  exam- 
ination, and  what  she  should  know  about  the  Rh  factor. 

He  gives  a brief  description,  with  diagrams,  of  the  de- 
velopment of  the  baby,  a summary  of  arguments  for  both 
breast  feeding  and  bottle  feeding,  advice  on  some  of  the 
problems  of  pregnancy,  as  well  as  valuable  information  on 
how  to  distinguish  between  ordinary  symptoms  of  preg- 
nancy and  real  danger  signals  which  should  be  reported  to 
the  doctor. 

The  concluding  chapter  is  addressed  to  the  husbands  and 
stresses  some  "do’s”  and  don’t’s”  that  they  should  follow. 
The  style  of  the  book  is  natural  and  the  advice  presented 
is  in  simple,  concise  terms  as  if  the  author  were  talking  di- 
rectly to  the  reader. 

Textbook  of  Pediatrics 

Edited  by  Waldo  E.  Nelson,  M.D.,  D.Sc.,  Professor  of 
Pediatrics,  Temple  University  School  of  Medicine;  Medical 
Director  of  Saint  Christopher's  Hospital  for  Children,  ed.  7. 
1462  pages.  $16.50.  Philadelphia  and  London,  W.  B.  Saun- 
ders Company,  1959- 

Dr.  Waldo  E.  Nelson  is  considered  one  of  the  outstand- 
ing pediatricians  in  the  world  today.  He  is  eminently  quali- 
fied to  edit  such  a textbook  as  this.  This  textbook  has  been 
used  in  a majority  of  the  medical  schools  in  teaching  pro- 
grams. It  is  in  constant  use  by  pediatric  interns  and  resi- 
dents, and  no  pediatrician  would  attempt  to  practice  pedi- 
atrics without  having  this  authoritative  book  close  by  for 
reference.  The  editor  and  the  contributors  have  made  a 
noble  effort  again  in  this  seventh  edition  to  serve  the  stu- 
dent and  practitioner  in  a more  complete  understanding  of 
medical  problems  dealing  with  infants  and  children. 

There  are  completely  new  chapters  by  new  contributors, 
or  new  hands  working  with  authors  of  the  preceding  edi- 
tions which  deal  with  the  following  subjects:  clinical  ap- 


praisal of  infants  and  children,  parenteral  fluid  therapy, 
drug  therapy,  anesthesia,  prenatal  rickettsial  diseases,  my- 
cotic infections,  the  respiratory  tract,  the  nervous  system, 
convulsive  disorders,  cerebral  palsy,  and  orthopedic  pedi- 
atrics. In  addition,  there  are  several  new  sections  including 
tropical  eosinophilia,  kala-azar,  cirrhosis  of  the  liver  in 
Indian  children,  pulmonary  ventilation  in  health  and  dis- 
eases, behavior  problems  assoicated  with  organic  brain 
damage,  and  the  physician  and  the  child  with  a handicap. 
Throughout  the  book  there  has  been  a "word-by-word” 
revision  or  reappraisal. 

This  new  edition  is  certain  to  warrant  coninued  use  by 
the  medical  profession. 

— Donald  H.  McDonald,  M.D.,  Abilene. 

Chemistry  of  Blood  Coagulation 

PAUL  Morawitz,  Marburg.  Translated  by  Robert  C.  Hart- 
mann, M.D.,  and  Paul  F.  Guenther,  M.A.,  Ph.D.,  from  the 
Departments  of  Medicine  and  German,  Vanderbilt  University, 
Nashville,  Tenn.  194  pages.  S4.50.  Springfield,  111.  Charles 
C Thomas,  1957. 

This  is  a book  of  the  recent  advances  in  the  field  of 
blood  coagulation  and  should  be  of  value  as  background 
material.  The  glossary  explains  part  of  the  terminology 
now  obsolete  and  the  42  page  bibliography  gives  a picture 
of  the  various  theories  developed  on  coagulation  in  the  late 
nineteenth  and  early  twentieth  centuries. 

Ideals  in  Medicine 

Vincent  Edmunds,  M.D.,  M.R.C.P.,  and  C.  Gordon  Scor- 
er, M.B.E.,  M.D.,  F.R.C.S.  192  pages.  $3.  Chicago,  Christian 
Medical  Society,  1958. 

Dr.  Edmunds  and  Dr.  Scorer  along  with  11  other  con- 
tributors have  created  a book  especially  directed  to  the 
final  year  students  in  medicine  and  younger  qualified  men 
in  this  field.  Some  of  the  topics  discussed  include  the 
outlook  of  the  Christian,  matters  of  personal  standards,  re- 
lationship of  the  family  doctor  to  his  patients,  ethical 
problems  in  medical  practice,  and  the  satisfaction  which  a 
doctor  derives  from  his  work. 


| ORGANIZATIOnB|mm| 


★ American 

Medical  Association 


Dallas  Rests  After  Duties 
As  Host  to  AMA  Session 

A total  of  5,827  persons  attended  the  first  American 
Medical  Association  clinical  session  ever  to  be  held  in  Dal- 
las, December  1-4.  Of  these  2,817  were  physicians  and 
3,010  guests. 

Special  features  of  the  meeting  were  the  first  national 
conference  on  the  medical  aspects  of  sports,  a day  long 
program  on  the  effect  of  sunlight  on  skin,  a special  trans- 
Atlantic  audio  conference  between  physicians  here  and  in 
Glasgow,  Scotland,  closed-circuit  color  television  broadcasts, 
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Doctors  enjoyed  the  chili  and  tamales  at  the  South- 
western Hospitality  Suite,  courtesy  of  the  Austex  Foods, 
Inc.,  of  Austin. 


a presentation  by  Dr.  Hubertus  Strughold,  professor  of 
space  medicine  at  the  School  of  Aviation  Medicine,  Ran- 
dolph Air  Force  Base,  and  a record  number  of  industrial 
and  scientific  exhibits  displayed  in  the  Memorial  Audi- 
torium. 

More  than  200,000  visitors  attended  the  week  long  Dal- 
las Health  Fair  held  November  29-December  6 — the  larg- 
est health  fair  to  be  held  in  the  United  States  and  the  sec- 
ond to  be  held  in  conjunction  with  the  clinical  meeting  of 
the  American  Medical  Association.  It  was  sponsored  by  the 
Dallas  County  Medical  Society  and  was  open  to  the  public. 

Aims  of  the  fair  were  ( 1 ) to  present  factual  health 
information  to  the  public;  (2)  to  attract  young  people  to 
careers  in  medicine  and  allied  fields;  and  (3)  to  promote 
closer  relationship  between  physicians  and  patients. 

Some  130  exhibits  prepared  by  the  AMA,  allied  health 
groups,  and  voluntary  health  agencies  were  on  display. 
One  of  the  largest  was  a walk-through  exhibit  depicting 
the  varied  departments  and  personnel  which  make  up  the 
modern  hospital. 

Highlights  of  the  meeting  for  the  women  attending  were 
a luncheon  and  Neiman-Marcus  style  show  honoring  the 
presidents  of  the  AMA  and  the  Woman’s  Auxiliary  and  a 
concert  by  the  Dallas  Symphony  played  for  all  visitors  at 
the  clinical  meeting  as  a memorial  to  the  late  Dr.  E.  H. 
Cary  of  Dallas. 

Texans  were  proud  to  have  a part  in  tl?e  Southwestern 
Hospitality  Suite,  located  in  the  Skyway  Suite  of  the 
Adolphus  Hotel,  open  December  1-3,  from  11:30  until  2 
p.m.  In  addition  to  Texas,  other  sponsors  of  the  suite  were 
the  Arizona  Medical  Association,  Arkansas  Medical  Society, 
Louisiana  State  Medical  Society,  New  Mexico  Medical  So- 
ciety, and  Oklahoma  State  Medical  Association. 

At  the  suite,  a buffet  luncheon  for  the  delegates  was 
served  each  day  featuring  specialty  foods  from  each  state. 
Texas  treats  included  hot  tamales  and  chili  furnished  by 
Austex  Foods,  Inc.  and  fresh  orange  and  grapefruit  juice 
and  5 pound  bags  of  grapefruit  courtesy  of  the  Citrus  In- 
dustry of  Texas. 

Texas  was  one  of  the  co-sponsors  for  a hospitality  hour 
December  2,  after  which  Texas  delegates  played  host  to 
other  delegates  and  their  wives  at  a banquet,  co-sponsored 
by  Blue  Cross-Blue  Shield.  Entertainment,  which  included 
a western  band  complete  with  singers  and  dancers,  was 
furnished  by  the  Charles  O.  Finley  and  Company,  which 
provided  the  same  entertainment  for  the  Medical  Executives 
dinner.  Merck,  Sharp  & Dohme  provided  favors  for  the 
delegates  dinner. 


House  of  Delegates 
Reaffirms  "Free  Choice" 


Resolutions  introduced  by  Texas  delegates  on  the  sub- 
jects of  free  choice  of  physician,  relative  value  studies,  re- 
lationships between  physicians  and  hospitals,  and  interna- 
tional medical  research  figured  prominently  in  the  Amer- 
ican Medical  Association’s  House  of  Delegates  at  its  De- 
cember, 1959,  meeting  in  Dallas. 

The  1959  clinical  meeting  marked  the  induction  of  a 
Texas  delegate,  Dr.  Milford  O.  Rouse  of  Dallas,  as  vice- 
speaker of  the  House. 

Texas  delegates  presented  five  resolutions  at  Dallas,  in- 
cluding four  that  were  adopted  by  the  Executive  Board  of 
the  Texas  Medical  Association  in  September,  1959. 

A Texas  resolution  supporting  the  principle  of  bilateral 
free  choice  in  all  plans  of  medical  care  was  one  of  four 
introduced  on  the  general  subject.  The  House  of  Delegates 
subsequently  clarified  and  strengthened  its  position  on  the 
issue  by  stating  "unequivocally  that  the  American  Medical 
Association  firmly  subscribes  to  freedom  of  choice  of 
physician  and  free  competition  among  physicians  as  being 
prerequisites  to  optimal  medical  care.”  The  House  further 
pointed  out  that  "the  benefits  of  any  system  which  provides 
medical  care  must  be  judged  on  the  degree  to  which  it 
allows  of,  or  abridges,  such  freedom  of  choice  and  such 
competition.” 

Twelve  resolutions,  including  one  from  Texas,  were  pre- 
sented on  the  subject  of  relationships  between  physicians 
and  hospitals.  The  objective  of  the  Texas  resolution  was 
achieved  when  the  House  affirmed  rhe  1951  guides  to 
"Relationships  between  Physicians  and  Hospitals,”  and 
declared  that  all  subsequent  or  inconsistent  actions  were 
considered  superseded. 

The  House  of  Delegates  reworded  a Texas  resolution 
which  cited  the  fact  that  the  dissemination  of  information 
on  relative  value  studies  is  an  educational  project  only 
with  no  endorsement  and  stipulated  that  each  state  and 
county  society  should  be  free  to  consider  it  or  not.  The 
Texas  resolution  pointed  out  that  medical  societies  consider- 
ing these  studies  should  be  fully  cognizant  of  possible 
eventual  use  of  relative  value  schedules  by  third  parties  in 
establishing  fixed  fees. 

The  action  of  the  House  of  Delegates  approved  in  prin- 
ciple the  conducting  of  relative  value  studies  by  each 
state  medical  association,  rather  than  by  nationwide  or 
regional  studies  by  the  AMA,  and  authorized  its  Committee 
on  Medical  Practices  to  assist  those  states  desiring  to  under- 
take the  studies. 

The  House  also  gave  favorable  attention  to  another  Texas 
resolution  endorsing  the  principle  of  medical  research  by 


Senator  Lyndon  B.  Johnson  (left)  of  Texas  and  Rep- 
resentative Sam  Rayburn  (center),  speaker  of  the  House 
of  Representatives,  were  greeted  at  the  American  Medi- 
cal Association's  Clinical  Session  by  Dr.  E.  Vincent  Askey 
(right),  President-Elect  of  the  association. 
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any  individual  organization  that  has  adequate  funds  and 
personnel,  but  opposing  a measure  before  the  eighty-sixth 
Congress,  H.  J.  R.  41,  which  would  institute  a federal 
program  of  international  medical  research  at  an  initial  cost 
of  $50,000,000.  The  Texas  resolution  opposed  H.  J.  R. 
41  "as  being  unnecessary,  impractical,  and  undesirable  as  a 
new  avenue  of  foreign  aid.” 

The  AMA  House  subsequently  voted  to  take  no  action 
for  approval  of  this  legislation  until  an  over-all  assessment 
can  be  made  of  proposals  which  presently  are  before 
Congress  dealing  with  domestic  and  international  medical 
research. 

No  action  was  taken  on  a fifth  Texas  resolution  which 
asked  the  American  Medical  Association  to  go  on  record 
as  approving  H.  J.  R.  23,  eighty-sixth  Congress.  H.  J.  R. 
23  proposes  an  amendment  to  the  Constitution  of  the 
United  States  relative  to  abolishing  personal  income,  estate, 
and  gift  taxes,  and  prohibiting  the  United  States  govern- 
ment from  engaging  in  business  in  competition  with  its 
citizens.  Though  no  action  was  adopted  on  that  resolution, 
the  AMA  House  of  Delegates  did  reaffirm  action  taken  in 
1952  "favoring  an  amendment  to  the  Constitution  of  the 
United  States  limiting  the  taxing  power  of  the  Federal  gov- 
ernment.” 

AMA’s  House  of  Delegates  approved  a special  commit- 
tee to  prepare  a scholarship  program  for  medical  students 
and  to  study  other  aspects  of  medical  education. 

The  House  recommended  that  the  special  committee  be 
given  a staff  and  funds  so  that  it  can  make  its  first  report 
at  the  I960  annual  meeting.  The  committee  was  asked  to 
"present  a scholarship  program,  its  development,  admin- 
istration and  the  role  of  the  American  Medical  Association 
in  fulfilling  it.” 

Speaking  at  the  opening  session  of  the  House  were  two 
nationally  known  political  leaders  from  Texas.  Senator 
Lyndon  B.  Johnson,  majority  leader  in  the  United  States 
Senate,  called  for  a "politics  of  unity”  which  will  enable 
Americans  to  exert  strength  and  determination  in  an  effort 
to  create  a world  in  which  all  men  can  be  free.  Speaker  of 
the  United  States  House  of  Representatives,  Sam  Rayburn, 
urged  greater  attention  to  the  task  of  educating  young 
people  in  the  principles  of  American  government  and  giv- 
ing them  a desire  to  perpetuate  it. 

Also,  speaking  at  the  Tuesday  morning  session  of  the 
House  was  Dr.  Louis  M.  Orr,  Orlando,  Fla.,  AMA  Presi- 
dent, who  urged  the  nation’s  physicians  to  take  a more 
active  interest  in  the  whole  area  of  politics,  public  affairs, 
and  community  life.  Dr.  Orr  also  asked  physicians  and 


Fresh  orange  and  grapefruit  juice  was  supplied  at  the 
Southwestern  Hospitality  Suite  by  the  Citrus  Industry  of 
Texas.  Other  states  sponsoring  the  suite  included  Ari- 
zona, Arkansas,  Louisiana,  New  Mexico,  and  Oklahoma. 


medical  societies  to  do  a more  effective  job  of  telling  medi- 
cine’s positive  story,  adding  that  "if  more  people  knew  more 
about  the  things  we  support  and  encourage,  they  would 
listen  to  us  much  more  carefully  about  those  occasional 
things  that  we  oppose.” 

Dr.  Chesley  M.  Martin  of  Elgin,  Okla.,  was  named  the 
1959  General  Practitioner  of  the  Year  for  his  outstanding 
contributions  to  the  health  and  civic  affairs  of  his  home 
community.  Dr.  Martin,  who  has  practiced  in  Elgin  for 
the  past  44  years,  was  the  thirteenth  recipient  of  the  annual 
award  and  the  first  Oklahoman  to  be  so  honored. 

Texans  Help  Write  "AMA  News" 

The  AMA  News,  the  biweekly  newspaper  published  by 
the  American  Medical  Association  and  now  starting  its 
second  year  of  publication,  at  present  has  five  correspond- 
ents in  Texas. 

These  correspondents  cover  the  key  sources  of  medical 
information  in  this  state  for  the  newspaper.  Blair  Justice 
of  the  Fort  Worth  Star-Telegram  began  working  for  the 
AMA  News  when  the  first  issue  was  published  September 
22,  1958.  Since  that  time,  four  other  correspondents  have 
been  added  in  Texas.  They  are  Miss  Helen  Bullock  of  the 
Dallas  Morning  News;  Miss  Marjorie  Clapp  of  the  San 
Antonio  Light;  Tom  Thorpe  of  the  Houston  Chronicle; 
and  Mrs.  Laura  Reesby  of  the  Galveston  Daily  News  and 
Tribune. 

All  the  correspondents  have  experience  in  the  field  of 
medical  reporting  and  have  the  approval  of  the  Texas 
Medical  Association. 


^ Woman’s  Auxiliary 


Accident  Problem  Is 
Auxiliary  Project 


Accidents  with  injuries  occur  at 
the  rate  of 

1 every  3 seconds 
1,100  every  hour 
26,300  every  day 
184,500  every  week 
9,600,000  every  year 


"Accidents  will  happen!”  Two  hundred  or  more  acci- 
dents occur  every  10  minutes,  and  of  these,  two  will  have 
fatal  consequences.  Unless  the  pattern  is  changed  in  I960, 
our  injury-fatality  record  from  accidents  will  be  the 
highest  we  have  ever  had. 

That  is  why  the  Woman’s  Auxiliary  to  the  Texas  Medi- 
cal Association  has  taken  a hand  in  accident  prevention.  It 
considers  the  problem  as  part  of  its  program  of  health  edu- 
cation, the  solution  as  part  of  its  public  relations  or  com- 
munity service. 

The  accident  problem  may  be  described  as 

Physical : conditions  of  roads,  vehicle  and  equipment 
maintenance,  rules  and  regulations. 

Intellectual-,  understanding  traffic,  comprehending 
the  need  for  public  and  personal  controls. 
Psychological : behavior,  attitudes,  motivations  of  in- 
dividuals and  groups. 
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Sociological : complex  living  conditions  in  urban  cen- 
ters, changing  modes  in  transportation. 

Spiritual:  reverence  for  life,  individual  respect  for 
others. 

Medically,  the  problem  is  salvage:  emergency  medi- 
cal care,  human  repair. 

The  Auxiliary’s  Committee  on  Safety  has  pointed  the 
way  to  various  avenues  for  accident  prevention  study — 
personal,  in  the  home,  in  relation  to  children,  about  traf- 
fic, and  in  the  community — making  use  of  a variety  of 
tools  such  as  motion  picture  films  and  pamphlets. 

Furthermore,  the  Auxiliary’s  safety  program  is  related  to 
other  Auxiliary  activities  and  can  be  promoted  in  conjunc- 
tion with  them.  For  example: 

Public  relations  and/or  community  service : com- 
munity health  and  safety,  driver  education,  poison 
control  centers. 

Legislation : driver  license  law,  better  traffic  courts, 
drinking  driver  problem. 

Annual  physical  examination : physical  fitness,  good 
vision,  personal  health  card  for  information  on 
drivers. 

Civil  defense : first  aid,  sanitation  and  health  meas- 
ures necessary  in  disaster,  supplies. 

Mental  health:  maturity,  attitudes  of  courtesy  and 
cooperation,  respect  for  the  other  driver. 
Recruitment:  GEMS  (trained  baby  sitters),  careers 
in  research. 

Science  fair:  projects  in  traffic  and  home  safety,  dis- 
aster protection,  cars  of  the  future. 

The  Auxiliary  is  inviting  others  interested  in  safety  to 
join  in  an  around  the  calendar  observance  of  accident  pre- 
vention with  an  appropriate  topic  and  tip  for  each  month. 
January  brings  winter  and  weather  hazards — "Weather  con- 
ditions do  not  cause  accidents.  Guess  who?”  February  is  for 
motor  manners — "Put  heart  into  your  driving.”  As  the 
year  goes  by,  June  brings  vacation  safety — "We  take  our 
accidents  with  us.”  Finally  at  year’s  end  is  November  with 
pedestrian  safety — "Don’t  learn  safety  by  accident,”  and 
December’s  holiday  safety — "Don’t  be  a Scrooge  with 
safety;  share  it!” 

Just  as  every  member  of  the  Woman’s  Auxiliary  is  in- 
vited to  share  in  this  safety  effort,  so  are  members  of  the 
Texas  Medical  Association,  every  month  of  the  year  I960. 

— Mrs.  Emmett  Essin,  Sherman, 

Safety  Chairman,  Woman’s  Auxiliary 
to  Texas  Medical  Association. 


County  Societies 


County  Society  Briefs 

Dr.  F.  J.  L.  Blasingame,  executive  vice-president  of  the 
American  Medical  Association  in  Chicago,  formerly  of 
Wharton,  was  guest  speaker  at  a special  meeting  of  the 
Travis  County  Society,  December  7.  Dr.  Blasingame  pre- 
sented a summary  roundup  of  significant  items  affecting 
medicine  on  the  national  scene.  In  addition  to  members 
of  the  society  and  their  wives,  invitations  were  extended 
to  members  of  the  Austin  District  Dental  Society,  District 
7 of  the  Texas  Medical  Association,  and  the  Texas  Medical 
Association  staff. 

American  medicine  will  always  cure  its  own  headaches 


best  in  the  marketplace,  not  in  political  bills  pouring  out 
of  Washington,  according  to  Dr.  Blasingame,  who  outlined 
the  view  of  the  American  Medical  Association. 

"I  don’t  trust  any  mechanism  but  competition,”  the  AMA 
executive  commented  concerning  the  Forand  Bill.  "The  bill 
does  not  solve  the  problem  of  medical  care  for  our  old 
people — it  just  makes  it  a political  rather  than  medical 
issue.” 

"If  the  problem  were  10  times  as  acute  as  it  really  is, 
it  still  would  not  justify  this  solution,”  Dr.  Blasingame 
pointed  out.  "I  think  we  can  make  a tragic  mistake  if  we 
treat  the  aged  as  a group  separated  from  society.  Besides 
there  are  many  older  people  who  are  not  covered  by  social 
security  and  they  are  ignored  completely  by  the  bill.” 

Medical  progress  over  the  past  59  years  has  made  the 
whole  American  Social  Security  outlook  old-fashioned,  the 
former  Wharton  physician  said. 

The  Dallas  County  Society  met  in  joint  session  with  the 
St.  Paul  Hospital  Medical  Staff  October  13  in  the  Medical 
Arts  Building  Auditorium  in  Dallas.  Dr.  Floyd  A.  Norman, 
president  of  the  society,  presided. 

Dr.  George  Aldredge,  Dallas,  president  of  the  St.  Paul 
Medical  Staff,  made  comments  about  the  hospital.  A sci- 
entific program  on  "Tuberculosis— New  Problems  and  Di- 
agnosis,” was  presented  by  Dr.  Lynn  C.  Christianson, 
Dallas. 

"On  Call  to  a Nation,”  a portrayal  of  socialized  medicine 
in  England,  was  the  program  feature  of  the  November  9 
meeting  of  the  Potter-Randall  Counties  Society  in  Amarillo. 

A budget  listing  an  income  of  $17,507.86  and  an  ex- 
penditure of  $11,678.00  was  adopted  by  the  society.  Both 
income  and  expenses  include  monies  received  and  paid  out 
for  the  Texas  Medical  Association  and  Panhandle  District 
Medical  Society  dues. 

The  Harris  County  Medical  Society  met  January  13  at 
the  Jesse  Jones  Library  auditorium  for  the  installation  of 
I960  officers.  Dr.  R.  W.  Kimbro  of  Cleburne,  chairman 
of  the  Board  of  Trustees  of  the  Texas  Medical  Association, 
was  the  guest  speaker.  New  officers  of  the  society  include 
Dr.  Robert  K.  Blair,  president-elect;  Dr.  Jasper  Arnold, 
vice-president;  Dr.  Charles  W.  Klanke,  secretary;  and  Dr. 
Lester  Karotkin,  treasurer;  all  of  Houston.  Dr.  Wendell 
H.  Hamrick,  Houston,  became  president  of  the  society. 

Dr.  Charles  Pearre  Hawkins  of  Fort  Worth  was  awarded 
the  Tarrant  County  Society’s  coveted  gold-headed  cane,  De- 
cember 15.  Some  220  members  of  the  society  and  guests 
at  the  ninth  annual  gold-headed  cane  banquet  honored  the 
physician,  who  has  been  practicing  medicine  in  Fort  Worth 
since  1920.  The  cane  was  presented  by  Dr.  DeWitt  Neigh- 
bors, last  year’s  recipient. 

Dr.  Hawkins  was  cited  for  his  long  and  honorable  service 
to  the  community — the  first  20  years  as  a general  practi- 
tioner and  since  1940  as  a specialist  in  obstetrics  and  gyne- 
cology. He  has  been  chief  of  staff  at  Harris  Hospital,  in 
addition  to  serving  as  head  of  the  hospital’s  section  of  ob- 
stetrics and  gynecology. 

In  presenting  Dr.  Hawkins  to  the  society,  Dr.  Neighbors 
said,  "The  faith  of  our  fathers  has  been  a daily  guide  in 
his  life.  He  is  a sincere  and  dependable  friend,  an  interest- 
ing companion,  a devoted  family  man,  a generous  citizen 
of  the  community  with  his  means  and  services.” 

State  Attorney  General  Will  Wilson  was  the  principal 
speaker  at  the  event.  He  urged  the  doctors  present  and  their 
society  to  help  keep  down  health  costs.  He  cited  today’s 
problem  "as  the  upward  spiral  of  costs  which  daily  drive 
the  public  to  seek  more  governmental  hospitalization.” 

"I  would  charge  you  today  that  the  path  of  patriotism 
for  you  as  a practitioner  lies  in  assuming  a greater  responsi- 
bility for  the  cost  of  health,”  said  Attorney  General  Wilson. 

"More  people  in  Texas  ought  to  be  encouraged  to  buy 
health  and  hospital  insurance.  The  only  way  to  do  this  is 
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to  keep  the  premiums  within  reach.  The  only  way  to  pre- 
vent a further  expansion  of  governmental  hospitalization 
and  care  is  to  keep  health  costs  down,”  he  said. 

The  Tarrant  County  Society  met  November  3 for  dinner 
and  a business  meeting.  The  society  voted  to  change  the 
annual  membership  dues  from  $110  to  $125.  Dr.  Hobart 
O.  Deaton,  chairman  of  the  board  of  Trustees,  spoke  to 
the  society  briefly  giving  a run-down  on  the  balance  of  the 
budget  for  the  last  several  years. 
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Fort  Worth  Hotels  Accepting 
Annual  Session  Reservations 


Hotels  and  motels  in  Fort  Worth  are  accepting  reserva- 
tions for  the  annual  session  of  the  Texas  Medical  Associa- 
tion, scheduled  for  April  9-12.  Requests  for  accommoda- 
tions should  be  sent  to  the  hotel  or  motel  of  choice,  to- 
gether with  an  indication  of  arrival  and  departure  times, 
type  of  facility  desired,  and  persons  who  will  occupy  the 
room  and  their  position  in  relation  to  the  Association  or 
the  session.  The  Fort  Worth  Chamber  of  Commerce  will 
act  as  a clearinghouse  for  location  of  accommodations  if 
the  hotel  or  motel  is  already  filled. 

Committee  meetings,  the  first  meeting  of  the  House  of 
Delegates,  and  a few  special  events  are  set  for  Saturday, 
April  9.  A number  of  specialty  societies,  reference  com- 
mittees and  the  House  of  Delegates  itself,  beginning  activi- 
ties of  the  Woman’s  Auxiliary,  and  memorial  services  will 
be  featured  on  Sunday,  April  10.  Monday  and  Tuesday 
will  be  full  of  refresher  courses,  general  meetings,  section 
and  specialty  society  programs,  and  motion  pictures,  with 
the  final  meeting  of  the  House  of  Delegates  Tuesday  after- 
noon, alumni  banquets  Monday,  fraternity  parties  and  the 
President’s  party  Tuesday  night.  Scientific  and  technical 
exhibits  will  be  on  display  from  Sunday  noon  through 
Tuesday,  and  the  Auxiliary  will  have  a full  program  begin- 
ning Sunday. 

Headquarters  for  the  Association  will  be  Hotel  Texas; 
for  the  Woman’s  Auxiliary,  the  Hilton  Hotel.  Scientific 
events  will  be  held  at  both  of  those  hotels  and  at  the 
Worth  Hotel.  Bedrooms  at  Hotel  Texas  are  being  blocked 
out  for  reservations  by  guest  speakers,  delegates,  and  mem- 
bers of  boards,  councils,  and  committees  until  March  1,  at 
which  time  any  rooms  remaining  will  be  assigned  on  a 
first  come,  first  served  basis. 

Dr.  George  Y.  Siddons  of  Fort  Worth,  chairman,  and 
Dr.  J.  M.  Burnett  of  Fort  Worth,  co-chairman,  head  the 
local  Hotels  Committee,  which  is  serving  under  the  gen- 
eral supervision  of  the  Committee  on  General  Arrangements 
with  Dr.  Joseph  H.  Steger  as  chairman. 

Hotels  and  motels  suggested  for  use  by  Texas  Medical 
Association  visitors  to  Fort  Worth,  with  addresses  and 
twin  bedroom  rates,  follow: 

Hotels 

Hilton  Hotel,  601  Main,  $9.50-512.50. 

Holiday  Inn  Hotel,  U.S.  Highways  80  and  183  West,  P.  O.  Box 
12217,  $11. 

Loring  Hotel,  3101  Camp  Bowie,  $7.50-$8.50. 

Texas  Hotel,  815  Main,  $8.50-$  16. 

Westbrook  Hotel,  408  Main,  $7-$9- 

Western  Hills  Hotel,  6451  Camp  Bowie,  $9  up. 

Western  Hills  Inn,  U.S.  Highway  183  and  F.M.  157.  Box  356. 
Euless,  $ 1 1 up. 

Worth  Hotel,  310  W.  Seventh,  $9.50-$ll. 


Motels 

City  Center,  3520  Camp  Bowie,  S8-S9- 
Desert  Village  Motel,  6651  Camp  Bowie,  $9-$12. 
Downtown  Motel,  600  N.  Henderson,  $ 1 0-S 1 2 (double). 
Landmark  Lodge,  7501  Bankhead  Highway,  $9- 
Park  Plaza  Motel,  1815  E.  Lancaster,  S7-S13.50. 

Rio  Motel,  6600  Camp  Bowie. 


Facilities  for  Negroes 

Flint  Hotel,  310  E.  Thirteenth. 

Ranch  House  Hotel,  910  Jones. 

Reservations  in  private  homes  can  be  secured  by  writing  the 
Housing  Chairman,  Texas  Medical  Association  Annual  Session,  700 
Throckmorton,  Fort  Worth. 

The  Council  on  Annual  Session  and  representatives  of 
the  scientific  sections  and  related  specialty  organizations 
met  in  Fort  Worth  January  10  to  make  final  plans  for 
the  annual  session  program.  With  an  imposing  slate  of 
guest  speakers  committed  for  the  program  and  the  arrange- 
ments for  other  participants  and  events  outlined  at  the 
January  10  meeting,  the  chairman  of  the  council,  Dr.  L. 
Bonham  Jones  of  San  Antonio,  predicts  an  exceptionally 
strong,  attractive  session. 


Association  Membership  Directory 
To  Be  Completed  in  February 

A hard  back  directory  listing  all  members  of  the  Texas 
Medical  Association  is  being  published  by  the  Blue  Cross- 
Blue  Shield  of  Texas  and  the  Texas  Medical  Association. 
It  is  scheduled  to  be  completed  by  February.  The  book 
will  be  mailed  free  of  charge  to  members  of  the  Associa- 
tion. 

The  membership  will  be  listed  in  two  ways:  the  front 
section  of  the  directory  will  contain  an  alphabetical  listing 
of  members  and  the  back  section  will  group  members  by 
cities.  The  front  section  will  give  the  names  of  Association 
members,  as  well  as  their  addresses,  phone  numbers,  and 
specialties. 

This  is  the  third  directory  published  by  Blue  Cross-Blue 
Shield  of  Texas  listing  the  membership  of  the  Association. 


Dr.  John  Browder  Spiller,  a Houston  radiologist  and 
clinical  pathologist  for  the  past  35  years,  died  October  31, 
1959,  after  having  a heart  attack  in  his  office. 

Dr.  Spiller  was  a member  of  the  first  graduating  class  of 
Rice  Institute  in  1916.  In  1920  he  received  his  doctor  of 
medicine  degree  from  the  University  of  Texas  Medical 
Branch  at  Galveston.  He  was  born  at  Old  Danville  in 
Montgomery  County  December  18,  1893. 

Dr.  Spiller  held  memberships  in  various  medical  organ- 
izations. He  was  a member  of  the  Harris  County  Medical 
Society,  the  Texas  Medical  Association,  the  Southern  Medi- 
cal Association,  and  the  Radiological  Society  of  North 
America.  He  also  belonged  to  the  Second  Presbyterian 
Church,  the  Arabia  Temple  Shrine,  and  the  Phi  Beta  Pi 
medical  fraternity.  He  was  a lieutenant  colonel  and  bat- 
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talion  surgeon  in  the  Texas  State  Guard  Association  and 
a veteran  of  World  War  I. 

Members  of  the  family  who  survive  include  his  wife; 
a son,  Dr.  W.  F.  Spiller  of  Houston;  five  sisters,  Mrs. 
Allie  Smith  and  Mrs.  Nat  Davis,  both  of  Conroe,  and 
Miss  Bess  Spiller,  Mrs.  A.  E.  Garrott,  and  Mrs.  Errol  E. 
Tyree,  all  of  Esperanza;  two  brothers,  J.  R.  Spiller  of 
Houston  and  Dr.  William  F.  Spiller  of  Galveston;  and  one 
granddaughter,  Jan  Browda  Spiller. 

DR.  EDMUND  D.  JONES 

Dr.  Edmund  Dennis  Jones,  Beaumont,  died  October  23, 
1959,  of  a heart  attack. 

One  of  the  founders  of  the  Texas  Academy  of  General 
Practice,  Dr.  Jones  was  born  at  Starks,  La.,  October  13, 
1905.  He  attended  South  Park  Junior  College  (now  Lamar 
College)  at  Beaumont  and  Baylor  University  at  Waco,  and 
was  graduated  in  1935  from  Baylor  University  College  of 
Medicine  at  Dallas.  After  an  internship  at  the  Akron  City 
Hospital  at  Akron,  Ohio,  Dr.  Jones  served  a residency  in 
surgery  at  this  same  hospital,  was  an  interim  resident 
in  surgery  at  the  Children’s  Hospital,  also  at  Akron,  and 
later  did  residencies  in  diseases  of  the  eye,  ear,  nose,  and 
throat  at  Wayne  County  General  Hospital  and  at  the  Wil- 
liam F.  Seymour  Hospital,  both  at  Eloise,  Mich.  He  began 
his  practice  of  medicine  at  Beaumont  in  1938,  continuing 
until  1941,  when  he  was  enlisted  in  active  military  duty 
as  a medical  reserve  officer.  After  returning  to  Beaumont 
in  1947,  he  was  a company  physician  for  Mobil  Oil  Com- 
pany (then  Magnolia). 

Dr.  Jones  was  a member  of  the  Jefferson  County  Medical 
Society,  the  Texas  Medical  Association,  the  Texas  Academy 
of  General  Practice,  the  American  Medical  Association,  the 
Association  of  Military  Surgeons  of  the  United  States,  the 
American  Academy  of  General  Practice,  Beaumont  Academy 
of  Medicine,  and  was  a member  of  the  board  of  directors  of 
the  Beaumont  Municipal  Hospital.  Before  coming  to  Texas, 
he  had  been  a member  of  the  Summit  (Ohio)  County 
Medical  Society  and  the  Ohio  State  Medical  Association.  He 
was  a member  of  the  First  Baptist  Church,  a lieutenant 
colonel  in  the  Army  Reserves,  and  was  a member  of  the 
board  of  directors  of  Boys’  Haven. 


The  physician  is  survived  by  his  wife,  Mrs.  Anne  Don- 
nelly Jones  of  Tucson,  Ariz.;  five  sisters,  Mrs.  R.  A.  Mc- 
Cowen,  Mrs.  Lottie  Morse,  Mrs.  Elton  Tribble,  and  Mrs. 
Robert  Brand,  all  of  Beaumont,  and  Mrs.  George  W.  Go- 
ings of  Houston;  and  two  brothers,  H.  Minor  Jones  of 
Beaumont  and  J.  Kirby  Jones  of  Port  Arthur. 


CORRECTION:  DR.  D.  LEON  SANDERS 

Dr.  D.  Leon  Sanders  of  Wills  Point,  whose  death  was 
reported  in  the  December  issue  of  the  Journal,  page  985, 
died  October  1,  1959,  instead  of  October  8 as  indicated 
previously.  Dr.  Sanders  succumbed  to  hypostatic  pneumonia, 
myocarditis  and  cardiac  failure,  arteriosclerotic  heart  disease, 
and  chronic  nephritis  less  than  3 hours  before  his  eighty- 
eighth  birthday.  City  health  officer  of  Wills  Point  for  45 
years,  Dr.  Sanders  was  secretary  of  the  Van  Zandt  County 
Medical  Society  for  38  years. 


DR.  SALVADOR  L.  BOCCELATO 

Dr.  Salvador  Leon  Boccelato,  San  Antonio,  was  killed 
November  6,  1959,  by  his  own  automobile  after  pushing 
his  wife  from  the  path  of  the  moving  vehicle.  The  freak 
accident  occurred  on  the  steep  driveway  at  the  doctor’s 
home,  where  his  car  was  parked.  Mrs.  Boccelato  was  stand- 
ing behind  the  automobile  when  it  began  rolling  backward. 
Dr.  Boccelato  pushed  his  wife  to  safety  but  was  caught 
under  the  car.  He  suffered  a laceration  of  the  brain  with 
subarachnoid  hemorrhage. 

The  son  of  Joseph  and  Josephine  Boccelato,  the  physician 
was  born  on  July  6,  1889,  at  New  Orleans.  His  preliminary 
education  was  received  at  Memphis,  Tenn.,  and  in  1913 
he  was  graduated  from  the  University  of  Tennessee  School 
of  Medicine.  He  served  an  internship  at  St.  Joseph’s  Hos- 
pital in  Memphis.  At  the  University  of  Tennessee,  Dr. 
Boccelato  was  assistant  teacher  of  anatomy  and  obstetrics. 
He  practiced  at  Memphis  from  1913  until  1925  and  at 
Tampa,  Fla.,  from  1925  until  1931  before  going  to  San 
Antonio.  He  specialized  in  obstetrics  and  gynecology.  Dur- 
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ing  World  War  I he  served  a year  in  Italy  with  the  Army 
Medical  Department. 

Dr.  Boccelato’s  memberships  included  the  Bexar  County 
Medical  Society,  the  Texas  Medical  Association,  the  South- 
ern Medical  Association,  and  the  American  Medical  Associ- 
ation. He  was  a Catholic,  a 40  & 8 Chef  de  Gare,  and  a 
past  commander  of  the  American  Legion.  His  leisure  hours 
were  spent  reading  histories  and  biographies.  He  was  dec- 
orated in  World  War  I with  the  Croix  de  guerre. 

Survivors  include  his  wife,  the  former  Miss  Rosary 
Demarco  of  Shelby,  Miss.,  whom  he  married  in  April,  1922. 


DR.  G.  NELSON  FURBECK 

Dr.  George  Nelson  Furbeck,  San  Antonio  State  Hospital 
psychiatrist,  died  October  22,  1959. 

A native  of  Albany,  N.  Y.,  Dr.  Furbeck  was  born  Feb- 
ruary 19,  1904,  the  son  of  George  Warren  and  Abbie  L. 
(Mitchell)  Furbeck.  His  preliminary  education  was  received 
at  Mt.  Hermon,  Mass.,  and  Altamont,  N.  Y.,  schools,  with 
later  academic  training  at  New  York  University.  He  was 
graduated  with  a doctor  of  medicine  degree  from  the 
Universidad  Nacional  de  Mexico,  D.  F.,  in  1932,  interning 
at  the  General  Hospital  of  Mexico  in  Mexico,  D.  F.,  and 
the  Charity  Hospital  of  Louisiana  at  New  Orleans.  Dr. 
Furbeck  later  received  postgraduate  training  at  Tulane  Uni- 
versity of  Louisiana  at  New  Orleans  and  the  University  of 
North  Carolina  at  Chapel  Hill. 

Dr.  Furbeck  began  his  work  in  medicine  as  a general 
practitioner  in  1933  in  Minatitlan,  Vera  Cruz,  Mexico. 
Changing  to  internal  medicine  2 years  later,  he  returned 
to  Mexico  City  where  he  practiced  12  years.  In  1951  he 
went  to  Jennings,  La.,  (the  Jeff  Davis-Alien  Parish)  as 
public  health  physician.  From  there  he  moved  to  Tangipa- 
hoa Parish  in  Hammond,  La.,  where  he  stayed  until  1955. 
That  year  he  received  certification  in  public  health  from 
the  American  Board  of  Preventive  Medicine. 

Branching  out  into  psychiatry  in  July  of  1955,  he  joined 
the  staff  of  the  East  Louisiana  State  Hospital  at  Jeckson, 
La.,  and  after  a year  moved  to  Bay  City,  where  he  became 
director  of  the  Fort  Bend-Matagorda  County  Health  Depart- 
ment. Since  August  of  this  year,  he  had  been  on  the  State 


Dr.  G.  NELSON  FURBECK 


Hospital  staff  in  San  Antonio.  Dr.  Furbeck  served  as  captain 
with  the  Army  Medical  Corps  for  3 Vi  years  during  which 
time  he  was  stationed  in  North  Africa  and  the  South 
Pacific. 

Active  in  medical  circles  during  his  years  of  practice, 
Dr.  Furbeck  belonged  to  the  Texas  Medical  Association 
through  the  Wharton-Jackson-Matagorda-Fort  Bend  Coun- 
ties Medical  Society,  the  American  Medical  Association,  the 
American  Society  of  Tropical  Medicine,  the  American  As- 
sociation of  Public  Health  Physicians,  and  the  American 
Assocaition  for  the  Advancement  of  Science.  He  was  a 
fellow  of  the  American  Public  Health  Association  and  the 
American  College  of  Preventive  Medicine.  An  elder  in  the 
Presbyterian  Church,  Dr.  Furbeck  was  a member  of  several 
Masonic  bodies  and  the  American  Legion. 

In  1933  Dr.  Furbeck  married  the  former  Miss  Irma 
Cousins  of  New  Orleans.  They  had  two  daughters,  Phyllis 
Abbie  of  San  Antonio,  and  Irma  Ann,  now  Mrs.  Wilton 
A.  Lee,  of  New  Orleans,  La.  All  three  survive. 


DR.  WILLIAM  M.  BRUMBY 

Dr.  William  McDuffie  Brumby,  Houston,  one  of  the 
founders  of  the  Texas  Tuberculosis  Association  and  first 
president  of  the  State  Board  of  Health,  died  November  29, 
1959. 

The  retired  physician  was  born  in  1866  in  Delhi,  La., 
where  he  attended  common  schools.  He  also  attended  the 
University  of  Alabama  and  was  a graduate  of  the  Tulane 
University  Medical  School  at  New  Orleans.  After  practicing 
for  7 years  with  his  father  in  Delhi,  he  went  to  Houston 
in  1896.  In  1900  he  was  appointed  city  health  officer  and 
in  1907,  he  wrote  the  state  sanitary  code.  With  modifica- 
tions, this  code  remains  in  effect. 

Dr.  Brumby  fought  smallpox  and  yellow  fever  epidemics 
in  those  early  days  and  was  credited  by  many  as  being  the 
first  health  officer  in  the  country  to  carry  on  tuberculosis 
testing  of  dairy  herds.  His  greatest  achievement,  he  stated 
at  one  time,  was  halting  the  influx  of  tuberculosis  patients 
to  Texas.  As  state  health  officer  he  found  that  hundreds 
of  persons  with  tuberculosis  were  coming  to  Texas  to  get 
the  benefit  of  West  Texas  climate.  Dr.  Brumby  maintained 
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that  each  county  should  care  for  its  own,  and  after  carry- 
ing his  fight  to  the  International  Congress  on  Tuberculosis 
in  Washington,  D.  C,  eastern  states  began  building  their 
own  hospitals  and  taking  back  the  tuberculosis  patients 
they  had  sent  to  Texas.  Dr.  Brumby  retired  from  medical 
practice  4 years  ago. 

An  active  participant  throughout  the  years  of  various 
medical  societies,  Dr.  Brumby  had  held  membership  in  the 
Texas  Medical  Association  since  1904,  serving  two  dif- 
ferent terms  as  chairman  of  the  Sections  on  State  Medicine 
and  Public  Hygiene.  He  was  elected  to  honorary  member- 
ship in  the  state  organization  in  1940.  Dr.  Brumby  also 
had  belonged  to  the  Harris  County  Medical  Society  and 
previously  had  held  membership  in  the  Travis  County 
Society  and  the  McLennan  County  Society.  He  was  a fellow 
of  the  American  College  of  Surgeons  and  a member  of  the 
American  Medical  Association.  He  attended  the  Trinity 
Episcopal  Church  in  Houston. 

Members  of  the  family  who  survive  include  his  wife, 
Mrs.  Lila  Kirby  Brumby;  three  daughters,  Mrs.  Anna  Har- 
ris of  Los  Angeles,  Mrs.  Courteney  White  of  Denver,  and 
Mrs.  Lila  Brown  of  Dallas;  a son,  B.  R.  Brumby  of  Corpus 
Christi;  12  grandchildren;  and  two  great-grandchildren. 


DR.  MURDOCK  D.  FRY 

Dr.  Murdock  D.  Fry,  Dallas,  died  December  2,  1959- 

Born  at  Pike  on  August  13,  1887,  Dr.  Fry  was  gradu- 
ated from  Baylor  University,  Waco,  in  1912  and  taught 
physics  and  chemistry  in  Sherman  and  McKinney  schools 
before  deciding  to  become  a physician.  In  1922  he  was 
graduated  from  the  Baylor  University  College  of  Medicine, 
Dallas,  following  which  he  served  a year’s  internship  and 
another  year  as  resident  physician  and  member  of  the  teach- 
ing staff  at  Baylor  Hospital.  Dr.  Fry  started  his  practice  in 
Dallas  in  1924,  continuing  as  a general  practitioner  there 
until  his  death.  During  World  War  II,  he  taught  Red 
Cross  first  aid  and  gave  much  of  his  time  to  examining 
draftees  for  the  local  draft  board.  In  1949  he  was  named 
Dallas  County’s  Outstanding  Family  Doctor  of  the  Year. 

A member  of  the  Texas  Medical  Association  through 
the  Dallas  County  Medical  Society,  Dr.  Fry  belonged  to 
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the  American  Medical  Association.  He  was  a Mason  and  a 
member  of  Hella  Temple  Shrine,  the  Lakewood  Country 
Club,  Phi  Beta  Pi  medical  fraternity,  and  the  East  Dallas 
Christian  Church. 

Survivors  are  his  wife;  a son,  Dr.  Norman  Fry  of  New 
Orleans;  five  sisters,  Mrs.  A.  J.  Dimmick  of  Kingsville,  Mrs. 
B.  T.  Cheely  of  Kaufman,  Mrs.  L.  E.  Johnson  of  San  An- 
tonio, Mrs.  George  Gilmore  of  Leonard,  and  Mrs.  Hazel 
Chapman  of  Farmersville;  five  brothers,  C.  L.  Fry  and 
Hershel  Fry  of  Leonard,  Grady  L.  Fry  of  Paris,  Cecil  Fry 
of  Phoenix,  and  Lewis  Fry  of  McKinney;  and  two  grand- 
children. 


DR.  B.  C.  WALLACE,  JR. 

\ 

Dr.  Benjamin  Cicero  Wallace,  Jr.,  Waxahachie  internist, 
died  in  a Dallas  hospital  December  7,  1959,  of  heart 
disease. 

A native  of  Coolidge,  Dr.  Wallace  was  born  August  31, 
1909,  the  son  of  Benjamin  Cicero,  Sr.,  and  Mae  (McCoy) 
Wallace.  After  attending  schools  in  Coolidge,  Dr.  Wallace 
went  to  Simmons  University  at  Abilene  for  a year  and  to 
the  University  of  Texas  at  Austin  for  another  year.  He 
completed  his  academic  work  and  received  his  degree  in 
medicine  from  Tulane  University  at  New  Orleans.  Follow- 
ing his  graduation  in  1935  he  was  an  intern,  a resident, 
and  a fellow  in  medicine  at  Scott  and  White  Hospital  at 
Temple.  In  1942  he  joined  the  Air  Corps,  serving  with  the 
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rank  of  captain.  Upon  his  discharge  in  1946,  he  went  to 
Waxahachie,  where  he  opened  a private  practice  for  the 
first  time.  His  work  in  Waxahachie  continued  until  his 
death. 

A past  president  and  secretary  of  the  Ellis  County  Medi- 
cal Society,  Dr.  Wallace  also  belonged  to  the  Texas  Medical 
Association,  Texas  Heart  Association,  Texas  Diabetes  As- 
sociation, of  which  he  was  vice-president,  American  Medi- 
cal Association,  American  Heart  Association,  American  Col- 
lege of  Chest  Physicians,  American  Diabetes  Association, 
and  Fort  Worth  Internists  Club.  He  also  was  an  associate 
of  the  American  College  of  Physicians,  a fellow  of  the  Acad- 
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emy  International  of  Medicine,  and  formerly  had  been 
vice-president  of  the  Texas  Heart  Association,  president  of 
the  Scott  and  White  Alumni  Association,  and  medical  ad- 
viser for  the  Ellis  County  Heart  Association.  Dr.  Wallace 
belonged  to  the  Central  Presbyterian  Church,  the  Lions 
Club,  and  Theta  Kappa  Psi  fraternity.  His  leisure  hours 
were  taken  up  with  hunting,  fishing,  golf,  and  woodwork. 

In  1936  Dr.  Wallace  and  the  former  Miss  Ora  Belle 
Barker  of  Waxahachie  were  married.  She  survives  as  do 
two  daughters,  Mollie  Sue  and  Karen  Jane,  both  of  Waxa- 
hachie; a sister,  Mrs.  Ruth  Tull  of  Coolidge;  and  a brother, 
Roy  B.  Wallace  of  Palestine. 


DR.  L.  W.  POLLOK 

/ 

Dr.  Lewis  William  Pollok,  Temple  surgeon,  died  Novem- 
ber 21,  1959. 

Born  February  11,  1880,  at  Danville,  Va.,  Dr.  Pollok 
attended  Danville  public  schools  and  was  an  honor  grad- 
uate of  the  Danville,  Va.,  Military  Institute.  A graduate 
also  of  the  University  of  Virginia  School  of  Medicine  at 
Charlottesville  in  1902,  he  interned  at  the  New  York  City 
Hospital.  Throughout  his  medical  career  he  attended  num- 
erous postgraduate  courses.  He  • also  was  the  author  of 
many  scientific  articles  on  a variety  of  subjects.  Dr.  Pollok 
practiced  at  Temple  from  1905  until  1948,  when  he  re- 
tired because  of  illness.  He  was  a partner  and  member  of 
the  staff  of  King’s  Daughters  Hospital.  During  World  War 
I,  Dr.  Pollok  was  chairman  and  physician  for  the  Temple 
Draft  Board.  He  also  was  health  officer  for  Temple  for  a 
brief  period. 

A member  of  the  Bell  County  Medical  Society  and  the 
Texas  Medical  Association  since  1906,  Dr.  Pollok  was 
elected  to  honorary  membership  in  the  latter  organization 
in  1952  and  was  chairman  of  the  group’s  Section  on  Sur- 
gery in  1944.  He  belonged  to  the  American  Medical  As- 
sociation and  was  a fellow  of  the  American  College  of  Sur- 
geons. He  was  a Presbyterian  and  enjoyed  golf. 

Dr.  Pollok  and  the  former  Miss  Katheryn  Geisel  were 
married  in  December,  1909,  in  New  York.  She  died  in 
October,  1958. 

Members  of  the  family  who  survive  include  one  son, 


Lewis  W.  Pollok,  Jr.,  of  Houston;  one  daughter,  Mrs. 
Alfred  Moorhouse  of  Center  Sandwich,  N.  H.;  four  grand- 
children, Lewis  Alfred  Moorhouse  of  Center  Sandwich, 
N.  H.,  and  Clemence,  Nancy  and  Lewis  William  Pollok, 
III,  all  of  Houston;  two  brothers,  Frank  Pollok  of  Lynch- 
burg, Va.,  and  Edgar  Pollok  of  Danville,  Va.;  and  one 
sister,  Mrs.  L.  D.  Sellers  of  Burkville,  Va. 


DR.  J.  G.  McCALL 

Dr.  John  Gordon  McCall,  Brady,  died  November  22. 
1959. 

Dr.  McCall  was  born  February  12,  1876,  at  Grand 
Chenir,  La.,  the  son  of  J.  M.  and  Harriett  (Gordon)  Mc- 
Call. He  attended  public  schools  in  Cameron  Parish,  La., 
and  was  a 1901  graduate  of  Tulane  University  Medical 
School  at  New  Orleans.  He  did  postgraduate  work  in  New 
Orleans,  Galveston,  Chicago,  and  New  York.  After  his 
graduation,  Dr.  McCall  practiced  at  Brady,  first  alone,  then 
in  partnership  with  Dr.  J.  S.  Anderson.  For  more  than  50 
years  Dr.  McCall  was  county  health  officer  of  McCulloch 
County,  retiring  from  this  post  in  1952.  He  also  was  local 
surgeon  for  the  Fort  Worth  and  Rio  Grande  and  the  Santa 
Fe  and  Frisco  Railroads.  A veteran  of  World  War  I,  Dr. 
McCall  was  a captain  with  the  Army  Medical  Corps.  Aside 
from  his  practice  of  medicine,  he  had  ranching  interests 
and  had  been  director  and  vice-president  of  the  Commercial 
National  Bank  of  Brady  for  over  25  years. 

A member  of  the  Texas  Medical  Association  since  1906, 
Dr.  McCall  was  elected  to  honorary  membership  in  this 
group  in  1954.  He  also  was  a member  of  the  Kimble- 
Mason-Menard-McCulloch  Counties  Medical  Society,  the 
District  4 Medical  Society,  and  the  American  Medical 
Association.  He  was  a Mason  and  Shriner,  served  as  an 
elder,  deacon,  and  trustee  of  the  Presbyterian  Church,  and 
was  a member  of  the  Rotary  Club. 

Dr.  McCall  married  the, former  Miss  Edna  Sheridan  in 
December,  1902.  She  survives  as  do  a daughter,  Mrs.  Harry 
L.  Curtis  of  Brady;  a brother,  Joe  J.  McCall  of  Brady;  and 
two  grandchildren,  Mrs.  John  A.  Ward,  III  of  Dallas  and 
Harry  Lamar  Curtis,  Jr.,  a ^tudent  at  Harvard  University, 
Cambridge,  Mass. 


DR.  L.  W.  POLLOK 


DR.  J.  G.  McCALL 
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Modern  Psychiatric  Revolution 

The  last  decade  has  witnessed  changes  in  the  plight  of 
the  mentally  ill  that  would  have  pleased  Philippe  Pinel, 
father  of  modern  psychiatry;  Dorthea  Dix,  the  American 
champion  of  the  mentally  ill;  and  even  Sigmund  Freud. 
Every  physician  and  most  laymen  are  well  aware  that  tran- 
quilizers are  reducing  hospital  stays,  even  obviating  them, 
and  aiding  in  the  rehabilitation  of  what  once  were  regarded 
as  hopeless  cases.  However,  the  magic  of  chemistry  is  but 
one  part  of  the  drama  that  makes  the  present  so  different 
from  the  past  that  one  must  conclude  a peaceful  revolution 
is  in  the  process  in  psychiatry. 

Commencing  with  World  War  II  with  its  many  4-F’s 
because  of  psychiatric  ailments  and  its  many  cases  of  com- 
bat fatigue,  as  well  as  frank  psychosis,  the  nation’s  attention 
was  reluctantly  focused  on  the  problem.  This  nation,  by  and 
large,  has  chosen  to  face  the  issue  squarely  and  with  de- 
termination to  do  something  about  it.  The  medical  profes- 
sion has  not  shirked  its  role,  of  necessity  a major  one,  and 
some  of  the  solutions  are  just  recently  becoming  evident  as 
trends  of  the  future.  World  War  II  forced  hundreds  of 
physicians  into  situations  requiring  that  they  cope  with  the 
mentally  ill.  As  a result  they,  like  Pinel,  became  interested, 
lost  their  fears  and  prejudices,  and  postwar  many  specialized 
in  psychiatry.  The  meteoric  rise  in  membership  of  the  Amer- 
ican Psychiatric  Association,  the  expansion  of  psychiatric 
residency  training  programs,  the  broadening  and  deepening 
of  the  curriculum  of  the  medical  students,  the  creation  of 
the  National  Institute  of  Mental  Health  and  its  pump 
priming  programs,  all  attest  to  the  response  of  the  medical 
profession. 
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With  the  increase,  almost  tenfold,  in  the 
number  of  trained  psychiatrists,  many  un- 
touched by  the  large  state  hospital  tradition,  an 
increasing  number  elected  to  go  into  private 
practice.  As  this  throng  diffused  to  smaller  and 
smaller  communities,  the  demand  for  hospital 
beds  increased.  The  boom  in  general  hospital 
construction  and  the  diffusion  of  the  psychi- 
atrist to  smaller  communities  coincided,  and 
aided  by  certain  conditions  stipulated  in  the 
Hill-Burton  act,  psychiatric  beds  overnight  came 
into  existence  where  none  existed  before.  In 
this  trend  Texas  has  led  the  nation,  pioneered 
by  such  individuals  as  Titus  Harris. 

Thus,  at  the  present  time,  more  patients  in 
Texas  are  being  treated  each  year  in  nonstate 
hospital  facilities  than  in  the  state  hospital 
system,  and  at  no  direct  expense  to  the  govern- 
mental agencies.  This  serves  the  multiple  role 
of  keeping  the  patient  close  to  home,  helping 
to  remove  the  stigma  of  mental  illness,  and 
shortening  the  patient’s  stay  in  the  hospital  and 
encouraging  follow-up  care  on  an  out-patient 
basis  locally. 

Too,  the  psychiatrist  of  today  has  changed; 
he  is  once  again  part  of  the  medical  community 
and  even  in  some  areas  takes  an  active  role  in 
the  county  medical  society. 

This  manner  of  dealing  with  the  mentally  ill 
has  highlighted  another  facet  of  the  problem, 
frequently  overlooked,  that  is,  the  economic 
side.  Today,  because  of  voluntary  health  insur- 
ance pioneered  in  Texas  as  Blue  Cross-Blue 
Shield,  the  base  of  those  treated  privately  is 
broadening  to  include  an  even  greater  percent- 
age of  the  population.  Large  corporations  have 
faced  the  problem  directly,  and  more  and  more 
are  insisting  that  their  group  hospitalization  in- 
surance programs  cover  mental  illness.  At  this 
moment,  greater  than  50  per  cent  of  the  pa- 
tients at  the  University  of  Texas  Medical 
Branch  Hospitals  are  able  to  be  private  patients 
largely  as  a result  of  hospitalization  insurance. 

The  state  hospital  system  has  not  failed  to 
participate  in  this  revolution.  Indeed,  many  in- 
stitutions are  in  a true  sense  becoming  hospitals 


once  again,  and  not — to  quote  the  Texas  Re- 
search League — "human  warehouses.”  With 
the  state  hospitals  forced  to  compete  for  per- 
sonnel of  all  types,  salaries  and  other  benefits 
have  been  raised  to  equal  the  financial  return 
of  private  practice,  or  at  least  the  Veterans  Ad- 
ministration hospitals,  and  many  competent, 
trained,  and  dedicated  individuals  have  an- 
swered their  call.  With  trained  personnel,  train- 
ing programs  have  been  instituted,  intensive 
treatment  centers  have  been  activated,  and 
along  with  the  mass  utilization  of  the  available 
tranquilizers,  which  have  controlled  behavior, 
the  whole  atmosphere  has  undergone  a com- 
plete transformation.  With  added  appropria- 
tions, new  buildings  have  replaced  those  a cen- 
tury old  or  older  that  perhaps  Dorthea  Dix  was 
instrumental  in  having  built  in  the  eighteen 
hundreds.  Thousands  of  patients  have  been  dis- 
charged, and  the  sum  of  all  the  new  attitudes 
and  scientific  advances  has  permeated  even  to 
the  back  wards.  Hope  has  been  rekindled  in  the 
patients  as  well  as  the  staff.  Community  atti- 
tudes have  kept  pace,  and  the  patient,  by  and 
large,  can  return  to  a society  that  is  more  ac- 
cepting than  rejecting. 

At  long  last,  the  duration  of  hospitalization 
has  commenced  a downward  trend.  Indeed,  at 
the  Austin  State  Hospital,  the  average  stay  is 
now  computed  in  days  rather  than  years,  hav- 
ing been  reduced  from  an  average  of  about  10 
years  in  the  ’40’s  to  165  days  at  the  present 
time.  This  is  true  even  though  more  and  more 
patients  are  being  treated  than  ever  before,  and 
yet  the  total  population  of  the  state  mental 
hospitals  in  Texas,  as  well  as  the  nation,  con- 
tinues to  drop.  Recent  statistics  indicate  that 
only  4 years  ago  there  were  560,000  patients 
in  the  nation’s  mental  hospitals  compared  to 
543,000  this  year.  This  is  a significant  figure 
and  denotes  a reversal  of  a trend  that  has  been 
in  effect  for  the  last  hundred  or  more  years. 

Texas  is  fortunate  in  having  this  modern 
psychiatric  revolution  occur  at  this  particular 
time;  if  for  no  other  reason,  it  probably  will 
escape  the  tremendous  capital  outlay  necessary 
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to  build  more  and  more  hospital  facilities.  Re- 
habilitation of  older  buildings  and  some  re- 
placements of  course  will  continue  to  be  neces- 
sary. 

With  the  enlightenment  of  the  public  and 
the  medical  profession,  psychiatry  once  again 
is  an  accepted  son  of  medicine  and  the  mental 
hospital  is  regaining  its  just  status.  With  the 
reversal  of  the  trend  of  the  last  150  years,  as 
yet  incomplete,  it  is  not  impossible  to  dream 
that  the  complete  abolition  of  the  human  ware- 
houses is  in  sight,  and  the  mentally  ill  will 
require  and  ask  for  no  more  than  equal  fa- 
cilities at  home  that  in  most  instances  already 
are  provided  for  other  illnesses. 

— E.  Ivan  Bruce,  Jr.,  Galveston, 
Secretary,  Texas  Neuropsychiatric 
Association. 

Why  Participate? 

I have  been  told  by  members  of  my  county 
medical  society  that  they  did  not  care  one  damn 
about  the  society,  that  their  sole  reason  for 
joining  was  to  get  hospital  privileges.  Some 
have  not  been  edified  by  society  meetings,  some 
are  bored,  some  are  too  lazy  to  make  an  effort, 
some  dislike  those  who  work  in  the  society, 
and  there  are  those  who  no  longer  feel  a need 
for  the  society,  for  their  social  and  economic 
status  is  secure. 

Yet  my  medical  society  and  others  like  it 
in  America  are  the  reason  that  we  have  been 
able  to  gain  economic  security  and  social  pres- 
tige. These  societies  have  been  the  reason  that 
we  have  medical  practice  acts  which  protect  us 
from  the  hordes  of  quacks  who,  some  75  years 
ago,  trekked  over  the  nation  without  responsi- 
bility or  qualification.  These  societies  are  the 
source  of  our  sanitary  laws  developed  in  the 
past  50  years  to  protect  our  food  and  water. 
These  societies  by  combined  efforts  are  respon- 
sible for  the  closing  of  diploma  mills  and  the 

Modified  from  remarks  before  Travis  County  Medical 
Society,  Austin,  December  15,  1959,  and  recorded  in  the 
Travis  County  Medical  Society  Journal  5:17  (Jan.)  I960. 


upbuilding  of  medical  schools  so  that  our  di- 
plomas and  years  of  study  have  validity  and 
significance.  The  societies  in  the  Texas  Medi- 
cal Association  and  the  American  Medical  As- 
sociation have  led  in  the  fight  against  the 
socialization  of  medicine.  Organized  medicine 
has  built  up  the  standards  of  hospitals  and  the 
standards  of  paramedical  groups.  The  coopera- 
tion of  medical  societies  has  made  possible  mal- 
practice insurance,  life  insurance  at  reduced 
rates,  sickness  and  accident  insurance,  the  plans 
of  prepaid  medical  and  hospital  care. 

But  within  this  organization  of  medicine  we 
know  of  problems  ahead.  We  are  hearing  the 
complaints  that  are  arising  about  the  way  we 
manage  our  practices.  Prepaid  health  and  hos- 
pital insurance  totters  on  the  brink  because 
maximums  have  been  the  practice  in  charging. 
Over  80  private  organizations  with  fund  drives 
seek  to  harass  us.  Hospitals  tell  us  where  to 
go — and  when — and  where  to  sign  our  names; 
they  strive  to  be  more  attractive  than  medicine 
itself.  The  Veterans  Administration  thumbs  its 
nose  at  our  efforts,  and  our  Texas  Senator  sup- 
ports its  plans  for  expansion  as  it  takes  more 
and  more  interns  and  doctors  out  of  private 
practice.  Only  recently  we  have  seen  organized 
labor  in  Texas  call  for  an  investigation  of  ex- 
horbitant  medical  and  hospital  fees.  In  Wash- 
ington the  drug  industry  is  undergoing  ques- 
tions and  innuendo.  Suits  against  doctors  are 
rising.  The  Forand  bill  is  imminent.  We  are  all 
smeared  with  the  same  brush. 

In  the  society  of  today  the  individual  is  as 
a tumble  weed  to  be  tossed  in  the  winds  of 
social  change.  It  is  only  our  collective  voices, 
multiplied  by  every  technique  that  we  can  learn 
or  possess,  that  can  rise  above  the  clamor  to  at- 
tract attention. 

There  are  those  who  would  voice  opinions 
of  medicine’s  problems  who  are  unfamiliar 
with  our  problems  and  interests.  Unless  we  can 
speak  intelligently  and  representatively  we  can 
only  magnify  our  weaknesses.  We  need  every 
doctor  in  Texas  active  in  his  medical  society; 
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we  need  his  ideas,  his  thoughts,  his  judgment, 
and  his  influence.  We  need  him  in  order  to 
protect  and  to  strengthen  American  medicine. 

— J.  M.  Coleman,  M.D.,  Austin. 

No  Time  for  Delay 

Forand-type  legislation,  which  would  provide 
medical  care  for  the  aged  under  social  security, 
is  being  considered  in  Congress  now.  Such  leg- 
islation has  been  opposed  repeatedly  by  the 
Texas  Medical  Association  in  official  action  of 
its  House  of  Delegates  and  most  recently  by  its 
Executive  Board.  Physicians  need  to  express 
this  opposition  in  personal  communications  to 
their  congressmen  without  delay  if  they  expect 
to  be  heard. 

H.R.  4700,  introduced  in  the  first  session  of 
the  present  Congress,  would  amend  the  social 
security  act  to  provide  hospital,  nursing  home, 
and  surgical  services  for  persons  eligible  for 
old  age  and  survivors’  benefits.  The  govern- 
ment would  contract  to  pay  hospitals,  nursing 
homes,  and  physicians  for  the  services  they 
would  provide. 

The  basis  of  opposition  by  the  medical  pro- 
fession, as  outlined  in  a recent  communica- 
tion to  Texas  physicians  by  Dr.  F.  W.  Yeager, 


President  of  the  Texas  Medical  Association,  is 
as  follows: 

1.  Such  legislation  is  unnecessary  and  would 
lower  the  quality  of  medical  care.  Great  prog- 
ress is  being  made  through  the  voluntary  ap- 
proach. 

2.  The  bill  proposes  the  wrong  solution  to 
the  problem  of  financing  health  care  of  the 
aged.  It  is  the  aged  needy  and  medically  indi- 
gent who  need  financial  help,  and  this  respon- 
sibility belongs  primarily  to  the  local  commun- 
ity. 

3.  Passage  of  the  bill  would  mean  a costly, 
irreversible  program.  The  program  would  cost 
approximately  two  billion  dollars  the  first  2 
years. 

4.  The  federal  government  would  be  in- 
jected into  the  physician-patient-hospital  re- 
lationship. Such  legislation  is  a major  step  to- 
ward national  compulsory  health  insurance. 

All  physicians  are  urged  to  make  known 
their  views  on  this  measure  by  writing  to  their 
congressmen  and  the  two  Texas  senators,  with 
copy  to  Representative  Wilbur  Mills,  chairman 
of  the  House  Ways  and  Means  Committee,  and 
to  the  President. 

This  is  no  time  for  procrastination.  The  let- 
ters are  needed  now. 


Texas  Medical  Association's  Annual  Session 
April  9-12,  Fort  Worth 

Featuring 

26  Guest  Speakers  Refresher  Courses  Section  Meetings 

Scientific  and  Technical  Exhibits  Motion  Pictures  Entertainment 

See  Complete  Program,  March  Journal 
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IT'S  TIME  TO  GET  ACTIVE 

The  year  I960  will  be  recorded  as  one  of  the 
most  vital  years  in  American  history.  This  year  will 
largely  determine  whether  or  not  our  American 
way  of  life  as  we  know  it  will  be  preserved. 

Three  factors  have  been  the  only  things  that 
have  prevented  the  presentation  and  passage  of 
multiple  socialistic  bills  by  Congress.  These  three 
factors  are  ( 1 ) a group  of  sound  thinking  southern 
Democrats  in  the  House,  ( 2 ) a great  many  staunch 
Republicans  who  have  abided  by  their  party  platform,  and  (3)  the 
knowledge  that  our  President  would  veto  such  bills  if  passed. 

We  must  become  independent  thinkers  and  choose  our  party  and 
our  men  each  year.  The  benefits  of  a two  party  system  in  our  state 
must  be  realized.  The  Republican  Party  platform  states  that  this 
party  is  definitely  opposed  to  the  socialization  of  medicine. 

A goodly  number  of  our  southern  Democrats  have  also  demon- 
strated that  they  stand  for  our  free  enterprise  system  and  have  fought 
courageously  under  extreme  pressures  for  their  ideals. 

The  best  example  I know  of  a two  party  team  working  together 
for  the  good  of  their  nation  are  Mr.  Ikard  and  Mr.  Alger  of  the 
House  Ways  and  Means  Committee.  These  are  truly  great  Americans 
and  deserve  every  support  we  can  give  them.  We  don’t  want  men  we 
can  buy,  but  honest  men,  capable  of  independent  thought,  willing  to 
fight  for  their  ideals  of  government. 

We  must  attend  our  precinct  and  county  conventions.  We  must 
choose  a party  and  support  it  with  our  presence  and  our  money. 

This  is  our  land.  Let’s  not  surrender  it  to  others  by  default. 


TEXAS  State  Journal  of  Medicine,  FEBRUARY,  1960 


75 


ORIGINAL 


ARTICLES 


Treatment  of  Drug  Overdosage 


Plan  or  Panic? 


Confusion,  overtreatment,  and  inappropriate  treatment  occur  too 
frequently  in  the  management  of  resuscitation  after  drug  overdosage. 
A patent  airway  is  the  most  acute  requirement  in  severe  drug  intoxica- 
tion. The  stomach  is  emptied  by  a nasogastric  tube.  A suitable 
position,  fluid  therapy,  attention  to  vital  signs,  and  carefully  planned 
dntg  therapy  also  may  be  important. 


Max  K.  Mendenhall,  Major,  M.C.,  U.S.A.  and 
John  A.  Jenicek,  Lt.  Col.,  M.C.,  U.S.A. 

Fort  Sam  Houston,  Texas 


<f/^\UICKLY,  get  me  a syringe  of  adrenalin!” 

Too  often  is  this  request  heard  echoing 
through  the  emergency  room  of  the  hospital  when  a 
patient  arrives  in  extremis  from  hypoxia  or  cardio- 
vascular collapse.  Unfortunately,  adrenalin  is  specific 
for  only  a few  situations  and  may  be  extremely 
harmful  in  others.  The  same  may  be  said  for  many 
other  drugs. 

Panic,  confusion,  overtreatment,  and  inappropriate 
treatment  occur  too  frequently  in  the  management 
of  resuscitation  after  drug  overdosage.  Whether  the 
overdose  is  accidental  or  is  incurred  with  suicidal 
intent,  the  patient’s  medical  problems  may  be  com- 
pounded or  completely  obscured  unless  therapy  is 
carefully  planned.  A basic  plan  can  be  established 
for  treatment  of  a wide  variety  of  poisoning  prob- 
lems, and  specificity  may  be  added  later. 

With  all  due  respect  to  those  who  are  engaged  in 
specialty  practice  it  is  our  belief  that  the  well  qual- 


T he  views  and  opinions  expressed  herein  do  not  neces- 
sarily represent  those  of  the  Surgeon  General,  Department 
of  the  Army,  or  Department  of  Defense. 


ified  general  practitioner  is  best  able  to  manage 
initial  therapy  of  most  cases  of  drug  intoxication. 
In  his  absence,  a definite  chain  of  responsibility 
must  be  established,  lest  the  old  adage,  "Too  many 
cooks  spoil  the  broth,”  becomes  applicable. 

At  Brooke  Army  Hospital  the  Anesthesiology 
Service  has  been  designated  to  treat  all  patients  ad- 
mitted with  the  diagnosis  of  drug  intoxication.  We 
would  like  to  present  our  viewpoints  and  experiences 
accrued  since  May,  1957.  The  general  principles  of 
treatment  are  discussed  in  a sequence  from  the 
simple  to  the  more  complex  procedures. 


PRINCIPLES  OF  TREATMENT 

At  Brooke  Army  Hospital,  virtually  all  patients 
with  drug  poisoning  are  admitted  through  the  Emer- 
gency Room.  Rarely,  an  inpatient  may  require  re- 
suscitation for  an  inadvertent  overdosage  of,  or 
hypersensitivity  to  therapeutic  agents.  Upon  arrival 
of  the  patient  in  the  Emergency  Room,  vital  signs 
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are  quickly  noted  and  the  immediate  needs  deter- 
mined by  the  physician  in  attendance.  A patent 
airway  is  singly  the  most  acute  requirement  in  the 
severe  cases  of  drug  intoxication.  This  airway  is  se- 
cured by  removing  secretions,  inserting  an  oropharyn- 
geal or  endotracheal  airway,  or,  in  many  instances, 
merely  by  extension  of  the  head  together  with  for- 
ward displacement  of  the  mandible.  Adequate  oxygen 
exchange  is  obtained  by  mechanical  means  when 
necessary.  Circumstances  may  require  mouth  to 
mouth  breathing  pending  arrival  of  mechanical  res- 
pirator equipment.  Marked  physiological  improve- 
ment of  the  patient’s  condition  often  follows  when 
adequate  oxygen  is  furnished  to  the  tissues.  Anes- 
thesia personnel  are  "on  call”  to  the  Emergency 
Room  to  aid  with  airway  management  and  to  insure 
that  respiratory  requirements  are  maintained  as  near 
normal  as  possible. 

Once  respiratory  exchange  has  been  established, 
the  stomach  is  emptied  by  use  of  a large  nasogastric 
tube  which  is  then  removed  to  prevent  siphoning  of 
gastric  contents  into  the  upper  esophagus  with  re- 
sultant damage  of  tracheobronchial  aspiration.2  (A 
sample  of  gastric  contents  is  saved  for  analysis.)  A 
more  complete  general  evaluation  of  the  patient  is 
made,  and  all  available  historical  information  is 
obtained.  The  patient  is  transferred  to  the  postanes- 
thetic recovery  ward  for  further  care  to  be  directed 
by  physicians  of  the  Anesthesia  Service.  This  ward 
is,  in  essence,  an  intensive  care  unit.  Suction  equip- 
ment, oxygen,  and  respiratory  resuscitation  equip- 
ment are  immediately  available  within  the  unit.  Other 
specialty  consultations  are  requested  as  needed. 

Much  has  been  written  about  bed  posture  for  the 
patient  in  coma  or  shock.5’  9 We  believe  that  the 
classical  "shock  position”  in  which  the  foot  of  the 
bed  is  elevated  by  means  of  blocks  is  unphysiological 


since  there  is  a tendency  toward  circulatory  pooling 
and  stasis  in  the  head  and  thorax.  We  have  adopted 
a "contour”  position  in  which  both  the  legs  and  head 
are  elevated  so  as  to  be  at  the  approximate  level  of 
the  right  auricle  (fig.  1).  This  prevents  gravity  in- 
duced venous  stasis  in  an  already  depressed  respiratory 
center.  It  also  provides  for  venous  drainage  of  the 
lower  extremities  in  order  that  this  circulatory  vol- 
ume may  serve  a useful  purpose.  Cardiac  failure  may 
dictate  some  alterations  in  the  position.  The  lower 
extremities  are  wrapped  in  elastic  bandages  to  fur- 
ther prevent  venous  stasis  and  thus  minimize  the 
danger  of  pulmonary  embolus.  Passive  leg  exercises 
are  given  periodically  in  the  severely  depressed  pa- 
tient. The  patient  is  turned  from  side  to  side  at  least 
every  2 hours  to  minimize  atalectasis  and  to  promote 
pulmonary  drainage. 

Fluid  therapy  adequate  to  maintain  homeostasis  is 
not  difficult  to  achieve  if  treatment  is  carefully 
planned  before  the  "fluid  and  electrolyte  problem” 
arises.  An  indwelling  urethral  catheter  is  placed  in 
the  patient’s  bladder  in  order  that  hourly  urine  out- 
put may  be  determined  accurately.  Blood  electrolyte 
values  are  obtained  on  admission  and  thereafter  only 
as  often  as  necessary  for  the  adjustment  of  parenteral 
fluid  and  electrolyte  administration.  Rate  of  admin- 
istration of  fluids  is  determined  by  the  rate  of  urine 
output.  Proper  attention  to  this  balance  will  prevent 
circulatory  overload.  We  attempt  to  maintain  a 
minimum  urine  output  of  60  to  100  cc.  per  hour. 
Should  the  intoxicant  be  one  which  is  partially  ex- 
creted by  the  kidneys,  the  output  may  be  increased. 
In  the  presence  of  oliguria,  potassium  intake  is  care- 
fully controlled  by  frequent  determination  of  the 
serum  potassium  level  and  by  the  electrocardiogram. 
Another  extremely  simple  and  often  overlooked  aid 
in  fluid  therapy  control  when  the  kidney  is  not  dam- 
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Fig.  1.  Classical  (wrong)  and 
contour  (right)  positions  to  com- 
bat shock. 
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aged  is  the  measurement  of  urine  specific  gravity, 
which  can  be  done  on  the  hourly  urine  specimens. 

Vital  signs  are  recorded  exactly  as  for  a patient  in 
the  postanesthetic  recovery  period.  The  blood  pres- 
sure, pulse,  and  respiration  are  taken  and  recorded 
every  15  minutes.  If  these  vital  signs  are  extremely 
labile  or  if  the  patient  is  receiving  vasopressors,  they 
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are  recorded  at  5 or  10  minute  intervals  as  required. 
Moderate  degrees  of  hypotension  as  low  as  80  mm. 
of  mercury  systolic  pressure  are  not  treated  vigor- 
ously with  vasopressors  unless  urinary  output  is 
depressed.  Tachycardia  above  110  pulse  beats  per 
minute,  prolongation  of  capillary  filling  time,  pallor, 
diaphoresis,  or  other  signs  of  inadequate  peripheral 
circulation  are  also  evaluated  as  indications  for  vaso- 
pressor therapy. 

Management  of  the  airway  throughout  the  period 
of  treatment  follows  the  principles  of  good  anes- 
thesiology practice.  If  an  endotracheal  or  tracheotomy 
tube  is  in  place,  it  is  aspirated  whenever  secretions 
collect.  If  tenacious  secretions  are  present,  these  are 
aspirated  after  the  tube  is  irrigated  by  the  anesthesi- 
ologist with  5 to  10  cc.  of  sterile  normal  saline  solu- 
tion. Tracheal  suction  without  an  endotracheal  tube 
in  place  is  relatively  easily  carried  out  by  passage  of 
the  suction  catheter  via  the  nasal  canal.  With  one 
end  of  the  catheter  near  the  operator’s  ear,  it  is  not 
difficult  to  roll  the  catheter  beween  the  fingers  and 
adjust  the  position  of  the  patient’s  head  as  the  cath- 
eter is  advanced  to  literally  "follow”  the  airstream 
into  the  trachea.  After  secretions  are  removed,  inter- 
mittent positive  pressure  breathing  (IPPB)  and  in- 
termittent positive  negative  breathing  (IPNB)  are 
valuable  to  prevent  atalectasis  and  respiratory  acidosis. 
We  employ  an  assister  or  an  IPPB  apparatus  for 
this.  "Prophylactic  antibiotics”  are  not  routinely  used 
when  good  tracheal  toilet  can  be  achieved. 

Finally,  the  topic  of  drug  therapy  needs  little 
elaboration.  The  philosophy  we  have  adopted  is  one 
of  intensive  supportive  care  with  a minimum  of 
pharmacological  interference.  We  are  in  general 
opposed  to  the  use  of  central  nervous  system  stimu- 


lants in  an  attempt  to  establish  or  improve  respira- 
tory exchange.  In  our  experience,  they  are  of  no  value 
and  use  up  much  needed  time  in  their  administra- 
tion. Too  often  the  indiscriminate  use  of  "shotgun” 
remedies  leads  to  a false  sense  of  security.  Specific 
indications  for  use  of  a drug  whose  action  is  well 
known  to  us  must  be  established  before  administra- 
tion of  that  drug  is  started.  It  is  realized  that  there 
are  a few  instances  in  which  specific  drug  therapy 
may  rank  a close  second  to  airway  exchange.  A 
classic  example  is  the  use  of  nitrites  in  the  treatment 
of  cyanide  poisoning.  It  is  not  the  purpose  of  this 
paper  to  elaborate  upon  specific  antidote  therapy  as 
this  is  well  documented  in  any  standard  textbook  of 
medicine.  The  need  for  drugs  is  minimized  if  the 
general  measures  previously  outlined  are  carried  out. 

There  is  little  doubt  that  the  use  of  analeptic 
agents  in  the  treatment  of  depressant  drug  intoxica- 
tion is  widely  abused.  To  date,  no  satisfactory  antag- 
onists for  central  nervous  system  depressants  other 
than  for  the  opiates  have  been  found.  If  this  is  not 
fully  realized  by  the  therapist,  a false  sense  of  security 
may  be  imparted  through  the  use  of  analeptics. 
Many  of  the  stimulants  may  be  harmful  under  cer- 
tain conditions.  A good  example  of  the  latter  is  the 
use  of  epinephrine  in  the  presence  of  a hypoxic  myo- 
cardium. The  frequent  result  is  the  production  of 
fatal  ventricular  fibrillation.6  Picrotoxin,  pentylene- 
tretrozol,  and  comparable  drugs  may  precipitate  fatal 
convulsions  but  add  nothing  to  the  rate  of  detoxifi- 
cation of  the  depressant  drug.  There  is  some  evi- 
dence that  a "rebound”  depression  may  follow  the 
stimulation  of  many  analeptic  drugs.  Thus,  a vicious 
cycle  of  physiological  imbalance  may  be  created  and 
enhanced  to  the  detriment  of  the  patient. 

Vasopressors  may  be  needed  in  some  instances. 
The  intravenous  route  is  generally  the  most  satis- 
factory method  for  administration.  Phenylephrine 
solution  0.001  per  cent  in  5 per  cent  dextrose  in 
water  by  continuous  intravenous  drip  is  a valuable 
drug  in  our  hands.  Methoxamine  and  methampheta- 
mine  in  carefully  controlled  doses  are  often  of  value. 
We  rarely  resort  to  an  extremely  potent  agent  such 
as  levarterenol-bitartrate.  Our  general  impression  is 
that  urinary  output  may  be  significantly  depressed  by 
use  of  potent  vasoconstrictors.  Lacking  published  evi- 
dence to  the  contrary,  this  form  of  therapy  must  be 
regarded  as  one  which  also  causes  some  degree  of 
renal  vasoconstriction.4 

It  will  be  noted  that  we  have  not  discussed  the 
use  of  electrical  or  electronic  devices  for  respiratory 
simulation  prior  to  this  point.  Certain  of  these  have 
been  evaluated  in  the  laboratory  and  clinically  by 
members  of  the  Anesthesia  Service  in  the  past.  Suf- 
fice it  to  say  that  far  more  safe  and  controllable 
apparatus  such  as  an  ordinary  anesthetic  gas  machine 
or  the  IPPB-IPNB  machine  makes  further  discussion 
of  the  present  available  electrical  devices  superfluous. 
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CASE  REPORTS 

Over  the  past  2 years  at  Brooke  Army  Hospital, 
the  Anesthesiology  Service  has  managed  approxi- 
mately 13  patients  with  marked  to  severe  drug  in- 
toxication. To  date  there  have  been  no  fatalities. 
Questionable  and  mild  cases  requiring  no  more  than 
gastric  lavage  and  observation  are  not  included  in 
this  series.  Six  interesting  cases  are  summarized. 

Case  1. — A 22  year  old  white  woman  was  admitted  to 
the  Anesthesia  Recovery  ward  an  estimated  13  hours  after 
the  ingestion  of  4,300  mg.  of  pentobarbital.  She  was  deeply 
comatose,  areflexic,  and  slightly  cyanotic.  Her  blood  pres- 
sure was  90/40  mm.  of  mercury,  the  pulse  rate  was  108, 
regular  and  of  good  quality.  Respirations  were  shallow  and 
primarily  diaphragmatic  at  a rate  of  20  to  22  per  minute. 
Her  rectal  temperature  was  99.4  F.  There  was  a generalized 
skin  rash  due  to  insect  bites  and  the  patient’s  scratching 
(ants  were  present  on  the  skin  in  vast  numbers). 

An  oropharyngeal  airway  was  inserted,  and  the  pharynx 
was  cleared  of  secretions.  Oxygen  administered  by  oro- 
pharyngeal catheter  at  a flow  rate  of  6 liters  per  minute 
caused  the  cyanosis  to  clear.  Gastric  lavage  yielded  400  cc. 
of  cloudy  fluid  with  a barbiturate  concentration  of  33.5 
mg.  per  100  cc.  An  indwelling  catheter  was  inserted  into 
the  bladder  and  350  cc.  of  urine  having  a barbiturate  con- 
centration of  38  mg.  per  100  cc.  was  obtained.  The  admis- 
sion blood  level  of  barbiturate  was  5.45  mg.  per  100  cc.* 
An  intravenous  infusion  of  5 per  cent  dextrose  in  water 
was  started. 

The  patient’s  vital  signs  remained  essentially  unchanged 


* All  barbiturate  determinations  from  the  Fourth  Army 
Area  Toxicology  Laboratory , Fort  Sam  Houston. 


for  the  first  3 hours;  however,  the  urine  output  was  ap- 
proximately 100  cc.  per  hour  during  this  period.  Over  the 
next  11  hours  the  blood  pressure  gradually  rose  and 
stabilized  at  110/60  mm.  of  mercury.  The  urine  output 
varied  from  200  to  300  cc.  per  hour.  The  blood  electrolytes 
were  normal  on  admission  and  remained  within  normal 
range  throughout  the  recovery  course.  Tracheal  suction, 
positioning,  and  the  other  measures  described  before  were 
carried  out. 

Nineteen  hours  after  admission  voluntary  movement  re- 
turned; 33  hours  after  admission  the  patient  was  responsive 
and  oriented.  Recovery  thereafter  was  uneventful.  No  stim- 
ulant drugs  were  given. 

Case  2. — A 37  year  old  Negro  man  was  admitted  to  the 
Emergency  Room  approximately  1 hour  after  consuming  a 
fifth  of  whisky  during  an  8 minute  period  on  a dare  from 
a friend.  It  is  unknown  how  much  alcohol  he  had  con- 
sumed prior  to  this  episode.  Upon  arrival  in  the  Emergency 
Room  he  was  deeply  cyanotic,  and  the  oropharynx  was 
blocked  with  secretions.  While  being  admitted  to  an  exam- 
ination room  from  the  ambulance,  he  became  apneic.  A 
radial  pulse  was  present.  Mouth  to  mouth  breathing  was 
applied  at  first,  and  then  an  oral  endotracheal  tube  was 
inserted  and  respiratory  exchange  was  maintained  by  mouth 
to  tube  breathing  until  a mechanical  respirator  could  be 
attached  to  the  endotracheal  tube.  When  blood  pressure 
readings  could  be  determined,  the  values  remained  within 
acceptable  limits.  The  patient  was  transferred  to  the  recov- 
ery ward.  Oxygen  was  administered  into  the  endotracheal 
tube  by  a fine  number  8 French  catheter  at  a rate  of  2 
liters  per  minute.  Tracheal  suction  as  needed,  intravenous 
fluids,  changes  of  position,  and  other  supportive  means  as 
already  described  were  used  to  treat  the  patient. 

CASE  3. — A 66  year  old  white  woman  with  known  hy- 
pertension of  210/110  mm.  of  mercury  who  had  been  re- 
ceiving reserpine  0.25  mg.  daily,  was  admitted  to  the 
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Fig.  2.  Case  1 . Chart  showing  response  to  treatment  after  ingestion  of  4,300  mg.  of 
pentobarbital. 
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Emergency  Room  an  estimated  8 hours  after  ingestion  of 
16  Gm.  of  meprobamate.  She  was  deeply  comatose  and 
areflexic.  The  blood  pressure  was  86/60  mm.  of  mercury, 
pulse  72,  respirations  22  per  minute  and  moderately  shal- 
low. Her  rectal  temperature  was  97  F.  There  was  no  cya- 
nosis. An  oropharyngeal  airway  was  inserted  and  oxygen 
was  administered  by  an  oropharyngeal  catheter  at  a rate  of 


6 liters  per  minute.  An  indwelling  catheter  was  inserted 
into  the  bladder,  and  200  cc.  of  urine  with  a specific 
gravity  of  1.017  was  obtained.  An  intravenous  infusion  of 
5 per  cent  dextrose  in  water  was  started.  The  patient  was 
then  observed  for  a period  of  1 hour.  The  vital  signs  did 
not  change  and  there  was  no  urine  output. 

One  hour  after  admission  0.4  mg.  of  atropine  sulfate 
was  given  intravenously  in  divided  doses  to  combat  the 
relative  bradycardia  which  was  presumed  to  be  due  to 
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Fig.  3.  Case  2.  Chart  showing  response  to  treatment  after  consumption  of  a fifth  of  whisky 
during  an  8 minute  interval. 
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Fig.  4.  Case  3.  Chart  showing  response  to  treatment  after  ingestion  of  16  Gm.  of  mepro- 
bamate in  a patient  receiving  reserpine. 
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the  reserpine  therapy  the  patient  had  received.1, 8 The  pulse 
rate  increased  4 per  minute.  Shortly  after  this,  20  mg.  of 
methamphetamine  sulfate  was  given  intravenously  in  di- 
vided doses  and  the  blood  pressure  rose  to  146/90  mm.  of 
mercury.  Urinary  output  began  immediately.  Intake  then 
was  adjusted  to  maintain  an  output  of  90  to  200  cc.  per 
hour.  Methamphetamine  and  atropine  were  repeated  at 
intervals  over  the  next  8 hours  after  which  time  the  blood 
pressure  stabilized  at  150/80  mm.  of  mercury  without 
support.  No  perceptible  change  in  respiratory  pattern  was 
noted  after  administration  of  the  methamphetamine. 


Twenty-two  hours  after  admission  the  patient  reacted  to 
simple  commands,  and  28  hours  after  admission  she  re- 
quested food.  The  remainder  of  the  recovery  course  was 
benign. 

CASE  4. — A 21  year  old  white  man  was  admitted  to  the 
Emergency  Room  an  estimated  5 to  7 hours  after  the  in- 
gestion of  a combination  of  drugs  consisting  of  acetylsali- 
cylic  acid  19.6  Gm.,  acetophenetidin  18.3  Gm.,  caffeine 
1.6  Gm.,  chlorcyclizine  hydrochloride  1.0  Gm.,  phenobar- 
bital  0.9  Gm.,  amobarbital  0.59  Gm.,  dextroamphetamine 
sulfate  0.9  Gm.,  and  hyoscyamine  0.002  Gm. 
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Fig.  5.  Case  4.  Chart  showing  response  to  treatment  after  ingestion  of  a combination  of 
drugs  including  acetylsalicylic  acid. 


Fig.  6.  Case  5.  Chart  showing  response  to  treatment  following  postoperative  morphine  sulfate 
in  a patient  with  polycythemia  vera  subjected  to  nephrectomy. 
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DRUG  OVERDOSAGE  — Mendenhall  & Jenicek  — continued 

On  admission  he  was  noted  to  be  deeply  cyanotic,  semi- 
stuporous,  and  agitated.  His  blood  pressure  was  110/80 
mm.  of  mercury,  pulse  120,  respirations  20  per  minute 
with  an  adequate  tidal  volume.  Oxygen  by  nasal  catheter 
did  not  improve  his  color.  A presumptive  diagnosis  of 
methemoglobinemia  was  made,  and  an  intravenous  infusion 
of  lactated  Ringer’s  solution  containing  500  mg.  of  ascorbic 
acid  was  started.  (Admission  blood  chemistries  reported 
later  revealed  a methemoglobin  concentration  of  25  per 
cent  of  the  total  circulating  hemoglobin.)  The  arterial 
blood  pH  was  7.53  and  the  remaining  chemistries  were 
within  normal  limits.  The  carbon  dioxide  combining  power 
was  24  milliequivalents  per  liter,  which  would  indicate 
that  the  patient  was  in  a state  of  respiratory  alkalosis.  In 
addition  to  the  usual  supportive  therapy  ascorbic  acid  was 
continued  in  subsequent  intravenous  fluids,  and  within  5 
hours  there  was  no  perceptible  cyanosis.  The  remainder  of 
the  recovery  course  was  benign,  except  for  the  development 
of  an  elevated  prothrombin  time  as  a result  of  the  salicy- 
lates. This  was  easily  reversed  with  vitamin  K. 

CASE  5. — A 35  year  old  white  man  with  known  poly- 
cythemia vera  was  given  a general  anesthetic  for  a 
nephrectomy.  It  consisted  of  ether,  nitrous  oxide,  and 
oxygen  with  endotracheal  intubation.  The  preoperative 
hemoglobin  was  16.3  Gm.  per  100  cc.,  hematocrit  52  cc. 


Four  hours  after  the  last  dose  of  morphine  the  Anesthesia 
Service  was  called  in  consultation.  The  patient  was  coma- 
tose, deeply  cyanotic,  and  areflexic  and  respiratory  exchange 
was  nil.  At  this  time  the  respiratory  rate  was  2 per  minute 
and  the  pulse  rate  approximately  40  per  minute.  Secretions 
were  quickly  cleared  from  the  pharynx,  and  an  oropharyn- 
geal airway  was  inserted  and  artificial  respiration  given 
with  an  anesthetic  gas  machine  using  oxygen.  When  the 
skin  color  improved,  an  oral  endotracheal  tube  was  inserted 
for  more  efficient  respiratory  exchange.  The  history  was 
quickly  reviewed,  and  it  was  presumed  that  the  cause  of 
the  respiratory  distress  was  most  probably  morphine  de- 
pression since  it  is  frequently  noted  that  polycythemic 
patients  tolerate  narcotics  poorly.7  Nalorphine  hydrochloride 
5.5  mg.  in  divided  doses  was  given  intravenously,  and  there 
was  prompt  return  of  spontaneous  respiration.  The  patient 
was  then  taken  to  the  recovery  ward  for  intensive  care. 
A tracheostomy  was  performed.  A state  of  consciousness 
returned  gradually  during  the  next  hour.  Three  hours  later, 
respirations  again  became  markedly  depressed  but  were 
promptly  restored  with  an  additional  2 mg.  of  Nalline 
intravenously.  The  remainder  of  the  recovery  course  was 
uneventful. 

Case  6. — A 33  year  old  white  man  ingested  13.5  Gm. 
of  glutethimide.  He  became  comatose  and  was  hospitalized 
in  a private  hospital  where  gastric  lavage  was  carried  out 
on  admission.  The  time  lapse  between  ingestion  and  initial 
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Fig.  7.  Case  6.  Chart  showing  response  to  treatment  following  ingestion  of  13.5  Gm.  of 
glutethimide. 


Anesthesia,  surgery,  and  the  immediate  postoperative  course 
were  uneventful.  No  blood  replacement  was  given  to  com- 
pensate for  the  estimated  750  cc.  loss  during  surgery. 
Morphine  sulfate  15  mg.  was  given  at  9 hours,  15  hours, 
and  22  hours  postoperatively  for  pain.  The  blood  pressure, 
pulse,  and  respirations  remained  normal  until  1 hour  after 
the  last  dose  of  morphine  when  the  blood  pressure  declined 
from  110/78  mm.  of  mercury  to  90/64  then  rose  to 
110/74;  pulse  rate  was  120  over  the  next  2 hours.  Nasal 
oxygen  was  started  on  the  surgical  ward  at  this  time.  Other 
details  of  vital  signs  are  not  exactly  known  at  this  time. 


treatment  is  unknown.  He  was  treated  with  intravenous 
fluids,  methylphenidate  20  mg.  intramuscularly  every  hour, 
and  penicillin.  While  being  transferred  to  a veterans’  hos- 
pital in  another  part  of  the  state  by  ambulance,  he  devel- 
oped severe  respiratory  distress  and  was  brought  to  the 
Emergency  Room  at  Brooke  Army  Hospital  upon  recom- 
mendation of  the  nurse  attending  him  on  the  trip.  The 
time  of  ingestion  of  glutethimide  was  approximately  47 
hours  prior  to  his  arrival. 

An  oropharyngeal  airway  was  in  place.  The  patient  was 
deeply  comatose  and  moderately  cyanotic.  Respirations  were 
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rapid,  shallow,  and  primarily  diaphragmatic.  Secretions 
blocked  both  the  upper  and  lower  respiratory  tracts.  The 
blood  pressure  was  140/70,  respiratory  rate  40  per  minute 
with  a Biot’s  type  of  rhythm.  The  rectal  temperature  was 
104.4  F.  An  oral  endotracheal  tube  was  inserted,  and  con- 
siderable mucopurulent  secretion  was  aspirated  from  the 
trachea  by  use  of  a suction  catheter.  The  lower  respiratory 
tract  was  cleared  of  secretions  by  frequent  aspiration  and 
irrigation  of  the  trachea  with  normal  saline  solution.  Anti- 
biotic coverage  was  intensified.  A spinal  tap  was  done,  and 
the  fluid  was  found  to  be  within  normal  limits  except  for 
a slight  elevation  in  pressure. 

Expansion  of  the  lung  bases  remained  poor  and  IPPB 
and  IPNB  breathing  was  applied  to  the  endotracheal  tube. 
There  was  rapid  improvement  in  the  respiratory  pattern. 
Oxygen,  postural  changes,  intravenous  infusion,  and  other 
supportive  measures  previously  outlined  were  included  in 
the  over-all  care  of  the  patient.  Twenty-six  hours  after 
admission  (74  hours  after  ingestion)  he  was  reactive  and 
the  endotracheal  tube  was  removed.  Twelve  hours  later  he 
was  oriented  and  asking  for  food.  The  temperature  lysed 
rapidly,  and  the  remainder  of  the  recovery  course  was  un- 
complicated. 


SUMMARY 

We  have  presented  our  viewpoints,  as  anesthesi- 
ologists, on  the  management  of  drug  intoxication 
with  particular  references  to  the  central  nervous 


system  depressant  drugs.  Respiratory  management, 
intensive  supportive  care,  and  a minimum  of  pharm- 
acological interference  have  produced  excellent  re- 
sults at  Brooke  Army  Hospital. 
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Air  Pollution  Control 

The  Focus  Is  on  People 


Certain  principles  of  planning  that  can  be  applied  when  air  pol- 
lution control  is  sought  are  enumerated  in  the  control  program  used 
by  New  York  State.  Public  support  is  essential  to  such  a program. 


HERMAN  E.  HILLEBOE,  M.D. 

Albany,  New  York 


TALK  ABOUT  air  pollution  reached  a national 
crescendo  over  the  past  year  or  more,  and  the 
result  has  been  to  create  a strong  body  of  public 
opinion  favoring  control  measures. 

This  is  as  it  should  be,  for  it  is  people  who  must 
first  be  made  aware  of  the  fact  that  air  pollution 
menaces  both  their  health  and  their  pocketbooks.  It 
is  these  same  people  whose  favorable  attitudes  about 
air  pollution  control  create  the  permissive  climate 
in  which  the  lawmaking  bodies  of  states  and  munici- 
palities can  appropriate  necessary  funds. 

Note  well  that  the  sequence  of  events  just  de- 
scribed began  with  talk,  some  printed  and  some 
spoken,  but  communication  in  any  sense.  I mention 
this  only  to  reaffirm  what  those  of  us  in  medicine 
and  public  health  should  be  well  aware  of  when  we 
sit  down  to  work  out  a long  range  plan  for  con- 
trolling air  pollution:  The  one  thing  that  is  vital 
to  the  success  of  any  health  program  is  the  support 
and  understanding  of  people. 

DANGERS  OF  AIR  POLLUTION 

This  public  support  for  control  measures  is  in- 
creasing as  researchers  accumulate  more  evidence  on 
the  health  hazards  and  economic  losses  imposed  by 
polluted  air. 


The  health  evidence,  while  not  always  definitive, 
is  mounting  on  both  the  epidemiologic  and  labora- 
tory scenes.  A comparison  of  mortality  and  morbidity 
rates  with  various  indices  of  air  pollution  shows  that 
cities  with  the  heaviest  air  pollution  tend  to  rank 
high  in  death  rates  for  a number  of  diseases. 

There  is  a warning  inference  to  be  drawn  from  a 
recent  study  of  those  persons  taken  ill  in  1948  when 
that  death  dealing  smog  blanketed  Donora,  Pa.  More 
than  10  years  have  passed  and  that  lethal  pall  is 
still  claiming  its  human  toll.  Persons  affected  on  that 
dreary  November  28  have  had  poorer  health  in  gen- 
eral since  that  time  and  more  of  them  have  died 
than  neighbors  who  were  not  affected  by  the  inci- 
dent. 

Evidence  is  piling  up  also  that  indicates  a relation- 
ship between  atmospheric  pollution  and  cancer.  To 
date,  three  facts  uncovered  by  research  are  demand- 
ing consideration:  (1)  cancer  producing  agents  are 
present  in  the  air  we  breathe;  (2)  concentrates  of 
urban  smog  have  produced  cancers  in  animals;  (3) 
the  lung  cancer  rate  in  our  largest  cities  is  twice 
as  high  as  the  rate  in  nonurban  areas. 

Laboratory  experiments  are  revealing  that  specific 
pollutants  present  in  community  air  produce  adverse 
effects  in  animals.  Scientists  have  found  that  ozone 
scars  the  lungs  of  animals  when  they  breathe  it  in 
sublethal  doses  for  several  months.  Other  experi- 
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ments  with  ozone  show  that  it  may  affect  the  enzyme 
systems  and  the  respiratory  tract. 

Aerosols  are  also  under  scientific  scrutiny.  Recent 
research  shows  that  they  intensify  the  harmful  effects 
of  sulfur  dioxide.  It  also  has  been  learned  that  sulfur 
oxides  in  concentrations  sometimes  present  in  com- 
munity air  make  breathing  more  difficult  for  humans. 

No  one  can  estimate  what  the  cost  of  air  pollu- 
tion amounts  to  in  terms  of  medical  care.  Some  may 
be  tempted  to  say  that  economic  considerations  are 
extraneous  to  the  health  factor.  Such  persons  should 
be  reminded  that  money  saved  from  curative  medical 
costs  can  be  diverted  not  only  for  other  pressing 
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medical  needs,  but  to  open  up  new  vistas  of  cultural 
achievement  and  economic  growth. 

Nonmedical  economic  losses  from  air  pollution  can 
only  be  viewed  with  staggering  dismay.  The  annual 
national  loss  is  estimated  at  $1,500,000,000  or  about 
$10  per  person.  Some  regard  this  estimate  as  highly 
conservative.  The  figure  is  arrived  at  by  contrasting 
before  and  after  costs  of  damage  to  vegetation,  clean- 
ing expenses  for  building  exteriors  and  interior  fur- 
nishings, accelerated  corrosion  of  metals,  increased 
illumination  costs,  decreased  real  estate  values,  laun- 
dering and  dry  cleaning  costs,  and  the  expenses  as- 
sociated with  blighted  areas.  These  estimates  do  not, 
nor  can  they,  portray  the  aesthetic  smirch  of  an  en- 
vironment befouled  with  dirt  and  noxious  odors. 

A further  loss  resulting  from  polluted  air — and 
one  which  is  not  accounted  for  in  usual  estimates — 
is  the  huge  volume  of  valuable  materials  that  drift 
lazily  from  industrial  smokestacks  to  be  lost  forever 
for  human  use.  According  to  the  United  States  Bu- 
reau of  Mines,  700,000  tons  of  manganese  could  be 
recovered  each  year  from  processing  losses  at  a sav- 
ings of  $479,000,000.  This  figure  represented  about 
half  of  our  nation’s  yearly  consumption  of  this  critical 
resource  in  1953  and  the  total  will  grow  as  our 
population  total  spurts  upward  and  the  gears  of 
industry  grind  faster  to  supply  its  needs. 

What  price  shall  we  settle  on  to  account  for  the 
irretrievable  loss  of  this  basic  mineral  ore  so  vital  to 
worldwide  improvement  of  living  standards,  a condi- 
tion upon  which  lasting  peace  will  depend?  How 


excusable,  waste  amid  want?  It  is  impossible  to  at- 
tach monetary  values  to  these  considerations,  yet 
they  do  count,  and  significantly,  in  the  total  sense 
of  the  question. 

Failure  to  redeem  the  colossal  waste  of  air  pol- 
lution is  becoming  one  of  the  best  documented  ex- 
amples of  penny-wise,  pound-foolish  practices  ever 
to  be  recorded  in  the  twentieth  century.  Effective 
air  pollution  abatement  can  be  purchased  for  a frac- 
tion of  what  it  costs  to  put  up  with  it.  The  price 
varies  according  to  the  size  and  intensity  of  a local- 
ity’s problem,  but  even  those  areas  saddled  with  the 
most  difficult  abatement  job  can  achieve  effective 
control  at  prices  that  cost  their  citizens  little  more 
than  $1  a year  in  many  instances.  Some  areas  are 
getting  the  control  job  done  at  an  annual  per  citizen 
cost  ranging  from  a nickel  to  a quarter — the  price  of 
a candy  bar  or  a pack  of  cigarettes.  This,  of  course, 
is  in  addition  to  industrial  costs  which  are  a part 
of  plant  operating  expenses. 

Facts  like  these  need  very  much  to  be  "talked 
up”  before  air  pollution  control  can  become  a real- 
ity in  a city  or  area. 

But  if  talk  is  vital  to  getting  an  air  pollution  con- 
trol program  off  the  ground,  we  should  still  remem- 
ber that  polluted  air  cannot  be  "talked”  into  a purer 
state.  Someone  must  sit  down  and  map  out  an  over- 
all plan  of  action;  others  must  carry  out  that  plan. 


PLANNING  PRINCIPLES 

Unfortunately,  a model  plan  for  air  pollution  con- 
trol does  not  exist,  and  this  is  so  only  because  air 
pollution  itself  is  not  a planned  phenomenon  but 
something  of  changing  intensity  and  scope  which 
varies  with  time  and  place.  Then,  too,  any  plan  must 
be  tailored  for  the  social  values  of  the  people  it  will 
benefit,  and  consideration  always  must  be  given  to 
the  structure  of  government,  private  agencies,  and 
industries  participating  in  the  program. 

Nonetheless,  there  are  certain  principles  of  plan- 
ning that  can  be  applied  when  air  pollution  control 
is  sought.  By  applying  these  principles  in  New  York 
State,  we  have  been  able  to  launch  a program  of  air 
pollution  control  that  is  moving  forward  in  a planned 
sequence  toward  our  final  goal  of  optimum  preven- 
tion and  abatement  wherever  the  need  exists. 

People  Come  First. — I cannot  emphasize  too  much 
how  important  the  planning  sequence  has  been  to 
the  current  success  of  our  program.  I mentioned  at 
the  outset  the  need  to  inform  people  of  the  hazards 
of  air  pollution.  This  is  the  first  principle  that  should 
be  put  to  work,  not  the  second,  nor  the  third,  nor 
the  fourth.  Whether  it  be  San  Antonio  or  Syracuse, 
people  must  learn  that  an  air  pollution  problem 
exists  before  they  will  lend  their  support  toward 
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solving  it.  And  corollary  to  the  public  support  prin- 
ciple is  the  need  to  make  the  awareness  felt  with  as 
much  local  impact  as  possible.  This  will  mean  that 
the  state  and  local  planners  should  not  depend  too 
much  upon  national  periodicals  to  do  all  the  pub- 
licity work  in  air  pollution  for  them.  Citizens  will 
not  support  air  pollution  control  measures  if  they 
feel  that  Detroit,  Pittsburgh,  or  New  York  City  has 
a problem,  but  certainly  not  Houston,  Dallas,  or 
Lubbock. 

When  favorable  public  opinion  has  been  secured 
in  adequate  degree — and  this  is  something  that 
usually  has  to  be  sensed — a plan  of  action  must  be 
ready  and  waiting,  because  timing  is  essential. 

Determine  the  Problem. — But  before  one  can  act, 
it  is  necessary  to  know  what,  more  exactly,  there  is 
to  be  acted  upon.  In  military  jargon  this  is  known  as 
"the  estimate  of  the  situation.”  Translated  into  air 
pollution  problems,  this  means  that  the  nature  and 
extent  of  polluted  air  within  the  state  must  be  esti- 
mated by  surveys  of  the  situation. 

In  1952,  5 years  before  New  York  State  passed  the 
enabling  legislation  needed  for  air  pollution  control, 
three  separate  surveys  were  conducted  by  different 
agencies  to  determine  the  extent  and  seriousness  of 
air  pollution  throughout  the  state.  Using  different 
methods,  the  Labor  Department,  the  Health  Depart- 
ment, and  New  York  University  all  arrived  at  the 
same  conclusion:  Community  air  pollution  was  wide- 
spread in  New  York  State,  and  not  enough  attention 
was  being  given  to  its  abatement. 

Draw  Up  Adequate  Enabling  Legislation. — The 
three  surveys  provided  a great  deal  of  the  informa- 
tion needed  to  draft  the  Air  Pollution  Control  Act. 
This  act  created  the  Air  Pollution  Control  Board 
within  the  Department  of  Health.  The  board  is  com- 
prised of  the  commissioners  of  five  state  departments 
which  have  an  interest  in  the  problem:  the  Depart- 
ments of  Agriculture  and  Markets,  Commerce,  Con- 
servation, Health,  and  Labor.  The  other  four  mem- 
bers were  appointed  by  the  Governor  of  New  York 
State  to  represent  various  interests  and  provide  spe- 
cial competencies.  They  included  the  medical  and 
engineering  professions,  industry,  and  local  govern- 
ment of  the  state. 

Broad  powers  and  duties  are  given  the  board  to 
achieve  and  maintain  reasonable  air  cleanliness  in 
New  York  State.  The  objectives  are  fourfold:  (1) 
promote  public  health  and  welfare;  (2)  assure  the 
development  of  industry;  (3)  protect  wildlife  and 
vegetation;  and  (4)  safeguard  property  and  other 
resources. 

Devise  a Program  Plan. — At  some  early  point  in 
the  planning  process,  a long  range  program  needs  to 
be  drawn  up  and  specific  objectives  spelled  out.  One 
of  the  first  tasks  of  our  Air  Pollution  Board  was  to 


outline  a plan  to  attain  the  broad  goals  set  forth  by 
the  state’s  air  pollution  control  law. 

The  following  are  the  program  objectives  we  de- 
termined in  New  York  State:  (1)  to  prevent  the 
occurrence  of  new  air  pollution  sources  and  (2)  to 
prevent  the  progression  of  existing  air  pollution 
sources. 

To  accomplish  these  goals,  three  functions  must 
be  planned  for  and  executed: 

1.  Determine  the  nature,  extent,  and  location  of 
existing  and  potential  sources  of  air  pollution.  This 
is  accomplished  by 

a.  Reviewing,  collating,  and  interpreting  exist- 
ing data  from  other  private  and  public 
sources  that  are  pertinent  to  the  state  and  its 
communities. 

b.  Conducting  field  studies  and  surveys  which 
can  indicate  how  much  of  what  substances 
are  emitted  in  the  air,  and  when,  where,  and 
by  whom  they  are  emitted. 

2.  Apply  effective  methods  of  control  and  pre- 
vention within  the  limits  of  state  and  local  resources 
in  priority  areas  and  where  chances  of  success  are 
high.  This  can  be  done 

a.  By  assisting  communities  and  industries  to 
plan,  execute,  and  evaluate  their  control  pro- 
grams. 

b.  By  extending  consulting  services,  loaning 
personnel,  conducting  demonstrations,  mak- 
ing grants  of  equipment  and,  if  available, 
funds. 

c.  By  statewide  public  education  through  com- 
munity organizations  and  mass  media  in 
cooperation  with  voluntary  health  agencies, 
industry,  and  other  state  departments. 

d.  By  developing  state  and  local  codes,  ordi- 
nances, and  regulations  for  standards  and 
enforcement. 

e.  By  developing  inspection  programs  and  us- 
ing community  resources  to  ensure  enforce- 
ment. 

f.  By  operating  a training  program  for  state 
and  local  personnel. 

3.  Establish  and  maintain  research  programs  to 
develop  better  methods  of  control  and  better  instru- 
ments with  which  to  measure  air  pollution  and  gain 
new  knowledge  in  all  phases  of  air  pollution  preven- 
tion and  control. 

a.  By  departmental  research  activities. 

b.  By  contract  with  other  state  departments, 
universities  and  colleges,  industry,  and  pri- 
vate groups. 

c.  By  joint  research  projects  with  the  federal 
government  and  other  national  agencies. 

d.  By  program  evaluation  through  operational 
research  at  regular  intervals.  From  this  pro- 
gram plan,  the  health  officer  can  work  out 
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the  managerial  and  administrative  activities 
and  time  schedules  that  will  enable  him  to 
accomplish  his  goals. 

THREE  INITIAL  PROJECTS 

Three  projects  were  planned  originally  to  deter- 
mine more  exactly  the  nature  and  extent  of  air  pol- 
lution. The  first  of  these,  a review  and  correlation 
of  past  studies,  has  pinpointed  sites  where  air  pol- 
lution is  most  acute  and,  thus,  has  enabled  us  to  plan 
an  attack  on  the  problem  based  on  area  priorities. 

The  second  project  has  been  the  establishment  of 
an  air  sampling  network  in  15  major  communities 
in  New  York  State.  This  operation  began  on  August 
1,  1958.  Daily  samples  of  air  are  collected  from  all 
stations  and  sent  for  analysis  to  a contract  laboratory 
at  Syracuse  University.  Total  particulates,  radioactiv- 
ity, and  organic  matter  are  determined  from  each 
sample.  Sulfates,  nitrates,  pH,  fluorides,  and  spectro- 
graphic  determinations  for  19  elements  are  extracted 
from  one  of  eight  samples  collected  from  each  sta- 
tion. Organic  material  from  each  sampling  station 
is  being  pooled  and  fractionated  every  60  days. 

The  third  project  is  to  undertake  a more  compre- 
hensive area-by-area  inventory  of  air  pollution  based 
upon  the  priorities  that  had  been  established.  The 
pilot  phase  of  this  operation  was  completed  in  Sep- 
tember, 1958,  in  the  greater  Elmira  area.  This  area 
was  selected  for  two  reasons:  (1)  the  board  had  re- 
ceived a number  of  complaints  and  requests  for  help 
from  local  officials  there,  and  (2)  greater  Elmira 
was  a moderate  sized  and  single  air  pollution  complex 
that  made  it  ideal  for  testing  inventory  methods. 

All  types  of  contaminants  were  considered  in  the 
5 week  Elmira  study:  industrial  and  commercial  es- 
tablishments, auto  exhaust  fumes,  home  heating  units, 
backyard  trash  burners,  and  municipal  dumps.  Only 
pollen  was  included  among  the  natural  contaminants. 
This  line-up  of  contaminant  sources  includes  many 
nonindustrial  ones,  which  in  many  instances  con- 
tribute the  major  part  of  community  air  pollution. 

As  we  gain  more  information  on  the  detection, 
abatement,  and  prevention  of  air  pollution,  we  are 
passing  along  the  knowledge  gained  to  the  people 
who  will  actually  be  doing  the  detecting,  abating, 
and  preventing  in  local  communities,  in  industries, 
and  among  citizens.  The  tempo  of  local  assistance 
will  increase  as  our  staffs  become  more  fully  manned. 
The  rule  making  and  enforcement  powers  of  the 
board  were  scheduled  to  begin  July  1,  1959.  This 
2 year  delay  in  enforcement  authorization  was  de- 
signed to  provide  a necessary  time  cushion  for  ad- 
ministrative and  technical  preparedness. 

What  I have  just  outlined  in  summary  would  not 
have  been  accomplished  without  the  trained  people 


to  carry  out  our  program.  Nor  would  our  plan  have 
been  successful  unless  it  had  proceeded  in  an  atmos- 
phere of  sympathetic  support  from  the  citizens  of 
New  York  State  and  particularly  their  industrial 
leaders.  From  the  beginning,  the  entire  focus  of  our 
program  has  been  on  people,  because  to  overlook 
them  would  be  to  invite  inevitable  failure. 

It  is  necessary  to  recognize  that  an  air  pollution 
program — like  all  public  health  programs — must 
"crawl”  before  it  "walks”;  must  "walk”  before  it 
"runs.”  Cognizant  of  this  from  the  outset,  we  have 
outlined  a long  range  program  of  air  pollution  con- 
trol which  predicates  itself  on  the  absolute  necessity 
of  planning  in  sequence  a control  program  geared 
for  the  immediate  present,  the  next  few  years,  and 
the  ultimate  future. 

The  philosophy  of  sequential  planning  relates  back 
to  our  first  planning  principle  about  considering 
people  first.  Trained  personnel  do  not  come  in  ready- 
to-use  packages  of  the  quantity  and  quality  desired. 
They  must  be  borrowed  from  other  departments  at 
first,  recruited  from  the  outside  later,  and  trained 
from  within  continually. 

In  the  same  way,  the  atmosphere  of  public  accept- 
ance and  support  for  a new  program  such  as  air  pol- 
lution control  cannot  be  ordered  from  a mystic  genie 
who  conjures  up  the  permissive  climate  of  public 
support  required.  Public  support  on  all  levels  must 
be  actively  sought;  diligently  pursued;  carefully 
nurtured. 

Without  this  focus  on  people,  a program  would 
be  doomed  from  the  start.  Recognizing  this,  our  plan 
in  New  York  State  gives  due  attention  to  the  training 
of  personnel  and  the  fostering  of  citizen  support  and 
understanding. 

Air  pollution  orientation  courses  have  been  given 
to  prospective  technicians  in  air  pollution  control. 
Classes  aim  at  imparting  a basic  understanding  of 
problems  and  possible  control  methods.  Technical 
courses  provide  additional  training  for  staffs  in  local 
communities,  technical  staffs  of  state  agencies,  full 
time  health  agencies,  and  air  pollution  control  de- 
partments. Smoke  observer  courses  provide  levels  of 
competence  that  validate  the  court  testimony  of  in- 
spectors in  local  agencies. 

The  training  of  engineers,  physicians,  and  research 
workers  in  air  pollution  competencies  is  a more  dif- 
ficult matter.  While  on-the-job  training  and  experi- 
ence is  both  desirable  and  necessary,  the  process  is 
naturally  a slower  one  for  these  higher  skills.  To  ask 
local  communities — even  large  cities — to  train  their 
own  professionals  is  patently  unrealistic.  Public  health 
officers  in  states  and  communities  can  help  to  speed 
the  day  of  more  trained  professionals  by  making 
known  the  exact  nature  of  their  personnel  needs  to 
government  officials  at  every  legitimate  opportunity. 
Recruitment  and  training  of  professional  personnel 
is  a problem  in  which  state  air  pollution  agencies 
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could  well  use  some  outside  help  from  the  Public 
Health  Service  to  get  programs  started. 

To  gain  citizen  support  for  air  pollution  control 
measures,  we  have  launched  multiphased  activities  in 
public  information.  For  some  time,  the  board  has 
sent  news  releases  to  the  press,  radio,  and  television 
on  the  topical  aspects  of  air  pollution  control.  In  ad- 
dition, the  board  will  issue  leaflets,  brochures,  pam- 
phlets, films,  slides,  displays,  and  every  other  means 
of  mass  education. 

It  is  interesting  to  note  how  closely  the  training 
of  personnel  and  the  informing  of  the  public  inter- 
twine in  the  support  of  each  other.  The  process  is 
somewhat  kindred  to  a chicken-and-the-egg  relation- 
ship: The  more  we  gain  public  support,  the  better 
we  improve  our  chances  of  getting  the  funds  appro- 
priated for  the  hiring  and  training  of  personnel  to 


extend  our  air  pollution  control  activities.  Conversely, 
the  more  we  extend  our  control  activities — and,  thus, 
demonstrate  the  good  sense  of  air  pollution  abate- 
ment— the  better  we  are  able  to  show  tangible  bene- 
fits that  create  public  support. 

It  is  not  at  all  strange  that  the  more  people’s  liv- 
ing conditions  are  improved,  the  more  demand  there 
is  for  further  improvements.  It  will  always  be  so  in 
an  active,  restless  society.  Indeed,  this  striving  for 
betterment  is  one  of  the  more  reliable  indices  of 
dynamism  in  our  society.  An  air  pollution  control 
plan  harnessed  to  the  powerful  forces  generated  by 
this  dynamism  will  succeed.  Each  day  we  are  proving 
this  point  more  decisively  in  New  York  State.  I am 
confident  that  the  experience  of  Texas  will  prove  to 
be  the  same. 

♦ Dr.  Hilleboe,  Commissioner,  New  York  State  Depart- 
ment of  Health,  Albany,  N.  Y. 


A Clinician's  View  of  Medical  Education 

ALBERT  W.  HARTMAN,  M.D. 

San  Antonio,  Texas 

" There  is  but  one  period  in  the  making  of  a doctor  that  weaknesses  in  our  pro- 
fession can  be  prevented,  and  that  is  in  the  medical  schools.”  The  practicing  physician 
must  support  medical  education  in  his  relations  with  teachers  and  in  developing  adequate 
financing,  as  well  as  in  encouraging  applicants  of  quality  and  perhaps  in  devoting  some 
time  to  teaching. 


THE  PURPOSE  of  medical  education  is  to  pro- 
duce a sufficient  quantity  and  a high  quality  of 
physicians  to  supply  adequately  the  needs  of  the 
people  of  our  country.  As  the  medical  care  of  our 
people  is  a firmly  established  responsibility  of  the 
medical  profession,  the  practicing  physician  must 
support  medical  education  in  order  that  its  function 
may  be  carried  out. 

The  future  of  the  private  practice  of  medicine  and 
the  teaching  of  medicine  is  dependent  upon  the 
establishment  and  maintenance  of  a satisfactory  re- 
lationship between  the  teacher  and  the  practitioner. 
Our  future  is  also  dependent  upon  securing  adequate 
financial  support  for  medical  education. 
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No  matter  how  fine  the  school,  how  well  sup- 
ported, how  wonderful  the  teacher,  or  how  important 
the  research,  unless  the  supply  of  students  is  ade- 
quate and  of  the  highest  quality,  our  profession  will 
suffer. 


Decline  in  Applicants 

In  the  recent  past,  there  has  been  a decline  both 
in  the  quality  and  size  of  the  pool  of  applicants  for 
medical  schools. 

As  to  the  quality,  Cooper4  has  reported  that  as 
recently  as  1950,  40  per  cent  of  the  enrolled  medical 
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students  had  premedical  grade  point  averages  of  A, 
40  per  cent  of  B,  and  20  per  cent  of  C.  For  1955  and 
1956,  only  16  per  cent  had  an  A average,  70  per 
cent  B,  and  the  remainder  C.  In  addition  to  the  drop 
in  quality  of  the  applicant,  there  has  been  a drop 
in  the  number.  In  the  years  1948  and  1949, 10  there 
were  24,242  individual  applicants  for  6,688  places 
in  freshman  classes,  or  a ratio  of  3-6  applicants  to  1 
place.  In  1957  and  1958,  there  were  15,791  appli- 
cants for  8,030  places  in  freshman  classes,  or  a ratio 
of  1.9  applicants  to  1 place.  These  15,791  individual 
applicants  filed  60,946  applications. 

Tuition  alone  cannot  be  blamed  for  this  drop  in 
applicants.  According  to  the  J.A.M.A.  of  November 
15,  1958, 10  Louisiana  State  had  the  lowest  tuition, 
$120  for  residents  and  $520  for  nonresidents;  Johns 
Hopkins,  the  highest,  was  $1,280.  Yet  Louisiana 
State  had  2.7  while  Johns  Hopkins  had  8.9  applica- 
tions for  each  place.  In  our  own  schools  in  Texas, 
the  Medical  Branch  in  Galveston  and  Southwestern 
in  Dallas  each  had  2.9  and  Baylor  had  7.2  applica- 
tions for  each  place. 

Medicine  no  longer  occupies  the  unique  position 
in  the  minds  of  the  student  as  the  leading  profession 
along  with  law  and  the  ministry.  Our  profession  is 
in  competition  with  professions  that  offer  equal  or 
greater  prestige,  financial  rewards,  and  intellectual 
stimulation. 

In  estimating  the  total  cost  of  a medical  educa- 
tion, including  training  for  a specialty,  the  years 
lost  to  income  production  are  bound  to  influence  a 
good  student  in  his  choice  of  profession.  I am  also 
afraid  that  our  profession  is  not  getting  the  support 
of  too  many  of  our  college  professors  who  have  great 
influence  over  their  better  students. 

Besides  these  factors,  we  cannot  ignore  the  in- 
fluence upon  a potential  student  of  the  frequent 
public  announcements  unfavorable  to  our  profession. 
The  public  relations  of  our  profession  leave  much 
to  be  desired,  and  our  press  has  been  anything  but 
favorable.  We  are  responsible  for  much  of  this  un- 
favorable press  which  affects  many  in  their  choice  of 
our  profession. 

Teacher  Shortage 

Shaping  the  student’s  professional  future,  as  every 
teacher  of  medicine  does,  is  a challenge,  a great  re- 
sponsibility, and  should  be  a great  pleasure.  In  spite 
of  the  importance  of  being  a teacher  of  medicine 
and  the  gratifications  he  must  realize,  there  is  an 
increasing  shortage  of  teachers.  The  annual  report  on 
medical  education  in  the  United  States6  concerning 
the  budgeted,  unfilled  full-time  faculty  positions  in 
medical  schools  in  the  United  States  shows  251 
such  unfilled  places  in  1955  and  1956,  331  in  1956 
and  1957,  and  619  in  1957  and  1958,  an  increase  of 


approximately  90  per  cent  of  such  vacancies  in  a 
single  year.  In  the  clinical  departments,  there  were 
255  such  unfilled  places  in  1957  and  1958  as  com- 
pared to  94  in  1956  and  1957.  Thus,  we  are  faced 
with  the  difficult  problem  of  a demand  for  produc- 
ing more  doctors  and  advocating  the  development  of 
new  schools  for  that  purpose  while  we  find  a de- 
crease in  the  quality  and  quantity  of  students  and 
an  increase  in  vacancies  in  our  full-time  faculty 
positions. 

The  most  obvious  cause  of  this  teacher  shortage  is 
the  great  differential  that  exists  in  many  cases  be- 
tween the  incomes  of  the  teacher  and  the  practi- 
tioner. There  are  outstanding  exceptions  to  this  situ- 
ation among  teachers  that  overshadow  and  obscure 
from  view  those  with  inadequate  income.  The  in- 
come of  the  full-time  man  whose  field  of  endeavor 
does  not  present  the  opportunity  for  supplementation 
by  practice,  but  whose  teaching  is  of  such  utmost 
importance,  simply  has  to  be  increased. 

Too  often  the  effectiveness  of  a school  or  a de- 
partment within  a school  is  judged  by  the  personal 
fame  of  its  head  or  by  the  extensiveness  and  impor- 
tance of  the  research  program.  Yet,  in  the  over- 
crowded curriculum  of  our  schools,  how  much  time 
can  that  too-busy  man  spend  with  each  individual 
student?  The  true  effectiveness  of  the  teaching  in  a 
school  or  a department  should  be  judged  only  by 
the  effectiveness  of  the  instructors,  and  junior  fac- 
ulty members  on  the  quality  of  the  students  turned 
out. 

The  amount  of  knowledge  in  the  vast  field  of 
medicine  cannot  be  covered  in  4 years.  Even  in  1912 
Henry  S.  Pritchett5  wrote,  "The  medical  curriculum 
has  reached  the  limits  of  its  capacity:  it  can  contain 
no  more.  It  is  clear  that  educationally  we  have  come 
almost  to  an  impasse,  that  the  load  not  only  cannot 
be  increased,  but  that  for  the  sake  of  good  teaching 
it  must  be  lightened  and  simplified.  The  medical 
student  must  have  a timely  opportunity  to  ground 
himself  in  fundamental  studies  and  learn  how  to 
think,  how  to  observe,  how  to  apply.” 

This  has  become  more  serious  and  more  appar- 
ent since  1912,  yet  frequently  we  hear  interns  and 
residents  complain  of  their  lack  of  adequate  basic 
scientific  background.  As  Osier7  once  said,  "The 
training  of  the  medical  school  gives  a man  his  direc- 
tion, points  him  the  way,  and  furnishes  him  with  a 
chart,  fairly  incomplete,  for  the  voyage,  but  nothing 
more.”  In  addition  to  the  vast  scientific  knowledge 
needed,  cultural  background  is  more  important  in 
medicine  than  in  any  other  profession. 

Besides  increasing  their  income  in  order  to  in- 
crease the  number  of  full-time  teachers,  we  must 
make  greater  use  of  potential  teachers  among  prac- 
titioners. 

The  schools  that  have  used  a period  of  preceptor- 
ship  with  general  practitioners  for  teaching  have 
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been  highly  pleased.  Turner,10  in  presenting  the  re- 
port of  the  study  at  the  University  of  Wisconsin, 
stated  that  the  students  are  enthusiastic  over  the 
program  and  apparently  looked  forward  to  it  as  one 
of  the  high  points  of  their  medical  school  career. 
He  also  stated  that  the  study  could  present  no  evi- 
dence that  this  preceptor  program  had  acted  to 
encourage  graduates  to  enter  the  field  of  general 
practice  or  to  settle  in  rural  areas.  On  the  contrary, 
Wisconsin  graduates  enter  specialty  practice  with  as 
great  or  greater  frequency  than  the  alumni  of  com- 
parable medical  schools  which  have  not  included 

BDr.  Albert  W.  Hartman  delivered 
this  paper  as  his  presidential  ad- 
dress before  the  Texas  Surgical 
Society  in  Houston,  October  5, 

preceptorship  in  their  programs.  This,  to  me,  indi- 
cates that  the  program  has  failed  in  one  of  its 
objectives,  namely,  to  increase  the  interest  in  gen- 
eral practice  and  location  in  rural  communities.  But 
still  it  has  succeeded  better  than  hoped  as  a teaching 
method. 

With  such  an  experience  in  general  practice,  why 
not  extend  it  to  include  internal  medicine,  pediatrics, 
psychiatry,  obstetrics,  and  surgery,  and  thereby  tap 
a large  source  of  teachers  and  teaching  material  now 
unused? 

These  potential  teachers  should  have  to  attend 
some  form  of  teaching  institute  where  the  trained 
teacher  can  instruct  and  guide  them  toward  the  best 
method  of  teaching. 

Likewise,  sabbatical  leave  might  wisely  be  granted 
to  our  teachers  to  allow  them  the  privilege  of  spend- 
ing a time  in  the  rough  and  tumble  of  private 
practice  without  any  of  the  protection  of  our  great 
teaching  institutions.  Understanding  between  groups 
often  is  promoted  by  each  experiencing  the  problems 
of  the  other. 

As  said  by  Sheehan  and  Taylor,8  "The  purpose  of 
a medical  school  can  only  be  achieved  by  endeavor 
in  the  direction  of  medical  education,  research  and 
community  care,  and  they  must  be  carried  on  simul- 
taneously for  they  are  wholly  dependent  upon  each 
other,  not  only  for  inspiration  but  for  their  very 
means  of  success.”  And  as  Snapper9  reminded  us, 


"Although  the  progress  of  medicine  will  mainly  de- 
pend on  research  and  experimentation,  the  fact  re- 
mains that  75  per  cent  of  the  knowledge  of  the 
clinicians  can  only  be  acquired  by  humble  empirical 
observations  at  the  bedside  under  the  guidance  of 
experienced  clinicians,  and  that  at  all  times  it  must 
be  remembered  that  education  can  never  be  better 
than  the  teacher.” 

Research,  as  important  as  it  is,  must  remain  in  the 
medical  schools  secondary  to  teaching.  There  is  as 
much  danger  in  overemphasis  as  in  underemphasis, 
or  to  quote  Bean,1  "Just  as  teaching  should  not  get 
disproportionate  attention,  so  Research — with  a cap- 
ital R — must  not  be  the  tail  that  wags  the  academic 
dog.”  "The  medical  school  of  the  future  is  seen  as  a 
cluster  of  research  institutes  to  which  the  hospital- 
clinic  is  attached  as  a necessary  but  scarcely  honored 
appendage.  Or  a great  hospital  is  built  expressly  to 
study  disease,  not  to  heal  the  sick.  Clinical  medicine 
becomes  a parasite  on  basic  research.”3 

Funds  for  research  projects,  research  training,  and 
research  facilities  are  much  more  available  than  for 
teaching.  Most  come  from  the  federal  government. 

The  medical  school  with  its  threefold  function, 
namely,  care  of  the  sick,  research,  and  teaching,  must 
be  made  up  of  hospitals  for  patient  care,  laboratories 
both  for  teaching  and  research,  and  classroom  areas. 
Osier7  described  what  he  thought  the  teaching  hos- 
pital should  be.  "The  type  of  school  I have  always  felt 
that  hospital  should  be:  a place  of  refuge  for  the 
sick  poor  of  the  city — a place  where  the  best  that 
is  known  is  taught  to  a group  of  the  best  students — 
a place  where  new  thought  is  materialized  in  research 
— a school  where  men  are  encouraged  to  base  the 
art  upon  the  science  of  medicine — a fountain  to 
which  teachers  in  every  subject  would  come  for  in- 
spiration— a place  with  a hearty  welcome  to  every 
practitioner  who  seeks  help — a consulting  center  for 
the  whole  country  in  cases  of  obscurity.” 

We  constantly  are  hearing  of  the  shortage  of 
charity  cases  for  teaching  purposes,  yet  every  large 
city  has  an  overloaded,  understaffed,  inadequately 
supported  city  or  county  hospital  with"  much  unused 
clinical  material.  The  teaching  of  the  fundamentals 
of  medicine  must  include  a large  number  of  these 
charity  cases.  It  does  not  seem  to  me  that  the  task 
of  bringing  these  city  hospitals  under  the  wings  of 
our  medical  schools  is  impossible  in  order  that  the 
patients  can  be  used  for  teaching  and  as  a result 
receive  better  care. 

Be  that  as  it  may,  the  student  must  not  be  sepa- 
rated from  the  patient  and  the  teacher  if  he  is  to 
learn.  So  in  enlarging  our  teaching  institutions  to 
meet  the  increasing  demand  for  doctors,  we  must 
also  increase  our  patient  population  that  can  be  used 
for  teaching. 
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New  Schools  and  Finances 

The  public  interest  would  not  be  properly  served 
if  the  ratio  of  physicians  per  100,000  population 
falls  below  132,  which  has  been  relatively  constant 
for  the  past  30  years.  To  maintain  this  ratio  we  will 
need  to  develop  14  to  20  average  sized  medical 
schools  by  1970  at  cost  of  between  500  million  and 
1 billion  dollars.  As  there  is  a lag  of  about  10  years 
between  planning  of  a new  school  and  graduating 
its  first  class,  even  if  we  start  now,  the  ratio  will  fall 
between  now  and  1970.10 

During  the  past  15  years,  13  additional  4 year 
programs  have  been  activated  in  the  United  States; 
eight  of  these  represent  entirely  new  institutions  and 
five  are  ones  that  have  augmented  their  program 
from  2 year  schools  of  basic  science  to  4 year  degree 
granting  schools.10 

In  his  report  on  medical  education,  Turner10  made 
the  following  statement:  ''Despite  the  large  amounts 
of  money  which  have  been  provided  to  the  medical 
colleges,  it  can  be  stated  categorically  that  their  fi- 
nancial support  has  been  inadequate;  that  the  over- 
all quality  of  medical  education  has  been  adversely 
affected  by  this  inadequacy;  that  the  standards  of 
medical  care,  as  set  by  the  American  public,  have 
not  been  fully  met;  and  that  this  failure  to  meet 
standards  will  grow  gradually  worse  until  more  ade- 
quate support  is  provided.  While  medical  education 
holds  the  key  which  can  give  or  deny  the  best  medi- 
cal care  to  the  American  public,  less  than  one  per 
cent  of  the  nation’s  bill  for  medical  care  is  being 
spent  for  medical  education.” 

In  an  article  on  support  of  education,  Bean3  sum- 
marized the  dilemma  with  the  following:  "Law  mak- 
ers have  proper  concern  about  where  the  money  is 
coming  from  to  support  the  costly  program  of  medi- 
cal training  and  research.  It  is  their  responsibility  to 
be  guardians  of  the  public  moneys,  and  in  this  un- 
happy time  of  rising  costs  and  diminishing  work 
week,  the  clamor  for  support  for  many  just  func- 
tions of  the  state  grows  steadily.  But  the  same  legis- 
lator who  may  skimp  in  supplying  a budget  for  train- 
ing physicians  is  not  happy  if  second-rate  support 
leads  to  a decline  in  quality  of  practicing  physicians.” 

Where  are  we  to  get  this  money  for  expansion 
and  maintenance?  To  quote  again  from  Turner’s  re- 
port:10 "Unless  there  is  a marked  change  in  social 
philosophy  leading  to  private  gifts  or  state  appropri- 
ations on  an  unprecedented  scale,  large  federal  ap- 
propriations will  be  required.” 

The  cost  of  operating  the  median  4 year  school  in 
full  operation  for  1956-1957  was  approximately  $2,- 
400,000  and  for  1957  and  1958  it  was  approximately 
$2,900,000.10  This  is  for  school  operation  exclusive 
of  hospital  operation  and  patient  care.  Care  of  char- 
ity patients  and  hospital  maintenance  must  be  paid 
for,  whether  by  state  funds,  city-county  funds,  federal 
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funds,  or  private  gifts — still  from  the  ever  shrinking 
pool  of  public  funds. 

I,  and  I believe  most  readers,  prefer  that  this  en- 
tire cost  be  borne  by  local,  state,  and  private  means 
and  that  federal  funds  not  be  used  if  possible.  How- 
ever, it  should  be  apparent  that  unless  these  local 
funds  are  forthcoming  the  federal  government  will 
move  in. 

In  addition,  we  are  deluding  ourselves  even  now — 
as  shown  by  a report  of  the  National  Institutes  of 
Health:  In  1945,  just  14  years  ago,  they  expended 
for  research  fellowships  $28,000,  for  training 
awards  $29,000,  and  for  research  grants  $85,030,  and 
then  in  1958,  $1,812,000  for  research  fellowships, 
$32,560,000  for  training  awards,  and  $99,345,000 
for  research  grants,  or  a total  for  research  fellow- 
ships, training,  and  grants  of  $142,000  in  1945  and 
$134,000,000  in  1958.10  I am  a little  hard  put  to 
find  consistency  in  approving  that  increase  in  re- 
search federal  funds  and  objecting  to  federal  moneys 
for  teaching  purposes. 


Training  of  Surgeon 

Since  I am  a surgeon,  it  would  be  remiss  for  me 
not  to  extend  the  discussion  of  medical  education 
to  include  the  making  of  a surgeon. 

The  surgeon  needs  complex  and  intense  training. 
He  must  have  innate  integrity  and  must  be  his  own 
most  severe  critic.  He  must  be  a psychiatrist  to 
understand  patient  behavior;  he  must  be  a diagnos- 
tician, an  anatomist,  a physiologist,  a pathologist,  a 
bacteriologist,  a chemist,  and  in  addition  he  must 
be  skilled  in  the  use  of  his  hands.  His  training  must 
of  necessity  be  long.  He  needs  close  contact  with 
teachers  in  many  branches  of  medicine.  He  needs  to 
be  inspired  by  working  with  some  master  surgeons 
who  will  show  him  how  best  to  practice  his  art. 
There  are  no  insignificant  roles  in  surgery.  Some- 
thing can  be  learned  by  participating  in  the  care  of 
every  case.  Surgery  means  study  and  observation  to 
make  a diagnosis,  preparation  for  surgery,  operation 
and  postoperative  care,  and  rehabilitation.  Much  of 
this  training  can  be  gotten  by  assisting  at  operation 
and  care  of  the  patient  and  observing  the  results 
obtained. 

Then  he  must  spend  some  time  being  assisted  in 
his  care  of  patients,  both  the  preoperative,  operative, 
and  postoperative  care,  by  a finished  surgeon  who 
is  kind  and  interested  and  patient  enough  truly  to 
help.  Then  lastly,  he  must  have  the  total  responsibil- 
ity of  the  care  of  his  patients. 

The  time  is  past  when  a surgeon  has  the  privilege 
of  learning  by  his  mistakes.  The  care  of  the  ward 
patient  must  be  equal  to  the  care  of  the  private  pa- 
tient. Of  course,  he  must  learn  by  his  mistakes,  but 
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these  mistakes  must  not  be  due  to  his  attempting 
that  for  which  he  has  had  no  training,  has  not  as- 
sisted someone  else  do,  or  is  not  being  assisted  by 
someone  who  knows  what  to  do. 

The  many  characteristics  a surgeon  needs,  of  which 
humility  is  perhaps  the  greatest,  can  only  be  imbued 
by  association  with  those  so  endowed. 

There  has  been  much  study  and  thought  given 
to  the  problem  of  the  loss  of  charity  cases  for  the 
resident  to  operate  upon  because  of  the  wide  distri- 
bution of  prepaid  insurance.  There  have  been  many 
plans  proposed  whereby  these  insurance  cases  may 
be  cared  for  by  the  resident.  This  situation  needs 
careful  study.  First  of  all,  I believe,  that  if  there  is 
more  full  use  of  the  true  charity  cases  seen  in  our 
many  city-county  hospitals,  the  residents  all  over  the 
country  can  find  adequate  opportunity  for  operative 
experience. 

Although  many  university  residencies  offer  the 
best  possible  training,  some  lack  the  volume  of  house 
cases  to  give  the  resident  his  needed  bath  of  fire. 
Also,  many  are  so  specialized  according  to  the  inter- 
est and  fame  of  their  chief  that  the  vast  amount  of 
ordinary  surgery  seen  in  private  practice  is  neglected. 
It  would  seem  logical  to  coordinate  the  charity  hos- 
pitals not  associated  with  medical  schools  with  the 
medical  schools  in  planned  training  so  as  to  benefit 
both  the  resident  and  the  charity  patient.  This  co- 
ordination could  include  the  private  hospitals  where 
good  surgery  is  being  done. 

Another  point  that  must  be  considered  is  that 
after  training  a surgeon  he  must  have  the  opportunity 
to  practice  his  art  and  receive  adequate  compensa- 
tion. 

Take  away  the  means  of  support  from  the  young 
trained  and  by  then  impoverished  surgeon  and  you 
will  soon  break  down  the  ethical  practices  so  pain- 
fully built  up  the  last  few  years. 


Private  Practice  and  Schools 

The  ultimate  aim  of  all  medical  education  and  re- 
search and  the  responsibility  of  the  medical  profes- 
sion is  the  care  of  the  people  who  are  ill.  I believe 
that,  in  spite  of  all  of  the  mistakes  and  inequities 
that  exist,  private  practice  is  the  best  method  our 
profession  has  to  discharge  this  responsibility.  Private 
practice  in  all  its  branches  is  an  honorable  estate.  No 
matter  how  large  our  teaching  institutions  are,  how 
excellent  their  treatment,  how  advanced  they  are 
scientifically,  they  account  for  a small  part  of  the 
total  care  of  the  sick. 

That  care  falls  on  the  shoulders  of  our  great  body 
of  practitioners  and  the  facilities  they  have  at  their 


disposal.  The  excellence  of  this  care  is  dependent 
upon  the  excellence  of  the  teaching  they  received. 

In  building  our  schools  of  medicine,  we  must  keep 
in  mind  our  major  function,  not  only  realizing  the 
importance  and  need  of  research,  but  also  being  care- 
ful that  teaching  is  not  jeopardized  by  an  overempha- 
sis on  research.  We  should  be  ever  conscious  of  what 
Churchill  has  said,  "We  shape  our  dwellings  and 
afterwards  our  dwellings  shape  us.” 

The  true  key  to  the  production  of  a good  doctor 
is  his  teacher.  Part  of  the  teaching  can  be  done  by 
carefully  chosen  practicing  physicians.  There  should 
be  a close  liaison  between  the  clinician  capable  of 
teaching  and  the  parent  medical  school  with  full  co- 
operation between  them.  The  clinician  should  return 
to  the  medical  school  at  intervals  not  simply  for  addi- 
tional refresher  education  in  professional  fields  but 
also  for  training  in  how  best  to  teach. 

Such  contact  might  also  be  a strong  aid  in  break- 
ing down  the  ridiculous  barrier  between  teacher  and 
clinicians  commonly  referred  to  as  the  difference 
between  "town  and  gown.” 

Most  of  the  student’s  teaching  should  be  done  by 
a professional  teacher  who  participates  in  enough 
research  to  be  constantly  alert  to  change  and  stim- 
ulated as  only  research  can  stimulate  a man,  but  not 
enough  for  the  research  to  become  his  most  impor- 
tant function;  who  has  enough  private  practice  to  be 
kept  aware  of  the  vissicitudes  of  practice  and  to  un- 
derstand better  the  thinking  and  purpose  of  those  in 
private  practice,  but  not  enough  private  practice  for 
it  to  detract  from  his  principal  duty — to  teach.  This 
teacher  needs  to  be  excellently  motivated  so  as  to 
love  his  work  and  to  inspire  as  well  as  to  impart 
knowledge  to  his  students. 

This  teacher  must  be  an  administrator  or  else  he 
will  soon  find  he  is  controlled  by  those  to  whom  he 
has  delegated  the  responsibility  of  administrating  his 
department.  For  this,  he  must  be  adequately  compen- 
sated. This  compensation  should  be  comparable  to 
those  successfully  practicing  in  the  branch  of  medi- 
cine he  is  teaching.  This  compensation  must  not  de- 
pend on  his  own  private  practice  else  his  teaching, 
research,  and  motivation  might  suffer. 

It  should  be  quite  apparent  that  the  clinician  could 
not  be  where  he  is  without  the  great  work  of  the 
teacher;  and  it  is  becoming  more  apparent  that  the 
teaching  profession  needs  the  cooperation,  friendship, 
understanding,  and  support  of  the  clinician. 

There  is  but  one  period  in  the  making  of  a doctor 
that  weaknesses  in  our  profession  can  be  prevented, 
and  that  is  in  the  medical  schools.  There  the  twig 
is  bent,  there  the  die  is  cast  as  to  the  kind  of  doctor 
and  man  the  student  will  become.  This  is  done  by 
example,  by  understanding,  by  the  imparting  of 
knowledge  by  all  the  teachers  coming  in  contact  with 
this  student. 

The  principles  of  what  constitutes  the  practice  of 
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good  medicine  should  be  so  deeply  implanted  that 
no  exposure  to  inadequacies  or  bad  practices  in  any 
further  training  or  the  temptations  of  practice  could 
shake  them. 
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As  emphasis  on  training  of  well  rounded  family  doctors  has  returned  to  the  medical 
school  and  as  the  importance  of  the  patient’s  affective  life  and  social  environment  has 
been  recognized  anew,  psychologists  have  found  a place  in  medical  schools.  The  original 
emphasis  on  clinical  service  to  patients  has  given  way  to  contributions  to  education  and 
research  in  a variety  of  ways  by  psychologists. 


Contributions  of  PSYCHOLOGY 
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Dallas,  Texas 


BEGINNING  with  the  witch  healers  and  the 
medicine  men  of  precivilization  and  extending 
through  the  period  of  the  early  Greeks,  the  Middle 
Ages,  the  Renaissance,  and  the  Industrial  Revolution, 
medical  education  was  based  principally  on  the  ap- 
prenticeship method  of  teaching.  This  was  the  era 
in  medicine  when  scientific  knowledge  was  scarce 
and  medical  practice  relied  heavily  on  the  reassuring 
and  curative  effects  of  the  doctor-patient  relationship. 
The  young  physician  of  this  period,  possibly  because 
he  lacked  drugs  and  other  medical  procedures,  be- 
came familiar  early  in  his  training  with  the  principle 
that  an  understanding  physician  could  enhance  re- 
covery in  many  patients. 

During  the  nineteenth  century  the  apprenticeship 
system  of  education  gave  way  to  the  "proprietary” 
medical  school.1  These  schools  were  operated  inde- 
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pendently  with  no  connection  with  universities  or 
hospitals,  and  their  instruction  consisted  largely  of 
didactic  lectures.  Such  a change  in  medical  education 
can  be  closely  associated  with,  if  not  directly  attribu- 
table to,  the  outstanding  achievements  and  develop- 
ments that  occurred  in  the  biological  and  physiologi- 
cal sciences.  Medicine  was  given  a scientific  basis 
with  the  rigorous  work  and  fundamental  discoveries 
of  Virchow,  Claude  Bernard,  Pasteur,  Wohler,  and 
others,  and  new  special  fields  of  study  such  as  physi- 
ology, bacteriology,  chemistry,  and  pathology  visibly 
emerged. 

Shortly  after  the  turn  of  the  twentieth  century, 
the  well  known  Flexner  report  of  1910  took  the 
"proprietary”  medical  schools  to  task  on  the  grounds 
of  their  heterogeneity  of  instruction,  lack  of  adequate 
faculty,  and  mercenary  orientation  and  character,  and 
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greatly  influenced  a fundamental  change  in  American 
medical  education.  The  4 year  curriculum  was  de- 
veloped, and  it  consisted  of  emphasis  on  the  bio- 
logical and  physiological  sciences  during  the  first  2 
years,  and  clinical  medicine  with  patient  contact  in 
the  last  2 years.  Teaching  responsibilities  within  this 
curriculum  were  organized  along  departmental  lines 
with  little  or  no  overlap;  this  was  particularly  true 
of  the  so-called  "basic  science”  years.  This  program 
has  persisted  and  has  dominated  the  pattern  of  under- 
graduate medical  education  even  up  to  the  present, 
and  at  the  same  time  has  influenced  medical  prac- 
tice. During  the  first  half  of  the  twentieth  century  the 
number  of  "family  doctors,”  who  in  earlier  years 
were  so  important  in  the  health  and  welfare  of 
American  society,  gradually  decreased.  In  their  place 
came  the  specialist  in  internal  medicine,  ophthalmol- 
ogy, otolaryngology,  obstetrics  and  gynecology,  urol- 
ogy, pediatrics,  surgery,  hematology,  radiology,  ortho- 
pedics, dermatology,  psychiatry,  and  so  forth. 

Specialized  medicine  had  many  advantages,  and 
its  impact  on  the  general  health  of  the  human  race 
is  immeasurable.  It  led  to  an  increased  knowledge 
of  organs  and  body  systems,  a significant  reduction 
in  mortality  rates,  and  the  discovery  of  many  effective 
diagnostic  and  therapeutic  agents  and  techniques 
probably  not  otherwise  possible.  However,  specializa- 
tion by  its  very  nature  also  led  to  the  decided  dis- 
advantage of  "losing  sight  of  the  patient”  to  focus 
intensively  on  one  or  another  diseased  organ  or  body 
system.  It  led  to  a more  impersonal  practice  of  medi- 
cine with  a significant  decrease  in  attention  to  the 
doctor-patient  relationship  and  the  time  honored 
medical  practice  of  knowing  and  understanding  the 
patient,  the  relationship  between  his  illness  and  his 
environment,  the  influences  of  various  external  or 
internal  stresses  such  as  economic,  occupational,  fam- 
ily, unresolved  personal  conflicts,  ungratified  and  un- 
expressed needs,  and  aspirations. 

Recognition  of  the  dangers  of  overspecialization  in 
medicine  and  the  need  to  modify  medical  education 
have  been  increasingly  apparent  since  the  mid  1930’s, 
although  little  in  implementation  has  occurred  until 
recently.  The  Thirty-fourth  Annual  Report  of  the 
Commonwealth  Fund2  stated  that,  "Scientific  medi- 
cine should  be  medicine  based  upon  the  fullest  and 
most  exact  knowledge  of  the  patient  that  is  avail- 
able to  the  doctor.  When  the  term  became  popular 
the  knowledge  most  readily  available  for  the  firming 
up  of  clinical  judgement  was  drawn  from  physiology, 
and  so  scientific  medicine  was  mostly  physiological. 
It  must,  however,  keep  step  with  all  the  sciences  that 
help  to  make  the  patient  comprehensible.  In  recent 
years  psychology  has  made  long  strides,  and  its  con- 
tributions to  the  understanding  of  psychosomatic  phe- 
nomena have  already  become  indispensible  to  medi- 
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cine.  Anthropology  and  sociology  are  coming  to  the 
point  where  they  also  can  illuminate  the  patient’s 
interaction  with  his  environment.  Scientific  medicine 
has  hitherto  been  weakest  in  relation  to  the  patient’s 
affective  life  and  his  social  environment.  The  be- 
havioral sciences  are  already  helping  the  doctor  to 
rely  less  on  intuition  and  more  on  systematized 
knowledge  as  he  approaches  these  facets  of  the  pa- 
tient. Not  to  make  use  of  them  so  far  as  they  are 
useable  would  seem  to  be  unscientific.” 
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In  1951  the  Conference  on  Psychiatric  Education8 
held  at  Cornell  University,  Ithaca,  N.  Y.,  emphasized 
the  need  to  incorporate  more  of  the  knowledge  of 
psychology  into  the  medical  curriculum.  Recently  a 
British  physiologist,  Woodger,9  wrote  a plea  for  the 
introduction  of  psychology  in  the  training  of  doctors 
because  of  "the  very  considerable  part  played  by 
mental  illness  in  contemporary  life.”  He  suggested 
that  the  "lopsidedness  of  the  medical  curriculum  (in 
England)  might  very  largely  be  the  result  of  the 
enormous  success  and  consequent  prestige  of  the 
physical  sciences,  which  has  led  people  to  identify 
science  with  physical  sciences  and  so  to  neglect  other 
kinds  of  investigation.”9  At  the  international  level, 
the  Fourth  Worid  Health  Assembly  arrived  at  a sim- 
ilar position  suggesting  that  the  "undergraduate  cur- 
ricula (in  medical  education)  play  down  physics  and 
chemistry,  and  play  up  psychology,  anthropology,  and 
sociology.” 


ENTREE  OF  PSYCHOLOGISTS 

The  entree  of  psychologists  in  medical  schools  has 
been  a rather  recent  but  rapid  development.  Before 
1940  only  a handful  of  psychologists  were  associated 
with  medical  schools  and  few  more  were  on  the  staff 
of  hospitals  or  made  contributions  which  were  re- 
flected in  medical  research.3, 4 It  was  during  and 
following  World  War  II  that  clinical  psychology 
began  to  grow.  The  three  members  of  the  psychiatric 
team,  the  psychiatrist,  the  clinical  psychologist,  and 
the  social  worker,  who  worked  so  effectively  in  the 
military,  joined  forces  to  begin  to  meet  the  similarly 
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complex  problems  of  civilian  adjustment.  Graduate 
training  programs  in  clinical  psychology  as  well  as 
other  areas  of  psychology  developed  and  expanded  to 
meet  the  needs  of  society.  In  keeping  with  this  team 
model,  some  medical  school  departments  of  psychiatry 
appointed  a number  of  clinical  psychologists  to  their 
faculties.  Thus  in  the  beginning,  the  psychologists  in 
medical  schools  made  their  greatest  contributions  in 
the  area  of  clinical  services,  especially  in  the  estab- 
lishment of  a psychiatric  diagnosis. 

During  the  year  1951-1952,  one  of  the  American 
Psychological  Association’s  subcommittees  surveyed 
the  status  of  psychology  in  medical  education.7  At 
that  time  a total  of  255  psychologists,  all  with  faculty 
rank,  were  reported  to  be  employed  in  medical 
schools,  and  58  of  the  79  medical  schools  surveyed 
were  noted  to  have  psychologists  on  their  faculty.  A 
follow-up  study  in  1955,  by  Matarazzo  and  Daniel6 
indicated  that  the  number  had  grown  to  346,  and  68 
medical  schools  now  had  psychologists  holding  facul- 
ty rank.  A less  formal  tally  was  reported  in  1958  at 
the  annual  American  Psychological  Association  meet- 
ings by  Cohen  of  Duke  University  School  of  Medi- 
cine. Apparently  the  number  of  psychologists  now  on 
the  faculty  of  medical  schools  is  well  over  500  and 
is  continuing  to  grow.  Thus  there  seems  to  be  con- 
siderable evidence  to  support  the  contention  that 
medical  schools  are  not  only  more  cognizant  of  the 
need  to  include  more  psychology  in  their  curricula, 
but  also  psychologists  in  an  ever  increasing  manner 
have  been  given  a significant  role  in  medical  educa- 
tion. 

Along  with  this  increased  and  recent  involvement 
of  psychology  in  medical  education,  and  perhaps  be- 
cause of  it,  psychologists  in  medical  schools  have 
been  meeting  informally  since  1949  -to  share  experi- 
ences and  information  about  their  roles  and  to  con- 
sider and  discuss  ways  of  increasing  their  effective- 
ness and  contributions  to  medical  education.  Interest 
has  been  persistently  high,  and  the  results  of  many 
discussions  soon  began  to  crystallize  into  the  need  for 
a more  formal  conference.  At  the  1954  and  1955 
annual  meetings  of  the  American  Psychological  As- 
sociation, committees  were  appointed  and  a formal 
proposal  was  prepared  for  a conference  on  psychology 
in  medical  education.  This  conference  was  held  in 
March,  1956,  in  New  York. 

Essentially,  the  conference  was  concerned  with  as- 
certaining the  practices  and  goals  of  psychologists  in 
medical  schools,  determining  how  these  practices  and 
goals  were  integrated  into  the  total  medical  scene, 
and  discussing  methods  for  improving  these  within 
the  discipline,  and  in  relation  to  other  disciplines  in 
the  field  of  medical  education.  A report  of  the  pro- 
ceedings of  this  conference  was  published  in  Neuro- 
psychiatry in  1957.5  Much  of  the  conference  discus- 
sion was  based  on  data  made  available  through  the 
1955  survey  of  Matarazzo  and  Daniel.  This  survey 


was  an  intensive  job  analysis  of  psychologists  in 
medical  schools  and  dealt  with  personal,  professional, 
academic,  and  scientific  characteristics  of  the  re- 
spondents. 

TEACHING 

In  the  area  of  teaching,  about  half  of  the  psycholo- 
gists on  faculties  of  medical  schools  are  involved  in 
some  teaching  of  undergraduate  students;  almost  21 
per  cent  report  teaching  "psychiatric  interns”;  about 
24  per  cent  teach  residents;  about  20  per  cent  teach 
"medical  graduates.”  At  the  undergraduate  level  cer- 
tain topics  seem  to  be  taught  in  the  first  and  second 
years,  such  as  personality  development,  perception, 
motivation,  learning,  and  principles  of  measurement, 
while  others  such  as  psychodiagnostic  testing,  test 
construction,  interviewing,  and  personality  dynamics 
are  taught  during  the  third  and  fourth  years.  At  pres- 
ent there  is  wide  variation  among  schools  in  the 
degree  of  development  of  courses  in  psychology,  and 
wide  variation  among  schools  in  the  number  of  hours 
allotted  to  psychology  for  undergraduate  teaching. 

Psychiatric  residents  and  medical  residents  com- 
prise the  two  largest  groups  of  graduates  taught  by 
psychologists.  Graduate  courses  tend  to  emphasize 
clinical  material  in  the  form  of  an  applied  course  in 
clinical  psychology.  Topics  include  theories  of  per- 
sonality, appraisal  techniques  and  problems  of  as- 
sessment, and  measurement  as  it  relates  to  clinical 
psychiatry.  In  addition,  emphasis  is  given  to  basic 
scientific  methodology,  research  design,  and,  in  some 
instances,  philosophy  of  science  as  basic  material  to 
stimulate  and  foster  research  activities  on  the  part 
of  the  graduate  trainees. 


RESEARCH 

In  the  area  of  research,  approximately  68  per  cent 
of  the  psychologists  on  full-time  appointments  in 
medical  schools  spend  more  than  10  per  cent  of  their 
time  on  research,  and  the  average  psychologist  spends 
about  one- third  of  his  time  in  research  activities 
which  range  all  the  way  from  basic  investigations  of 
brain  function,  learning,  and  perception  to  very 
specific  applied  problems  of  the  effects  of  various 
treatment  regimens,  reactions  to  physical  illness,  and 
the  impact  of  community  mental  health  educational 
programs.  The  scope  of  the  research  projects  varies 
from  small  short  term  studies  to  large  scale  program 
research  over  a period  of  many  years. 

Although  the  psychologist  is  likely  to  select  re- 
search problems  for  purely  idiosyncratic  reasons,  there 
seems  to  be  considerable  evidence  to  indicate  that  he 
is  also  likely  to  become  involved  in  a number  of 
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fairly  typical  medical  problems.  These  include  (a) 
evaluation  of  treatment  methods,  including  the  ef- 
fects of  various  drugs  and  somatic  or  other  forms  of 
therapy;  (b)  development  and  evaluation  of  tech- 
niques for  selecting  personnel,  including  medical  stu- 
dents, candidates  for  medical  specialty  training, 
nurses,  aides,  and  others;  (c)  development  and  eval- 
uation of  new  teaching  methods  for  various  medical 
and  allied  groups;  (d)  investigation  of  etiological 
factors  in  various  psychiatric,  neurological,  and  medi- 
cal disorders;  (e)  research  which  is  primarily  of  a 
basic  nature,  but  which  is  related,  directly  or  indi- 
rectly, ro  medical  problems  such  as  studies  of  normal 
personality  development,  perception,  cognition,  brain 
functions,  and  group  dynamics. 

Most  psychologists  at  some  time  are  involved  in 
collaborative  research  activities,  with  the  greatest 
amount  of  interdisciplinary  collaboration  (about  55 
per  cent)  being  with  psychiatrists.  Collaboration  with 
other  medical  specialists  and  allied  disciplines  such 
as  nursing  and  social  work  is  becoming  increasingly 
apparent.  The  use  of  the  psychologist  as  a research 
consultant  not  only  within  the  department  of  psychi- 
atry but  also  within  many  departments  of  the  medi- 
cal school  has  tended  to  foster  collaborative  research. 
It  has  contributed  to  the  improvement  of  some  in- 
terdepartmental relationships  by  cross-fertilization  of 
ideas  and  to  interdisciplinary  investigations  which  are 
more  precisely  directed  toward  our  ultimate  under- 
standing of  the  human  organism. 

CLINICAL  SERVICE 

It  seems  reasonable  to  state  that  the  psychologist’s 
roles  in  the  area  of  clinical  services  are  well  known 
by  this  group.  Consequently,  and  in  the  interest  of 
time,  little  attention  will  be  devoted  to  his  contribu- 
tions in  this  area.  It  is  interesting  to  note,  however, 
that  while  the  psychologist  first  entered  into  medical 
schools  primarily  because  of  his  clinical  skills,  he  now 
spends  an  average  of  about  22  per  cent  of  his  time  in 
service  activities.  This  apparent  drift  away  from 
service  probably  reflects  the  basic  emphasis  of  medi- 
cal schools  as  academic  institutions  on  teaching  and 
training.  Probably  it  supports  the  notion  that  there  is 
an  increasing  need  and  demand  for  the  psychologist’s 
time  in  other  nonpsychiatric  areas. 

The  large  number  of  applicants  to  medical  schools 
contrasted  to  the  limited  number  of  those  to  be  ac- 
cepted and  the  enormous  expense  of  medical  educa- 
tion have  pressed  medical  schools  into  a more  serious 
and  painstaking  attempt  to  select  their  students  and 
then  to  help  them  to  adjust  optimally  to  the  school 
scene.  In  their  search  for  techniques  of  student  screen- 
ing and  selection,  medical  schools  have  called  increas- 


ingly upon  psychologists  for  their  assistance.  About 
16  per  cent  of  the  full-time  psychologists  in  medical 
schools  are  involved  currently  in  this  work.  Their 
functions  are  varied  and  include  planning,  coordinat- 
ing, and  administering  the  selection  program;  mem- 
bership on  the  admissions  committee;  consulting  on 
screening,  interviewing,  and  the  use  of  psychological 
techniques;  and  research  on  the  assessment  and  se- 
lection process. 

Another  area  of  contribution  already  realized  at 
some  medical  schools  was  suggested  by  Carlyle  Jacob- 
sen, dean  of  the  New  York  State  Medical  School,  in 
1950,  "This  is  in  the  field  of  student  evaluation, 
grading,  and  curriculum  planning.  The  curriculum  of 
medical  schools,  and  of  the  premedical  phase  of  medi- 
cal education,  has  very  largely  grown  like  Topsy.  It 
has  increased  by  the  introduction  of  new  course  ma- 
terial, new  areas  of  study,  or  by  better  implementa- 
tion of  older  areas,  witness  psychiatry  and  preventive 
medicine  as  examples.  It  is  always  hard  to  delete 
activities  already  underway.  Medical  education  today 
embraces  much  that  is  good,  but  it  also  carries  some 
subject  matter  that  continues  by  strength  of  tradi- 
tion, perhaps,  more  than  pertinence  to  medicine  as 
practiced  today.  Currently,  the  Association  of  Amer- 
ican Medical  Colleges,  through  its  joint  committee 
with  the  American  Medical  Association,  is  conduct- 
ing a study  of  medical  education  from  which  should 
come  suggestions  for  changes  in  the  curriculum.  I 
believe  that  in  the  implementation  of  the  changes, 
the  psychologist  who  is  alert  to  problems  and  tech- 
niques of  pedagogy  and  who  knows  medical  teaching 
in  his  own  right,  can  give  significant  help  to  the 
faculty.”4 

Finally  some  psychologists  on  medical  school  facul- 
ties have  contributed  to  student  selection  by  making 
available  useful  information  on  medicine  as  a pro- 
fessional career  to  potential  medical  applicants.  In 
this  connection,  some  have  arranged  for  premedical 
conferences  and  have  participated  in  high  school 
career  days  in  an  attempt  to  give  the  student  a bet- 
ter understanding  of  medical  education  and  the  prac- 
tice of  medicine. 

RESIDENCY  TRAINING 

In  regard  to  the  specific  contributions  of  clinical 
psychologists  to  the  graduate  residency  programs  in 
psychiatry,  there  is  evidence  that  they  are  playing  an 
active  role  in  the  major  training  programs  in  the 
country.  In  general,  the  first  year  residents  are  taught 
the  details  of  theory  and  administration  of  certain 
specific  psychological  tests,  especially  the  Rorschach 
test,  the  thematic  apperception  test,  and  the  Wechsler 
intelligence  tests  for  children  and  adults.  These  train- 
ing activities  are  aimed  at  giving  the  resident  a back- 
ground in  the  theories  of  testing,  an  understanding 
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of  the  values  and  limitations  of  such  procedures,  and 
a knowledge  of  how  to  select  and  to  refer  patients 
for  psychological  study.  In  the  second  year  program, 
usually  some  formal  lectures  and  seminars  are  pre- 
sented on  learning  theory  and  perception  studies.  In 
addition,  there  is  an  attempt  to  stress  the  effect  of 
social  phenomena  on  personality  development.  Often 
specific  courses  in  research  training  are  developed 
with  emphasis  on  statistical  methods,  design  of  ex- 
periment, and  other  areas.  Usually,  the  second  year 
program  emphasizes  the  team  collaboration  work  be- 
tween the  psychiatrist  and  the  clinical  psychologist 
as  we  attempt  to  define  and  develop  a body  of 
knowledge  about  the  so-called  science  of  human  be- 
havior. Typically  in  the  third  year,  the  residents  use 
the  findings  of  the  clinical  psychologist  in  the  eval- 
uations in  the  outpatient  programs  as  they  attempt 
to  understand  the  patient’s  personality  structure,  po- 
tential ability  to  respond  to  treatment,  and  prognosis. 

In  addition,  psychologists  are  available  for  special 
consultation  in  order  to  design  small  research  projects 
for  the  residents  during  the  latter  part  of  their  train- 
ing experience.  This  role  of  psychology  is  in  keeping 
with  the  general  trend  to  make  the  third  year  of  a 
psychiatric  residency  more  elective  so  that  the  resi- 
dent can  focus  on  his  own  areas  of  interest  within 
psychiatry,  such  as  hospital  work,  outpatient  psycho- 
therapy, child  psychiatry,  somatic  therapies,  and  other 
areas. 

SUMMARY  AND  CONCLUSIONS 

The  rather  recent  development  of  clinical  psychol- 
ogy in  medical  education  has  been  reviewed.  The 


original  emphasis  on  clinical  service  to  patients  has 
been  changed,  and  the  psychologist  in  the  medical 
school  has  contributed  to  education  and  research  in 
a wide  variety  of  ways.  Some  attempt  has  been  made 
to  identify  the  contribution  of  the  clinical  psycholo- 
gist to  the  education  and  training  of  the  medical  stu- 
dent, the  psychiatric  resident,  and  others.  In  our  opin- 
ion, the  psychologist  can  contribute  a great  deal  to 
the  psychiatrist’s  understanding  of  personality  struc- 
ture, patient  motivation  for  psychological  help,  and 
the  prediction  of  the  ultimate  diagnosis. 
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Legible  Footprinting  of  Infants  Used  as  Positive  Identification 


Legible  footprinting  of  infants  at  birth  is  a positive 
means  of  identification  vital  in  cases  where  law  enforcement 
has  an  interest,  according  to  J.  Edgar  Hoover  in  an  article 
in  Hospitals,  Journal  of  the  American  Hospital  Association. 

Mr.  Hoover  said  that  such  cases  involve  "kidnaping, 
abandonment,  or  unexplained  death  of  a child”  as  well  as 
"those  rare  cases  when  a question  is  raised  by  parents  as 
to  the  identity  of  a child.” 

A 1955  abduction  of  a 3 year  old  baby  boy  from  a 
San  Francisco  hospital  was  cited.  Several  days  later,  a baby 
answering  to  the  general  description  of  the  missing  child 
was  found  in  New  Jersey.  Through  a comparison  of  foot- 
prints, he  said,  the  FBI  determined  that  this  was  not  the 


same  child.  A few  days  later,  a baby  was  found  in  a church 
in  Stockton,  Calif.,  and  was  positively  identified  as  the 
child  being  sought  by  comparing  his  footprints  with  hos- 
pital footprint  records. 

Footprinting  is  more  practical  than  fingerprinting  in 
infants,  he  said,  because  the  area  is  larger  and  is  also 
more  rigid  due  to  the  lesser  movement  of  the  joints.  "In 
many  cases,”  he  continued,  "inexperience,  lack  of  necessary 
knowledge  and  careless  or  hasty  methods  of  taking  infant 
footprints  have  produced  foot  impressions  showing  no 
ridge  detail.  Thus,  they  are  useless  for  identification.”  He 
recommended  a footprinting  course  in  all  nurses’  training 
hospitals. 
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RHEUMATOID  ARTHRITIS 


Antimalarial  Agents 
In  Treatment 


Use  of 


C.  T.  STONE,  JR,  M.D. 

Galveston,  Texas 


Three  antimalarials — Triquin,  chloroquine,  and  Plaquenil — had  a 
distinct  antirheumatic  effect  ( decreasing  in  that  order ) in  a clinical 
trial  on  37  patients  with  rheumatoid  arthritis.  The  response  to  therapy 
appeared  satisfactory  to  good  in  30,  and  toxicity  seemed  much  less 
than  has  been  reported  elsewhere. 


IN  AUGUST,  1957,  our  attention  at  the  University 
of  Texas  Medical  Branch  was  attracted  to  the 
fact  that  an  occasional  report  was  finding  its  way 
into  the  literature  suggesting  that  certain  antimalarial 
agents,  notably  chloroquine,  were  proving  successful 
in  the  treatment  of  rheumatoid  arthritis.  Arrange- 
ments were  made  shortly  thereafter  with  the  Win- 
throp  Laboratories  to  supply  us  with  needed  drugs 
to  carry  out  a clinical  investigation  of  chloroquine, 
Plaquenil,  and,  more  recently,  Triquin.  Aralen  is  the 
trade  name  of  chloroquine  phosphate.  Plaquenil  is 
the  trade  name  for  hydroxychloroquine  sulfate.  Tri- 
quin is  composed  of  65  mg.  of  chloroquine,  50  mg. 
of  Plaquenil,  and  25  mg.  of  Atabrine  hydrochloride 
mixed  in  a small  yellow  tablet,  approximately  the  size 
of  an  aspirin. 

The  clinical  material  from  which  the  following 
data  have  been  extracted  is  comprised  of  a total  of 
37  patients  of  whom  24  are  white  females,  4 are 
Negro  females,  7 are  white  males,  and  2 are  Negro 
males.  These  patients  are,  with  rare  exceptions,  drawn 
from  the  clinical  clientele  presenting  themselves  for 
diagnosis  and  treatment  to  the  Arthritis  Clinic  of  the 
Medical  Branch  of  the  University  of  Texas. 

The  natural  history  of  rheumatoid  arthritis  is  suf- 
ficiently poorly  understood  at  present  to  constitute 
a very  uncertain  base  line  for  comparison.  Further- 
more, the  system  of  disease  classification  which  the 


American  Rheumatism  Association  formulated  in 
1949  is  so  intricate  and  so  complicated  as  to  render 
it  of  limited  clinical  application.  For  that  reason  as 
well  as  to  attempt  to  simplify  this  presentation,  we 
have  graded  the  disease  according  to  mild,  moderate, 
or  severe.  By  this  standard  a mild  case  would  be 
characterized  by  inflammatory  changes  in  the  joints 
only.  A moderate  case  would  be  one  in  which  some 
joints  might  be  irreparably  damaged  but  still  a large 
degree  of  inflammatory  change  is  present.  A severe 
case  would  be  one  in  which  there  is  extensive  perma- 
nent joint  destruction  but  pain  could  be  relieved  to 
some  degree. 

Our  results  of  treatment  have  been  similarly  re- 
corded. 

It  is  interesting  to  speculate  relevant  to  the 
method  by  which  chloroquine  and  other  antimalarials 
came  to  be  used  in  the  treatment  of  rheumatoid 
arthritis.  As  early  as  1894,  quinine  was  used  in  the 
treatment  of  lupus  erythematosus,  for  reasons  which 
are  not  particularly  clear.  In  1951,  Page2  reported 
in  the  English  literature  use  of  antimalarials  in  the 
treatment  of  lupus  erythematosus.  He  stated  that  "by 
accident”  he  had  treated  with  quinacrine  (Atabrine) 
several  patients  in  whom  he  noticed  a favorable  re- 
sponse to  treatment.  It  is  well  known  that  a portion 
of  the  clinical  picture  in  some  patients  who  are 
victims  of  disseminated  lupus  erythematosus  consti- 
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tutes  a rheumatoid  arthritis-like  syndrome.  Admit- 
ting that  there  is  considerable  controversy  in  the 
present  feeling  about  the  relative  relationship  be- 
tween the  rheumatoid  arthritis-like  picture  and  the 
positive  L.  E.  phenomenon,  one  cannot  help  but 
wonder  if  the  association  of  this  sort  did  not  lead 
initially  to  the  use  of  chloroquine  in  the  treatment 
of  rheumatoid  arthritis. 

No  definite  statement  can  be  made  regarding  mode 
of  action. 

Full  clinical  details  relevant  to  these  37  patients 
appear  in  table  1. 

It  was  recommended  by  the  manufacturers  of 
chloroquine  that  the  patients  receive  a charging  dose 
consisting  of  250  mg.  two  or  three  times  a day  for 
2 to  3 days  and  then  be  carried  on  a maintenance 
program  of  250  mg.  per  day.  In  our  patients  we  have 
administered  chloroquine  250  mg.  three  times  daily 


for  3 to  4 days,  depending  upon  the  severity  of  the 
illness,  and  thereafter  have  reduced  the  dose  in  most 
instances  to  250  mg.  twice  a day  and  have  continued 
the  dose  indefinitely  at  250  mg.  twice  daily. 

The  time  of  onset  of  detectable  results  either  sub- 
jective or  objective  has  been  variable.  Some  patients 
have  reported  subjective  improvement  in  48  hours; 
most,  however,  relate  noticeable  change  in  4 to  6 
weeks.  The  longer  the  patients  take  the  medicine 
the  better  the  results. 


Toxicity 

The  literature  available  to  us  at  the  time  of  our 
initial  study  suggested  that  chloroquine  was  an  ex- 
tremely toxic  substance.  As  a matter  of  fact,  it  had 
been  reported  by  Bagnall1  in  1957  that  41  per  cent 


Table  1. — Use  of  Antimalarial  Agents  in  Treatment  of  Rheumatoid  Arthritis. 


Case  No. 

Stage  of  Disease 

Onset  Rx 

Treatment 

Race- Sex-Age 

Aggl.  Test 

Complications 

Results  * 

1 

Severe 

June  '58 

Triquin 

N-M-53 

+ 

2 

Moderate 

3/13/58 

Aralen 

W-F-62 

3 

Moderate 

7/10/58 

Plaquenil 

W-F-21 

+ 

4 

Mild 

6/1/58 

Plaquenil 

W-F-31 

5 

Moderate 

7/31/58 

Plaquenil 

N-M-60 

+ 

6 

Severe 

10/3/57 

Aralen 

W-M-68 

+ 

Fair 

7 

Mild 

1/20/58 

Aralen 

W-F-63 

+ 

8 

Moderate 

7/31/58 

Plaquenil 

W-F-68 

9 

Moderate 

3/6/58 

Aralen 

W-F-50 

10 

Moderate 

8/14/58 

Aralen 

W-F-25 

+ 

11 

Severe 

1/9/58 

Aralen  + 

W-F-63 

+ 

Plaquenil 

12 

Severe 

7/28/58 

Aralen 

W-M-39 

+ 

Hair  bleached 

13 

Mild 

8/15/58 

Aralen 

W-F-40 

+ 

14 

Severe 

8/22/58 

Aralen 

W-M-67 

15 

Severe 

8/15/57 

Aralen  + 

W-F-46 

+ 

Hair  bleached 

Plaquenil 

16 

Mild 

8/15/57 

Aralen 

W-F-29 

+ 

Hair  bleached 

2/13/58 

Plaquenil 

17 

Mild 

4/17/58 

Plaquenil 

W-M-59 

Fair 

18 

Severe 

1/13/58 

Chloroquine 

N-F-69 

19 

Severe 

7/17/58 

Aralen 

W-F-31 

+ 

20 

Moderate 

1/10/58 

Plaquenil 

W-F-73 

21 

Severe 

11/14/57 

Aralen 

N-F-44 

22 

Severe 

10/3/57 

Aralen 

N-F-52 

23 

Mild 

Nov.  '57 

Aralen 

W-M-32 

Skin  rash 

Poor 

24 

Severe 

5/6/58 

Triquin 

W-F-66 

25 

Severe 

1/2/58 

Aralen 

W-F-54 

Poor 

26 

Mild 

11/11/57 

Aralen 

W-F-38 

Hair  bleached 

27 

Severe 

Jan.  '58 

Aralen 

N-F-48 

28 

Mild 

Oct.  '57 

Aralen 

W-F-19 

+ 

Hair  bleached 

29 

Severe 

Jan.  '58 

Aralen 

W-F-62 

Poor 

30 

Mild 

Feb.  '58 

Triquin 

W-F-50 

+ / 

Transient  low 

white  count 

31 

Severe 

Jan.  '58 

Aralen 

W-F-57 

+ 

Skin  rash 

Poor 

32 

Mild 

Mar.  '58 

Aralen 

W-F-35 

33 

Moderate 

Feb.  '58 

Aralen 

W-M-57 

34 

Moderate 

June  '58 

Aralen 

W-F-53 

35 

Mild 

July  '58 

Aralen 

W-M-43 

36 

Moderate 

May  '58 

Aralen 

W-F-28 

‘Results  satisfactory  unless  stated. 
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RHEUMATOID  ARTHRITIS  — Stone  — continued 

of  all  of  his  male  patients  and  64  per  cent  of  his 
female  patients  receiving  as  much  as  250  mg.  daily 
sustained  toxic  reactions.  Since  it  was  our  intention 
to  submit  these  patients  to  a vigorous  clinical  trial, 
it  was  decided  to  administer  500  mg.  of  the  drug  per 
day.  Toxic  reactions  have  been  reported  ranging 
from  gastrointestinal  disturbances,  such  as  epigas- 
tric burning,  to  the  development  of  rashes,  blanch- 
ing of  the  hair,  and  hematopoietic  abnormalities, 
notably  a fall  in  the  total  white  cell  count.  Oc- 
casional visual  disturbances  have  occurred;  acute 
toxic  psychoses  have  been  alleged  to  occur;  and  in 
at  least  one  instance,  T-wave  changes  were  observed 
in  the  electrocardiogram  and  were  attributed  to  the 
effect  of  chloroquine.  It  was  of  particular  interest, 
therefore,  to  observe  only  8 instances  of  serious  toxic 
reaction  in  these  37  patients. 

Perhaps  one-third  of  all  patients  who  take  chloro- 
quine report  that  during  the  original  1 to  4 weeks 
of  therapy  they  may  develop  a noticeable  decrease  in 
appetite,  and  many  of  them  have  complained  of  a 
sensation  very  much  akin  to  dizziness.  Apparently 
this  dizziness  is  a rather  nonspecific,  subjective  com- 
plaint, however,  because  invariably  these  patients 
have  found  great  difficulty  in  clearly  describing  the 
type  of  loss  of  position  sense  or  loss  of  balance  that 
occurs.  Both  of  these  factors  are  transient  and  ap- 
parently are  unimportant;  in  the  vast  majority  of 
instances  they  disappear  completely  with  continued 
administration  of  chloroquine. 

The  most  persistent  toxic  reaction  which  we  have 
observed  has  been  a distinct  blanching  effect  on  the 
hair,  particularly  in  persons  whose  normal  hair  color 
is  red  to  auburn  brown.  This  has  happened  in  6 
unequivocal  instances,  5 in  women,  1 in  men.  All  of 
these  patients  first  observed  a platinum  blond  change 
in  the  hair  occurring  in  the  part  line  and  around  the 
back  of  the  neck.  One  of  these  patients  elected  to 
continue  taking  chloroquine  after  it  was  explained  to 
her  that  we  thought  the  drug  was  responsible  for  the 
hair  change,  and  she  has  taken  chloroquine  for  well 
over  a year  after  the  initial  development  of  the  hair 
change.  At  the  present  time  her  hair  is  almost  com- 
pletely platinum  blond.  It  is  interesting  to  observe, 
too,  that  the  eyebrows  blanch  very  sharply.  One  of 
our  patients  was  admitted  to  the  hospital  for  a diag- 
nostic curettement  during  the  course  of  preparations 
for  which  the  pubic  hair  was  shaved.  This  woman, 
who  grew  hair  prolifically  on  her  arms,  reported  that 
the  hair  on  her  arms  ceased  to  grow  and  the  pubic 
hair  growth  was  delayed  many  months.  Obviously, 
we  have  no  proof  that  this  is  a chloroquine  result. 
The  other  patients  who  underwent  this  hair  change 
elected  to  change  drugs,  most  of  them  switching  to 
Plaquenil,  and  the  color  of  the  hair  has  slowly  re- 
turned to  normal.  Apparently  this  hair  color  change 


in  no  way  damages  or  destroys  the  hair  follicles;  it 
does  not  produce  a state  of  baldness;  and  when  the 
drug  is  discontinued,  it  apparently  permits  the  hair 
color  to  recover  itself  fairly  adequately,  although  it 
may  encompass  many  months  in  so  doing. 

Thus  far,  only  2 of  the  patients  included  in  this 
series  have  developed  skin  rashes.  Both  of  these  pa- 
tients were  originally  taking  chloroquine.  One  of 
them  had  the  drug  discontinued  with  a clearance 
of  the  skin  lesions.  The  other,  because  of  the 
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severity  of  her  disease,  was  transferred  to  Plaquenil 
and  has  developed  again  a rash  identical  with  the 
one  she  previously  had  and  which  a dermatology 
consultant,  experienced  in  the  use  of  antimalarials, 
thought  was  due  to  Plaquenil.  If  so,  this  is  an  ex- 
ceedingly unusual  situation  inasmuch  as  Plaquenil 
is  presumed  to  be  far  less  toxic  than  chloroquine. 

Therapeutic  Result 

It  will  be  noted  by  referring  to  table  1 that  in 
only  7 of  our  patients  and  possibly  2 additional  ones 
was  the  therapeutic  result  considered  fair  or  poor. 
In  the  remainder  of  these  patients  the  therapeutic 
result  was  either  good  or  at  least  satisfactory  from 
the  standpoint  of  subjective  and  objective  change. 

The  treatment  response  has  been  both  subjective 
and  objective.  Subjectively,  the  patients  who  have 
been  taking  chloroquine  report  a much  higher  rate 
of  improvement  than  they  reported  at  the  time  they 
were  taking  Plaquenil.  The  two  pills  are  virtually 
indistinguishable  in  size,  color,  and  shape,  and  we 
therefore  have  been  afforded  the  opportunity  of 
switching  certain  of  these  medicines  without  the 
patient  knowing  it.  The  opinions  of  those  taking  this 
medicine  suggest  that  of  the  two,  chloroquine  is 
distinctly  stronger  in  its  antirheumatic  effect.  Much 
more  recently,  the  drug  Triquin  has  been  made  avail- 
able to  us  and  has  proved  to  be  superior  to  either 
chloroquine  or  Plaquenil  alone.  There  is  apparently 
enough  Atabrine  in  a Triquin  tablet  to  produce  a 
detectable  yellowing  of  the  skin.  However,  this  is 
so  slight  as  to  be  not  noticeable  unless  one  specially 
looks  for  it. 
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As  was  mentioned  earlier,  cases  fairly  frequently 
arise  in  which  the  patient  presents  himself  with  a 
clinical  picture  that  is  classic  for  rheumatoid  arth- 
ritis, but  certain  laboratory  studies  for  other  condi- 
tions, namely,  the  L.  E.  test,  are  positive.  It  is  my 
own  opinion  that  the  rheumatoid  arthritis-like  syn- 
drome in  the  presence  of  a positive  L.  E.  test  is  a 
component  of  disseminated  lupus  erythematosus 
rather  than  a variant  of  rheumatoid  arthritis.  It  is 
in  these  borderline  cases  that  Triquin  is  truly  a 
superior  drug.  Therefore,  in  a patient  ih  whom  the 
diagnosis  rests  between  rheumatoid  arthritis  and 
lupus  erythematosus,  this  particular  medicine  may  be 
used  with  impunity.  We  also  have  found  Triquin 
to  be  equally  useful  in  the  severe  instances  of  rheu- 
matoid arthritis  that  have  responded  poorly  to  chloro- 
quine  and/or  Plaquenil  and,  in  a couple  of  instances, 
find  it  has  produced  a much  more  satisfactory  re- 
sponse than  the  steroids  would  be  expected  to  pro- 
duce, even  though  on  a temporary  basis. 

There  are  certain  distinct  advantages  that  will 
accrue  to  the  use  of  chloroquine  in  the  treatment  of 
rheumatoid  arthritis,  provided  that  further  study 
establishes  the  fact  that  it  is  truly  an  effective  anti- 
rheumatic drug.  Gold,  in  the  form  of  one  or  the 
other  of  its  salts,  has  been  known  and  used  for  a 
number  of  years  successfully  in  this  country  and 
still  remains  a very  useful  agent  in  the  treatment  of 
rheumatoid  arthritis.  However,  as  is  well  known, 
the  use  of  gold  is  fraught  with  a considerable  num- 
ber of  difficulties,  such  as  having  the  patient  avail- 
able for  fairly  regular  surveys,  namely,  once  a week. 
The  patient  has  his  treatment  program  increased 
considerably  insofar  as  the  expense  factor  is  con- 
cerned because  of  the  necessary  laboratory  work 
which  gold  treatment  necessitates,  and,  of  course,  the 
gold  is  connected  with  the  somewhat  undesirable 
feature  of  being  administered  by  injection.  The  use 
of  chloroquine  or  Plaquenil  and/or  Triquin  circum- 
vents certain  of  these  difficulties  because  it  is  in 
tablet  form,  which  the  patient  can  take  in  his  own 
home  locality  in  a fairly  simply  regulated  program. 


Infrequent  laboratory  studies  apparently  will  suffice 
to  afford  both  the  physician  and  the  patient  proper 
protection,  and  a higher  grade  of  patient  cooperation 
can  be  achieved  than  can  be  made  practical  and 
feasible  with  an  injectable  substance. 

Apparently  chloroquine  has  no  particular  drug  an- 
tagonism with  any  other  of  the  agents  which  are  com- 
monly used  in  the  treatment  of  this  disease.  Sali- 
cylates in  adequate  dose  may  be  concomitantly  ad- 
ministered and  gold  may  be  concomitantly  admin- 
istered, although  under  those  circumstances  one 
compounds  the  likelihood  of  a skin  rash.  Steroids  can 
be  used  simultaneously  should  the  occasion  arise,  and 
it  is  obvious  that  this  type  of  therapy  does  not  in 
any  way  interfere  with  the  useful  application  of 
physical  therapeutic  measures. 

Summary  and  Conclusions 

Pertinent  clinical  data  concerning  37  patients  who 
have  been  treated  for  6 months  or  longer  with  one 
or  more  of  the  antimalarials  have  been  presented. 

The  response  to  therapy  has  appeared  to  be  satis- 
factory in  30  of  these  37  patients.  The  antimalarial 
drugs  have  a distinct  and  detectable  antirheumatic 
effect  in  decreasing  order  of  Triquin,  chloroquine, 
and  Plaquenil.  Our  preliminary  survey  would  sug- 
gest a much  wider  use  and  further  study  of  these 
agents  as  antirheumatic  drugs.  Our  experiences  with 
these  antimalarial  drugs  has  produced  a detectable 
toxicity  in  considerably  less  percentage  than  other 
physicians  have  reported.  We  believe  that  no  serious 
toxic  reactions  have  occurred. 
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Pharmaceutical  Industry  Leads  in  Basic  Research 


In  addition  to  the  development  of  new  medicines,  an- 
other kind  of  research  equally  important  to  the  pharma- 
ceutical industry  is  basic  research,  points  out  the  Health 
News  Institute. 

Basic  research  brings  in  no  dollar  profits;  devises  no 
saleable  products;  and  creates  no  new  production  short- 
cuts. Yet,  according  to  a study  conducted  by  Science,  Amer- 
ican industry  in  1953  spent  more  than  $150,000,000  and 
utilized  the  talents  of  almost  6,000  scientists  in  what  the 
National  Science  Foundation  has  defined  as  "projects  which 
are  not  identified  with  specific  product  or  process  applica- 
tions, but  rather  have  the  primary  objective  of  adding  to 
the  overall  scientific  knowledge  . . .” 


To  conduct  its  share  of  basic  research,  the  pharmaceutical 
industry  employed  more  than  850  scientists  in  1953.  These 
researchers  published  more  than  600  papers  on  their  work 
. . . approximately  20  per  cent  of  all  basic  research  studies 
published  in  that  year. 

In  1953,  basic  research  cost  the  pharmaceutical  industry 
more  than  $16,000,000.  This  came  to  more  than  10  per 
cent  of  all  the  money  spent  by  private  industry  in  basic 
research,  and  from  20  to  25  per  cent  of  the  pharmaceutical 
industry  total  research  budget.  In  comparison,  all  American 
industry  during  that  year  spent  an  average  of  about  40 
per  cent  of  the  total  research  budget  on  basic  research. 
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Surgical  Management 

Of  Frontal  Skull  Fractures 


Ten  cases  illustrate  a method  of  managing  frontal  skull  fractures 
which  has  proved  satisfactory  in  the  hands  of  the  author.  This  involves 
debridement,  removal  of  fractured  frontal  sinuses,  obliteration  of  the 
nasofrontal  ducts,  evacuation  of  hematomas,  closing  of  dural  defects, 
and  tantalum  cranioplasty. 


J.  PAUL  RADER,  M.D. 
Odessa,  Texas 


RACTURES  OF  THE  frontal  bones  of  the  skull 
present  in  their  management  certain  problems 
peculiar  to  them  and  ordinarily  not  found  with  other 
skull  fractures.  Although  it  is  true  that  most  skull 
fractures  are  linear,  simple,  and  usually  of  regular 
appearance,  such  is  not  often  the  case  with  those 
occurring  anteriorly.  It  would  seem  that  the  frontal 
region  is  especially  resistant  to  injury  so  that  if  a 
force  is  applied  sufficient  to  produce  a fracture,  such 
a fracture  oftentimes  is  compound  and  depressed, 
with  a tendency  toward  comminution,  irregularity, 
and  a stellate  configuration.  It  is  also  true  that  be- 
cause of  the  presence  of  the  paranasal  sinuses  in 
this  area,  they  usually  participate  in  the  fracture  to 
a greater  or  lesser  degree,  thus  introducing  the  haz- 
ard of  direct  extension  of  infection  into  the  cranial 
cavity;  therefore,  the  percentage  of  frontal  fractures 
requiring  surgical  intervention  is  much  higher  than 
those  occurring  in  other  areas  of  the  skull. 

Cases  Selected  for  Study 

In  order  to  illustrate  the  various  problems  involved 
in  the  management  of  frontal  skull  fractures,  10 
consecutive  cases  treated  surgically  at  the  Medical 
Center  Hospital  in  Odessa  from  1955  to  1957  will 
be  described  with  respect  to  the  injury  itself,  the 
clinical  and  radiological  findings,  and  the  surgical 
management  and  results.  Gunshot  wounds  were  de- 
liberately excluded  from  this  series  since  they  pre- 
sent special  problems  and  are  not  strictly  comparable. 

Of  the  10  patients,  9 were  adults  and  only  1 was 


female.  Six  of  these  patients  were  injured  as  the 
result  of  industrial  accidents,  usually  a direct  blow 
to  the  forehead  area  by  swinging  or  falling  objects. 
In  1 of  these,  however,  the  injury  occurred  as  a 
result  of  a fall  from  a height.  The  other  4 cases  all 
were  the  result  of  vehicular  accidents,  and  in  these 
it  is  not  known  whether  the  fracturing  blow  occurred 
as  the  result  of  striking  some  object  within  the  car 
or  from  being  thrown  out  of  the  vehicle  onto  the 
highway. 

In  5 of  the  10  cases  coma  or  semicoma  super- 
vened immediately  following  the  accident,  but  in 
only  1 of  these  was  it  prolonged  beyond  a few  days. 
In  the  other  5 patients  consciousness  was  lost  only 
momentarily  if  at  all,  the  post-traumatic  period  being 
marked  by  a more  or  less  alert,  oriented,  and  rational 
state.  Except  for  these  alterations  in  consciousness, 
gross  neurologic  abnormalities  such  as  hemiplegia, 
cranial  nerve  palsies,  muscular  rigidity,  and  bulbar 
dysfunction  were  not  seen;  and  in  only  1 instance 
did  convulsions  occur.  Also,  in  none  of  these  cases 
could  cerebrospinal  fluid  rhinorrhea  be  demonstrated 
although  it  is  of  course  likely  that  it  did  occur  in 
some  if  only  for  a limited  period  of  time. 

In  many  of  these  patients  the  diagnosis  of  frac- 
ture depended  upon  roentgen-ray  examination,  and 
this  was  especially  valuable  in  demonstrating  involve- 
ment of  the  paranasal  sinuses.  However,  it  was  noted 
that  correlation  of  radiological  findings  with  the 
acmal  situation  found  at  surgery  was  sometimes  not 
very  close,  so  that,  as  a practical  matter,  it  was  dif- 
ficult to  predict  from  examination  of  the  films  just 
how  extensive  the  surgical  intervention  would  need 
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to  be.  In  several  instances  where  the  radiological 
findings  indicated  that  a simple  limited  operation 
would  be  sufficient,  such  was  not  found  to  be  the 
case  upon  exposing  the  fractured  area.  On  the  other 
hand,  in  some  cases  where  a radical  procedure  was 
contemplated,  it  was  found  not  to  be  necessary  at 
the  time  of  surgery.  Thus,  the  radiological  examina- 
tion is  of  definite,  but  limited  value  in  these  patients 
as  a quantitative  index  of  the  degree  of  injury. 

In  8 cases  out  of  the  10  selected  for  study,  the 
wound  was  compound.  In  addition,  involvement  of 
the  paranasal  sinuses  was  also  present  in  8 of  the  10, 
but  not  in  the  same  8.  In  each  of  these  latter  in- 
stances, one  or  both  of  the  frontal  sinuses  was  in- 
volved in  the  fracture,  and  in  only  2 of  these  was 
the  posterior  plate  of  the  sinus  intact;  in  other 
words,  in  6 cases  there  was  present  immediately  the 
hazard  of  direct  extension  of  infection  from  the  sin- 
uses into  the  cranial  cavity,  with  of  course  the  pos- 
sible complications  of  meningitis  and  brain  abscess. 
Comminution  of  the  fracture  also  was  present  in 
most  cases,  and  in  many  of  these,  several  large  and 
small  bone  fragments  were  scattered  along  the  frac- 
ture bed  and  its  margins.  One  or  more  dural  lacera- 
tions were  encountered  6 times. 


Surgical  Procedure 

All  10  patients  described  in  this  paper  were  op- 
erated upon,  the  indications  for  surgery  being  any 
of  the  following:  (1)  moderate  or  severe  depression 
of  the  fracture,  (2)  compounding  of  the  fracture, 
(3)  excessive  comminution  of  the  fracture,  a condi- 
tion usually  accompanying  depression,  and  (4)  in- 
volvement of  the  paranasal  sinuses  in  the  fracture, 
more  particularly  those  parts  of  the  sinuses  in  direct 
contact  with  the  dura. 

Six  of  these  patients  were  operated  upon  within 

3 days  of  the  injury,  and  the  remaining  4 within  3 
weeks.  Ordinarily  surgery  was  done  as  soon  as  the 
full  extent  of  the  injuries  could  be  ascertained  and 
as  soon  as  the  patient’s  vital  signs  had  stabilized. 
Sometimes  the  decision  to  operate  could  be  made 
within  the  first  hour  or  2,  and  sometimes  48  or  72 
hours  were  required.  In  6 of  the  cases  a coronal 
ear-to-ear  incision  was  employed  so  that  the  entire 
frontal  scalp  flap  could  be  reflected  downward  an- 
teriorly, exposing  all  of  the  frontal  bone  including 
the  supraorbital  ridges  and  the  nasion.  In  the  other 

4 cases  local  incisions  about  the  fracture  were  util- 
ized, incorporating  where  possible  the  lacerations 
incurred  at  the  time  of  injury.  On  one  of  these  instru- 
mental manipulation  was  carried  out  through  the 
laceration  in  order  to  effect  reduction  of  the  fracture, 
which  in  this  instance  involved  only  the  anterior 
plate  of  the  frontal  sinus. 


Debridement  of  fragmented  bone,  shredded  and 
potentially  contaminated  dura,  and  devitalized  brain 
was  carried  out  thoroughly  in  each  instance;  this  is 
necessary  in  order  to  prevent  subsequent  infection 
and  other  complications.  In  addition  complete  re- 
moval of  the  fractured  frontal  sinuses  was  accom- 
plished at  the  same  time  with  exenteration  of  all 
mucous  membrane  above  the  nasofrontal  duct.  Ob- 
literation of  these  ducts  was  then  achieved  by  stuff- 
ing remnants  of  the  mucous  membrane  down  into 
them,  and  then  cauterizing  this  material  from  above 
so  as  to  assure  the  presence  of  a sterile  barrier  in 
this  location,  the  purpose  being  to  prevent  the  ex- 
tension of  infection  from  the  nasal  cavities  upward 


Dr.  J.  Paul  Rader,  neurological 
surgeon,  presented  this  paper  for 
the  Section  on  Eye,  Ear,  Nose,  and 
Throat  at  the  Texas  Medical  As- 
sociation annual  session,  April  20, 
1959,  in  San  Antonio. 


through  the  duct.  During  the  operation,  extradural 
and  subdural  hematomas  were  sought  and,  when 
found,  evacuated.  In  our  series  of  cases,  1 extradural 
hematoma  and  no  subdural  hematomas  were  found. 
In  addition,  dural  defects  also  were  carefully  looked 
for  and  were  closed  either  with  pericranial  or  tem- 
poral fascia  grafts  or  with  polyethylene  film.  In  3 
cases  where  frontal  sinuses  were  removed,  fragments 
of  medullary  bone  from  the  hip  were  employed  to 
fill  the  cavities  resulting  from  such  removal,  espe- 
cially in  those  cases  where  the  frontal  sinuses  were 
so  large  that  their  removal  resulted  in  a hanging 
down  of  the  frontal  poles  of  the  brain.  (In  3 com- 
parable instances  when  this  was  not  done,  no  un- 
toward symptoms  developed,  so  it  is  likely  that  this 
part  of  the  procedure  may  be  safely  abandoned.) 
Postoperative  drainage  was  not  used  in  any  of  this 
series  of  cases,  nor  was  tracheotomy  necessary. 

Nine  of  the  10  patients  in  this  group  received 
tantalum  cranioplasty,  5 immediately  at  the  time  of 
the  primary  debridement  and  4 at  a later  date.  Of 
the  5 who  underwent  immediate  tantalum  cranio- 
plasty, 4 had  compound  fractures  and  theoretically 
should  have  had  the  cranioplasty  deferred  because 
of  the  possibility  of  bacterial  contamination.  Of 
these  4 patients  who  received  delayed  cranioplasty, 
in  1 case  the  delay  was  due  to  our  initial  conserva- 
tive attitude;  in  2 more  because  of  very  extensive 
contamination  with  dirt  and  foreign  material;  and 
in  the  last  because  of  a previous  history  of  chronic 
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recurrent  suppurative  frontal  sinusitis  which  was  con- 
firmed at  the  time  of  the  first  operation. 

Postoperative  Complications 

There  have  been  no  known  serious  complications 
to  date  in  any  of  these  patients,  the  most  recent 
case  having  been  treated  18  months  ago.  In  several  of 
the  patients  fluid  collected  postoperatively  beneath 
the  scalp  flap  and  about  the  tantalum  plate,  but  in 
each  instance  this  absorbed  without  aspiration.  No 
evidence  of  postoperative  infection  has  been  en- 
countered yet,  nor  other  complications  such  as  severe 
headache,  seizures,  or  visual  disturbances.  One  patient 
had  intense  vertigo  for  several  weeks  following  de- 
layed cranioplasty,  presumably  on  a toxic  or  stress 
basis.  Cosmetic  results  have  been  uniformly  excellent, 
the  tantalum  plates  ordinarily  not  being  visible  or 
palpable.  In  addition,  so  far  as  we  have  been  able 
to  determine,  there  has  been  no  permanent  change 
in  personality,  intellectual  capacity,  or  memory  in 
any  of  these  patients.  In  5 of  the  10,  electroenceph- 
alograms made  during  the  week  following  the  injury 
were  abnormal,  but  subsequently  in  all  10  cases  the 
tracings  were  found  eventually  to  have  returned  to 
normal. 

Discussion 

Although  certain  general  principles  govern  the 
management  of  all  skull  fractures,  there  are  never- 
theless special  problems  encountered  with  fractures 
occurring  in  particular  areas  of  the  head.  This  is 
notably  true  of  those  which  are  compound,  com- 
minuted, and  depressed;  those  which  overlie  certain 
vascular  channels  such  as  the  meningeal  vessels  and 
the  dural  sinuses;  those  which  enter  certain  special- 
ized areas  such  as  the  petrous  portion  of  the  temporal 
bone;  and  those  which  occur  anteriorly  involving  the 
paranasal  sinuses.  It  is  with  this  latter  group  that  we 
are  concerned  in  this  discussion. 

Probably  there  are  two  main  points  to  be  con- 
sidered with  respect  to  these  fractures.  The  first  and 
most  important  of  these  is  the  potentially  infected 
nature  of  these  injuries.  It  is  an  axiom  that  when  the 
fracture  enters  one  or  more  of  the  frontal,  sphenoid, 
or  ethmoid  sinuses  so  as  to  result  in  a communica- 
tion of  these  sinuses  with  the  cranial  cavity,  subse- 
quent bacterial  invasion  of  this  cavity,  with  menin- 
gitis and  abscess  formation,  may  be  expected.  Such 
contamination  may  occur  immediately  or  may  be 
delayed  for  several  years.  It  is  true  that  the  wide- 
spread use  of  antibiotics  has  helped  reduce  the  pos- 
sibility of  such  an  occurrence,  but  it  certainly  can- 
not be  considered  that  this  will  guarantee  against  the 


possible  future  appearance  of  such  complications.  It 
therefore  becomes  mandatory  to  protect  the  patient 
from  such  an  eventuality  by  the  surgical  removal  of 
all  contaminated  tissue  including  bone.  That  such  a 
procedure  may  be  more  extensive  then  would  be 
indicated  by  the  patient’s  clinical  condition  is  of 
course  recognized,  but  it  is  the  only  means  by  which 
assurance  may  be  given  of  future  freedom  from  com- 
plications. In  addition  in  many  cases  it  is  possible 
only  at  the  time  of  surgery  to  ascertain  the  extensive- 
ness of  the  wound,  to  determine  whether  or  not 
there  has  been  laceration  of  the  dura  with  contusion 
and  penetration  of  the  cortex  itself,  and  to  visualize 
and  evacuate  any  intracranial  hematomas  which  may 
be  present.  In  other  words,  it  is  our  opinion  that 
thorough  debridement  undertaken  as  soon  as  is 
feasible  is  necessary  in  these  cases  even  though  the 
advisability  of  such  a procedure  may  be  at  variance 
with  the  radiological  and  clinical  findings. 

In  most  instances  in  addition  to  the  problem  of 
potential  infection,  one  also  must  be  prepared  to 
deal  with  the  cosmetic  defect  resulting  either  from 
the  injury  or  from  the  surgery  necessary  to  repair 
the  injury.  These  defects  often  can  be  very  severe 
with  resultant  extensive  deformity  of  the  patient’s 
facial  features,  profile,  and  identifying  characteristics. 
It  was  our  feeling  at  first  that  when  compounding 
had  occurred,  it  probably  would  be  inadvisable  to 
introduce  immediately  into  the  wounded  area  such 
a foreign  body  as  a large  sheet  of  tantalum  because 
of  the  difficulty  of  being  certain  that  future  infec- 
tion would  not  occur.  In  the  event  of  contamination, 
these  plates  would  have  to  be  removed  and  reinserted 
at  a much  later  date.  However,  the  surgeon  also  is 
faced  with  another  responsibility,  and  that  is  to 
operate  upon  a patient  as  few  times  as  possible. 

Because  of  this  it  was  decided  part  way  through 
the  series  to  proceed  with  immediate  cranioplasty  at 
the  time  of  the  original  definitive  operation  unless 
there  was  an  absolute  contraindication.  It  is  at  pres- 
ent our  feeling  that  probably  such  a contraindication 
does  not  exist.  Possibly  the  only  factor  that  would 
make  us  hesitate  in  the  future  to  carry  out  immediate 
cranioplasty  would  be  the  situation  we  encountered 
in  one  of  these  patients  where  there  had  been  an  old 
suppurative  sinusitis  present  over  a period  of  many 
years.  It  is  conceivable  that  the  insertion  of  a plate 
in  such  a situation  would  be  fraught  with  additional 
danger  which  might  not  be  compensated  for  by  the 
elimination  of  a future  operation.  However,  we 
certainly  would  not  hesitate  in  any  other  circum- 
stances, the  patient’s  condition  permitting,  to  con- 
tinue with  immediate  tantalum  cranioplasty,  it  being 
our  impression  that  these  patients  do  better,  are 
spared  an  additional  operation,  and  actually  obtain  a 
more  satisfactory  cosmetic  result.  We  feel  that  tanta- 
lum is  preferable  to  other  materials  because  it  can 
be  fitted  exactly  to  the  skull  defect  without  bulge  or 
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hollow.  All  of  our  patients  have  returned  to  their 
pretraumatic  activities  and  employment  and  appear 
to  be  doing  satisfactorily  in  every  respect.  It  is  pos- 
sible, of  course,  that  infection  may  yet  occur  in  one 
of  these  cases,  but  it  is  our  feeling  that  such  a com- 
plication has  become  very  unlikely. 

Case  Reports 

Case  1. — This  white  male,  28  year  old  oilfield  worker 
was  injured  when  some  bushings  fell  from  the  top  of  a 
rig,  striking  him  in  the  left  posterior  frontal  area  just  about 
at  the  hairline.  The  patient  was  somewhat  stuporous  for 
a day  or  so,  but  was  unconscious  only  for  a few  minutes. 
A curved  laceration  was  sutured  at  another  hospital  fol- 
lowing the  accident,  and  the  patient  was  kept  there  until 
the  fourth  day  at  which  time  he  was  transferred  to  Odessa 
for  surgical  treatment. 

The  laceration  already  present  was  employed  as  part  of 
the  incision,  and  exposure  of  the  skull  revealed  a large, 
circular  comminuted  depressed  area  approximately  the  size 
of  a silver  dollar.  All  of  the  depressed  bone  was  removed, 
a dural  laceration  was  sutured,  and  a circular  tantalum 
plate  was  applied.  The  patient’s  recovery  was  uneventful. 

Case  2. — This  46  year  old  white  male  oilfield  worker 
was  struck  across  the  head  by  a steel  cable.  He  was  said 
to  have  been  unconscious  for  from  3 to  5 minutes  and  sub- 
sequently was  completely  clear,  oriented,  and  alert.  On 
physical  examination  the  frontal  scalp  was  intact,  but  there 
was  a large  depressed  area  involving  the  lower  mid  fore- 
head region.  Roentgenograms  revealed  comminuted  de- 
pressed fractures  of  both  frontal  sinuses  more  marked  on 
the  left  involving  the  posterior  plates  of  the  sinuses  and 
also  probably  the  cribiform  plate. 

At  surgery  a coronal  incision  was  employed  so  that  the 
entire  fractured  area  could  be  exposed.  On  removal  of 
the  frontal  sinuses,  which  were  severely  comminuted, 
2 dural  lacerations  were  encountered  which  were  sutured. 
In  this  case  tantalum  cranioplasty  was  deferred,  being  car- 
ried out  5 months  later.  This  patient  recovered  unevent- 
fully and  is  again  employed  as  an  oilfield  worker. 

Case  3. — This  20  year  old  white  male  oilfield  worker 
was  injured  approximately  3 weeks  before  being  seen  in 
our  office.  At  that  time  he  was  struck  in  the  forehead 
with  a boomer,  and  a laceration  in  the  right  frontal  area 
was  sutured  by  his  physician.  Subsequently  roentgenograms 
revealed  a fracture  in  the  right  frontal  sinus,  particularly 
the  posterior  plates.  During  this  time  the  patient  was  en- 
tirely asymptomatic. 

At  surgery,  after  a coronal  incision  had  exposed  the 
frontal  area,  the  patient  was  found  to  have  considerable 
comminution  of  the  right  frontal  sinus  involving  the  right 
posterior  plate.  The  right  frontal  sinus  was  therefore  re- 
moved, and  the  resulting  cavity  was  filled  with  medullary 
bone  from  the  hip.  A tantalum  plate  was  applied  immedi- 
ately, and  the  patient’s  recovery  was  uneventful. 

Case  4. — This  13  year  old  white  male  student  was 
knocked  from  his  bicycle  when  it  collided  with  an  auto- 
mobile. He  was  said  to  have  been  semicomatose  during  the 
first  few  hours  following  the  accident  and,  upon  being 
transferred  to  Odessa  the  next  day,  continued  to  remain 
semistuporous.  Aside  from  his  mental  status  he  was  found 
to  have  bilateral  Babinski  reflexes.  Roentgenograms  re- 
vealed a depressed,  left  frontal  skull  fracture,  not  compound, 
extending  laterally  toward  the  left  temporal  area. 


At  surgery  a flap  type  incision  was  used  to  expose  the 
fracture,  which  was  approximately  circular  in  shape  and 
which  was  extensively  comminuted  and  depressed.  On  re- 
moval of  the  fractured  fragments  a small  dural  laceration 
was  noted,  and  upon  further  opening  the  dura,  a subdural 
fluid  accumulation  was  encountered,  although  this  was  not 
truly  a hematoma.  A tantalum  plate  was  then  affixed  to 
the  edges  of  the  skull  defect  and  the  wound  was  closed. 
The  patient’s  postoperative  condition  was  good  and  his 
recovery  has  been  without  complication. 

Case  5. — This  18  year  old  white  school  girl  was  severely 
injured  when  the  car  in  which  she  was  riding  was  involved 
in  a head  on  collision  with  another  automobile  resulting 
in  the  death  of  6 occupants  of  the  vehicles.  The  patient 
was  first  seen  in  another  hospital  where  she  was  given  first 
aid;  she  was  said  to  have  been  comatose  during  this  time. 
She  was  seen  in  our  hospital  on  the  third  day  following 
the  injury,  and  in  addition  to  the  coma,  the  examination 
disclosed  a long,  rather  irregular  skull  defect  extending 
from  just  above  the  left  ear  anteriorly  to  the  left  forehead 
area  just  above  the  supraorbital  ridge,  across  the  midline 
through  both  frontal  sinuses,  ending  just  above  the  right 
eyebrow.  This  defect  was  approximately  2 cm.  in  width 
and  was  filled  by  a mound  of  cerebral  tissue  rising  approxi- 
mately 1 cm.  above  the  level  of  the  skull.  Roentgenograms 
revealed  the  defect  to  be  much  more  irregular  than  on  in- 
spection, there  being  several  large  spicules  and  spears  of 
bone  scattered  irregularly  along  the  edges. 

Surgery  carried  out  on  the  third  day  after  the  injury 
included  complete  removal  of  all  devitalized  brain  tissue, 
excision  of  the  macerated  scalp  edges,  debridement  of  all 
bone  fragments,  and  a smoothing  and  an  evening  off  of 
the  edge  of  the  skull  defect.  In  addition  it  was  necessary 
to  remove  a large  portion  of  dura  corresponding  approxi- 
mately to  the  skull  defect;  two  large  pieces  of  temporal 
fascia  were  then  excised  and  employed  to  close  the  dural 
defect  in  a water  tight  manner.  After  this  was  accomplished 
the  scalp  wound  was  closed  without  drainage.  This  was  one 
instance  in  which  immediate  cranioplasty  was  not  done  be- 
cause of  the  extensive  contamination  extracranially  and 
intracranially.  The  patient’s  subsequent  course  was  excellent, 
and  although  she  was  aphasic  for  about  3 weeks  following 
the  injury  and  the  operation,  there  was  eventual  return  of 
speech  so  that  at  the  end  of  6 months  the  patient  was 
adjudged  by  members  of  her  family,  and  by  others  who 
knew  her,  as  being  completely  normal.  Cranioplasty  was 
carried  out  approximately  a year  after  the  injury  with  ex- 
cellent cosmetic  results. 

Case  6. — This  42  year  old  white  man  was  injured  when 
he  was  struck  just  over  the  right  eye  with  a hammer.  He 
did  not  lose  consciousness,  and  a small  laceration  in  the 
injured  area  was  sutured  by  his  attending  physician.  The 
same  day,  however,  roentgenograms  revealed  a fracture  of 
the  right  frontal  bone  involving  the  supraorbital  ridge  and 
also  extending  into  the  right  frontal  sinus. 

Surgery  carried  out  on  the  following  day,  employing  a 
coronal  incision,  disclosed  several  broken  pieces  of  bone  in 
the  right  lower  frontal  area  including  the  right  frontal 
sinus  which  were  removed.  The  dura  was  found  to  be 
intact,  without  evidence  of  hematoma,  and  was  not  opened. 
Several  fine  pieces  of  medullary  bone  were  placed  in  the 
resulting  cavity,  and  a tantalum  plate  was  then  affixed  to 
the  skull.  The  incision  was  closed,  and  the  patient’s  post- 
operative condition  was  uneventful.  This  patient  has  done 
well,  returned  to  work  shortly  after  the  operation,  and 
has  been  working  ever  since  without  complication  or 
symptoms. 

Case  7. — This  29  year  old  worker  was  injured  when  a 
dynamite  explosion  set  off  nearby  propelled  a large  stone 
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which  struck  him  in  the  right  frontal  area.  The  blow 
apparently  was  very  heavy,  the  patient  being  knocked  to 
the  ground  and  being  rendered  unconscious  for  several 
minutes.  This  patient  was  transferred  to  our  hosptial  within 
a few  hours  from  the  time  of  his  accident  and,  except  for 
a certain  slowness  of  response  and  of  intellectual  processes, 
appeared  to  be  normal  mentally.  On  physical  examination 
there  was  a large  stellate  laceration  involving  the  entire 
right  frontal  area  underlying  which  there  appeared  to  be 
a very  extensive  comminuted  fracture.  This  latter  was  con- 
firmed by  roentgen  ray,  which  revealed  several  limbs  of 
the  fracture  running  in  different  directions  for  a distance 
of  several  centimeters. 

The  operation  which  was  carried  out  within  a few  hours 
following  the  injury  employed  the  lacerations  as  incisions, 
although  it  was  necessary  to  extend  them  in  order  to  obtain 
complete  exposure.  Severe  comminution  of  almost  the  entire 
frontal  bone  was  encountered,  and  posteriorly  several  large 
fragments  of  bone  were  driven  downward  vertically  through 
the  dura.  All  of  the  fragments  of  bone  were  removed  and 
several  dural  lacerations  were  closed  by  means  of  sutures 
after  the  removal  of  some  devitalized  cerebral  tissue.  A large 
elliptical  skull  defect  approximately  5 by  6 cm.  remained. 
Once  again  because  of  the  extensive  contamination  of  the 
wound  tantalum  cranioplasty  was  not  done  at  the  time  but 
was  deferred  to  a later  date.  This  patient  is  the  only  one 
in  the  series  who  had  a convulsion,  which  occurred  on 
the  fifth  postoperative  day.  No  further  convulsions  occurred, 
and  the  patient  has  been  asymptomatic. 

Case  8. — This  33  year  old  oilfield  worker  fell  a distance 
of  approximately  40  feet  from  a point  near  the  top  of  a 
drilling  rig  to  the  rig  floor.  He  was  unconscious  for  several 
hours  following  the  accident  and  was  semicomatose  for 
approximately  3 weeks.  In  addition  to  the  lacerations  of  the 
frontal  area  with  evidence  of  extensive  frontal  fractures,  this 
patient  had  many  other  injuries  involving  the  extremities 
and  trunk  which  necessitated  prior  treatment.  Roentgeno- 
grams of  the  head  revealed  severe  fractures  of  both  frontal 
bones  involving  both  frontal  sinuses,  and  extending  upward 
and  posteriorly  the  entire  length  of  the  left  frontal  bone. 
In  addition  there  was  evidence  of  depression  and  frag- 
mentation. 

This  patient  at  first  received  treatment  of  his  other  in- 
juries, and  intracranial  exploration  was  not  carried  out  until 
about  the  fifteenth  day  following  the  injury.  At  this  time 
the  patient  was  still  semicomatose.  On  reflection  of  a coronal 
flap  downward,  very  extensive,  depressed,  and  elevated  frac- 
turing to  the  left  frontal  area  was  disclosed  including  frag- 
mentation of  both  frontal  sinuses.  This  is  one  instance  in 
which  the  fracture  disclosed  at  surgery  was  much  more 
extensive  and  severe  than  that  revealed  by  roentgenograms. 
Following  removal  of  all  of  the  fractured  fragments  the 
patient  was  found  to  have  a fairly  large  extradural  hema- 
toma covering  the  entire  left  frontal  area.  This  also  was 
removed  at  the  same  time.  This  patient  had  a history  of 
previous  purulent  frontal  sinusitis,  and  considerable  evi- 
dence of  this  was  found  at  the  time  of  surgery;  there  was, 
therefore,  no  attempt  at  cranioplasty,  the  wound  merely 
being  closed  following  complete  debridement  with  evac- 
uation of  the  hematoma.  Postoperatively  this  patient  did 
well,  becoming  rapidly  more  alert,  conscious,  and  rational. 
This  was  attributed  primarily  to  removal  of  the  extradural 
hematoma.  It  is  interesting  that  pathological  investigation 
of  the  removed  fragments  of  the  frontal  sinuses  revealed 
acute  and  chronic  granulomatous  inflammation  with  abscess 
foci. 

This  patient’s  course  was  more  or  less  uneventful,  and  5 
months  following  his  injury  tantalum  cranioplasty  was  car- 


ried out  without  incident.  The  patient  subsequently  has  re- 
turned to  work  and  has  no  symptoms  with  reference  to  his 
head  injury. 

Case  9. — This  28  year  old  white  man  was  injured  when 
the  car  he  was  driving  ran  into  the  back  of  a flatbed  truck. 
The  patient  is  said  to  have  been  unconscious  for  approxi- 
mately 30  minutes  following  the  accident,  but  subsequently 
became  alert,  rational,  and  cooperative.  He  was  found  to 
have  very  severe  depressed  fractures  of  the  head  and  face  so 
that  the  impression  on  looking  at  the  patient  was  one 
of  complete  flatness  in  the  front  of  the  head  and  face. 
There  were  several  lacerations,  one  long  one  over  the  left 
eyebrow,  and  another  over  the  bridge  of  the  nose.  On  pal- 
pation bone  fragments  could  be  felt  grating  about  beneath 
the  skin.  Roentgenograms  revealed  fractures  involving  both 
frontal  sinuses  with  depression  of  the  anterior  plates  and 
with  apparent  involvement  of  the  posterior  plates. 

On  surgery  once  again  a coronal  incision  was  employed, 
and  the  fragmented  anterior  plates  of  the  frontal  sinuses 
were  removed.  On  inspection  of  the  posterior  plates  no 
definite  fracture  could  be  demonstrated  in  spite  of  the 
roentgen  findings,  and  these  therefore  were  not  removed. 
The  mucous  membrane  of  the  sinuses  once  again  was  ex- 
enterated,  and  following  this  a tantalum  plate  was  immedi- 
ately applied.  The  lacerations  of  the  frontal  scalp  were 
sutured  at  the  same  time.  This  patient’s  postoperative  course 
was  uneventful,  and  recent  examination  has  revealed  no 
complications.  The  patient  is  working  without  complaint. 

Case  10. — This  18  year  old  Latin  American  boy  was 
injured  in  a vehicular  accident,  the  main  injury  being  sus- 
tained in  the  area  of  the  left  frontal  sinus.  On  examination 
there  was  swelling  and  tenderness  in  this  area,  and  roent- 
genograms revealed  a depressed  fracture  of  the  anterior 
plate  of  the  left  frontal  sinus. 

Treatment  in  this  case  was  carried  out  entirely  by  Dr. 
Jack  Turner,  otolaryngologist  of  Odessa,  and  demonstrates 
one  form  of  therapy  in  these  cases.  The  fracture  was  re- 
duced by  means  of  an  instrument  directed  through  an 
opening  in  the  anterior  plate.  The  reduction  could  not  be 
maintained,  however,  and  a balloon  was  inserted  into  the 
left  frontal  sinus  and  inflated,  thus  preventing  collapse  of 
the  fragments.  This  patient  recovered  uneventfully  and  has 
had  no  symptoms  with  respect  to  the  injury. 


Conclusions  and  Summary 

A series  of  10  cases  is  presented  in  which  fractures 
of  the  frontal  areas  of  the  skull  were  treated  surgi- 
cally with  complete  debridement  of  the  injured  areas 
in  all  but  one.  Nine  of  these  patients  underwent 
tantalum  cranioplasty,  5 at  the  time  of  the  original 
operation  and  4 subsequently  after  a lapse  of  6 
months  to  a year. 

In  none  of  these  cases  has  there  been  any  sig- 
nificant complications  such  as  infection,  personality 
change,  convulsions,  or  important  cosmetic  defect. 

Compound  frontal  skull  fractures  involving  the 
paranasal  sinuses  almost  without  exception  should  be 
operated  upon  as  soon  as  possible  with  thorough 
debridement  and,  again  almost  without  exception, 
should  receive  immediate  cranioplasty  at  the  time 
of  the  original  operation. 

t Dr.  Rader,  315  N.  Golder,  Odessa. 
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ABSTRACT  OF  DISCUSSION 

DR.  Lloyd  A.  Storrs,  Lubbock*:  Dr.  Rader’s  enthusi- 
asm for  immediate  cranioplasty  in  severe  combined  cranio- 
facial head  injuries  involving  mainly  the  frontal  sinuses  is 
not  shared  by  me. 

This  is  a very  specialized  part  of  the  general  care  and 
treatment  of  combined  craniofacial  injuries.  Of  this  I am 
well  aware.  However,  the  general  over-all  picture  cannot 
be  overlooked.  I have  no  objections  to  the  utilization  of 
tantalum,  bone,  or  any  other  prosthetic  after  the  patient 
has  survived  the  original  injury  and  desires  further  treat- 
ment to  improve  function  or  cosmetic  appearance. 

In  my  experience  I have  not  found  it  necessary  to  use 
obliterative  procedures  in  treatment  of  the  frontal  sinus 
fractures.  In  most  cases  where  there  is  loss  of  tissue  one 
must  repair  the  structure  as  well  as  he  can  by  using  any  of 
the  grafting  techniques  that  are  available.  In  most  cases 
there  has  not  been  a loss  of  tissue.  It  has  only  been  dis- 
placed, and  the  problem  as  it  appears  to  me  is  the  re- 
approximation of  tissue,  especially  the  bony  tissue.  Even  the 
most  severe  comminution  of  the  facial  bones  in  most  cases 
can  be  reapproximated  and  held  in  position  by  wiring  with 
excellent  cosmetic  and  functional  results.  This  is  especially 
true  in  malar  fractures  because  of  the  importance  of  the 
bone  in  facial  contour,  nasal  function,  and  dentition. 

The  frontal  area  of  course  is  not  so  important  in  func- 
tion other  than  facial  contour  and  can  be  destroyed  without 
too  much  damage  to  the  patient. 

If  obliterative  frontal  sinus  surgery  is  deemed  necessary, 
I believe  that  it  should  be  done  electively  after  all  attempts 
at  reconstruction  have  failed.  This  may  be  a conservative 
attitude,  as  was  mentioned  by  Dr.  Rader,  and  may  require 
additional  surgery. 

There  is  no  substitute  for  autografts,  as  we  all  know,  and 
a severely  comminuted  frontal  sinus  represents  to  me  a 
source  of  autogenous  bone.  Dr.  Rader  obtains  his  graft  as 
I understand  it  from  the  ilium. 

I agree  that  exploration  of  compounded  comminuted 
frontal  sinus  fracture  should  be  done  as  soon  as  the  patient 
can  tolerate  such  a procedure.  It  usually  can  be  done  im- 
mediately, and  dural  tears  and  hematoma  can  be  treated  at 
the  time  of  original  operation.  It  requires  very  little  more 
time  to  reapproximate  the  bony  fragments  of  the  frontal 
sinus  fracture  by  using  fine  stainless  steel  wire  sutures  such 
as  5 and  6 "0”  by  using  the  high  speed  bone  drill  to  drill 
holes  in  the  small  bone  fragments  and  reapproximate  them. 
If  the  periosteum  or  endosteal  attachment  is  completely 
gone,  then  the  fragment  is  removed.  However  even  the 
slightest  endosteal  attachment  will  be  sufficient  for  sur- 
vival of  the  fragment  because  the  endosteum  is  the  primary 
blood  supply  for  the  paranasal  sinuses. 

In  combined  craniofacial  injuries  involving  the  frontal 
sinuses  the  greatest  concern  (of  the  doctor)  is  the  develop- 


ment of  intracranial  suppuration,  and  equally  important  is 
the  development  of  intracranial  bleeding. 

As  was  pointed  out  by  Proetz,  the  posterior  two-thirds  of 
the  nose  and  paranasal  sinuses  are  sterile  structures — just 
as  sterile  as  the  subarachnoid  space — and  the  possibility  of 
intracranial  suppuration  from  these  structures  is  remote  un- 
less there  is  preexisting  disease  or  the  injury  is  compounded 
or  secondarily  infected. 

This  is  analogous  to  middle  cranial  fossa  fractures  in- 
volving the  middle  ear  (which  is  in  direct  communication 
with  the  nasal  cavity)  by  way  of  the  eustachian  tube.  Unless 
there  is  preexisting  middle  ear  disease  or  unless  it  is 
secondarily  infected,  intracranial  suppuration  from  this 
source  is  fairly  remote. 

It  is  the  general  experience  that  25  per  cent  of  patients 
with  combined  craniofacial  injuries  develop  cerebrospinal 
fluid  rhinorrhea  so  at  least  2 or  3 at  most  of  the  cases 
reported  here  should  have  developed  cerebrospinal  fluid 
rhinorrhea.  The  cerebrospinal  fluid  rhinorrhea  may  not 
develop  for  quite  some  time  because  of  swelling  of  the 
nasal  mucosa  and  sinus  mucosa  as  well  as  the  entrapped 
blood  and  clotting. 

Early  frontal  operation  of  course  would  demonstrate 
dural  tears  in  the  frontal  area  which  could  be  closed.  This 
would  not,  however,  eliminate  further  surgery  should 
a cerebrospinal  fluid  rhinorrhea  develop  from  spheno- 
ethmoidal fractures  or  middle  cranial  fossa  fractures  involv- 
ing the  middle  ear. 

One  should  always  remember  that  when  cerebrospinal 
fluid  rhinorrhea  is  present  the  patient  may  be  developing 
extensive  intracranial  bleeding  and  will  not  show  the  usual 
sign  of  increased  intracranial  pressure  (such  as  slow  pulse, 
slow  respiration,  and  rising  blood  pressure)  because  the 
drainage  of  cerebrospinal  fluid  can  decompress  the  brain 
while  the  concealed  hemorrhage  increases  and  can  cause 
an  unexpected  or  sudden  death. 

There  is  no  doubt  that  tantalum  cranioplastic  procedures 
are  cosmetically  excellent  and  where  there  has  been  loss  of 
bony  tissue  it  is  generally  the  operation  of  choice.  However, 
elevation  of  fragments  and  reapproximation  by  use  of  fine 
stainless  steel  wiring  with  preservation  of  function  has  in 
my  hands  been  very  satisfactory. 
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Cholecystography 

and  Cholangiography 

Today 


Routine  oral  cholecystography  using  the  directions  given  with 
radiopaque  media  often  will  suffice.  For  more  difficult  cases,  other 
methods  may  be  necessary.  Regardless  of  the  technique,  efforts  to 
keep  radiation  exposure  to  a minimum  consistent  with  good  diagnosis 
should  be  made. 


JAMES  R.  RILEY,  M.D. 

Corpus  Christi,  Texas 


RS.  GRAHAM  AND  COLE  in  the  year  1924 
introduced  both  intravenous  and  oral  chole- 
cystography. Although  intravenous  cholecystography 
was  not  widely  accepted  at  that  time,  oral  chole- 
cystography, using  tetraiodophenolphthalein,  was  ac- 
cepted the  world  over.  Little  advance  over  the  early 
techniques  was  made  until  1944  when  Priodax  was 
introduced.  With  Priodax,  we  were  rid  of  the  objec- 
tional  side  reactions  of  the  earlier  medium.  However, 
Priodax,  though  it  produced  a good  dense  shadow  on 
the  film,  also  inhibited  the  emptying  of  the  gall- 
bladder, and  our  after-fat  films  became  of  little 
value. 

The  next  real  milestone  in  the  radiographic  diag- 
nosis of  gallbladder  disease  came  in  1952  with  the 
introduction  of  Telepaque.  It  would  appear  that  Tele- 
paque  has  supplanted  all  other  oral  media  used  for 
visualization  of  the  extrahepatic  biliary  system. 

In  1953,  Frommhold  described  Biligrafin,  which 
could  be  safely  administered  intravenously  and  which 
had  the  added  advantage  of  opacifying  the  biliary 
ducts  as  well  as  the  gallbladder.  The  substance  was 
quickly  introduced  into  the  United  States  under  the 
name  of  Cholografin.  This  is  the  only  intravenous 
medium  in  widespread  use  today,  for  visualization 
of  the  extrahepatic  biliary  system. 

The  purpose  of  this  presentation  will  have  been 
fulfilled  if  I can  review  the  many  facets  of  modern 
cholecystography  and  cholangiography  and  the  uses 
and  indications  of  each. 


PLAIN  FILM 

The  value  of  a plain  film  of  the  gallbladder  re- 
gion, preliminary  to  the  administration  of  a gallblad- 
der dye  to  the  patient,  is  routine  in  all  radiologists’ 
offices.  Most  gallstones  do  not  contain  enough  calci- 
um to  show  on  this  preliminary  film.  However,  in  an 
appreciable  number  of  patients,  opaque  or  ringlike 
faceted  shadows  characteristic  of  calculi  will  appear 
on  the  plain  film. 

As  a result  of  the  recent  interest  in  unnecessary 
radiation  exposure  of  human  beings,  I am  inclined 
to  believe  that  if  the  patient  is  a female  in  the  child- 
bearing age,  in  all  probability  the  examination  should 
be  considered  as  completed  when  the  single  prelim- 
inary film  reveals  the  characteristic  appearance  of 
calculi  in  the  gallbladder  region.  If,  however,  the 
clinician  insists  that  a complete  examination  is  de- 
sired, that  is,  the  patient  be  given  dye  and  the 
function  of  the  gallbladder  be  determined,  it  be- 
hooves the  radiologist  to  use  all  precautionary  meas- 
ures to  reduce  the  amount  of  radiation  necessary  to 
produce  satisfactory  films  of  the  region  after  pre- 
scribing the  dye,  and  again  after  the  fatty  meal. 

As  radiologists,  we  work  constantly  at  trying  to 
limit  unnecessary  radiation  to  the  patients.  I find  it 
frustrating  to  have  a physician  who  owns  an  x-ray 
machine  come  in  with  8 or  10  large  films  covering 
an  area  extending  from  the  base  of  the  right  lung 
down  to  the  symphysis  pubis  and  showing  on  all 
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8 or  10  films  a little  gallbladder  2 inches  long,  ob- 
viously filled  with  stones. 

In  a young  woman  in  the  childbearing  age,  it  is 
especially  important  to  use  extraordinary  care  in 
limiting  the  amount  of  radiation  to  the  patient  and 
particularly  to  the  gonads  of  the  patient.  The  gene- 
ticists have  written  much  on  this  subject,  some  of 
which  is  perhaps  exaggerated.  However,  in  the  light 
of  knowledge  that  we  have  today,  we  owe  it  to  our 
patients  to  get  the  most  possible  information  from 
the  smallest  amount  of  x-ray  exposure  consistent  with 
good  x-ray  diagnosis.  One  good  film  is  more  helpful 
rhan  10  films  of  poor  technical  quality. 


ORAL  CHOLECYSTOGRAPHY 

Now  to  continue  with  routine  oral  cholecystog- 
raphy: If  one  follows  the  directions  on  the  bottle, 
and  takes  the  pills  as  directed,  an  accurate  diagnosis 
of  gallbladder — normal  or  diseased — can  be  made  in 
perhaps  85  per  cent  of  routine  cases.  There  are  very 
few  other  tests  in  medicine  that  routinely  produce 
such  a high  percentage  of  accurate  results. 

However,  there  are  problems,  primarily  the  poorly 
functioning  viscus  with  a concentration  of  dye  not 
great  enough  to  show  up  cholesterol  stones.  The  old 
standby  for  15  years  was  to  repeat  the  examination, 
giving  the  patient  a double  dose  of  dye.  This  was 
sometimes  effective  in  a percentage  of  patients  that 
was  small,  but  indeterminate.  The  increased  concen- 
tration resulting  is  subjected  to  the  scrutiny  and 
prejudices  of  the  individual  reviewing  the  resulting 
films. 


SUGGESTED  TECHNIQUE 

In  our  office,  for  the  past  5 or  6 years,  we  have 
been  employing,  with  slight  variations,  the  follow- 
ing technique:  When  the  first  film  made  on  the 
morning  of  the  examination  reveals  a poor  concen- 
tration or  no  concentration  of  dye  in  the  viscus,  the 
patient  is  interrogated  as  to  the  urgency  of  com- 
pleting the  examination  on  that  day  and  told  that 
another  technique  probably  would  be  much  more 
definitive  in  his  case.  I have  yet  to  have  a patient 
refuse  to  cooperate.  Each  wants  the  best  examination 
possible.  The  technique,  with  variations  to  suit  the 
individual,  consists  of  prescribing  Decholin  for  6 
days,  2 tablets  three  times  daily,  and  omitting  the 
last  2 tablets.  A fat-free  supper  is  allowed  on  the 
sixth  day,  followed  by  a single  dose  of  Telepaque 
with  2 teaspoonsful  of  paregoric.  Three  hours  later, 
the  second  dose  of  Telepaque  is  given  with  pare- 
goric. Patients  are  instructed  to  take  3 enemas  before 


reporting  for  the  film  examination  on  the  following 
morning. 

As  may  be  evident,  our  solution  of  the  problem 
of  the  poorly  functioning  gallbladder  is  a combina- 
tion of  techniques  which  we  believe  to  be  effective. 
We  claim  no  originality  for  any  part  of  our  regimen. 

We  have  no  large  series  of  cases  to  report.  We 
have  begun  such  statistical  studies  before,  but  so 
much  depends  on  the  individual  radiologist’s  inter- 
pretation of  each  case  that  such  a study  could  never 
be  more  than  a record  of  opinions.  The  only  reason 
for  the  technique  is  to  improve  accuracy  in  diagnosis. 
We  are  well  pleased  with  the  technique  in  this 
respect. 

Our  results  in  the  patients  with  previous  nonfunc- 
tioning or  poorly  functioning  gallbladders,  however, 
are  roughly  these: 

1.  One-half  the  patients  will  show  a visualization 
of  a gallbladder  containing  stones — a definite 
diagnosis  of  cholelithiasis. 

2.  One-fourth  of  the  patients  will  have  a normally 
functioning  gallbladder — no  evidence  of  disease. 

3.  One-fourth,  or  the  remainder,  will  show  again 
poor  or  nonvisualization  of  the  gallbladder. 
These  are  pathological  gallbladders. 

Those  with  no  visualization  almost  invariably  have 
a stone  in  the  cystic  duct.  A few  will  have  acute 
cholecystitis  and  some  will  have  a common  duct 
stone.  The  failure  of  visualization  of  the  common 
duct  and  failure  of  contraction  of  the  gallbladder  on 
the  film  following  the  fatty  meal  is  at  least  sugges- 
tive of  the  presence  of  a stone  in  the  common  duct. 

Priodax  held  sway  for  many  years  as  the  best 
gallbladder  dye  available.  It  certainly  was  an  im- 
provement over  its  tetraiodophenolphthalein  prede- 
cessors that  almost  routinely  produced  cramping  and 
diarrhea.  Priodax  had  one  bad  defect,  however;  it 
inhibited  gallbladder  contractions,  and  many  of  us  all 
but  abandoned  the  routine  fatty  meal  film  on  this 
basis.  Our  logic  was  that  the  gallbladder  filled; 
therefore,  it  had  to  empty,  whether  we  could  demon- 
strate it  or  not. 

Telepaque,  fortunately  does  not  have  this  char- 
acteristic. We  believe  that  the  use  of  this  technique 
will  prevent  most  mistakes  of  removing  a nonfunc- 
tioning or  poorly  functioning  gallbladder  that  the 
pathologist  sees  as  normal.  These  patients  are  not 
grateful,  as  their  symptoms  persist  or  get  worse. 

We  have  noted  on  numerous  occasions  that  wom- 
en on  extreme  reducing  diets  with  a minimal  amount 
of  fats  in  the  diet  frequently  will  have  nonfunction- 
ing or  poorly  functioning  gallbladders.  By  simply 
prescribing  a diet  liberal  in  fats  for  3 or  4 days  and 
repeating  the  examination,  one  often  will  obtain  a 
good  diagnostic  concentration  of  dye  in  the  gall- 
bladder. 
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CHOLECYSTOGRAPHY  — Riley  — continued 

OTHER  METHODS 

There  are  other  methods  of  making  more  defini- 
tive diagnoses  in  the  case  of  the  nonfunctioning  or 
poorly  functioning  gallbladder. 

Twiss  and  Gillette  have  described  a method 
wherein  3 full  doses  of  Telepaque  are  given,  2 on 
the  evening  before  and  1 on  the  morning  of  the 
examination,  4 to  5 hours  before  filming.  They  oc- 
casionally visualize  a common  duct  without  visualiza- 
tion of  the  gallbladder. 

In  examining  difficult  cases  over  a period  of  years 
with  repeated  doses  and  double  doses,  all  of  us  have 
noted  occasionally  what  heretofore  has  been  consid- 
ered a rare  phenomenon,  the  production  of  a rim 
sign,  which  is  actually  a thin  layer  of  gallbladder  dye 
deposited  on  the  surface  of  an  otherwise  nonidenti- 
fiable  stone  in  the  gallbladder  or  common  duct. 

An  excellent  article  by  Salzman  and  others  de- 
scribed a 4 day  Telepaque  regimen  with  x-ray  exam- 
ination on  the  fifth  day,  which,  the  authors  said,  will 
result  in  opacification  of  75  per  cent  of  common 
duct  stones.  It  is  an  article  worth  reading.  Our  ex- 
perience with  the  method  is  too  limited  for  further 
comment. 

In  another  article  by  Lowman,  Davis,  and  Lawson, 
several  techniques  for  visualization  of  the  common 
duct  in  postcholecystectomy  patients  were  described. 
In  their  plan  III,  3 doses  of  Telepaque  were  given 
over  a period  of  48  hours.  They  reported  visualiza- 
tion of  the  common  duct  in  22  per  cent  with  this 
plan.  In  their  article,  they  did  not  mention  any  opaci- 
fication of  stones  in  the  common  duct. 

To  summarize  their  article,  they  recommended 
giving  6 Telepaque  pills  at  8 p.  m.  with  2 teaspoons- 
ful  of  paregoric,  3 pills  at  midnight,  and  3 pills  at 
6 a.  m.  Their  multiple  film  examination  is  carried 
out  between  8 and  10  a.  m.  the  same  day.  This  pro- 
duced 52.7  per  cent  visualization  of  the  common 
duct,  as  compared  with  81  per  cent  visualization  in 
the  same  group  by  the  intravenous  method.  They 
point  out  that  their  oral  method  is  much  safer  and 
can  be  used  in  many  cases  where  intravenous  chol- 
angiography is  contraindicated.  If  the  serum  bilirubin 
is  greater  than  3 mg.  per  100  cc.,  it  is  unlikely  that 
either  oral  or  intravenous  cholangiography  will  be 
successful  in  any  significant  percentage  of  patients. 


INTRAVENOUS  CHOLANGIOGRAPHY 

Now  let  us  take  up  briefly  a few  points  concern- 
ing intravenous  cholangiography.  First  of  all,  prob- 
ably less  than  2 per  cent  of  diseases  of  the  extra- 
hepatic  biliary  tract  are  diagnosed  on  the  basis  of 
intravenous  cholangiography.  The  one  important  in- 


dication for  intravenous  cholangiography,  with  only 
occasional  exceptions,  is  for  the  demonstration  of 
an  obstructing  lesion  of  the  common  duct  in  the 
postcholecystectomy  patient.  The  obstruction  is  most 
commonly  calculus  and  necessarily  incomplete  or 
intermittent.  Fibrosis  of  the  sphincter  of  Oddi  and 
other  conditions  are  less  common  causes  of  obstruc- 
tion. 

In  spite  of  high  percentages  of  varying  degrees  of 
opacification  of  the  common  duct  by  this  method, 
small  or  medium  sized  stones  in  the  lower  end  of 
the  common  duct  and  ampulla  of  Vater  are  fre- 
quently missed  on  the  films.  An  obstructing  lesion, 
calculus  or  otherwise,  should  be  suspected  when  the 
opacification  of  the  common  duct  is  greater  at  2 
hours  than  at  1 hour.  Conversely,  the  common  duct 
best  visualized  at  45  minutes  to  1 hour,  that  shows 
decreased  opacification  at  1^2  to  2 hours,  is  probably 
not  obstructed  and  should  be  interpreted  as  a normal 
cholangiogram,  even  though  the  degree  of  visualiza- 
tion leaves  much  to  be  desired. 


Dr.  James  R.  Riley,  who  is  in  the 
private  practice  of  radiology,  pre- 
sented this  paper  for  the  Section 
on  General  Practice  at  the  Texas 
Medical  Association  annual  session 
April  21,  1959,  in  San  Antonio. 


This  approach  to  the  interpretation  as  to  whether 
or  not  obstruction  of  the  common  duct  exists  in  post- 
cholecystectomy patients  has  been  described  by  Dr. 
R.  E.  Wise  in  several  publications.  We  have  used  it 
for  several  years  in  interpreting  intravenous  chol- 
angiograms  and  are  of  the  opinion  that  it  is  sound. 

Complete  failure  of  visualization  of  the  common 
duct  is  usually  due  to  one  of  three  circumstances: 
( 1 ) liver  damage,  (2)  complete  obstruction  of  the 
duct,  or  ( 3 ) obesity  of  the  patient. 

The  use  of  intravenous  Cholografin  in  the  differ- 
ential diagnosis  of  acute  abdominal  disease  has  been 
described  by  Dr.  Jordan  of  Los  Angeles  and  Drs. 
Sparkman  and  Ellis  of  Dallas.  The  visualization  of 
the  gallbladder  and  common  duct  is  good  evidence 
that  a given  patient  does  not  have  acute  cholecystitis. 
Demonstration  of  the  bile  ducts  without  visualization 
of  the  gallbladder  is  presumptive  evidence  of  chole- 
cystitis. One  must  observe  the  patient  for  2 hours 
before  concluding  that  the  gallbladder  is  not  visual- 
ized in  this  examination.  Lack  of  visualization  of  any 
of  the  extrahepatic  biliary  system  is  evidence  of 
either  hepatic  insufficiency  or  a complete  obstruction 
of  the  common  duct. 
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SUMMARY 


The  techniques  given  as  directions  on  the  envelope 
or  bottle  of  radiopaque  media  are  good  for  routine 
oral  cholecystography.  There  are  much  more  defini- 
tive techniques  applicable  for  the  difficult  cases. 
Several  have  been  described. 

Telepaque  and  Cholografin  have  proven  their  val- 
ue in  improving  the  accuracy  of  diagnosis  of  extra- 
hepatic  biliary  disease. 

Statistical  analyses  of  such  things  as  the  percentage 
of  satisfactory  visualizations  of  the  common  duct  are 
subject  to  a wide  range  of  human  interpretation.  We 
have  no  way  of  knowing  how  many  stones  in  the 
lower  end  of  the  common  duct  will  be  missed  on  the 
best  of  radiographic  examinations. 
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Birth  of  Experimental  Investigations 

At  the  beginning  of  the  twentieth  century  (January,  1901),  Sir 
William  Osier  addressed  the  Johns  Hopkins  Historical  Club  on  the 
subject  of  "Medicine  in  the  Nineteenth  Century.”  An  excerpt  from 
his  talk,  published  first  in  the  New  York  Sun  and  Mailable  in  the 
book  " Aequanimitas,  With  Other  Addresses  to  Medical  Students, 
Nurses  and  Practitioners  of  Medicine”  (Blakiston) , follows: 

The  most  distinguishing  feature  of  the  scientific  medicine  of  the 
century  has  been  the  phenomenal  results  which  have  followed  experi- 
mental investigations.  While  this  method  of  research  is  not  new, 
since  it  was  introduced  by  Galen,  perfected  by  Harvey,  and  carried 
on  by  Hunter,  it  was  not  until  well  into  the  middle  of  the  century 
that,  by  the  growth  of  research  laboratories,  the  method  exercised 
a deep  influence  on  progress.  The  lines  of  experimental  research  have 
sought  to  determine  the  functions  of  the  organs  in  health,  the  condi- 
tions under  which  perversion  of  these  functions  occurs  in  diseases, 
and  the  possibility  of  exercising  protective  and  curative  influences 
on  the  processes  of  disease  .... 

The  study  of  physiology  and  pathology  within  the  past  half-century 
has  done  more  to  emancipate  medicine  from  routine  and  the  thraldom 
of  authority  than  all  the  work  of  all  the  physicians  from  the  days 
of  Hippocrates  to  Jenner,  and  we  are  as  yet  but  on  the  threshold. 
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Management  of  the  Gynecologic  Patient 

With  Anemia  due  to  Chronic  Blood  Loss 


Excessive  menstrual  flow  often  results  in  anemia  and  calls  for  surgery.  Blood  trans- 
fusion usually  is  used  to  correct  the  hemoglobin  level  prior  to  surgery.  Iron-dextran 
given  intramuscularly  has  proved  rapid  and  effective  in  overcoming  anemia  and  build- 
ing a reserve  in  such  cases  without  the  dangers  of  blood  transfusion. 


JACK  A.  PRITCHARD,  M.D. 

Dallas,  Texas 


Excessive  menstrual  flow  is  a complaint 

commonly  encountered  by  any  physician  caring 
for  women.  In  many  instances  the  degree  of  bleeding 
will  have  resulted  in  the  development  of  moderate 
to  severe  anemia.  Often  some  form  of  surgical  pro- 
cedure is  indicated  either  as  an  aid  in  establishing  a 
diagnosis  or  to  achieve  a cure  of  the  underlying 
disease,  or  both.  Therefore,  the  surgical  procedure 
may  range  from  uterine  curettage  to  hysterectomy. 

It  would  appear  from  personal  observations  and 
from  a survey  of  some  of  the  gynecologic  and  sur- 
gical texts  that  in  this  situation  the  standard  practice 
is  prompt  transfusion  therapy  followed  by  surgery 
as  soon  as  the  hemoglobin  level  is  judged  to  be 
satisfactory.  The  minimum  hemoglobin  level  pre- 
operatively  which  is  usually  considered  adequate  is 
10.0  Gm.  per  100  ml.  of  blood. 


Etiology  of  Anemia 

Most  of  these  women  have  become  anemic  due  to 
chronic  intermittent  loss  of  blood.  The  menstrual 
period  is  characterized  by  a considerable  increase 
in  the  amount  of  flow  and  sometimes  an  increase  in 
the  duration  of  flow.  The  interval  between  the 
periods  of  heavy  flow,  however,  usually  is  longer 
than  2 weeks  and  may  be  as  long  as  4 weeks.  Until 
recently  little  attention  appears  to  have  been  paid 
by  many  physicians  to  the  rapidity  with  which  such 
an  anemia  can  be  corrected  when  specific  therapy 
is  given  to  patients  with  chronic  intermittent  exces- 
sive blood  loss. 

In  cases  of  anemia  due  to  periodic  excessive  blood 
loss  from  the  genital  tract,  the  deficiency  that  de- 


velops is  iron  deficiency.  Initially,  the  patient  re- 
sponds to  hemorrhage  by  utilizing  the  limited  iron 
absorbed  by  the  intestine  from  dietary  sources  and 
to  a much  greater  extent  by  utilizing  any  iron  which 
is  available  in  body  stores.  Unfortunately  in  many 
women  iron  stores  are  quite  low  either  as  the  result 
of  multiple  gestations  or  previous  episodes  of  exces- 
sive menstrual  bleeding,  or  both.  It  should  be  empha- 
sized that  the  average  female  during  the  years  of 
menstrual  function  is  always  precariously  close  to  or 
actually  in  negative  iron  balance.  Moreover,  during 
the  latter  half  of  pregnancy,  unless  there  is  active 
supplementation  with  iron,  she  probably  is  in  marked 
negative  iron  balance.3 

For  the  past  314  years  at  Parkland  Memorial 
Hospital  in  Dallas  studies  have  been  carried  out  to 
evaluate  the  merits  of  utilizing  specific  therapy  to 
correct  chronic  blood  loss  anemia  prior  to  surgery 
rather  than  automatically  transfusing  the  patient  until 
the  hemoglobin  concentration  reaches  a desired  level 
and  then  undertaking  the  surgical  procedure.  These 
experiences  have  been  reported  recently  in  some 
detail.4 

The  following  cases  are  representative  of  a large 
group  of  women  with  chronic  excessive  blood  loss 
from  the  genital  tract  who  have  been  studied  to  date 
to  evaluate  the  rapidity  of  hemoglobin  response  in 
the  face  of  intermittent  extensive  blood  loss. 


Representative  Cases 

CASE  1. — E.  M.,  a 32  year  old  Negro  woman,  noted 
excessive  menses  for  several  months.  She  was  first  seen  at 
the  completion  of  a quite  heavy  period.  Uterine  myomas 
and  severe  anemia  due  to  chronic  blood  loss  and  iron 
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deficiency  were  diagnosed.  The  hemoglobin  level  was 
6.1  Gm.  per  100  ml.  and  the  hematocrit  22.  A stained 
smear  of  peripheral  blood  revealed  hypochromia;  the  red 
cells  did  not  show  a sickle  configuration.  A sample  of  the 
patient’s  red  cells  was  labeled  with  radioactive  chromium, 
and  the  total  mass  of  circulating  hemoglobin  was  measured. 
It  was  210  Gm.  Two  thousand  mg.  of  iron  as  iron-dextran  * 
were  given  intramuscularly  in  daily  doses  of  250  mg.  in 
each  buttock. 

Two  weeks  later  the  hemoglobin  level  was  91  Gm. 
Three  weeks  after  therapy  was  started  the  hemoglobin  level 
was  10.9  Gm.  At  this  time,  as  shown  in  table  1,  the 
total  circulating  hemoglobin  mass  was  435  Gm.,  an  in- 
crease of  225  Gm.  in  3 weeks.  An  average  unit  of  blood 
bank  blood  contains  about  70  Gm.  of  hemoglobin.  There- 
fore, in  3 weeks  the  bone  marrow  in  response  to  adequate 

TABLE  1. — The  Increase  in  Hemoglobin  Concentration  and 
Total  Hemoglobin  Mass  Following  Intramuscular  Iron 
Therapy  in  a Patient  with  Chronic  Menorrhagia  and 
Uterine  Myomas. 


Hemoglobin 

Initial 

Final 

Increase 

Concentration 

(Gm./lOO  ml.) 

6.1 

10.9 

4.8 

Total  mass  (Gm.) 

....  210 

435 

225 

iron  therapy  added  to  the  circulation  of  this  patient  hemo- 
globin in  excess  of  that  found  in  3 pints  of  blood  bank 
blood. 

A hysterectomy  was  performed  at  this  time;  no  trans- 
fusions were  given. 

Case  2. — O.  B.,  a 40  year  old  Negro  woman,  was  first 
seen  complaining  of  "something  moving  in  her  stomach.” 
Her  menstrual  periods  had  been  regular  every  28  to  30 
days  but  had  become  heavier  during  the  past  few  years. 
She  complained  of  easy  fatigability  but  worked  as  a maid 
5 days  a week.  Physical  examination  revealed  pale  mucosa 
and  a uterus  containing  myomas  to  the  level  of  the 
umbilicus.  Studies  of  the  peripheral  blood  revealed  hemo- 
globin 7-3  Gm.  per  100  ml.,  hematocrit  26,  reticulocytes 
2.6  per  cent,  erythrocyte  hypochromia  in  a stained  blood 
smear,  and  a negative  test  for  red  cell  sickling. 

She  was  given  iron-dextran  containing  250  mg.  of  iron 
in  each  hip  every  week  for  3 weeks,  that  is,  a total  dose 
of  1,500  mg.  of  iron.  During  the  next  3 weeks,  in  spite  of 
having  a menstrual  period  during  the  second  week,  the 
hemoglobin  concentration  rose  to  11.2  Gm.  An  abdominal 
hysterectomy  was  performed  at  the  end  of  the  third  week. 
No  transfusions  were  given. 


ity  for  2 months.  Physical  examination  revealed  no  abnor- 
malities except  pale  mucosa.  The  level  of  circulating  hemo- 
globin was  8.0  Gm.  per  100  ml.  and  the  hematocrit  was 
28.  Five  hundred  mg.  of  iron  as  iron-dextran  were  given 
half  in  each  buttock  once  a week  for  3 weeks.  The  hemo- 
globin level  rose  to  13.7  Gm.,  an  increase  of  5.7  Gm.  per 
100  ml.,  during  the  next  3 weeks. 

Uterine  curettage  was  carried  out  and  no  abnormality 
was  found.  Five  hundred  mg.  more  of  iron  were  given 
intramuscularly  to  assure  replenishment  of  iron  stores. 
During  the  past  9 months  the  hemoglobin  has  ranged  from 
13.5  to  14.5  Gm.  per  100  ml.  The  patient  has  had  no 
further  menstrual  abnormalities  during  this  time. 

Case  4. — J.  W.,  a 29  year  old  first  year  medical  stu- 
dent, noted  fairly  profuse  menstrual  flow  without  pain  for 
6 to  8 weeks.  There  were  no  symptoms  of  pregnancy  and 
pelvic  examination  was  normal.  The  past  history  was  not 
remarkable.  Hematologic  studies  revealed  the  following: 
hemoglobin  5.2  Gm.  per  100  ml.,  hematocrit  19,  reticulo- 
cytes 4.3  per  cent,  leukocytes  7,850,  and  platelets  396,000 
per  cubic  millimeter.  Diagnoses  were  made  of  probable 
dysfunctional  uterine  bleeding  and  anemia  due  to  persistent 
blood  loss. 

Bleeding  was  promptly  combatted  with  Premarin  (con- 
jugated equine  estrogens)  20  mg.  intravenously  each  day 
for  2 days  plus  2.5  mg.  orally  each  day  for  the  next  33 
days.  Five  hundred  mg.  of  iron  as  iron-dextran  were  given 
intramuscularly  initially,  2 days  later,  and  2 weeks  later. 

There  was  rapid  relief  of  the  feeling  of  weakness  and 
fatigue  soon  after  therapy  was  started.  The  rate  of  hema- 
tologic response  is  shown  in  table  2.  In  2 weeks  the 
hemoglobin  level  nearly  doubled.  By  4 weeks  it  had  risen 
to  11.9  Gm.,  an  increase  of  6.7  Gm.  per  100  ml.  At  that 
time  estrogen  therapy  was  stopped  and  curettage  of  the 
uterus  was  performed.  The  patient  has  remained  nonanemic 
and  free  of  symptoms. 


Dangers  From  Blood  Transfusions 

These  severely  anemic  patients  certainly  could  have 
been  treated  by  blood  transfusion  therapy,  but  would 
such  therapy  have  been  advantageous  to  them?  It 
must  be  remembered  that  blood  transfusions  are 
capable  of  doing  more  than  just  good.  The  many 
dangers  inherent  in  the  use  of  blood  transfusions 
include  the  following:  ( 1 ) gross  incompatibility  with 
renal  failure;  (2)  gross  incompatibility  producing 


Table  2. — Hematologic  Response  to  Iron  Therapy  in  a Patient  with  Anemia  Due  to  Menorrhagia. 

Initial  +7  Days  +14  Days  +21  Days  +28  Days  +33  Days  Increase 


Hemoglobin  (Gm.)  5.2  6.8  9.0  10.0  11.2  11.9  +6.7 

Hematocrit  19.0  26.0  31.0  36.0  39.0  40.0  +21.0 

Reticulocytes  (%)  4.3  10.1  6.7  5.8  3.4  1.6 


Postoperatively  500  mg.  more  of  iron-dextran  were  given 
to  correct  the  deficiency  in  body  stores  of  iron.  When 
rechecked  6 weeks  after  surgery,  the  hemoglobin  level  was 
13-2  Gm.  per  100  ml. 

Case  3. — S.  H.,  a 24  year  old  laboratory  technician,  had 
noted  heavy  menses  for  about  8 months  and  easy  fatigabil- 


*Imferon,  obtained  from  Lakeside  Laboratories,  Mil- 
waukee, Wis. 


major  derangements  in  the  blood  coagulation  mech- 
anism and  hemorrhage;  ( 3 ) homologous  serum  hepa- 
titis; (4)  contamination  of  the  blood  at  the  time  of 
collection  with  bacteria  which  produce  lethal  endo- 
toxins even  during  storage  in  the  cold;  (5)  circu- 
latory overload  in  patients  with  severe  chronic 
anemia  or  cardiac  disease;  (6)  the  stimulation  of 
antibody  production  that  may  result  in  a hemolytic 
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reaction  at  the  time  of  subsequent  blood  transfusion 
or  cause  erythroblastosis  fetalis  during  a future  preg- 
nancy; (7)  the  masking  of  anemia  due  to  some 
cause  other  than  blood  loss  and  iron  deficiency. 

This  is  not  meant  to  deemphasize  the  importance 
of  blood  transfusions  in  some  circumstances.  At  a 
large  institution  such  as  Parkland  Memorial  Hospital 
the  ability  of  blood  transfusions  to  save  lives  is 
demonstrated  daily  in  cases  of  active  profuse  bleed- 
ing and  hypovolemia  leading  to  shock.  Gynecologic 
patients  with  anemia  due  to  chronic  blood  loss,  how- 
ever, rarely  fall  into  this  category.  Furthermore,  the 
patient  who  is  anemic  as  the  result  of  repeated  epi- 
sodes of  blood  loss  due  to  uterine  bleeding  can  rap- 
idly repair  a deficit  in  circulating  hemoglobin  if  the 
proper  building  materials  are  presented  to  the  bone 
marrow.  In  such  a patient  all  of  the  necessary  ma- 
terials for  hematopoiesis  almost  always  will  be  con- 
stantly available  to  the  bone  marrow  in  ample 
amounts  with  the  exception  of  iron.  Therefore,  the 
availability  of  iron  becomes  a factor  limiting  hemo- 
globin production.  If  iron  is  supplied  in  adequate 
amounts,  the  rate  of  repair  is  such  that  hemoglobin 
equivalent  to  at  least  that  in  1 pint  of  blood  from 
the  blood  bank  is  added  to  the  circulation  each  week. 
No  other  therapy  such  as  vitamins,  liver  injections, 
or  trace  metals  is  indicated. 

If  by  chance  the  anemia  is  due  to  some  cause 
other  than  blood  loss  and  iron  deficiency,  there  will 
be  no  response  to  iron  therapy.  The  time  to  deter- 
mine this  is  during  the  preoperative  period.  Even 
though  transfused  until  the  hemoglobin  level  is 
adequate,  the  patient  with  pernicious  anemia  who 
has  not  received  specific  treatment  is  a poor  risk 
for  surgery. 


Method  of  Administering  Iron 

In  the  cases  presented  in  this  report  iron  was  sup- 
plied as  intramuscular  injections  of  iron-dextran. 
Considerable  experience  has  been  gained  with  this 
compound.  It  differs  from  intravenous  saccharated 
iron  oxide  in  that  serious  toxic  reactions  are  rare. 
The  reactions  which  it  produces  are  local  transient 
soreness,  which  is  fairly  common,  and  occasionally 
low  grade  fever  and  arthralgia.  Both  soon  disappear 
once  therapy  is  stopped. 

In  the  average  female  an  injection  of  about  180 
mg.  of  iron  as  iron-dextran  is  necessary  to  supply 
enough  iron  to  raise  the  hemoglobin  level  1.0  Gm. 
per  100  ml.  Therefore  the  total  dosage  required  is 
180  mg.  times  the  circulating  hemoglobin  deficit 
in  grams  per  100  ml.  Moreover,  where  there  has 
been  prolonged  bleeding,  iron  stores  are  exhausted. 


It  is  advantageous  to  give  eventually  an  additional 
500  to  1,000  mg.  to  replenish  them. 

As  an  example  for  calculating  dosage,  in  case  3 
the  hemoglobin  level  initially  was  8.0  Gm.  per  100 
ml.  Consequently  there  was  a deficit  in  circulating 
hemoglobin  of  6 to  7 Gm.  per  100  ml.  To  supply 
adequate  iron  for  hemoglobin  production  the  amount 
administered  should  be  180  x 7,  or  about  1,250  mg. 
of  iron.  Since  iron  stores  were  almost  certainly  de- 
pleted a total  dose  of  about  2,000  mg.  eventually 
should  be  given.  This  was  done,  and  the  iron  defici- 
ency undoubtedly  was  completely  relieved. 


Dr.  Jack  A.  Pritchard,  from  the 
Department  of  Obstetrics  and 
Gynecology  of  the  University  of 
Texas  Southwestern  Medical  School 
and  Parkland  Memorial  Hospital, 
presented  this  paper  for  the  Sec- 
tion on  Obstetrics  and  Gynecology 
at  the  Texas  Medical  Association 
annual  session  in  San  Antonio 
April  21,  1959. 


A weekly  dose  of  500  mg.  of  iron  as  iron-dextran 
in  almost  all  instances  will  supply  all  the  iron  that 
can  be  utilized  by  the  bone  marrow  during  that  time. 
There  is  no  need  other  than  convenience  to  give  the 
medication  at  more  frequent  intervals.  As  much  as 
250  mg.  a day  for  4 days  can  be  given  in  each  but- 
tock without  producing  any  reaction  other  than  some 
local  soreness.  To  be  absorbed  and  utilized  the  ma- 
terial must  be  placed  in  the  muscle  and  not  in  the 
subcutaneous  tissue.  Any  iron-dextran  placed  in  the 
subcutaneous  tissue  is  not  absorbed.  This  must  be 
kept  in  mind  especially  when  an  obese  patient  is 
being  treated. 

It  should  be  emphasized  that  in  many  instances 
oral  iron  would  be  equally  effective  in  restoring  the 
hemoglobin  level  if  the  patient  would  take  and 
retain  an  adequate  dose  each  day.  Under  these  cir- 
cumstances 1 to  2 Gm.  of  ferrous  gluconate  or  fer- 
rous sulfate  given  in  divided  doses  each  day  should 
produce  a prompt  increase  in  the  level  of  circulat- 
ing hemoglobin.  Iron  stores,  however,  probably 
would  be  replenished  much  more  slowly. 


Prophylaxis 

Some  consideration  should  be  given  to  prophylaxis 
in  those  instances  where  excessive  menstrual  bleeding 
is  encountered  and  severe  anemia  has  not  yet  de- 
veloped. All  too  frequently  the  physician  devotes  his 
energies  toward  correction  of  the  excessive  bleeding 
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by  means  of  curettage,  hormonal  therapy,  or  both, 
and  fails  to  consider  the  impact  of  excessive  blood 
loss.  Ultimately  iron  stores  will  be  exhausted,  and 
then  severe  anemia  can  develop  rapidly.  Two  exam- 
ples demonstrating  the  value  of  iron  therapy  in  these 
circumstances  are  briefly  presented: 

Case  5. — A 35  year  old  woman  with  3 previous  cesar- 
ean sections  and  a tubal  ligation  complained  of  progres- 
sively heavier  menstrual  flow  for  about  1 year.  The  hemo- 
globin level  was  11.0  Gm.  per  100  ml.  Uterine  curettage 
did  not  alter  the  amount  of  flow.  Oral  iron  therapy,  1 Gm. 
of  ferrous  gluconate  a day,  was  started.  In  spite  of  contin- 
ued heavy  flow  each  month  the  hemoglobin  level  at  the 
time  of  hysterectomy  6 months  later  was  14.2  Gm.  per 
100  ml. 

Case  6. — A 34  year  old  woman  with  a similar  men- 
strual history  and  uterine  myomas  had  a hemoglobin  level 
of  10.4  Gm.  per  100  ml.  She  refused  hysterectomy  at  that 
time,  and  uterine  curettage  did  not  produce  a decrease  in 
menstrual  flow.  She  similarly  was  placed  on  oral  iron  ther- 
apy. Seven  months  later  a hysterectomy  was  performed  and 
a large  submucous  myoma  was  found.  Preoperatively  the 
hemoglobin  level  was  13.7  Gm.  per  100  ml. 

In  both  instances  failure  to  supply  iron  undoubted- 
ly would  have  resulted  in  moderate  to  severe  anemia 
at  the  time  of  hysterectomy  rather  than  the  normal 
hemoglobin  levels  which  were  found.  Utilizing  phle- 
botomy to  produce  chronic  intermittent  blood  loss, 
Coleman  and  associates  have  shown  that  500  ml.  of 
blood  can  be  lost  as  often  as  every  2 weeks  without 
significant  anemia  developing  if  supplementary  iron 
is  given?  Again  it  should  be  pointed  out  that  the 
sole  hematinic  needed  to  correct  or  prevent  anemia 
due  to  blood  loss  is  iron. 

The  program  presented  for  managing  the  gyneco- 
logic patient  with  anemia  due  to  chronic  intermittent 
excessive  blood  loss  is  not  completely  new.  The  ex- 
periences and  recommendations  of  Thompson  at  the 
Johns  Hopkins  University  and  Beutler  at  the  Uni- 
versity of  Chicago  are  practically  identical  to  those 
detailed  in  this  report.1, 5 It  is  hoped  that  the  pro- 
cedure will  become  more  widespread. 

Conclusions 

Iron  therapy  used  preoperatively  will  correct 
promptly  the  anemia  due  to  chronic  excessive  blood 
loss  in  gynecologic  patients.  The  common  practice 
of  utilizing  multiple  transfusions  to  accomplish  this 
same  result  is  condemned. 
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ABSTRACT  OF  DISCUSSION 

Dr.  FRANK  Posey,  San  Antonio:  In  areas  in  which 
blood  is  readily  available  for  transfusion  through  blood 
banks  the  practice  of  administering  whole  blood  to  the 
severely  anemic  patient  preoperatively  has  become  the  usual 
procedure.  The  ease  of  obtaining  and  giving  a specific 
substance  plus  the  rapidity  with  which  the  condition  is 
corrected  are  the  attractive  features. 

It  has  been  my  feeling  for  some  time  that  transfusion 
for  most  of  these  patients  has  been  overdone;  however,  I 
must  admit  that  I have  "gone  along”  with  what  may  be 
called  the  generally  accepted  practice  to  a large  extent. 
During  the  past  year  I have  given  intramuscular  iron  more 
and  more,  particularly  to  obstetrical  patients,  and  the  re- 
sults have  been  gratifying. 

Dr.  Pritchard  has  shown  conclusively  what  can  be  done 
with  intramuscular  iron  and  has  pointed  out  some  of  the 
disadvantages  of  transfusion  in  the  correction  of  chronic 
anemia.  Having  had  firsthand  experience,  I should  like  to 
reemphasize  a few  of  the  hazards  associated  with  the  ad- 
ministration of  whole  blood.  Even  in  the  best  of  labora- 
tories mistakes  in  typing,  cross-matching,  Rh  determina- 
tions, and  mislabeling  occur.  In  the  best  of  hospitals  errors 
such  as  giving  a transfusion  to  the  wrong  patient  in  a 
semiprivate  room  in  which  the  identity  of  the  patient  was 
confused  have  occurred.  True,  such  errors  are  apt  to  be 
infrequent;  however,  even  an  occasional  renal  shutdown  or 
Rh  sensitization  would  make  the  practice  of  correcting  a 
chronic  anemia  by  transfusion  less  attractive  when  other 
safer  and  equally  effective  measures  are  available. 

Another  point  which  during  the  present  era  of  increas- 
ing malpractice  suits  deserves  mention  is  the  recent  ruling 
of  the  New  York  Supreme  Court  in  favor  of  the  plaintiff 
in  that  since  the  blood  administered  to  her  was  sold,  it 
was,  therefore,  a commodity  and  like  all  commodities  car- 
ried an  implied  warranty  of  safety  by  those  who  bought 
the  blood.  This  patient  had  developed  hepatitis  following 
transfusion,  a complication  which  certainly  could  not  be 
foreseen. 

Reactions  to  intramuscular  iron  are  infrequent,  as  Dr. 
Pritchard  has  pointed  out.  I have  encountered  none  in  my 
limited  experience  with  the  exception  of  local  pain  at  the 
site  of  injection.  In  addition  to  localized  pain  and  arth- 
ralgia, which  Dr.  Pritchard  has  mentioned,  there  are  re- 
ports in  the  literature  of  skin  rashes,  anaphylactoid  reac- 
tion, urticaria,  and  angioneurotic  edema.  All  of  these  are 
rare  and  certainly  should  not  cause  hesitancy  in  instituting 
treatment. 

Although  correction  of  chronic  anemia  by  intramuscular 
iron  can  well  apply  to  the  majority  of  gynecologic  patients, 
a suspected  endometrial  carcinoma  obviously  should  not 
be  allowed  to  undergo  a waiting  period  of  several  weeks 
for  the  correction  of  anemia  before  tissue  diagnosis  and 
specific  treatment  are  started.  The  vast  majority  of  patients 
I encounter  with  chronic  anemia  due  to  blood  loss,  how- 
ever, are  patients  with  dysfunctional  uterine  bleeding  or 
uterine  fibroids.  These  are  the  patients  that  Dr.  Pritchard 
has  shown  so  well  will  respond  to  treatment  with  intra- 
muscular iron. 
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Now  a rarity,  costal  chondritis  due  to  Salmonella  typhosa  with 
recurrent  abscess  formation  is  reported.  Treatment  with  chlorampheni- 
col and  block  excision  with  primary  closure  resulted  in  cure. 


Costal  Chondritis 

due  to  Salmonella  Typhosa 

Report  of  q Case 


JOHN  H.  SEWELL,  M.D. 

Fort  Worth,  Texas 


TYPHOID  FEVER  and  secondary  complications 
due  to  Salmonella  typhosa  have  been  relegated 
to  the  status  of  rare  diseases  on  the  American  medi- 
cal scene  in  the  past  50  years.  From  being  a cause 
of  illness  that  had  both  endemic  and  epidemic  pro- 
pensities over  large  areas  of  the  world  and  that  was 
attended  by  a relatively  high  morbidity  and  mortal- 
ity, Sal.  typhosa  is  seldom  encountered  in  laboratories 
in  this  country  now.  Consequently,  it  was  a surprise 
when  a report  of  Sal.  typhosa  was  made  on  a culture 
taken  from  an  abscess  of  the  chest  wall. 


CASE  REPORT 

Miss  E.  J.,  a 71  year  old  white  woman,  was  seen  in  the 
office  on  February  10,  1953,  with  a subcutaneous  abscess 
in  the  right  anterior  chest  wall  of  several  weeks’  duration. 
It  was  located  medial  to  the  nipple  line  and  below  the 
breast.  She  stated  that  an  abscess  in  this  same  position  had 
been  drained  5 years  previously.  She  had  remained  well 
in  the  interim. 

There  was  no  history  of  tuberculosis  or  other  chest 
diseases.  She  had  typhoid  fever  at  age  36  (though  this 
history  was  not  obtained  when  she  was  first  seen).  A pel- 


vic laparotomy  for  uterine  fibroids  was  done  in  1945.  She 
had  diabetes  for  which  she  received  40  units  of  long 
acting  insulin  daily.  The  control  of  her  diabetes  never  had 
been  a problem  during  her  recent  illness  and  surgery.  Her 
general  health  was  excellent. 

The  patient  was  a well  preserved  elderly  woman  in  good 
physical  condition.  Examination  was  normal  except  for  an 
apparent  abscess  on  the  right  anterior  chest  wall  beneath 
the  inferior  mammary  fold.  There  were  no  abnormal  pul- 
monary findings.  No  axillary  nodes  were  palpable.  White 
blood  count  and  differential  were  normal. 

Incision  and  drainage  of  the  abscess  was  carried  out  with 
biopsy  of  the  wall.  No  cultures  were  reported,  and  the 
biopsy  showed  only  nonspecific  chronic  inflammatory 
changes.  Five  days  later  the  resultant  cavity  was  injected 
with  iodochlorol,  and  roentgenograms  showed  the  cavity 
to  be  entirely  anterior  to  the  bony  structure  of  the  thoracic 
cage  and  extending  from  the  right  border  of  the  sternum 
to  the  right  anterior  axillary  line  at  the  level  of  the  eighth 
rib. 

This  cavity  gradually  healed  over  a 3 week  period. 

The  patient  was  seen  again  on  November  24,  1954,  with 
a recurrence  of  the  abscess.  Drainage  was  carried  out  and 
culture  revealed  Staphylococcus  albus.  Neomycin  ointment 
was  used  locally,  and  drainage  ceased  by  December  6. 

The  abscess  recurred,  and  the  patient  was  seen  on  Sep- 
tember 12,  1956,  about  1 week  after  the  onset  of  swelling 
and  tenderness  in  this  area.  Complete  physical  examination 
at  this  time  was  again  essentially  normal.  There  was  no 
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evidence  of  intrathoracic  or  abdominal  disease.  Vital  signs, 
complete  blood  count,  and  urinalysis  were  normal.  Incision 
and  drainage  of  the  abscess  under  local  anesthesia  produced 
about  100  cc.  of  bright  yellow  pus.  Cultures  of  this  were 
reported  to  show  Staph,  albus  (coagulase  negative)  and 
Salmonella  typhosa.  This  latter  was  quite  sensitive  to 
chloramphenicol  and  Polymixin  B,  less  so  to  the  tetra- 
cycline group,  and  resistant  to  penicillin,  streptomycin,  and 
erythromycin.  The  laboratory  was  consulted  and  the  possi- 
bility of  contamination  discounted. 

It  was  at  this  time  the  old  history  of  typhoid  fever  was 
forthcoming.  There  had  been  no  recent  gastrointestinal  dis- 
turbances. Repeated  cultures  of  the  stool  were  negative 
for  Sal.  typhosa.  Roentgenograms  of  the  gallbladder  showed 
a normally  functioning  gallbladder.  Chest  roentgenograms 
showed  no  pulmonary  or  rib  involvement.  At  the  time  of 
drainage,  it  was  apparent  that  a costal  cartilage  or  rib 
formed  the  floor  of  the  cavity.  Injection  of  the  cavity  with 
radiopaque  material  showed  it  to  be  in  the  same  position  as 
before  but  much  smaller. 

Serum  agglutinations  for  Typhoid  "O”  and  "H,”  Para- 
typhoid "A”  and  "B,”  Brucella,  and  Proteus  OX  19  were 
all  negative. 

Chloramphenicol,  0.5  Gm.,  four  times  daily  was  begun, 
and  5 days  later,  October  3,  1956,  the  patient  was  admitted 
to  Harris  Hospital,  where  a block  excision  of  the  area  was 
done  under  general  anesthesia.  A portion  of  the  eighth  rib 
and  costal  cartilage  was  removed  subperiosteally  and 
included  in  the  specimen.  A primary  closure  was  done. 
Cultures  taken  at  the  time  of  surgery  showed  no  growth. 
The  patient  was  discharged  from  the  hospital  4 days  later. 
Chloramphenicol  was  continued  until  the  tenth  postopera- 
tive day.  The  wound  healed  per  primum,  and  there  has 
been  no  recurrence  of  inflammation. 

The  pathological  specimen  consisted  of  skin,  subcutaneous 
tissue,  sinus  tract,  and  rib  with  costal  cartilage.  The  gross 
appearance  was  not  remarkable  except  for  multiple  small 
old  hemorrhagic  spots  in  the  periosteum.  (This  had  been 
noted  on  the  biopsy  specimen  of  the  abscess  wall  3 years 
previously.)  The  microscopic  appearance  of  the  sinus  tract 
revealed  only  fibrosis  with  chronic  inflammatory  changes. 
In  the  rib  there  was  degeneration  of  the  cartilage  cells  but 
no  inflammation.  No  specific  etiology  was  apparent. 


DISCUSSION 

Although  there  was  no  active  osteochondritis 
present  in  this  case,  I believe  this  to  have  been  the 
cause  of  the  degeneration  and  abscess  since  the  rib 
and  cartilage  formed  the  floor  of  the  abscess  and 
there  were  degenerated  cartilage  cells  present. 

It  was  apparent  from  both  the  preoperative  roent- 
genograms and  the  findings  at  operation  that  this 
process  did  not  arise  within  the  chest  though  pul- 
monary and  subphrenic  abscesses  due  to  Sal.  typhosa 
have  been  recorded  in  literature.1,  2 Likewise,  typhoid 
mastitis  has  occurred,4  but  this  lesion  was  well 
below  the  breast. 

Osteomyelitis  due  to  Sal.  typhosa  was  a relatively 
rare  complication  of  typhoid  fever  even  in  the  past 
when  the  systemic  disease  was  rather  common.  Mur- 
phy,7 in  1916,  reported  a .82  per  cent  incidence  of 
osteomyelitis  in  18,840  cases  of  typhoid  fever.  Morse 
and  Geiser,6  in  1950,  collected  27  cases  of  osteo- 


myelitis due  to  Sal.  typhosa  from  the  literature. 
Maier5  mentioned  that  in  the  past,  costal  chondritis 
has  been  caused  rather  often  by  typhoid  and  para- 
typhoid organisms.  In  Murphy’s  collected  series,  ribs 
were  involved  more  often  than  any  other  bone,  being 
followed  in  incidence  by  the  spine  and  the  tibia. 


Dr.  John  H.  Sewell  is  a practicing 
surgeon. 


Since  the  advent  of  antibiotics,  there  have  been 
numerous  reports  of  their  use  and  efficacy  in  the 
treatment  of  typhoid  fever  and  its  complications. 
Many  have  been  used  successfully,  but  determination 
of  the  sensitivity  of  the  organism  in  each  case  is 
desirable.  Chloramphenicol  rather  than  Polymixin 
B (the  antibiotics  the  organism  was  most  sensitive 
to)  was  used  in  this  case  because  of  its  lower 
toxicity.  Successful  treatment  of  typhoidal  osteo- 
myelitis with  chloramphenicol  alone  has  been  re- 
ported.0 However,  the  surgical  removal  of  all  in- 
volved tissue  adheres  to  the  basic  concepts  of  treat- 
ment of  chronic  abscesses  and  draining  sinuses,  par- 
ticularly where  bone  or  cartilage  is  involved.  Pri- 
mary closure  of  the  wound  seemed  ideal  since  only 
healthy  tissue  had  been  encountered  in  the  dissection. 

This  concept  of  treatment  was  strongly  advocated 
by  Murphy  as  a means  of  preventing  extension  of 
the  disease  and  a prolonged  convalescence,  which 
occurred  so  frequently  when  open  drainage  was  used. 

However,  prior  to  the  advent  of  antibiotics,  these 
wounds  remained  infected  and  broke  down  often 
enough  that  primary  closure  was  used  much  less 
frequently. 

Several  cases7,  8 are  reported  of  typhoid  infection 
of  the  ribs  or  costal  cartilages  where  multiple  opera- 
tive procedures  were  needed  to  eradicate  the  disease 
after  extension  had  occurred  to  3 or  more  ribs.  But 
now  that  the  inflammatory  phase  of  the  disease 
usually  can  be  controlled  medically,  surgical  excision 
of  the  nidus  of  infection  can  be  carried  out  success- 
fully. 

Although  such  a cause  of  osteomyelitis  will  rarely 
be  found,  primary  closure  following  excision  of  rib 
and  cartilage  is  well  carried  out  in  infections  caused 
by  other  agents.  Brown  and  Trenton3  reported  sev- 
eral cases  of  sternal  osteomyelitis  and  costal  chond- 
ritis due  to  tuberculosis  treated  successfully  in  this 
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manner.  They,  and  others,5  emphasized  that  not  only 
all  involved,  but  all  exposed  cartilage  should  be 
excised  to  prevent  drainage  from  that  which  remains 
in  the  operative  site.  Such  a wide  excision  was  not 
done  here  as  no  actual  suppuration  of  the  cartilage 
was  present  and  no  involved  cartilage  was  exposed 
during  surgery. 

SUMMARY 

A case  of  costal  chondritis  due  to  Salmonella  ty- 
phosa  with  recurrent  abscess  formation  is  presented. 
Treatment  with  chloramphenicol  and  block  excision 
with  primary  closure  of  the  lesion  resulted  in  cure. 
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Typhoid  Fever  Three  Decades  Ago 


"Relegated  to  the  status  of  rare  diseases  on  the  American  medical  scene  . . 
were  words  Dr.  John  H.  Sewell  of  Fort  Worth  used  to  describe  diseases  due 
to  Salmonella  typhosa  in  his  preceding  article.  Only  32  years  ago,  however, 
another  Fort  Worth  physician,  Dr.  W.  A.  Davis,  authored  a Journal  article 
May,  1928,  page  31,  "The  Carrier  in  Typhoid  Fever  Epidemics,"  in  which  he 
reported  that  city’s  effort  to  control  the  disease  (then  not  such  a rarity ) and 
drew  some  conclusions  on  existing  laws  governing  carriers.  Following  are 


of  which  was  especially  felt  by  the  medical  profession  of 
Fort  Worth. 

We  may  draw  the  following  conclusions: 

1.  The  state  law  requiring  "an  examination  one  week 
prior  to  employment”  and  prohibiting  any  "person  infected 
with  or  affected  by  an  infectious  disease”  from  handling 
food,  is  inadequate  for  such  a method  will  not  discover 
the  carrier. 

2.  The  statement  of  the  applicant  made  to  his  physician, 
even  though  the  applicant  be  honest  and  the  physician 
painstaking,  is  no  protection  against  the  carrier  of  com- 
municable disease. 

3.  Since  it  is  not  only  the  case  but  in  most  instances, 
"the  person  who  without  symptoms  of  a communicable 
disease  harbors  and  disseminates  the  specific  microorgan- 
ism,” the  ordinance  or  statute  regulating  food  handlers 
must  require  the  necessary  laboratory  test  if  the  spread  of 
communicable  disease  through  food  handling  is  to  be 
prevented.  And  even  such  a law  will  not  protect  against 
diseases  scattered  through  the  chain  stores. 


excerpts: 

It  is  interesting  to  note  that  while  the  investigation  was 
begun  with  only  fifteen  cases  reported,  and  the  corrective 
measures  adopted  were  based  on  the  data  collected,  the 
further  study  of  additional  cases  resulted  only  in  substan- 
tiating the  conclusions  previously  drawn,  with  only  two 
contact  cases  appearing  at  the  close  of  the  epidemic.  The 
results  of  the  epidemic  may  be  summarized  as  follows: 
(1)  There  was  a total  of  46  cases;  (2)  there  was  one 
contact  case  in  the  beginning  and  possibly  two  at  the 
close  of  the  epidemic;  (3)  one  chronic  and  five  passive 
carriers  were  detected  and  excluded  from  the  food  handling 
establishments;  (4)  the  City  Council  ordered  the  Health 
Department  to  run  the  brilliant  green  test  for  typhoid  fever 
on  all  food  handlers;  (5)  the  patients  in  the  46  cases,  all 
together,  lost  more  than  three  years  and  nine  months’  time 
from  their  usual  occupations  and  16  patients  spent  more 
than  nine  months  in  the  hospitals,  not  to  mention  drug 
bills,  doctor  bills  or  time  lost  by  other  members  of  the 
families,  nor  the  sorrow  occasioned  by  the  seven  deaths,  one 
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Texas  Medical  Association,  Fort  Worth,  April  9-12,  I960  (Execu- 
tive Board,  Jan.  17,  I960).  Dr.  F.  W.  Yeager,  Corpus  Christi, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Aus- 
tin, Exec.  Secy. 

American  Medical  Association,  Miami  Beach,  June  13-17,  I960. 
Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blasingame, 
535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


February 

American  College  of  Allergists,  Miami  Beach,  Feb.  28-March  4, 
I960.  Dr.  Cecil  M.  Kohn,  Kansas  City,  Pres.;  Mr.  Eloi  Bauers, 
2160  Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Radiology,  New  Orleans,  Feb.  3-6,  I960. 
Dr.  Lawrence  Reynolds,  10  Peterboro,  Detroit,  Pres.;  Mr.  W.  C. 
Stronach,  20  N.  Wacker  Dr„  Chicago  6,  Executive  Director. 

Texas  Association  for  Mental  Health,  Austin,  Feb.  18-20,  I960. 
Paul  Southern,  Ph.D.,  Abilene,  Pres.;  Mr.  John  Lane,  2410  San 
Antonio,  Austin,  Executive  Director. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Austin,  Feb. 
12-13,  I960.  Dr.  Maurice  Meynier,  Houston,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Proctologic  Society,  Dallas,  February,  I960.  Dr.  Alvin  Bald- 
win, Dallas,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Galveston,  Feb.  22-24,  I960.  Mr. 
Tom  Warren,  Austin,  Pres.;  Mr.  Joseph  N.  Murphy,  Jr.,  Box 
4012,  Austin  51,  Executive  Secy. 

First  District  Society,  Pecos,  Feb.  5,  I960.  Dr.  H.  D.  Garrett,  El 
Paso,  Pres.;  Dr.  E.  S.  Crossett,  1501  Arizona  St.,  El  Paso,  Secy. 
Eleventh  District  Society,  Tyler,  February  25,  1960.  Dr.  Ben  Wilson, 
Tyler,  Pres.;  Dr.  Phillip  W.  Taylor,  833  S.  Beckham,  Tyler,  Secy. 


March 

American  Academy  of  General  Practice,  Philadelphia,  March  19-24, 
I960.  Dr.  Fount  Richardson,  Fayetteville,  Ark.,  Pres.;  Mr.  Mac 
F.  Cahal,  Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive 
Secy. 

American  Gastroenterological  Association,  New  Orleans,  March  31- 
April  2,  I960.  Dr.  H.  Marvin  Pollard,  Ann  Arbor,  Pres.;  Dr. 
Wade  Volwiler,  Secy.,  University  of  Washington  School  of  Medi- 
cine, Seattle  5. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Miami 
Beach,  March  15-17,  I960.  Dr.  Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rochester,  N.  Y., 
Secy. 

South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April,  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stonleigh  Hotel,  Dallas,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio,  March  26- 
27,  I960.  Dr.  Peter  E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R. 
Maxfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Las  Vegas,  Nev.,  March  28-31. 
I960.  Fort  Smith,  Ark.,  Dr.  Fred  H.  Krock,  Fort  Smith,  Ark., 
Pres.;  Mary  O'Leary,  813  Medical  Arts  Bldg.,  Oklahoma  City, 
Exec.  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box  6158.  Aus- 
tin 21,  Executive  Director. 

Second  District  Society,  Midland,  March  6,  I960.  Dr.  Oscar  E. 
Rhode,  Colorado  City,  Pres.;  Dr.  John  H.  Chinn,  Jr.,  Colorado 
City,  Secy. 


Ninth  District  Society,  Brenham,  March  17,  I960.  Dr.  Haden  E. 
McKay,  Humble,  Pres.;  Dr.  Lyman  C.  Blair,  1212  Rothwell, 
Houston,  Secy. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  21-23, 
I960.  Dr.  T.  Taynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433 
Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  7-10. 
I960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 


National  and  Regional 

American  Academy  of  Allergy,  Hollywood-by-the-Sea,  Fla.,  Jan 
11-13,  I960.  Dr.  Francis  C.  Lowell,  Boston,  Pres.;  Dr.  Joseph 
Noah,  100  N Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Dr.  John 
H.  Dunnington,  New  York,  Pres.;  Dr.  W.  L.  Benedict,  15  Second 
St.  S.W.,  Rochester,  Minn.,  Secy. 

American  Academy  of  Pediatrics,  Atlantic  City,  April  20-22,  I960 
Dr.  William  W.  Belford,  San  Diego,  Calif.,  Pres.;  Dr.  E.  H. 
Christopherson,  1801  Hinman  Ave.,  Evanston,  111.,  Executive  Di- 
rector. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  11- 
13,  I960.  Dr.  William  E.  Adams,  Chicago,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons,  Dearborn,  Mich., 
May  11-13,  I960.  Dr.  Reed  M.  Nesbitt,  Ann  Arbor,  Mich.,  Pres.; 
Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C., 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 

American  Association  of  Plastic  Surgeons,  Milwaukee,  May  17-20, 
I960.  Dr.  Lyndon  A.  Peer,  New  Jersey,  Pres.;  Dr.  Thomas  D. 
Cronin,  6615  Travis  St.,  Houston  25,  Secy. 

American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19,  Secy. 

American  College  of  Chest  Physicians,  Miami  Beach,  Fla.,  June  8-12, 
I960.  Dr.  Seymour  M.  Farber,  San  Francisco,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 

American  College  of  Gastroenterology,  Philadelphia,  Oct.  23-29, 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists,  Cincinnati, 
April  3-6,  I960.  Dr.  John  I.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 

American  College  of  Physicians,  San  Francisco,  April  4-8,  I960.  Dr. 
Howard  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4.  Secy. 

American  College  of  Surgeons.  Dr.  Owen  H.  Wangensteen,  Minne- 
apolis, Pres.;  Dr.  William  E.  Adams,  950  E.  59th  St.,  Chicago, 
Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington, D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago  2, 
Executive  Secy. 

American  Dermatological  Association,  Boca  Raton,  April  8-12,  I960. 
Dr.  Marion  B.  Sulzberger,  New  York,  Pres.;  Dr.  Wiley  M.  Sams, 
308  Ingraham  Bldg.,  Miami  32,  Secy. 

American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 
I960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Marchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C.,  Secy. 

American  Heart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland.  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago,  Executive  Director. 

American  Neurological  Association,  Boston,  June  13-15,  1959-  Dr. 
Derek  Denny-Brown,  Boston,  Pres.;  Dr.  Melvin  D.  Yahr,  New 
York  Neurological  Institute,  710  W.  168th  Street,  New  York  32, 
Secy. 

American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19,  Secy. 

American  Orthopaedic  Association,  Hot  Springs,  Va.,  May  30-June 
2,  I960.  Dr.  John  Royal  Moore,  Philadelphia,  Pres.;  Dr.  Lee 
Ramsay  Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St.,  N.W.,  Washington  8,  D.  C., 
Secy. 
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American  Proctologic  Society,  Houston,  April  25-27,  I960.  Dr. 
H.  R.  Reichman,  Salt  Lake  City,  Pres.;  Dr.  Norman  D.  Nigro, 
10  Peterboro,  Detroit  1,  Secy. 

American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13, 
I960.  Dr.  William  Malajnud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Public  Health  Association,  San  Francisco,  Oct.  31-Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24-Oct.  2. 
I960.  Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells, 
445  Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 
American  Urological  Association,  Chicago,  May  16-19,  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C.,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

International  College  of  Surgeons,  U.  S.  Chapter,  Rome,  Italy,  May 
15-18,  I960.  Dr.  Henry  Meyerding,  Rochester,  Minn.,  Pres.;  Dr. 
Ross  T.  Mclntire,  1516  Lake  Shore  Dr.,  Chicago,  Executive  Di- 
rector. 

National  Tuberculosis  Association,  Los  Angeles,  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mrs.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn,  Secy. 

Radiological  Society  of  North  America.  Dr.  Lawrence  L.  Robbins, 
Boston,  Pres.;  Dr.  Donald  S.  Childs,  713  E.  Genesee,  Syracuse  2, 
N.  Y.,  Secy. 

Southern  Medical  Association.  Dr.  Edwin  Hugh  Lawson,  New  Or- 
leans, Pres.;  Mr.  V.  O.  Foster,  2601  Highland  Ave.,  Birmingham 
5,  Executive  Secy. 

Southern  Medical  Association,  Atlanta,  Ga.,  Nov.  16-19,  I960.  Dr. 
Milford  O.  Rouse,  Dallas,  Pres.;  Mr.  V.  O.  Foster,  2601  Highland 
Avenue,  Birmingham  5,  Executive  Secy. 

Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4, 
I960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 

Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  1960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn, 
Suite  104,  Lister  Medical  Building,  430  Northwest  Twelfth  St., 
Oklahoma  City,  Secy. 

Southwest  Regional  Cancer  Conference.  Dr.  W.  S.  Lorimer,  Jr.,  Fort 
Worth,  Chm.;  Mrs.  Ira  Frances  Ball,  264  W.  11th,  Fort  Worth, 
Secy. 

Southwestern  Medical  Association,  St.  Louis,  Oct.  31-Nov.  3,  I960. 
Dr.  Edwin  H.  Lawson,  New  Orleans,  Pres.;  Mr.  Robert  F. 
Butts,  2601  Highland  Avenue,  Birmingham,  Ala.,  Executive  Secy. 
Tri-State  Medical  Assembly.  Dr.  R.  B.  Langford,  Shreveport,  Pres.; 

Dr.  J.  W.  Wilson,  Jr.,  940  Margaret  Place,  Shreveport,  Secy. 
United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April  4-8,  I960.  Mr.  Frank  J.  Von  Zuben,  Jr., 
Austin,  Pres.;  Dr.  Jorge  Roman,  243  United  States  Court  House, 
El  Paso,  Secy. 


State 


Private  Clinics  and  Hospitals  Association  of  Texas,  Dallas,  December, 
I960.  Dr.  Vance  Terrell,  Stephenville,  Pres.;  Mr.  J.  J.  George, 
3404  54th  St.,  Lubbock,  Executive  Secy. 

Texas  Academy  of  General  Practice,  Dallas,  Oct.  3-5,  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine.  Dr.  Merton  M.  Minter,  San 
Antonio,  Pres.;  Dr.  Hugo  T.  Engelhardt,  1216  Main,  Houston, 
Secy.  Meetings  restricted  to  members. 

Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 

10,  I960.  Dr.  Fred  K.  Laurentz,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth. 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Fort  Worth,  April 

11,  I960.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kelton, 
108  West  30th,  Austin,  Secy. 


Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1, 
Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Diabetes  Association,  Fort  Worth,  April  10,  I960.  Dr.  Ralph 
Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Division,  American  Cancer  Society.  Dr.  John  A.  Wall,  Hous- 
ton, Pres.;  Mr.  Curt  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin 
3,  Executive  Director. 

Texas  Heart  Association.  Dr.  Robert  E.  Leslie,  El  Campo,  Pres.;  Mr. 
Ernest  T.  Guy,  404  Jesse  H.  Jones  Library  Building,  Houston  25, 
Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 

Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Director. 

Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 

Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce.  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth,  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Scruggs,  2223 
Austin  Ave.,  Waco,  Secy. 

Texas  Orthopedic  Association,  Fort  Worth,  April  11,  I960.  Dr. 

David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Secy. 

Texas  Otolaryngological  Association,  Fort  Worth,  April  12,  I960. 

Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  Louis  E.  Adin,  3707 
Gaston,  Dallas,  Secy. 

Texas  Pediatric  Society,  October,  I960,  Dallas.  Dr.  Byron  York, 
Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris,  Secy. 
Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  12,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Radiological  Society,  Houston,  January  22-24,  I960.  Dr.  Her- 
man C.  Sehested,  Fort  Worth,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9,  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9, 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  Fort  Worth, 
Dec.  4-5,  1959-  Dr.  James  T.  Robison,  Austin,  Pres.;  Dr.  Edwin 
G.  Grafton,  4319  Oak  Lawn,  Dallas,  Secy. 

Texas  Society  of  Pathologists,  Inc.,  Fort  Worth,  April,  I960.  Dr. 
Jarrett  Williams,  Abilene,  Pres.;  Dr.  Sylvia  Johns,  414  Navarro 
St.,  San  Antonio,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9,  I960.  Dr. 
Willard  Schussler,  El  Paso,  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis,  Houston,  Secy. 

Texas  Society  on  Aging,  Fort  Worth,  April  13,  I960.  Dr.  Ernest  W. 
Keil,  Temple,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Fort  Worth,  April  3-5,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Texas  Urological  Society,  Wichita  Falls,  I960.  Dr.  Joseph  Mitchell, 
Dallas,  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St.,  Wichita  Falls,  Secy. 


District 


Third  District  Society,  Lubbock,  I960.  Dr.  Grady  M.  Wallace,  Lub- 
bock, Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo, 
Secy. 

Fourth  District  Society,  San  Angelo,  May  16,  1959-  Dr.  W.  L. 
Smith,  San  Angelo,  Pres.;  Dr.  S.  Braswell  Locker,  1501  11th  St., 
Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9,  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 
Richard  Lucas,  502  W.  13,  Austin,  Secy. 
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Eighth  District  Society,  Corpus  Christi,  July  8-9»  I960.  Dr.  M. 
Warren  Hardwick,  Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346, 
Victoria,  Secy. 

Tenth  District  Society,  September,  I960.  Dr.  J.  W.  McCall,  Jr., 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Twelfth  District  Society,  Marlin,  January  12,  I960.  Dr.  Paul  H. 
Mitchell,  Corsicana,  Pres.;  Dr.  J.  M.  Brown,  Torbett  Clinic,  Mar- 
lin, Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  Frank  S. 
Browne,  Wichita  Falls,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 


International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  25-27,  I960.  Dr.  Alvin  O.  Severance,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 


Board  Examinations 


Texas  State  Board  of  Examiners  in  Basic  Sciences.  Henry  B.  Hardt, 
Ph.D.,  Fort  Worth,  Pres.;  Mrs.  Betty  J.  Anderson,  Chief  Clerk, 
State  Office  Bldg.,  201  E.  14th  St. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  20-22, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


MEDICOLEGAL  NOTES 

Texas  Has  Not  Applied 
"Res  Ipsa  Loquitur"  Doctrine 

"Res  Ipsa  Loquitur”  designates  a principle  of  law  which 
is  the  source  of  much  concern  and  apprehension  to  the 
physicians  of  this  and  other  states.  The  term  "res  ipsa 
loquitur”  means  literally  "the  thing  speaks  for  itself,”  and 
when  applied  by  the  courts  creates  a presumption  that  the 
defendant  was  negligent.  In  a malpractice  suit  against  a 
physician  in  a state  which  recognizes  the  doctrine  of  res 
ipsa  loquitur,  the  patient  bringing  the  suit  merely  would 
have  to  show  that  the  instrumentality  causing  the  injury 
was  in  the  physician’s  exclusive  control  and  that  the  acci- 
dent or  occurrence  was  one  which  ordinarily  does  not  hap- 
pen in  the  absence  of  negligence.  Once  this  has  been 
shown,  the  presumption  is  raised  that  the  physician  has 
been  negligent  in  his  care  and  treatment  of  the  patient. 

It  is  readily  evident  that  the  availability  of  this  doctrine 
greatly  enhances  the  patient’s  likelihood  of  recovery  in  a 
malpractice  suit,  because  it  results  in  a physician  having 
to  try  to  show  that  he  was  not  negligent  rather  than  the 
patient  having  to  establish  what  the  physician  did  that 
caused  the  alleged  injury,  and  in  addition  that  the  acts 
of  the  physician  were,  in  fact,  negligent.  Basically  the  effect 
of  the  application  of  res  ipsa  loquitur  would  be  analogous 
to  the  position  that  a person  "is  guilty  until  proved  inno- 
cent.” 

Numerous  states  apply  this  doctrine  in  malpractice  cases, 
and  unquestionably  it  has  resulted  in  many  cases  being 


decided  in  favor  of  the  plaintiff-patient  which  previously 
would  have  been  dismissed  by  the  court. 

Because  of  the  danger  the  application  of  this  doctrine  of 
law  holds  for  the  physician  should  litigation  arise,  I re- 
ceive increasing  numbers  of  inquiries  as  to  whether  our 
courts  in  Texas  apply  this  doctrine  in  malpractice  cases. 
Consequently,  I believe  that  the  physicians  of  this  state 
would  be  interested  in  the  stand  taken  by  our  courts  in 
regard  to  'res  ipsa  loquitur.’ 

In  Texas,  we  have  had  three  malpractice  cases  which 
reached  our  appellate  courts  in  which  the  issue  of  res  ipsa 
loquitur  was  presented.  The  first  of  these  cases,  in  1930, 
was  Martin  v.  Eschelman.*  This  case  dealt  with  an  x-ray 
burn  and  the  court  stated  in  its  opinion  the  following; 

But  it  is  strenuously  insisted  that  the  doctrine,  res 
ipsa  loquitur,  has  no  application  to  cases  of  this 
character.  It  may  be  that  no  inference  of  negligence 
can  be  drawn  from  the  mere  fact  that  the  parts  nec- 
essarily exposed  for  treatment  are  burned.  But  here 
we  have  a situation  according  to  the  evidence,  where 
a burn  has  appeared  over  a much  larger  area  than 
that  which  was  being  treated.  We  think  that  fact 
is  a circumstance  which  the  jury  had  a right  to  con- 
sider in  connection  with  the  other  testimony  in  de- 
termining whether  or  not  the  appellant  was  negli- 
gent in  not  using  the  proper  covering  to  prevent  the 
exposure  of  the  untreated  portion  of  the  appellee’s 
neck.  It  is  not  contended  that  such  protection  was 
impossible  or  that  the  parts  not  showing  evidence  of 
the  burn  were  necessarily  exposed  to  the  light  of 
the  machine.  [Emphasis  added.] 

While  the  court  in  its  opinion  mentioned  the  doctrine 
of  res  ipsa  loquitur,  it  did  not  expressly  state  that  it  was 
applying  this  doctrine  to  the  particular  facts  in  the  case. 
In  fact,  the  court  stated  the  following: 

It  may  be  that  no  inference  of  negligence  can  be 
drawn  from  the  mere  fact  that  the  parts  necessarily 
exposed  for  treatment  are  burned  .... 

Actually,  it  appears  that  the  court  felt  that  regardless  of 
whether  the  doctrine  of  res  ipsa  loquitur  might  be  appli- 
cable, there  was  sufficient  evidence  before  the  jury  actually 
to  prove  negligence  on  the  part  of  the  physician  without 
the  application  of  res  ipsa  loquitur.  Nevertheless,  it  would 
have  to  be  said  that  this  first  case  dealing  with  the  doctrine 
of  res  ipsa  loquitur  in  a malpractice  suit  was  inconclusive 
as  to  what  position  our  courts  ultimately  would  take. 

In  1932,  in  the  case  of  Taylor  v.  Suffield.t  the  courts 
again  were  asked  to  recognize  the  doctrine  of  res  ipsa 
loquitur  in  a malpractice  case  in  Texas.  The  court  in  this 
case  held  in  its  opinion  the  following: 

The  maxim  of  res  ipsa  loquitur  has  no  application  to 
this  case.  That  is,  it  cannot  be  inferred  from  the  fact 
that  experts  examined  the  appellee  and  found,  shortly 
before  the  trial  of  this  case,  that  his  uvula,  palate, 
and  tonsillar  pillars,  or  considerable  portions  thereof, 
were  gone,  that  appellant  removed  these  parts  in 
connection  with  the  performance  of  a tonsillectomy 
upon  appellee  fifteen  years  prior  to  such  examina- 
tion; because  all  the  experts  testified  that  the  ab- 
sence of  these  parts  could  have  resulted  from  num- 
erous diseases  during  the  fifteen-year  period  in 
question.  The  question  here  is  not  the  establishment 
of  a bad  result  from  a known  injury,  but  the  estab- 
lishment of  the  injury  itself,  which,  according  to  the 

*33  SW  2d  827. 

1 52  SW  2d  788. 
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opinion  of  each  expert,  might  have  resulted  from  (a) 
the  operation  in  question,  or  (b)  congenital  defects, 
or  (c)  traumatic  injury,  or  (d)  disease,  causing  a 
sloughing  off  or  atrophy  of  the  parts  of  appellee’s 
throat  in  issue.  [Emphasis  added.] 

Although  this  case  would  seem  to  establish  that  our 
courts  in  Texas  were  not  going  to  apply  the  doctrine  of  res 
ipsa  loquitur  in  a malpractice  case,  the  case  which  was 
definitely  to  establish  that  this  doctrine  was  not  to  be  ap- 
plied in  Texas  reached  our  courts  in  1935  in  Barker  v. 
Heaney. i A portion  of  the  opinion  in  this  case  clearly 
established  the  rule  of  law  that  the  Texas  courts  would 
follow  in  malpractice  suits  when  the  issue  of  res  ipsa 
loquitur  was  raised.  This  portion  of  the  opinion  is  as  fol- 
lows: 

Eight  expert  witnesses  testified  that  Barker’s  death 
was  not  due  to  the  fact  that  he  was  operated  upon 
while  intoxicated;  while  no  expert  witness  testified 
that  his  death  was  due  to  the  fact  that  he  was 
operated  upon  while  intoxicated.  Plaintiff  contends 
that  her  husband,  Cleve  Barker,  was  a strong,  healthy 
man  and  that  if  he  had  not  been  operated  upon  he 
would  not  have  died.  This  is  no  doubt  true,  but  a 
physician  is  not  a warrantor  of  cures.  Many  patients 
probably  die  from  the  effect  of  operations  who 
would  have  lived  for  some  time  but  for  the  opera- 
tion. However,  this  fact  alone  does  not  establish  the 
fact  of  malpractice,  or  that  the  operation  was  not 
skillfully  and  properly  performed.  The  rule  of  res 
ipsa  loquitur  does  not  apply  in  a malpractice  case. 
The  fact  that  the  operation  was  not  successful  does 
not  establish  the  fact  that  the  doctors  were  negli- 
gent and  that  such  negligence  was  the  proximate 
cause  of  the  injury  or  death.  In  Ewing  v.  Goode,  78 
Fed.  442,  443,  Circuit  Judge  Taft  said: 

"It  is  well  settled  that  in  such  an  employment  the 
implied  agreement  of  the  physician  or  surgeon  is 
that  no  injurious  consequences  shall  result  from  want 
of  proper  skill,  care,  or  diligence  on  his  part  in 
the  execution  of  his  employment.  If  there  is  no  in- 
jury caused  by  lack  of  skill  or  care,  then  there  is  no 
breach  of  the  physician’s  obligation,  and  there  can  be 
no  recovery  ....  Mere  lack  of  skill,  or  negligence, 
not  causing  injury  gives  no  right  of  action  and  no 
right  to  recover  even  nominal  damages  ....  In 
Hancke  v.  Hooper,  7 CAR  & P.  81,  Tindal,  C.  J., 
said: 

"A  surgeon  is  responsible  for  an  injury  done  to 
a patient  through  the  want  of  proper  skill  in  his 
apprentice,  but,  in  an  action  against  him,  the  plain- 
tiff must  show  that  the  injury  was  produced  by  such 
want  of  skill,  and  it  is  not  to  be  inferred.” 

Before  the  plaintiff  can  recover,  she  must  show  by 
affirmative  evidence — first,  that  defendant  was  un- 
skillful or  negligent;  and  second,  that  his  want  of 
skill  or  care  caused  injury  to  the  plaintiff.  If  either 
element  is  lacking  in  her  proof,  she  has  presented  no 
case  for  the  consideration  of  the  jury.  The  naked 
facts  that  defendant  performed  operations  upon  her 
eye,  and  that  pain  followed,  and  that  subsequently 
the  eye  was  in  such  a bad  condition  that  it  had  to 
be  extracted,  established  neither  the  negligence  and 
unskillfulness  of  the  treatment,  nor  the  causal  con- 
nection between  it  and  the  unfortunate  event.  A 
physician  is  not  a warrantor  of  cures.  If  the  maxim , 
"res  ipsa  loquitur,”  were  applicable  to  a case  like 
this,  and  a failure  to  cure  were  held  to  be  evidence, 
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however  slight,  of  negligence  on  the  part  of  the 
physician  or  surgeon  causing  the  bad  result,  few 
would  be  courageous  enough  to  practice  the  healing 
art,  for  they  would  have  to  assume  financial  liabil- 
ity for  nearly  all  the  " ills  that  flesh  is  heir  to." 
[Emphasis  added.] 

Twenty-four  years  have  now  passed  since  the  rendering 
of  this  decision,  and  there  has  yet  to  be  a case  in  Texas 
involving  malpractice  which  reached  the  appellate  courts 
where  the  issue  of  res  ipsa  loquitur  again  was  urged.  Al- 
though it  is  possible  that  at  some  future  date  a litigant  will 
urge  the  courts  to  reverse  its  stand  and  apply  the  doctrine 
of  res  ipsa  loquitur,  the  mere  fact  that  the  decision  in  the 
Barker  v.  Heaney  case  has  gone  unchallenged  so  long  will 
tend  further  to  strengthen  its  holding  and  precedence.  The 
recognition  of  our  Texas  courts  that  this  doctrine  has  no 
basis  for  application  in  a malpractice  suit  unquestionably 
has  been  a factor  in  discouraging  many  suits  lacking  in 
merit  from  being  filed  against  physicians  of  this  state. 

— Philip  R.  Overton,  LL.B.,  Austin. 


DRUG  NOTES 

Hypotensive  Agent  Blocks 
Peripheral  Sympatholytic  Nerves 

Darenthin  (Burroughs-Wellcome)  is  a new  hypoten- 
sive agent.  Although  this  compound  may  be  considered  an 
adrenergic  blocking  agent  (sympatholytic),  it  belongs  to 
a new  type  of  sympatholytics.  It  selectively  blocks  the 
peripheral  sympathetic  nervous  system  by  action  on  adren- 
ergic nerves,  but  does  not  inhibit  the  effects  of  circulating 
epinephrine  or  norepinephrine. 

Although  this  compound  is  not  considered  similar  to 
the  classical  adrenergic  blocking  agents  (for  example, 
Dibenamine — Smith,  Kline  and  French,  and  Priscoline — 
Ciba),  from  a chemical  standpoint,  it  does  possess  certain 
structural  features  that  may  be  considered  to  be  similar. 
Darenthin  has  in  its  structure  a benzyl  group  which  also 
is  present  in  Dibenamine  and  Priscoline.  Furthermore, 
Darenthin  is  a quaternary  amine,  and  it  is  believed  that  a 
quaternized  form  of  Dibenamine  is  the  physiologically  re- 
active form  which  is  formed  in  vivo  after  absorption. 
Although  these  correlations  lie  on  a rather  tenuous  basis, 
they  may  serve  as  a possible  explanation  for  the  common 
hypotensive  activity  exerted  by  adrenergic  agents,  as  well 
as  possibly  to  explain  why  Darenthin  selectively  acts  on  the 
peripheral  adrenergic  nerves. 

NORFLEX  (Riker),  a brand  of  orphenadrine,  as  the 
citrate  has  been  available  for  several  months.  Sometime 
prior  to  this,  the  same  company  introduced  the  hydrochlor- 
ide salt  of  the  same  drug  as  Disipal.  The  true  chemical 
relationship  of  the  drug  is  hidden  further  by  the  generic 
name  orphenadrine  since  it  disguises  its  relationship  to 
Benadryl.  A more  revealing  generic  name  would  have  been 
methylphenhydramine  since  the  drug  can  be  thought  of  as 
methylated  Benadryl  ( Parke  Davis ) . 

In  a way,  hiding  the  fact  that  orphenadrine  is  closely 
related  to  Benadryl  helps  to  segregate  the  two  drugs.  This 
is  necessary  because  orphenadrine  has  almost  no  antihista- 
minic  nor  local  anesthetic  activity  to  speak  of  and  exhibits 
a much  stronger  atropine-like  action. 

Norflex  is  available  in  100  mg.  tablets  to  be  given  twice 
daily  in  the  treatment  of  muscle  spasm,  strains,  sprains, 
certain  conditions  of  arthritis,  low  back  syndrome,  and 
other  similar  conditions.  Disipal,  as  an  antiparkinsonian 
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agent,  is  to  be  given  50  mg.  three  times  a day.  Since  each 
is  orphenadrine,  Disipal  as  the  hydrochloride  and  Norflex 
as  the  citrate  salt,  the  question  naturally  arises:  why  was 
it  necessary  to  assign  a new  trade  name  to  a different  salt 
form?  Actually  the  new  trade  name  was  requested  by  the 
Food  and  Drug  Administration. 

Briefly,  the  citrate  form  is  said  to  be  more  slowly  re- 
leased than  the  shorter  acting  hydrochloride.  The  slower 
release  is  said  also  to  result  in  the  lack  of  significant  side 
effects.  This  then  opens  up  the  wider  area  of  application 
for  Norflex. 

Disipal,  it  should  be  pointed  out,  has  been  selected  as  the 
agent  of  choice  in  the  treatment  of  Parkinsonism  by  several 
workers.  It  is  said  that  parkinsonian  patients  are  generally 
more  tolerant  of  Disipal’s  anticholinergic  side  effects. 

Certain  of  these  side  effects  may  be  desirous  in  the  treat- 
ment of  paralysis  agitans. 

AKINETON  (Biperiden — Knoll)  is  a new  synthetic  anti- 
cholinergic agent  that  possesses  relatively  weak  visceral 
anticholinergic  activity,  but  pronounced  nicotine-lytic  ac- 
tivity. Consequently,  it  is  indicated  in  the  treatment  of 
Parkinson's  disease  and  in  certain  other  spastic  disorders 
not  related  to  parkinsonism.  Hence,  therapeutically  it  may 
be  classified  with  Disipal.  Although  these  two  compounds 
are  chemically  different,  pharmacological  data  indicates  that 
Akineton  has  a stronger  myospasmolytic  action  than  atro- 
pine. Furthermore,  it  also  possesses  a stronger  nicotinolytic 
effect  than  other  antiparkinsonian  agents.  It  should  be 
emphasized  that  Akineton  is  contraindicated  in  all  forms 
of  epilepsy. 

In  the  management  of  parkinsonism,  the  average  dose 
recommended  is  6 to  8 mg.;  the  product  is  available  in 
tablet  form,  2 mg.  per  tablet.  Nevertheless,  individual 
adjustment  of  dosage  is  necessary  in  all  instances. 

ANALEXIN  ( phenyramidol — Irwin,  Neisler  & Co.)  is  a 
new  synthetic  drug  referred  to  as  an  "analgomylaxant,” 
that  is,  an  agent  that  is  both  a general  non-narcotic  anal- 
gesic and  an  effective  muscle  relaxant. 

Analexin  is  a new  type  of  therapeutic  agent.  Since  it 
possesses  both  analgesic  and  muscle  relaxant  properties,  it 
may  be  considered  unique  in  its  physiological  effects.  The 
analgesic  activity  of  this  new  compound  is  of  the  order  of 
codeine,  and  the  mechanism  of  the  muscle  relaxation  (in- 
terneuronal blockade)  produced  by  this  drug  is  considered 
desirable  in  that  such  a mechanism  can  abolish  abnormal 
muscle  tone  without  impairing  normal  neuromuscular  func- 
tion. Its  interneuronal  blocking  activity  was  compared  with 
that  of  other  drugs : mephenesin  ( Tolserol — Squibb ) , mep- 
robamate (Equanil — Wyeth,  Miltown — Wallace),  and  car- 
isoprodol  (Soma — Wallace).  This  study  revealed  that  An- 
alexin was  the  most  active  relaxant. 

Furthermore,  although  the  analgesic  potency  of  each  tab- 
let of  Analexin  (200  mg.)  is  clinically  equivalent  to  that 
of  1 grain  of  codeine,  Analexin  is  non-narcotic  and  non- 
habituating. Employment  of  a single  drug  that  produces 
these  two  distinct,  but  simultaneous,  effects  has  obvious 
advantages  since  relief  of  the  total  pain  experience  may  be 
better  accomplished  by  such  dual  action  because  the  end 
result  of  pain  is  general  discomfort  or  suffering  paralleled 
by  muscular  tension. 

From  a chemical  standpoint,  Analexin  also  may  be  con- 
sidered unique.  Chemically,  it  is  not  related  to  and  does 
not  resemble  any  other  currently  available  analgesic  or 
muscle  relaxant. 

Analexin  is  indicated  for  the  relief  of  pain  in  numerous 
conditions:  dysmenorrhea;  abdominal  distress;  epigastric 
distress;  genitourinary  malfunctions;  tension  headache;  gout; 
toothache.  It  also  is  indicated  for  general  relief  of  musculo- 
skeletal spasm  and  pain.  Analexin  is  available  in  two  forms  : 


tablets  (200  mg.)  and  Analexin-A.F.  (Analexin  100  mg. 
with  aluminum  aspirin,  300  mg.). 

CYTOXAN  (cyclophosphamide — Mead  Johnson)  is  a 
new  cytotoxic  agent  indicated  in  the  treatment  of  patients 
with  specific  malignant  neoplasms. 

This  new  cytotoxic  agent  may  be  considered  chemically 
and  pharmacologically  related  to  the  "nitrogen  mustards.” 
Authorities  agree  that  the  most  significant  pharmacological 
properties  of  the  nitrogen  mustards  are  those  which  lead 
to  inhibition  or  interference  with  fundamental  mechan- 
isms concerned  with  cell  growth,  mitotic  activity,  differenti- 
ation, and  function.  Consequently,  because  of  these  prop- 
erties, certain  nitrogen  mustards  are  known  to  exert  some 
antineoplastic  activity.  If  the  preceding  principles  are  borne 
in  mind,  certain  structure-activity  relationships  become 
readily  obvious.  These  structure-activity  relationships  pro- 
vide a sound  basis  that  may  account  for  the  pronounced 
cytotoxic  activity  exhibited  by  Cytoxan. 

Like  the  nitrogen  mustards,  the  cytotoxic  action  of  Cy- 
toxan is  believed  to  be  due  to  its  alkylating  properties  which 
are  usually  exhibited  by  all  nitrogen  mustards.  Although 
the  exact  mechanism  of  action  of  these  compounds  has  not 
yet  been  elucidated,  the  following  postulation  has  been 
suggested.  Since  nitrogen  mustards  are  reactive  alkylating 
agents,  it  is  believed  that  they  react  and  deactivate  certain 
physiologically  essential  metabolites  such  as  amino  acids. 

Although  the  preceding  emphasizes  the  relationship  of 
Cytoxan  to  the  nitrogen  mustards,  it  should  be  emphasized 
that  this  new  nitrogen  mustard  differs  from  the  common 
nitrogen  mustards  in  several  significant  respects.  Cytoxan 
was  designed  by  the  chemists,  Arnold  and  Bourseax,  in  an 
attempt  to  accomplish  their  objective  of  developing  an  agent 
which  would  possess  less  toxicity  and  fewer  side  reactions 
than  the  common  nitrogen  mustards.  These  researchers  di- 
rected their  efforts  toward  the  synthesis  of  a compound  that 
would  be  relatively  inert  when  in  contact  with  normal 
tissues,  but  that  would  become  active  within  malignant 
cells. 

Since  neoplastic  cells  contain  a higher  concentration  of 
certain  enzymes  (phosphoamidases)  than  normal  cells  and 
if  a molecule  of  a cytotoxic  agent  were  cleaved  by  these 
enzymes  within  the  cell  to  release  the  active  form,  it  might 
be  more  toxic  to  cancer  cells  than  to  normal  cells.  Conse- 
quently, on  the  basis  of  this  idea  of  "selective  toxicity,”  the 
efforts  of  these  chemists  led  to  the  synthesis  of  Cytoxan, 
which  appears  to  act  by  this  mechanism.  Although  absolute 
proof  is  not  yet  available,  it  is  believed  that  enzymatic 
hydrolysis  of  the  cyclic  portion  of  the  molecule  through 
cleavage  of  a nitrogen-phosphorus  bond  converts  the  origi- 
nal phosporamide  to  the  biologically  active  nitrogen  mus- 
tard. 

This  brief  resume  should  point  to  another  important 
phase  of  research  in  the  field  of  cancer  chemotherapy  and 
may  be  compared  with  research  in  the  field  of  "anti- 
metabolites,” which  has  led  to  the  synthesis  of  certain  active 
anticancer  agents  (for  example,  5-fluorouracil;  see  Drug 
Notes,  Journal,  January,  I960,  page  50).  On  the  basis 
of  other  biochemical  principles  different  approaches  have 
been  utilized  as  the  basis  for  research.  Two  distinct  phases 
of  cancer  chemotherapy  have  resulted  and  logically  each 
of  these  fields  has  led  to  entirely  different  compounds. 

Clinical  data  reveal  that  Cytoxan  is  valuable  only  as  a 
palliative  agent  in  malignant  neoplasms,  particularly  those 
arising  from  the  reticuloendothelial  and  hematopoietic 
systems,  and  certain  so-called  solid  tumors.  The  proper  use 
and  application  of  this  new  drug  requires,  of  course,  accu- 
rate diagnosis,  complete  hematologic  examination,  and  a 
thorough  history  of  the  patient  especially  as  related  to 
previous  therapy.  Those  neoplasms  that  have  been  reported 
as  "relatively  susceptible  to  Cytoxan"  follow:  Hodgkin’s 
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disease;  certain  lymphomas;  acute  and  chronic  leukemia; 
and  mycosis  fungoides. 

Clinicians  have  used  initial  intravenous  dosages  of  100 
to  200  mg.  per  day,  irrespective  of  body  weight,  until  a 
loading  of  2 to  8 Gm.  of  Cytoxan  had  been  given.  Usually 
maintenance  doses  of  50  to  200  mg.  per  day  orally  were 
administered  then.  Cytoxan  is  available  commercially  in 
several  dosage  forms:  parenteral  preparations  (vials  of  100 
mg.  and  200  mg.)  and  in  tablets  (50  mg.  each). 

ALDACTONE  (Spironolactone,  G.  D.  Searle  & Co.)  is  a 
novel  type  of  diuretic.  As  a matter  of  fact  Aldactone  pro- 
vides an  entirely  new  approach  to  the  regulation  of  both 
edema  and  ascites. 

The  diuretic  effect  of  Aldactone  is  achieved  through  a 
mechanism  that  differs  fundamentally  from  conventional 
diuretics,  such  as  the  organic  mercurials  and  the  thiazide 
diuretics  (Chlorothiazide  and  Hydrochlorothiazide).  Al- 
dactone is  a synthetic  steroid.  Hence,  it  differs  from  the 
usual  diuretics  from  a chemical  standpoint,  as  well  as  from 
a physiological  standpoint. 

This  new  diuretic  may  be  considered  to  be  an  effective 
blocking  agent  of  the  sodium-retaining  effects  of  aldosterone, 
which  is  a native  adrenal  cortex  hormone.  When  this 
adrenal  cortex  hormone  is  present  in  excessive  concentra- 
tions, it  is  known  to  produce  conditions  that  lead  to  edema 
due  to  its  sodium  retaining  properties.  In  fact,  this  physio- 
logical principle  has  served  as  the  basis  for  the  design  of 
the  steroidal  diuretic. 

Clinical  data  reveals  that  Aldactone  is  useful  in  the 
treatment  of  edema  associated  with  congestive  heart  failure, 
hepatic  cirrhosis  with  ascites,  the  nephrotic  syndrome,  and 
idiopathic  edema.  It  is  recommended  that  Aldactone  ther- 
apy in  an  adult  be  initiated  at  a daily  dosage  of  400  ml. 
and  administered  in  divided  doses.  This  new  drug  is  avail- 
able in  tablet  form:  100  mg.  each. 

— Herbert  Schwartz,  M.S.  and 
Jaime  N.  Delgado,  M.S.,  Austin. 


Correction:  Drug  Notes 

The  description  of  figure  3 in  the  Drug  Notes  article 
in  the  January  Journal,  page  51,  should  read:  Formulas 
showing  the  chemical  similarity  of  Cotranul  (a  new  anti- 
cholinergic agent)  to  Trasentine  (an  antispasmodic)  and 
to  Suavatil  (a  tranquilizer). 


MEDICAL  MEETINGS 

New  Orleans  Medical  Assembly 
Scheduled  for  March  7-10 

The  twenty-third  annual  meeting  of  the  New  Orleans 
Graduate  Medical  Assembly  will  be  held  March  7-10  at 
the  Roosevelt  Hotel  in  New  Orleans. 

Nineteen  guest  speakers  will  participate,  and  their  pres- 
entations will  be  planned  for  both  specialists  and  general 
practitioners.  The  program  will  include  56  informative 
discussions,  in  addition  to  clinicopathologic  conferences, 
symposiums,  medical  motion  pictures,  round-table  lunch- 
eons, and  technical  exhibits. 

The  speakers  will  include  Dr.  Leroy  D.  Vandam,  Boston; 
Dr.  Clarence  S.  Livingood,  Detroit;  Dr.  Henry  D.  Janowitz, 
New  York;  Dr.  John  G.  Walsh,  Sacramento,  Calif.;  Dr. 
E.  Stewart  Taylor,  Denver;  Dr.  Charles  H.  Burnett,  Chapel 


Hill,  N.  C.;  Dr.  Donald  D.  Matson,  Boston;  Dr.  Frank  R. 
Look,  Winston-Salem,  N.  C.;  Dr.  Frank  R.  Look,  Winston- 
Salem,  N.  C.;  Dr.  Trygve  Gunderson,  Boston;  Dr.  Carroll 
B.  Larson,  Iowa  City;  Dr.  John  J.  Conley,  New  York;  Dr. 
W.  A.  D.  Anderson,  Miami;  Dr.  Franklin  H.  Top,  Iowa 
City;  Dr.  Raymond  J.  Jackman,  Rochester,  Minn.;  Dr. 
David  G.  Pugh,  Rochester,  Minn.;  Dr.  Bentley  P.  Colsock, 
Boston;  Dr.  Robert  M.  Zollinger,  Columbus,  Ohio;  and 
Dr.  George  G.  Prather,  Brookline,  Mass. 

Following  the  meeting  in  New  Orleans,  arrangements 
have  been  made  for  a clinical  cruise  to  the  West  Indies, 
leaving  from  Port  Everglades,  Fla.,  on  Saturday,  March  12. 
The  itinerary  includes  visits  to  Puerto  Rico,  Virgin  Islands, 
Martinique,  Barbados,  Trinidad,  Curacao,  and  Haiti,  re- 
turning to  Florida  March  25. 

Details  of  the  New  Orleans  meeting  and  the  cruise  are 
available  at  the  office  of  the  Assembly,  Room  103,  1430 
Tulane  Avenue,  New  Orleans  12.  The  registration  fee  is 
$20  for  the  assembly. 


Dallas  Clinical  Society 
Sets  Meeting  March  21-23 

The  Dallas  Southern  Clinical  Society  will  sponsor  its 
twenty-ninth  annual  Spring  Clinical  Conference,  March 
21-23,  in  Dallas. 

Featured  at  the  conference  will  be  general  assemblies, 
round-table  luncheons,  postgraduate  lectures,  panel  discus- 
sions, clinical  pathological  conferences,  technical  exhibits, 
and  a dinner  dance. 

Among  the  guest  speakers  at  the  meeting  will  be  Dr. 
Douglas  N.  Buchanan,  Chicago;  Dr.  George  Crile,  Jr., 
Cleveland,  Ohio;  Dr.  James  E.  Eckenhoff,  Philadelphia;  Dr. 
Aram  Glorig,  Jr.,  Los  Angeles;  Dr.  S.  Leon  Israel,  Phila- 
delphia; Dr.  Daniel  G.  Morton,  Los  Angeles;  Dr.  Edward 
L.  Compere,  Chicago;  Dr.  Arthur  G.  Devoe,  New  York;  Dr. 
Herman  Elwyn,  New  York;  Dr.  Milton  Helpern,  New 
York;  Dr.  Charles  G.  Johnston,  Detroit;  Dr.  Robert  E. 
Votaw,  St.  Louis;  Dr.  Robert  E.  Cooke,  Baltimore;  Dr.  Wil- 
liam Dock,  Brooklyn;  Dr.  Benjamin  Felson,  Cincinnati;  Dr. 
Frank  Hinman,  Jr.,  San  Francisco;  Dr.  Lawrence  S.  Kubie, 
New  York;  and  Dr.  William  M.  M.  Kirby,  Seattle. 

Advance  registration  forms  and  requests  for  accommoda- 
tion can  be  obtained  by  writing  to  Dallas  Southern  Clinical 
Society,  Medical  Arts  Building,  Dallas  1.  Registration  fee 
is  $25. 


Diseases  in  Nature  Transmissible  to  Man 
Will  Be  Topic  of  Austin  Conference 

The  tenth  annual  Southwestern  Conference  on  Diseases 
in  Nature  Transmissible  to  Man  will  be  held  March  17-19 
at  the  State  Department  of  Health  building  in  Austin. 
Everyone  interested  in  the  zoonoses  is  invited  to  attend  and 
participate  in  the  discussions  of  diseases  of  importance  to 
the  health  of  man  and  animals  such  as  rabies,  the  arbor 
viruses,  ornithosis,  and  Q fever. 

Sponsors  of  the  conference  include  the  Agricultural  and 
Mechanical  College  of  Texas,  the  University  of  Texas  Medi- 
cal Branch,  the  University  of  Texas  Southwestern  Medical 
School,  Baylor  University  School  of  Medicine,  and  the  Texas 
State  Department  of  Health. 

Those  desiring  to  present  papers  or  obtain  further  infor- 
mation should  write  the  conference  chairman,  J.  V.  Irons, 
Sc.D.,  Director  of  Laboratories,  State  Department  of  Health, 
Austin. 
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Texas  Groups  to  Sponsor 
Postgraduate  Assembly  at  Prairie  View 

The  twenty-fourth  annual  Postgraduate  Medical  Assembly 
at  Prairie  View  Agricultural  and  Mechanical  College  will 
be  sponsored  March  7-9  at  Prairie  View  by  the  Texas 
Medical  Association,  Texas  State  Department  of  Health, 
Lone  Star  State  Medical  Association,  Texas  Tuberculosis 
Association,  and  the  Prairie  View  Agricultural  and  Mechan- 
ical College. 

Speakers  and  their  specialties  will  be  Dr.  W.  Roderick 
Brown,  Pittsburgh,  tuberculosis;  Dr.  E.  Perry  Crump, 
Nashville,  Tenn.,  pediatrics;  Dr.  Joseph  G.  Gathings,  Wash- 
ington, D.  C.,  internal  medicine;  Dr.  John  B.  Johnson, 
Washington,  D.  C.,  internal  medicine;  Dr.  James  A.  Greene, 
Galveston,  internal  medicine;  Dr.  Clemmie  Johnson,  Hous- 
ton, obstetrics;  Dr.  Charles  W.  Klanke,  Houston,  psychiatry; 
Dr.  Carolyn  J.  Long,  Austin,  pediatrics;  Dr.  Catherine  J.  E. 
Roett,  Houston,  pediatrics;  Dr.  Samuel  Topperman,  Tyler, 
tuberculosis;  and  Dr.  Fenwick  L.  Watts,  Port  Arthur,  derma- 
tology. 


Houston  Neurology  Society 
Will  Sponsor  March  Symposium 

The  eighth  annual  symposium  of  the  Houston  Neurologi- 
cal Society  will  be  held  March  10-12  at  the  Texas  Medical 
Center  in  Houston.  The  program  will  consist  of  two  sec- 
tions, the  first  devoted  to  "Prenatal  and  Perinatal  Factors 
in  Neurological  Disease”  and  the  second  concerned  with 
"Pathogenesis  and  Treatment  of  Hydrocephalus.” 

Among  those  who  will  participate  in  the  symposium  are 
Dr.  Samuel  Hicks,  Boston;  Dr.  Russell  Blattner,  Houston; 
Dr.  Marjorie  Nelson,  San  Francisco;  Dr.  William  Windle, 
Bethesda,  Md.;  Dr.  George  Anderson,  Providence,  R.  I.; 
Dr.  Donald  Matson,  Boston;  and  Dr.  Robert  Pudenz,  Pasa- 
dena. 

All  interested  clinicians  and  research  workers  are  invited 
to  attend  and  to  participate  in  the  discussions.  Registration 
fee  is  $10.  Those  desiring  further  information  may  write 
Dr.  William  S.  Fields,  Houston  Neurological  Society,  1200 
M.  D.  Anderson  Boulevard,  Houston  25. 


Eye,  Ear,  and  Throat  Meet  in  Virginia 

The  Gill  Memorial  Eye,  Ear,  and  Throat  Hospital  an- 
nounces to  the  profession  its  thirty-third  annual  Spring 
Congress  in  Ophthalmology  and  Otolaryngology,  April  4- 
April  9,  in  Roanoke,  Va. 

Guest  speakers  will  be  Dr.  Leonard  Apt,  Philadelphia; 
Dr.  William  F.  Berry,  Jr.,  Durham,  N.  C;  Dr.  Francis 
B.  Catlin,  Baltimore;  Dr.  James  E.  Crushore,  Detroit;  Dr. 
John  F.  Daly,  New  York;  Dr.  Edward  A.  Dunlap,  New 
York;  Dr.  John  A.  Dyer,  Rochester,  Minn.;  Dr.  Ben  S. 
Fine,  Washington,  D.  C.;  Dr.  John  R.  Heller,  Bethesda, 
Md.;  Dr.  John  W.  Henderson,  Ann  Arbor,  Mich.;  Dr. 
William  H.  Kaufman,  Roanoke,  Va.;  Dr.  Alexander  Mc- 
Causland,  Roanoke,  Va.;  Dr.  P.  Robb  McDonald,  Phila- 
delphia; Dr.  Franklin  B.  McKechnie,  Richmond,  Va.;  Dr. 
Alton  Oshsner,  New  Orleans;  Dr.  Peter  N.  Pastore,  Rich- 
mond, Va.;  Dr.  George  E.  Shambaugh,  Jr.,  Chicago;  and 
Dr.  Harvey  E.  Thorpe,  Pittsburgh,  Pa. 

For  further  information,  those  interested  may  write  the 
superintendent  of  the  hospital,  P.  O.  Box  1789,  Roanoke, 
Va. 


Fort  Worth  Symposium 

Three  guest  speakers  will  highlight  the  program  of  the 
seventh  annual  Heart  Symposium  of  the  Fort  Worth  Heart 
Association,  February  21,  in  Fort  Worth,  under  the  auspices 
of  the  Postgraduate  Division,  Southwestern  Medical  School 
of  the  University  of  Texas  in  Dallas  and  the  Texas  Acad- 
emy of  General  Practice. 

The  guests  will  be  Dr.  John  K.  Lewis,  San  Francisco, 
professor  of  medicine,  Stanford  University  School  of  Medi- 
cine, whose  subject  will  be  "Arrhythmias”;  Dr.  George  C. 
Griffith,  Los  Angeles,  professor  of  clinical  cardiology,  Uni- 
versity of  Southern  California,  "Congestive  Failure”;  and 
Dr.  Will  Camp  Sealy,  Durham,  N.  C.,  professor  of  thoracic 
surgery,  Duke  Hospital,  "Hypothermia.” 

A luncheon  and  open  discussion  will  be  held  at  noon, 
February  21.  Six  hours  of  category  2 credit  will  be  given 
members  of  the  Texas  Academy  of  General  Practice  who 
attend  the  symposium. 


U.  S. -Mexico  Border  Meeting 
To  Be  Held  April  4-8 

The  United  States-Mexico  Border  Public  Health  Associa- 
tion will  hold  its  annual  meeting  in  Hermosillo,  Sonora, 
April  4-8.  All  interested  physicians  are  invited  to  attend. 

Among  the  features  will  be  the  joint  meeting  of  the 
maternal  and  child  health  and  the  nursing  sections,  which 
will  include  a discussion  of  vision  and  hearing  impairments 
in  school  children.  The  tuberculosis  section  is  planning  a 
meeting  dealing  with  the  evaluation  of  the  magnitude  and 
characteristics  of  the  tuberculosis  program  in  the  border 
area  and  a study  of  the  new  drug  therapies  in  the  public 
health  programs  for  control  of  this  disease. 

For  further  information,  those  interested  may  write  Dr. 
Jorge  Roman,  501  United  States  Court  House,  El  Paso. 


Nuclear  Medicine  Meeting  Set 
For  San  Antonio  March  26-27 

Lectures  on  radiation  effects  and  radiation  fall-out  will 
be  high  lights  of  the  scientific  program  when  the  South- 
western Society  of  Nuclear  Medicine  holds  its  fifth  annual 
meeting  in  San  Antonio  March  26-27. 

Convention  headquarters  will  be  the  Menger  Hotel.  The 
Saturday  night  annual  banquet  will  capitalize  on  the  Span- 
ish atmosphere  and  picturesque  view  of  the  San  Antonio 
River. 

Doctors  and  related  medical  personnel  who  would  like 
to  attend  may  write  for  additional  information  to  Dr.  J.  R. 
Maxfield,  Jr.,  secretary,  2711  Oak  Lawn,  Dallas. 


Texas  Hospital  Pharmacy  Seminar 

The  twelfth  annual  Texas  Hospital  Pharmacy  Seminar 
will  be  April  8-10  in  Austin. 

Among  the  panel  of  experts  comprising  the  program 
will  be  Vernon  Trygstad,  president,  American  Society  of 
Hospital  Pharmacists;  D.  Samuel  Hopper,  professor  of 
public  health  at  the  University  of  Indiana;  and  Mr.  and 
Mrs.  Don  E.  Francka,  University  Hospital,  Ann  Arbor, 
Mich. 
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Venereal  Symposium  Set 

The  eleventh  annual  Symposium  on  Recent  Advances  in 
the  Study  of  Venereal  Diseases  will  be  held  April  7-8  in 
Chicago.  All  physicians  and  workers  in  allied  fields  who 
are  interested  in  the  venereal  diseases  are  welcome  to  attend. 

This  symposium,  sponsored  jointly  by  the  American 
Venereal  Disease  Association  and  the  Public  Health  Serv- 
ice, will  follow  a Venereal  Disease  Seminar  for  public 
health  personnel  which  begins  April  4. 

Further  information  concerning  the  symposium  can  be 
obtained  by  writing  the  United  States  Department  of 
Health,  Education,  and  Welfare,  Public  Health  Service, 
Communicable  Disease  Center,  50  Seventh  Street,  N.E., 
Atlanta,  Ga. 


Private  Clinics  and  Hospitals  Association 

Dr.  Vance  Terrell  of  Stephenville  was  elected  president 
of  the  Private  Clinics  and  Hospitals  Association  of  Texas 
at  the  organization’s  annual  meeting,  November  29,  in 
Dallas.  B.  J.  Warren  of  Galena  Park  became  secretary. 

The  next  meeting  of  the  association  will  be  held  in 
Dallas,  December,  I960. 

Second  Texas  District,  College  of  Surgeons 

Second  Texas  District  of  the  American  College  of  Sur- 
geons will  hold  its  annual  meeting  in  Corpus  Christi, 
March  5.  An  entertainment  function  has  been  planned  for 
the  evening  of  March  4.  Participating  on  the  scientific 
program  will  be  a member  of  the  Brooke  Army  Medical 
Center  who  will  speak  on  "Burns.” 

Psychosomatic  Dentistry  and  Medicine  Society 

The  annual  meeting  of  the  American  Society  of  Psycho- 
somatic Dentistry  and  Medicine  will  be  held  March  11-13 
in  Washington,  D.  C.  Lectures  and  round-table  discussions 
will  be  given  by  authorities  in  the  fields  of  semantics, 
linguistics,  psychosomatics,  and  hypnosis.  All  physicians 
are  invited  to  attend.  For  a detailed  program,  those  inter- 
ested may  write  Dr.  Jesse  Caden,  chairman  of  the  program 
committee,  5213  Connecticut  Avenue,  Washington  15,  D.G 


EDUCATION 

Postgraduate  Courses 

Gastroenterology,  Houston,  February  25-27. — The  Uni- 
versity of  Texas  Postgraduate  School  of  Medicine  is  pre- 
senting a program  on  gastroenterology,  February  25-27,  at 
the  Texas  Medical  Center  in  Houston.  Among  the  guest 
speakers  will  be  Dr.  Lester  R.  Dragstedt,  research  professor 
of  surgery,  University  of  Florida,  Gainesville;  Dr.  G.  Gor- 
don McHardy,  clinical  associate  professor  of  medicine, 
Louisiana  State  University  School  of  Medicine,  New  Or- 
leans; Col.  Eddy  D.  Palmer,  chief  of  gastroenterology, 
Brooke  Army  Hospital,  Fort  Sam  Houston;  Dr.  Marcel 
Patterson,  associate  professor  of  medicine,  University  of 
Texas  Medical  Branch,  Galveston;  and  Dr.  N.  C.  High- 
tower, Jr.,  lecturer  in  medicine-physiology,  University  of 
Texas  Postgraduate  School  of  Medicine,  Temple. 


Subject  matter  will  deal  with  diseases  of  the  esophagus, 
stomach,  small  intestine,  pancreas,  and  liver.  Emphasis  on 
diagnosis  and  therapeutic  approaches  medically  and  surgi- 
cally will  be  discussed.  For  further  information,  those  inter- 
ested may  write  to  the  Office  of  the  Dean,  University  of 
Texas  Postgraduate  School  of  Medicine,  410  Jesse  Jones 
Library  Building,  Texas  Medical  Center,  Houston  25. 

Anesthesiology,  Houston,  March  9-11. — The  University 
of  Texas  Postgraduate  School  of  Medicine  will  sponsor  the 
fifth  annual  course  in  anesthesiology,  March  9-11,  in  Hous- 
ton. The  course  is  designed  to  review  theory  and  practice 
of  commonly  used  anesthetic  techniques  and  will  include 
discussions  of  some  of  the  newer  drugs.  Those  interested  in 
further  information  may  write  the  University  of  Texas 
Postgraduate  School  of  Medicine,  410  Jesse  Jones  Library 
Building,  Houston  25. 

Electrocardiography,  New  York,  March  14-19. — A course 
in  electrocardiography  to  be  sponsored  by  New  York  Uni- 
versity Post-Graduate  Medical  School  will  approach  the 
problem  from  the  fundamental  concept  of  the  electrophysi- 
ology of  the  normal  heart  and  the  changes  resulting  from 
cardiac  pathology.  Audiovisual  and  electronic  equipment 
will  be  used  for  demonstration.  For  further  information, 
those  interested  may  write  the  Office  of  the  Associate  Dean, 
New  York  University  Post-Graduate  Medical  School,  550 
First  Avenue,  New  York  16. 

Diseases  of  the  Chest,  Philadelphia,  March  14-18. — The 
Council  on  Postgraduate  Medical  Education  of  the  Ameri- 
can College  of  Chest  Physicians  will  present  the  thirteenth 
annual  postgraduate  course  on  diseases  of  the  chest  at  the 
Sheraton  Hotel,  Philadelphia,  March  14-18.  The  most  recent 
advances  in  the  diagnosis  and  treatment  of  heart  and  lung 
diseases,  medical  and  surgical  aspects,  will  be  presented. 
Tuition  for  the  5 day  course  will  be  $100,  including  round- 
table luncheon  discussions.  Further  information  may  be 
obtained  by  writing  the  Executive  Director,  American  Col- 
lege of  Chest  Physicians,  112  East  Chestnut  Street,  Chicago 
11. 

Fractures  and  Other  Trauma,  Chicago,  April  27-30. — The 
fourth  postgraduate  course  on  fractures  and  other  trauma 
sponsored  by  the  Chicago  Committee  on  Trauma  of  the 
American  College  of  Surgeons  will  be  held  April  27- 
April  30  at  the  John  B.  Murphy  Memorial  Auditorium  in 
Chicago.  Teachers  prominent  in  the  field  of  trauma  from 
the  five  Chicago  medical  schools  and  chiefs  of  services  from 
leading  Chicago  hospitals  will  lead  discussions  on  all  phases 
of  trauma. 

Lectures  will  be  presented  on  management  of  open  frac- 
tures, injuries  to  the  hand,  femoral  neck  and  intertrochan- 
teric fractures,  roentgenological  aspects  of  trauma  to  the 
spine,  peripheral  nerve  injuries,  plastic  surgery  of  the  face 
and  extremities,  and  surgical  management  of  vascular  in- 
juries. Registration  fee  is  $50.  Inquiries  may  be  addressed 
to  Dr.  John  J.  Fahey,  50  East  Erie  Street,  Chicago  11. 


.University  of  Texas  Medical  Branch 

The  third  McLaughlin  Lecture  sponsored  by  the  James 
W.  McLaughlin  Fellowship  Fund  of  the  University  of  Texas 
Medical  Branch  was  given  by  Dr.  C.  Chester  Stock,  associ- 
ate director,  Sloan-Kettering  Institute  for  Cancer  Research, 
New  York,  in  Galveston  recently.  He  spoke  on  "Observa- 
tions in  Experimental  Cancer  Chemotherapy.” 

Dr.  Truman  G.  Blocker,  Jr.,  professor  of  plastic  and 
maxillo-facial  surgery  at  the  Medical  Branch,  attended  a 
meeting  of  the  Advisory  Council  to  the  Surgeon  General 
in  Washington,  D.  C.,  in  November,  as  well  as  a meeting 
of  the  National  Research  Council  on  Trauma. 

The  first  Daniel  W.  Kempner  Fund  Lecture  for  1959- 
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I960  was  given  by  Professor  U.  S.  von  Euler,  of  the  Karol- 
inska  Institute,  Stockholm,  December  2 at  the  Medical 
Branch.  While  visiting  the  Medical  Branch,  Dr.  von  Euler 
gave  several  lectures  including  a Physiology  Biochemistry 
Seminar  and  a talk  sponsored  by  the  Galveston  Chapter 
of  Sigma  Xi. 

Dr.  Titus  H.  Harris  has  been  honored  by  his  former 
residents  by  the  founding  of  the  Titus  Harris  Psychiatric 
Club.  Twenty  of  these  former  residents  met  recently  in 
Galveston  to  form  the  club  and  elected  the  following  offi- 
cers: Dr.  Abe  Hauser,  Houston,  president;  Dr.  Martin  L. 
Towler,  Galveston,  vice-president;  Dr.  E.  I.  Bruce,  Galves- 
ton, secretary-treasurer;  and  Dr.  Edgar  Ezell,  Fort  Worth, 
counselor.  Dr.  Harris  inaugurated  the  resident  training 
program  at  the  Medical  Branch  in  1933,  effectively  using 
both  interns  and  medical  students  in  his  program  of  private 
practice  in  general  hospitals. 

Dr.  Charles  W.  Daeschner,  Jr.,  of  Houston,  currently 
associate  professor  of  pediatrics  at  Baylor  University  College 
of  Medicine,  has  been  appointed  professor  of  pediatrics 
and  chairman  of  the  pediatrics  department  of  the  Univer- 
sity of  Texas  Medical  Branch,  Galveston. 

A day-long  Medical  Student  Research  Forum  will  be 
held  March  7 at  the  Hotel  Galvez.  The  forum  is  designed 
as  a scientific  meeting  to  give  students  who  have  engaged 
in  research  at  the  Medical  Branch  an  opportunity  to  dis- 
cuss and  report  their  work.  Sponsors  of  the  forum  include 
the  Student  American  Medical  Association,  Sigma  Xi  sci- 
ence fraternity,  the  Faculty  Research  Committee,  and  the 
McLaughlin  Fund. 


Essay  Awards  Sponsored 
By  Physical  Medicine  Congress 

The  seventh  essay  award,  a cash  award  of  $200,  and 
the  third  Bernard  M.  Baruch  essay  award,  a cash  award  of 
$100,  will  be  sponsored  again  this  year  by  the  American 
Congress  of  Physical  Medicine  and  Rehabilitation. 

Contributions  for  the  essay  award  will  be  accepted  from 
interns,  residents,  graduate  students  in  the  preclinical  sci- 
ences, and  graduate  students  in  physical  medicine  and 
rehabilitation.  However,  only  medical  students  are  eligible 
to  enter  the  Bernard  M.  Baruch  essay  award  contest.  Manu- 
scripts for  the  awards  must  be  in  the  office  of  the  Ameri- 
can Congress  of  Physical  Medicine  and  Rehabilitation  by 
March  1 . 

The  contributions  may  be  on  any  subject  of  interest  or 
pertaining  to  the  field  of  physical  medicine  and  rehabili- 
tation. They  must  not  have  been  previously  published. 

For  further  information,  those  interested  may  write  the 
Office  of  the  American  Congress  of  Physical  Medicine 
and  Rehabilitation,  30  North  Michigan  Avenue,  Chicago  2. 


University  of  Texas  Caribbean  Cruise 

The  annual  University  of  Texas  Caribbean  Medical 
Cruise,  sponsored  by  the  University  of  Texas  Postgraduate 
School  of  Medicine,  May  6-14,  will  have  a slight  change 
in  the  original  itinerary  due  to  the  political  situation  in 
Cuba.  The  cruise  will  include  New  Orleans,  Nassau,  Cape 
Haitien,  Port  au  Prince,  Montego  Bay,  and  Grand  Cayman 
Island. 

Physicians  desiring  further  information  may  write  the 
Harvey  Travel  Bureau,  2005  West  Gray  Avenue,  River 
Oaks  Center,  Houston  19. 


Devereux  Foundation  Announces 
New  School  in  Victoria 

The  Devereux  Foundation,  which  operates  treatment 
centers  for  emotionally  disturbed  and  retarded  children  in 
Pennsylvania,  Maine,  and  California,  has  announced  the 
opening  of  its  newest  school  in  Victoria. 

The  Victoria  program  will  incorporate  the  principles  of 
multidisciplined  therapeutic  education.  The  school  is  tem- 
porarily located  at  Foster  Air  Force  Base.  A new  building 
will  be  constructed  next  year.  Children  are  grouped  homo- 
geneously with  respect  to  chronological  age,  intellectual  po- 
tential, and  emotional  maturity. 

Those  interested  are  invited  to  visit  the  school  at  3808 
North  Navarro  Street,  Victoria.  Inquiries  may  be  directed  to 
the  Registrar,  Devereux  Schools,  Victoria. 


School  Present's  Tumor  Authority 

Dr.  Manuel  Lederman,  director  of  the  Radiotherapy  Sec- 
tion at  the  Royal  Marsden  Hospital  in  London  and  an  inter- 
nationally known  author  of  many  papers  on  head  and  neck 
carcinomas,  will  present  three  seminars,  March  9-10,  in 
Houston.  The  subjects  of  the  seminars  will  be  "Tumors  of 
the  Nasopharynx,”  "Tumors  of  the  Oropharynx,”  and  "Tu- 
mors of  the  Laryngopharynx.”  Members  of  the  staff  of  the 
University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute  will  supplement  Dr.  Lederman’s  talks  with  presen- 
tations based  on  the  clinical  experience  with  tumors  of  the 
head  and  neck  at  the  hospital. 

For  further  information  concerning  the  seminars,  those 
interested  may  write  the  Office  of  the  Dean,  the  University 
of  Texas  Postgraduate  School  of  Medicine,  Texas  Medical 
Center,  Houston  25. 


OF  GENERAL  INTEREST 

Personals 

Dr.  Denton  A.  Cooley  of  Houston  will  be  a guest  lecturer 
of  the  Southwestern  Surgical  Congress  in  New  Orleans, 
March  21-24. 

Dr.  Bruce  Cameron,  Houston,  is  editor  and  publisher  of 
Orthopedics  Magazine,  which  is  sponsoring,  and  will  operate 
a seagoing  ship  that  will  bring  help  to  crippled  children  all 
over  the  world.  The  vessel  was  donated  by  Dr.  P.  William- 
son, Houston,  and  is  being  fitted  out  in  the  Galveston 
Yacht  Basin  to  be  launched  next  spring. 

Dr.  Henry  R.  Hoskins  of  San  Antonio  was  elected  sec- 
ond vice-president  of  the  Southern  Chapter  of  the  Ameri- 
can College  of  Chest  Physicians,  at  the  chapter's  meeting 
held  in  Atlanta,  Ga.,  November  15-16. 

Appointments  to  the  new  Hospital  Licensing  Advisory 
Council  by  Governor  Price  Daniel,  created  by  the  recent 
Texas  Hospital  Licensing  Law  enacted  by  the  Legislature, 
include  Dr.  Van  Goodall  of  Clifton;  Dr.  Richard  L.  Strat- 
ton of  Cuero;  and  Dr.  Edwin  E.  Connor  of  Houston. 

Other  appointments  of  Governor  Daniel  include  those  of 
Dr.  Hampton  C.  Robinson  of  Houston  and  Dr.  Vance  Ter- 
rell of  Stephenville  to  the  State  Board  of  Health. 

Dr.  lone  Huntington  was  guest  editor  of  the  November 
issue  of  the  American  Medical  Women’s  Journal  which  was 
devoted  to  and  edited  by  the  Alamo  Chapter  of  the  Asso- 
ciation composed  of  women  doctors  in  the  Bexar  County 
Medical  Society. 
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Dr.  and  Mrs.  Francisco  E.  Baca  are  the  parents  of  a girl, 
born  November  23,  1959,  in  El  Paso. 

Dr.  Enid  Gilbert  and  Dr.  Dan  M.  Queen  of  Austin  were 
elected  to  fellowship  in  the  American  Academy  of  Clinical 
Pathology  instead  of  Dr.  Joe  T.  Gilbert  and  Dr.  Charles  R. 
Queen  of  Austin  as  was  printed  in  the  personals  section 
of  the  January  journal,  page  56. 

Mrs.  L.  K.  Ory,  wife  of  a Comanche  physician,  died 
January  13  of  heart  disease. 

Texans  participating  on  the  program  of  the  seventy-first 
annual  meeting  of  the  Mid-South  Medical  Assembly,  held 
February  9-12  in  Memphis,  Tenn.,  were  Dr.  John  A.  Wall, 
Jr.,  Houston;  Col.  Paul  A.  Campbell,  Brooks  Air  Force 
Base;  and  Dr.  William  F.  Miller,  Dallas. 

Dr.  Henry  Hoskins  of  San  Antonio  was  elected  second 
vice-president  of  the  Southern  Chapter  of  the  American 
College  of  Chest  Physicians,  at  its  annual  meeting  held  in 
Atlanta,  Ga.,  November  15. 

Dr.  J.  C.  George,  Brownsville,  was  elected  mayor  of 
Brownsville  recently. 

Dr.  Erwin  0.  Strassmann  of  Houston  was  made  honor- 
ary chairman  of  the  Pan  American  Conference  on  Infer- 
tility at  the  International  Fertility  Association,  January  10, 
at  Miami  Beach,  Fla. 

The  wife  of  Dr.  T.  Roger  Humphrey  of  Wichita  Falls, 
Sarah  Ruth  Humphrey,  died  December  17  in  Wichita 
Falls. 


Great-  Talent  Makes  Great  Doctors, 

Veteran  Texas  Physician  Believes 

"What  makes  a good  doctor?  Do  you  think  I can  really 
be  one?” 

These  are  questions  often  asked  of  distinguished  older 
physicians  by  students  and  young  men  and  women  just 
entering  the  profession. 

One  of  these  senior  physicians,  Dr.  John  Potts  of  Fort 
Worth,  provided  some  interesting  answers  when  he  ad- 
dressed the  Tarrant  County  Medical  Society  at  its  inaugural 
banquet  recently. 

Talent,  he  said,  is  the  most  important  thing. 

"Getting  medical  students  with  a lot  of  talent  is  largely 
a matter  of  luck,  for  money  alone  often  determines  where 
a student  will  go  to  school,”  Dr.  Potts  pointed  out,  "but 
keeping  out  the  misfits  should  be  a matter  of  intent  or 
design  (by  the  schools).  The  fine  arts  people  learned 
centuries  ago  that  one  cannot  make  a musician,  a painter, 
or  an  architect  out  of  a young  person  who  has  no  real 
talent  for  that  particular  art.  This  is  just  as  true  in  medicine 
although  not  so  easily  recognized  at  the  right  time. 

"What,  besides  talent,  and  a lot  of  it,  enabled  Ephraim 
McDowell  to  do  the  first  ovarial  tumor  operation  in  the 
world?  He  probably  never  saw  the  inside  of  a medical 
school  more  than  a year,  if  that  long.  The  two  poorest 
medical  schools  in  America  today  are  better  equipped  to 
teach  medical  students,  according  to  our  American  stand- 
ards, than  was  the  University  of  Edinburgh  when  James 
McKenzie  was  a student  there  or  than  was  McGill  when 
William  Osier  was  its  student  . . .” 

The  quiz-kid  type  of  mind  does  not  necessarily  guarantee 
that  its  owner  will  make  a good  physician,  Dr.  Potts  be- 
lieves, citing  instead  a "talent  for  medicine”  and  the  ability 
to  solve  problems. 

Himself  a long-time  specialist  in  diseases  of  the  chest, 
this  veteran  physician  feels  that  the  doctor  who  is  far 
below  average  during  the  current  half-century  is  in  that 
position  because  his  talent  is  far  below  average. 

"If  a doctor  is  far  above  average,  75  per  cent  of  it  is  due 


to  his  talent  and  not  to  the  bricks,  mortar,  and  gadgets  in 
his  medical  school.  The  other  25  per  cent  will  be  due  to 
good  teaching.  Again,  not  to  bricks,  mortar,  and  gadgets!” 

Dr.  Potts  advises  students  and  interns  to  take  up  the 
particular  medical  work  they  have  a talent  for  and  not  to 
be  controlled  by  the  desire  to  make  money,  to  shine  so- 
cially, or  for  any  other  reason. 

"A  doctor  who  has  a marked  talent  for  his  work  enjoys 
it,  and  he  is  more  interested  in  giving  than  in  getting.” 

Assuming  that  a doctor  has  true  medical  talent,  says  Dr. 
Potts,  he  must  complement  it  with  other  qualities:  integ- 
rity, "fine  sensibilities,”  and  self-discipline. 

"I  used  to  tell  interns  that  in  their  diagnostic  work  and 
treatment  of  a patient  they  should  do  the  necessary  things, 
no  more  and  no  less — and  do  them  in  an  intelligent, 
skillful  way.” 

It  is  the  gifted  physician  with  marked  talent,  working 
intelligently  and  honestly  in  the  field  he  loves,  who  is  the 
profession’s  greatest  safeguard  against  socialized  medicine, 
Dr.  Potts  concludes. 

"We  should  tell  students  and  interns  early,  tell  them 
often,  and  tell  them  convincingly,  that  medicine  is — and 
must  remain — a learned  profession,  not  a trade  and  not 
a racket.” 


Red  Cross  Campaign  in  March 

"Good  things  happen  when  you  give,”  is  the  theme  of 
the  I960  American  Red  Cross  campaign. 

Through  membership  contributions  during  the  Red  Cross 
campaign  each  March  or  during  its  local  federated  fund 
drive  each  fall,  the  Red  Cross  helps  to  restore  the  lives  of 
disaster  victims;  to  safety-proof  their  homes  and  communi- 
ties through  first  aid,  water  safety,  and  home  nursing  train- 
ing; to  provide  blood  for  the  sick  and  injured;  to  alleviate 
the  personal  and  family  problems  of  servicemen,  veterans, 
and  their  dependents,  and  to  prepare  their  children,  through 
Junior  Red  Cross,  to  become  this  nation’s  responsible  lead- 
ers of  tomorrow. 

Last  year  the  Red  Cross  had  a total  of  44,700,000  mem- 
bers and  2,000,000  volunteer  workers.  Financial  assistance 
provided  by  loans  and  grants  by  the  Red  Cross  totaled  $11,- 
330,000. 


Board  of  Examiners  in  Basic  Sciences  Exam 

The  next  examination  of  the  Texas  State  Board  of 
Examiners  in  the  Basic  Sciences  has  been  set  for  April  8-9 
in  Austin,  Galveston,  and  Houston.  Details  as  to  the  time 
and  place  may  be  obtained  by  writing  to  the  Executive 
Secretary,  Texas  State  Board  of  Examiners  in  the  Basic 
Sciences,  201  East  Fourteenth,  Austin. 

Applications  for  the  April  examinations  will  not  be 
accepted  after  March  28,  and  all  necessary  information  and 
documents  required  by  the  board  of  examinees  must  be 
completed  and  in  the  applicant’s  file  by  that  date. 


The  average  family  had  12  prescriptions  filled  last  year, 
according  to  Ketchum  & Co.  Inc.  However,  the  druggist  has 
to  keep  in  mind  an  amazing  number  of  facts  since  he  has 
more  than  172,000  ingredients  from  which  to  draw.  Some- 
times he  must  measure  out  a thousandth  of  an  ounce.  Ap- 
proximately 90  per  cent  of  the  prescriptions  he  fills  call 
for  items  that  did  not  exist  a generation  ago. 
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I 

Stamp  Honors  McDowell, 

Father  of  Abdominal  Surgery 

The  one  hundred  fiftieth  anniversary  of  the  removal  of 
a 22>/2  pound  ovarian  cyst  from  Jane  Crawford  Todd  by 
Dr.  Ephraim  McDowell  in  Danville,  Ky.,  was  December  25, 
1959.  This  event  was  commemorated  by  a 4 cent  maroon 
postage  stamp  issued  for  sale  December  3,  1959.  The  pic- 
ture for  the  stamp  was  engraved  from  a contemporary 
portrait  in  the  possession  of  Mrs.  William  M.  Irvine  of 
Richmond,  Ky.,  who  is  McDowell’s  granddaughter. 

The  removal  of  this  ovarian  tumor  is  generally  regarded 
as  the  first  successful,  scientific  abdominal  operation. 

The  first  patient,  Jane  Todd  Crawford,  was  45  years  of 
age  at  the  time  of  the  operation,  and  she  lived  33  years 
after  the  procedure. 

Although  McDowell  performed  his  first  successful  ovarian 
operation  December  25,  1809,  he  waited  8 years  until 
he  had  twice  duplicated  the  feat  before  reporting  his  cases 
(in  the  Eclectic  Repertory,  Philadelphia,  1817,  vol.  7).  In 
describing  the  first  operation  in  a letter  to  a medical  student 
he  modestly  stated: 

I was  sent  for  in  1809  to  deliver  a Mrs.  Crawford 
near  Greentown  of  twins;  as  the  two  attending  physi- 
cians supposed.  Upon  examination  per  vaginam  I 
soon  ascertained  that  she  was  not  pregnant  but  had 
a large  tumor  in  the  abdomen  which  moved  easily 
from  side  to  side.  I told  the  lady  I could  do  her  no 
good  and  candidly  stated  to  her  her  deplorable  situ- 
ation; informed  her  that  John  Bell,  Hunter,  Hey  and 
A.  Wood,  four  of  the  first  and  most  eminent  Sur- 
geons in  England  and  Scotland,  uniformly  declared  in 
their  lectures  that  such  was  the  danger  of  Peritoneal 
Inflammation,  that  opening  the  abdomen  to  extract 
the  tumor  was  inevitable  death.  But  notwithstanding 
this  if  she  thought  herself  prepared  to  die,  I would 
take  the  lump  from  her  if  she  could  come  to  Dan- 
ville. She  came  in  a few  days  after  my  return  home 
and  in  six  days  opened  her  side  and  extracted  one 
of  the  ovaria  which  from  its  disease  and  enlarged 
state  weighed  upwards  of  twenty  pounds — she  was 
perfectly  well  in  25  days. 

Considered  in  the  light  of  present  day  surgery,  the  fol- 
lowing features  of  the  operation  bear  emphasis,  according 
to  Schachner: 

1.  It  was  performed  without  the  aid  of  anesthetics,  anti- 
sepsis, trained  help,  or  any  operative  accessories  except  the 
simplest  domestic  utensils. 

2.  The  incision  was  made  on  the  left  side  and  9 inches 
in  length,  parallel  to  and  3 inches  from  the  "musculas 
rectus  abdominus,”  presumably  over  the  most  prominent 
part  of  the  tumor. 

3.  The  tumor  was  freely  movable,  with  a pedicle  of 
sufficient  length  to  enable  ligation  before  the  evacuation 
of  its  contents  or  the  delivery  of  the  sac. 

4.  After  opening  the  abdomen  the  successive  steps  of  the 
operation  were  (a)  ligation  of  the  fallopian  tube  and  ped- 
icle near  the  uterus;  (b)  evacuation  of  the  contents,  which 
is  described  as  a "dirty  gelatinous-looking  substance’’;  (c) 


extraction  of  the  solid  portion;  ( d ) replacing  the  intestines 
that  escaped  with  the  opening  of  the  abdomen  and  remained 
exposed  until  the  removal  of  the  solid  portion;  (e)  drain- 
ing the  peritoneal  cavity  by  turning  the  patient  on  her  side 
to  allow  the  escape  of  blood;  (f)  closure  of  the  abdomen 
with  interrupted  sutures,  allowing  the  ligature  of  the  ped- 
icle to  pass  out  at  the  lower  extremity  of  the  wound. 

5.  Time  of  the  operation  was  "about  twenty-five  min- 
utes.” 

6.  The  tumor  was  partly  cystic  and  partly  solid,  the 
cystic  element  weighing  15  pounds  and  the  solid  element 
weighing  71/2  pounds,  a total  of  22  Yi  pounds. 

7.  In  5 days  McDowell  "found  her  engaged  in  making 
up  her  bed  and  in  twenty-five  days  she  returned  home.” 

Her  grandson,  James  Crawford  Brown,  informs  us  that 
during  the  operation  Jane  occupied  herself  by  repeating 
the  Psalms. 

The  important  fact  that  McDowell  was  a thinking  non- 
conformist is  what  made  him  the  "father  of  abdominal 
surgery.”  He  had  the  good  fortune  in  living  on  the  frontier 
of  civilization,  in  an  unusually  free  environment,  and  amid 
self-reliant  and  courageous  people  who  had  the  strength 
of  their  convictions.  It  was  these  circumstances,  more  than 
anything  else,  that  made  it  possible  for  him  to  have  the 
honor  of  being  the  first  ovariotomist.  Had  he  lived  under 
the  overpowering  shadow  of  a famous  university,  it  is  safe 
to  say  that  he  would  never  have  achieved  this  distinction. 

Although  McDowell  had  sent  to  Bell  a report  of  his  3 
cases,  all  of  which  were  successful,  and  this  report  had 
fallen  into  the  hands  of  Lizars,  owing  to  Bell’s  absence,  it 
failed  to  move  him  to  action.  When  Lizars  received  Mc- 
Dowell’s report,  7 years  had  elapsed  since  the  first  ovari- 
otomy, and  Lizars  allowed  7 more  to  pass  before  he  ac- 
corded it  any  real  recognition.  This  is  the  basis  for  the 
belief  that  the  report  of  McDowell  made  no  more  impres- 
sion upon  Lizars  than  it  made  upon  our  own  Phillip  Syng 
Physick. 

As  early  as  1874,  the  Kentucky  State  Medical  Association 
inaugurated  a movement  to  honor  McDowell,  which  re- 
sulted in  the  erection  of  a monument.  The  McDowell 
monument  was  unveiled  on  May  14,  1879,  at  which  time 
Dr.  Samuel  D.  Gross,  historian  of  Kentucky  medicine  and 
world  renowned  Philadelphia  surgeon,  delivered  the  un- 
veiling address.  The  monument  still  stands.  Attempts  have 
been  made  to  establish  the  McDowell  home  in  Danville 
as  a museum. 

It  is  entirely  fitting  that  national  recognition  at  this 
time  be  made  of  this  courageous,  free  thinking,  self-reliant, 
American  country  practitioner.  Upon  his  monument  in 
Danville,  Ky.,  is  the  appropriate  inscription,  "Honor  to 
whom  Honor  is  due.” 
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of  great  worth  in  the  admitting  department  of  a hospital. 
The  book  is  easy  to  read  and  understand,  and  the  drawings 
are  well  done. 


Preventive  Medicine 

Edited  by  Herman  E.  Hilleboe,  M.D.,  Commissioner  of 
Health,  State  of  New  York,  Department  of  Health,  Albany, 
and  Granville  W.  Larimore,  M.D.,  Deputy  Commissioner 
of  Health,  State  of  New  York,  Department  of  Health,  Albany. 
731  pages.  $12.50.  Philadelphia  and  London,  W.  B.  Saunders 
Company,  1959. 

This  is  a concise,  but  comprehensive  presentation  of  the 
principles  of  prevention  in  the  occurrence  and  progression 
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Texas 

Medical  Association 


They  Said  This, 

On  January  16 

Many  said  it  was  the  best  program  ever  held  in  conjunc- 
tion with  the  Executive  Board  meetings.  "It”  was  the  joint 
program  for  county  medical  society  officials  and  orientees 
sponsored  in  Austin  by  the  Texas  Medical  Association  Jan- 
uary 16.  Members  of  Association  councils  and  committees, 
in  town  for  meetings  of  their  own,  and  other  physicians 
and  members  of  the  Woman’s  Auxiliary  plus  a number  of 
visitors  swelled  the  registration  for  the  week  end  to  430. 

In  addition  to  the  six  speakers  heard  by  both  the 
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county  officials  and  the  orientees,  a panel  of  four  speakers 
presented  their  ideas  on  understanding  health  care  costs 
to  the  county  group,  and  eight  speakers  told  orientees  items 
about  medical  organizations,  ethics,  malpractice,  and  socio- 
economic matters  of  special  significance  to  them  as  new  or 
transfer  members  of  the  Texas  Medical  Association. 

Luncheon  courtesy  of  the  Association,  a hospitality  hour 
sponsored  by  the  J.  A.  Majors  Company,  a motion  picture 
describing  the  Freedom  in  Action  movement,  and  an  op- 


Several  doctors  examine  the  book  display  of  J.  A. 
Majors  Company  at  the  Conference  for  County  Medical 
Society  Officials.  The  company  sponsored  a hospitality 
hour  that  evening. 


portunity  for  visiting  over  a cup  of  coffee  and  seeing  parts 
of  the  headquarters  building  new  to  them  completed  the 
day  for  most  visitors. 

High  lights  of  the  talks  might  be  summarized  as  follows: 


Yeager:  Unite  for  Strength 

Dr.  F.  W.  Yeager,  Corpus  Christi,  President  of  Texas 
Medical  Association,  "I960 — A Year  of  Great  Responsibil- 
ity”: 

This  is  an  important  year  for  county  society  officers,  for 
much  of  the  success  of  the  societies  will  depend  on  them. 
Committee  appointments  are  important  as  these  determine 
the  alertness  of  the  societies.  Delegates  from  the  county 
societies  should  be  chosen  for  their  ability,  and  items  to 
be  considered  by  the  House  of  Delegates  should  be  dis- 
cussed in  advance  so  that  delegates  will  know  the  feelings 
of  their  societies. 

The  public  needs  to  be  told  of  the  importance  to  them  of 


socialized  medicine,  for  if  medicine  is  socialized,  other 
forms  of  socialism  can  but  follow. 

The  medical  profession  should  never  underestimate  the 
enemy  that  attacks  it.  Points  of  such  attack  now  are  the 
demand  for  increased  medical  benefits  for  veterans  without 
service  connected  disabilities,  efforts  to  increase  the  scope 
of  medical  care  for  the  aged,  attempts  to  make  medicine 
set  maximum  fees,  pictures  of  doctors  as  greedy,  and  pic- 
tures of  doctors  as  contributing  little  to  the  community. 

Weak  points  for  the  profession  to  overcome  are  a lack 
of  sufficient  qualified  students  in  medical  schools,  a decrease 
in  the  number  of  family  doctors,  an  apathy  in  attendance 
at  medical  meetings  and  precinct  conventions,  a failure  to 
publicize  grievance  committees,  and  improper  release  of 
medical  news  to  the  public. 

What  should  be  done?  The  medical  profession  must  unite 
and  make  the  local,  district,  and  state  medical  associations 
the  medical  power  in  their  areas.  Physicians  should  attend 
their  precinct  and  county  political  conventions  and  live 
up  to  their  obligation  to  give  leadership  in  the  community. 
Physicians  should  leap  at  the  opportunity  to  address  lay 
groups  and  tell  them  of  the  achievements,  aims,  and  prob- 
lems of  medicine.  Grievance  committees  should  be  pub- 
licized and  the  public  made  to  know  that  they  can  expect 
honesty  and  fair  play  when  dealing  with  the  profession. 
The  strongest  men  should  be  sent  to  the  American  Medical 
Association’s  House  of  Delegates  in  order  that  the  spirit 
of  the  doctors  of  Texas  "might  ignite  the  spark  that  will 
arouse  the  doctors  of  the  nation  to  take  positive  action 
that  will  regain  for  them  the  love  and  respect  which  they 
held  before  these  days  of  giveaway  and  compromise.” 


Vance:  Opportunity  Carries  Obligation 

Marvin  Vance,  D.D.,  Austin,  pastor  of  First  Methodist 
Church,  "The  Stairs  of  Your  Concepts”: 

John  Steinbeck  in  one  of  his  books  wrote,  "'Man  is  the 
only  thing  in  the  universe,  animate  or  inanimate,  that 
grows  beyond  his  work,  walks  up  the  stairs  of  his  concepts, 
and  emerges  ahead  of  his  accomplishments.”  Attitude  de- 
termines action,  so  that  the  conception  a man  has  of  him- 
self as  an  individual  and  of  his  place  in  life  is  important. 
Officials  of  the  Texas  Medical  Association  and  the  county 
medical  societies  are  in  strategic  positions,  so  that  it  is 
vital  they  have  the  proper  conception  of  ( 1 ) themselves  as 
individuals,  (2)  their  relationship  to  others,  and  (3)  their 
obligation  to  their  day  and  generation.  Opportunity  of  lead- 
ership, like  other  opportunity,  carries  with  it  obligation, 
and  capacity  should  mean  contribution. 


Williamson:  H.  R.  10  Needs  One  Vote 

John  C.  Williamson,  Washington,  D.  C.,  vice-chairman 
of  American  Thrift  Assembly,  "Federal  Tax  Problems  of  the 
Self-Employed": 

Inequities  of  federal  taxes  are  well  known  to  exist,  but 
the  tax  code  has  become  so  complicated  major  tax  revision 
probably  is  still  in  the  future.  Meanwhile,  physicians  as 
self-employed  persons  are  subject  to  taxation  on  funds  set 
aside  for  old  age  unless  they  join  a clinic  group  which  is 
incorporated  and  thus  may  take  advantage  of  provisions  for 
tax  deductions  for  pension  plans  or  unless  they  form  an 
unincorporated  association  taxable  as  a corporation. 

Congress  has  before  it  the  Keogh-Simpson  bill  (H.R. 
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10),  which  would  defer  the  tax  on  income  of  a self- 
employed  person  so  long  as  the  money  is  invested  in  a 
restricted  type  annuity  fund. 

This  bill  passed  the  House  of  Representatives  in  March, 
1959.  It  has  been  subjected  to  public  hearings  by  the 
Senate  Finance  Committee  and  now  is  unfinished  business 
of  that  committee. 

A compromise  may  be  in  prospect.  The  alternatives  are 
said  to  be  ( 1 ) require  the  self-employed  person  to  cover 
his  employees  as  well  as  himself  in  a nondiscriminatory 
pension  plan  or  (2)  amend  the  tax  code  to  bring  a part- 
ner or  proprietor  within  the  definition  of  "employee”  for 
the  purpose  of  taking  advantage  of  a pension  plan  allow- 
ance already  on  the  books. 

It  appears  that  H.R.  10  is  one  vote  short  of  being  voted 
out  of  committee  favorably.  Interested  constituents  need  to 
see  that  this  vote  is  obtained. 


Orientees  enter  the  Texas  Medical  Association  head- 
quarters building  January  16  for  the  Orientation  Pro- 
gram for  new  and  transfer  members  of  the  Association. 


Kline:  Is  Someone  Else  Responsible? 

Allan  B.  Kline,  Western  Springs,  111.,  past  president  of 
American  Barm  Bureau  Federation,  '"Today  and  Tomorrow” : 

Unprecedented  changes  in  all  areas  of  life  today  are  so 
rapid  that  development  is  much  faster  than  we  can  cope 
with  or  comprehend.  Things  are  so  technical  that  we  have 
to  put  our  trust  in  experts.  "Someone  else  is  responsible” 
is  the  logic  of  this  period’s  rationale.  Taking  advantage  of 
this  feeling  of  misplaced  responsibility,  the  Russian  com- 
munistic movement  is  doing  whatever  it  can  to  get  into 
power.  The  communists  will  use  force  if  need  be.  The 
United  States  is  the  only  source  of  sufficient  strength  in 
the  world  to  deter  this  communistic  threat. 

The  Christian  ethic  on  which  the  United  States  bases 
its  mode  of  living  defends  the  right  of  personal  decision 
and  personal  responsibility.  Using  their  own  means  and 
capacity  for  self  government,  men  should  remain  free  to 
make  up  their  own  minds  about  who  will  represent  them. 
However,  the  tenth  amendment  clearly  points  out  that 
if  these  free  men  do  not  meet  their  obligations  and  re- 
sponsibilities adequately,  it  is  up  to  the  government  to 
meet  them.  Today  the  trend  is  for  us  to  release  individual 


responsibilities  more  and  more  to  the  government.  Not  only 
will  we  lose  control,  but  it  will  cost  us  more. 

Each  person  must  make  his  wishes  known.  No  one  should 
hesitate  to  write  effective  letters  to  his  senators  and  repre- 
sentatives, such  as  the  following:  "Dear  Senator:  I voted 
for  you  the  last  time,  or,  I can  vote  for  you  the  next 
time  provided  you  don't  identify  yourself  with  the  inflation 
people  of  Congress.  This  bill  (name  it)  is  a bad  bill.  Vote 
against  it!”  Such  a letter  will  get  results. 


McKee:  Action  More  Than  Talk 

John  McKee,  Dallas,  regional  civic  and  governmental  af- 
fairs manager,  Ford  Motor  Company,  " Let’s  Return  Politics 
to  the  People”: 

The  American  people  are  showing  a new  interest  in 
taking  politics  and  government  back  from  the  special 
interest  pressure  groups.  This  is  a good  trend:  returning 
politics  to  the  people  is  our  best  way  to  get  better  govern- 
ment. One  danger  is  that  all  the  talk  about  the  desirability 
of  an  interest  in  politics  may  be  construed  as  action,  when 
actually  it  is  only  a prelude  to  work. 

Government  is  best  which  most  fully  encompasses  the 
interests  of  all  the  citizens.  In  America,  a great  source  of 
political  strength  has  been  the  fact  that  it  has  been  possible 
to  include  a wide  range  of  interests  under  the  banner  of 
each  major  political  party.  In  recent  years,  however,  special 
interest  groups  increasingly  have  influenced  the  kind  of 
legislation  we  have  had.  Activity  of  these  special  groups 
is  not  improper,  but  to  the  extent  that  it  subordinates  the 
general  interest  to  a selfish  interest,  it  is  reprehensible. 
Only  by  partisan  political  activity  on  the  part  of  all  voters 
can  we  return  to  government  of,  by,  and  for  all  the  people. 

A business  or  profession  may  make  known  its  views  as 
a whole.  It  also  may  encourage  its  employees  or  members 
to  work  actively  in  the  party  of  their  choice.  This  latter 
can  be  accomplished  by  ( 1 ) making  politics  popular  with 
people  generally,  (2)  informing  people  about  politics  and 
government,  and  (3)  making  political  activity  convenient 
for  people. 


Orsini:  Insurance  Needs  Medicine 

L.  A.  Orsini,  New  York,  vice  chairman,  Flealth  Insurance 
Council,  panelist  with  Mr.  Ehlinger,  Mr.  Earngey,  and  Dr. 
Kemp  on  " Achieving  Greater  Understanding  of  Health  Care 
Costs": 

Two  of  three  persons  in  this  country  now  own  some 
form  of  health  insurance,  and  the  voluntary  system  paid 
$1,300,000,000  in  benefits  to  reimburse  physicians’  services 
in  1958.  With  this  medical  economic  revolution,  will 
medicine  emerge  shackled  by  government  or  lay  control  or 
will  it  assume  the  responsibility  and  leadership  essential 
to  the  voluntary  way  of  providing  and  financing  medical 
care?  Voluntary  health  insurance  supports  the  free  practice 
of  medicine  but  cannot  succeed  unless  the  medical  profes- 
sion assumes  the  initiative  in  establishing  safeguards 
against  inefficiency,  waste,  and  overcharging. 

In  thinking  of  means  to  achieve  these  ends,  it  might  be 
appropriate  to  establish  a coordinating  committee  repre- 
sentative of  the  medical  profession,  insuring  organizations, 
hospitals,  and  the  consumer  to  formulate  a program.  For 
the  overcharging  problem,  a review  committee  on  the  coun- 
ty or  state  level  and  for  the  inefficient  use  of  hospital  fa- 
cilities, a committee  from  the  hospital  medical  staff  to 
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establish  criteria  and  review  cases  should  be  considered.  In 
addition  to  identifying  problem  cases  and  coping  with  the 
individual  problem,  physicians  should  be  furnished  with 
information  to  help  them  resist  patient  pressure,  and  an 
educational  campaign  on  the  existence  of  the  program, 
reports  on  results,  and  basic  information  on  the  role  of 
insurance  should  be  carried  to  the  hospitals,  the  physicians, 
and  the  public. 


Ehlinger:  More  Care  for  Its  Costs 

Robert  ].  Ehlinger,  Philadelphia,  manager  of  public  in- 
formation for  Smith,  Kline  and  French  Laboratories: 

A survey  in  1955  released  by  the  Health  Information 
Foundation  showed  that  the  public  complained  less  about 
medical  care  costs  than  about  other  expenses  and  that  those 
who  blasted  one  area  of  consumer  prices  tended  to  blast 
all.  A more  recent  series  of  interviews  with  10  typical 
middle-income  bracket  families  suggest  that  these  families, 
like  those  surveyed  in  1955,  worry  about  the  prices  of 
everything — probably  less  about  medical  care  because  it 
hits  their  budget  less  frequently  than  other  items.  Too,  they 
express  the  sentiment,  "It’s  worth  the  price  if  it  works.” 

Today  more  money  than  ever  before  is  spent  on  medical 
care,  and  never  before  has  medical  care  delivered  so  much 
for  its  cost.  The  National  Health  Education  Committee  in 
its  1959  reports  calculated  that  since  1944,  medical  advances 


have  saved  the  lives  of  at  least  1,800,000  people.  Latest 
figures  from  the  Department  of  Commerce  indicate  that 
the  average  per  capita  expenditure  for  medical  care  in 
1958  was  $94.06  with  $14  going  for  prescriptions.  The 
average  price  of  a prescription  was  only  $3  with  more  than 
half  costing  less  than  that.  From  1949  to  1957,  prescription 
prices  rose  less  than  food  and  rent  or  than  "all  items” 
lumped  together.  The  profits  of  pharmaceutical  manufac- 
turers are  in  line  with  profits  in  other  industries,  and 
there  must  be  profits  to  cover  the  cost  of  developing  the 
unsuccessful  as  well  as  the  successful  product. 

The  entire  health  team  must  accept  as  its  personal  as- 
signment the  need  to  convey  the  value  of  today’s  medical 
care  to  the  public,  largely  through  personal  communication. 


Earngey:  Cost  of  Stay,  Not  Day 

W.  P.  Earngey,  Jr.,  Fort  Worth,  immediate  past  presi- 
dent of  Texas  Hospital  Association  and  administrator  of 
Harris  Hospital: 

The  cost  of  hospital  care  has  increased  because  of  many 
factors.  In  1946  hospital  costs  for  salaries  for  all  general 
hospitals  averaged  $4.98  per  patient  day;  by  1958  this 
cost  had  increased  244  per  cent  to  $18.13.  This  increase 
was  the  result  of  an  increase  in  the  amount  paid  per  worker 
and  an  increase  in  the  number  of  workers.  Fringe  benefits 
in  addition  to  salaries  also  have  increased.  Supplies  have 


Heading  the  group  down  the  stairs  of  the  Texas  Medi- 
cal Association's  headquarters  building  to  the  luncheon 
held  at  the  Conference  for  County  Medical  Society  Of- 
ficials, January  16,  are  Paul  Whiteman  (left),  orchestra 
leader  and  brother-in-law  of  Dr.  William  M.  Crawford  of 
Fort  Worth,  and  Congressman  Bruce  Alger,  Dallas.  Mr. 


Alger,  John  C.  Williamson  (upper  right),  Washington, 
D.  C.,  vice-chairman,  board  of  directors,  American  Thrift 
Assembly,  and  John  McKee  (lower  right),  Dallas,  re- 
gional civic  and  governmental  affairs  manager,  Ford 
Motor  Company,  were  speakers  at  the  conference. 
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Members  of  the  panel  discussing  "Achieving  Greater 
Understanding  of  Health  Care  Costs"  were  (left  to  right) 
L.  A.  Orsini,  New  York,  vice-chairman,  Health  Insurance 
Council;  Arthur  Kemp,  Ph.D.,  Chicago,  director,  Depart- 
ment of  Medical  Economics  Research  of  the  American 
Medical  Association;  Robert  J.  Ehlinger,  Philadelphia, 
manager  of  public  information.  Smith,  Kline  and  French 
Laboratories;  and  W.  P.  Earngey,  Jr.,  Fort  Worth,  ad- 
ministrator, Harris  Hospital,  and  immediate  past  presi- 
dent of  the  Texas  Hospital  Association. 


been  subject  to  the  inflationary  trend,  and  departmentaliza- 
tion to  assure  necessary  supporting  services  has  increased 
the  need  for  more  employees  per  patient  day  (1.48  em- 
ployees per  patient  day  in  1946  compared  with  2.18  in 
1958)  and  the  cost  of  "standby  services.” 

Perhaps  it  would  be  wise  to  look  at  the  cost  of  hospital 
care  per  patient  stay  rather  than  just  the  cost  per  patient 
day.  For  example,  it  has  been  estimated  that  it  is  ap- 
proximately 10  per  cent  less  expensive  for  a family  to  pay 
for  maternity  care  today  than  it  was  in  1930. 

The  average  person  today  tends  to  judge  the  cost  of 
hospital  care  by  the  number  of  dollars  he  must  pay  for 
prepayment  coverage.  This  is  affected  by  a variety  of  forces. 
For  example,  utilization  of  hospitals  is  affected  by  family 
income,  education,  and  urbanization. 

The  physician  also  has  an  effect  on  hospital  costs.  He 
can  help  control  cost  by  standardization  of  procedures,  sup- 
plies, and  equipment  and  careful  scheduling  of  elective 
admissions  to  use  ancillary  services  to  their  maximum. 


Kemp:  Medical  Cost  Small  Proportion 


factor  frequently  overlooked  is  the  relatively  small  impor- 
tance of  medical  care  (5.4  per  cent  in  the  entire  consumer 
price  index)  compared  with,  for  example,  28.7  per  cent  for 
food  and  32.7  per  cent  for  housing. 

In  the  past  20  years,  the  rise  in  weekly  earnings  for 
the  factory  worker  in  manufacturing  industries  has  more 
than  offset  the  rise  in  medical  care  prices,  as  well  as  prices 
in  general,  so  that  his  real  cost  is  less  today  than  20  years 
ago  except  for  hospital  rates.  Also,  whereas  the  worker  in 
1938  largely  financed  his  own  health  services,  today  at 
least  a part  of  the  financing  of  medical  care  costs  is  in- 
cluded in  employee  benefits  paid  by  employers  or  through 
union  funds. 


Alger:  Profession  Politically  Unsophisticated 

Bruce  Alger,  Dallas,  Congressman  from  Fifth  Texas  Dis- 
trict, "Can  Doctors  Be  Free  in  a Planned  Society?’’: 

Business  and  professional  groups  generally  have  demon- 
strated less  political  sophistication  than  some  of  the  labor 
groups,  which  have  urged  their  members  to  judge  a repre- 
sentative’s performance  not  on  one  issue,  but  by  his  votes 
on  a broad  range  of  questions  in  which  they  believe  they 
have  a long  range  interest. 

If  any  group  is  to  be  effective  in  shaping  the  legislation 
and  guiding  the  system  under  which  we  will  all  live,  it 
must  get  active  in  politics.  The  predicted  rosy  progress  of 
the  decade  will  be  made  only  in  a free  society.  A threat  to 
the  freedom  of  any  segment  of  our  society  is  a threat  to 
the  individual  liberty  of  each  one  of  us. 

We  are  faced  with  a so-called  liberal  Congress.  In  an 
election  year  these  forces  will  urge  legislation  that  has  a 
popular  appeal,  so  there  is  likely  to  be  pressure  for  legis- 
lation which  will  call  for  greater  and  greater  spending.  We 
still  are  in  the  midst  of  a cold  war.  Fiscal,  civil  rights,  and 
welfare  questions  face  us.  In  each  area  there  is  a choice. 
Doctors  can  help  make  those  choices,  which  either  will  help 
save  our  system  of  free  enterprise  or  will  lead  to  virtual 
slavery. 

(At  the  conclusion  of  Mr.  Alger’s  address  and  in  re- 
sponse to  several  queries  from  those  who  remained  to  speak 
to  him,  he  suggested  two  sources  of  information  on  the  vot- 
ing record  of  congressmen:  (1)  "Free  Citizens  Voting 
Record,  First  Session,  86th  Congress,”  Civic  Affairs  As- 
sociates, Inc.,  2612  P Street,  N.W.,  Washington  7,  D.  C.; 
(2)  "ADA  World,”  January,  I960,  issue,  Americans  for 
Democratic  Action,  1341  Connecticut  Avenue,  N.W.,  Wash- 
ington 6,  D.  C.,  $2  a year.  He  noted  that  the  first  reports 
from  a conservative  viewpoint,  the  second  from  a liberal 
viewpoint,  but  that  the  voting  records  are  essentially  in 
agreement. ) 


Arthur  Kemp',  Ph.D.,  Chicago,  director  of  Department  of 
Economic  Research,  American  Medical  Association: 

"Skyrocketing  medical  care  prices”  may  not  be  so  bad 
upon  close  examination.  Although  the  medical  care  price 
index  of  the  Bureau  of  Labor  Statistics  increased  more 
rapidly  in  the  decade  from  1948  to  1958  than  did  the  con- 
sumer price  index,  the  reverse  was  true  in  the  inflationary 
decade  preceding  1948.  The  total  rise  in  the  past  two  de- 
cades has  been  greater  for  the  consumer  price  index  and 
its  commodity  group  than  the  rise  in  the  medical  care 
index,  with  medical  care  less  hospital  rates  rising  less  than 
60  per  cent  as  much  as  commodities. 

Price  indexes,  furthermore,  fail  to  allow  for  quality 
changes.  For  example,  although  the  price  per  day  for  hos- 
pital rates  may  be  going  up,  the  average  hospital  stay  for 
a particular  disease  appears  to  be  decreasing.  Another 


Cooperation  with  Several  Groups, 

Opposition  to  Forand  Legislation 
Concern  Executive  Board 

Need  for  a carefully  evaluated  code  of  cooperation  be- 
tween medical  profession  and  press,  means  of  curtailing  ex- 
pansion of  federal  care  of  veterans  with  nonservice  con- 
nected disabilities,  continuing  opposition  to  "Forand-type” 
legislation,  and  coordination  of  efforts  in  the  mental  health, 
tuberculosis,  and  cancer  fields  were  among  the  items 
considered  in  a 2 hour  meeting  of  the  Executive  Board  of 
the  Texas  Medical  Association,  January  17  in  Austin.  This 
was  the  second  meeting  at  which  councils  presented  reports 
(Continued  on  page  135) 
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on  behalf  of  the  committees  assigned  to  them,  thus  stream- 
lining the  procedures  while  permitting  full  consideration 
and  debate  on  controversial  or  questionable  points. 

The  Council  on  Public  Relations  and  Public  Service 
for  some  time  has  been  advocating  adoption  of  a code  of 
cooperation  to  be  used  as  a guide  for  county  medical  so- 
cieties in  their  relations  among  physicians,  hospitals,  and 
the  various  communications  mediums.  The  council  reported 
considering  a revised  draft  of  such  a code  which  it  thought 
might  be  valuable  to  county  groups.  The  Board  of  Council- 
ors, reviewing  the  code  independently,  raised  questions 
about  certain  of  the  provisions  and  recommended  that  the 
present  draft  not  be  approved.  The  Executive  Board  upheld 
the  suggestions  of  the  Board  of  Councilors  but  informally 
advocated  that  the  public  relations  group  and  the  Councilors 
get  together  to  try  to  work  out  a code  which  would  be 
acceptable. 

Recommendations  of  the  Committee  on  Military  and 
Veterans  Affairs  that  it  be  authorized  to  obtain  data  on 
types  of  patients  in  Veterans  Administration  hospitals  and 
the  relationship  of  medical  schools  to  Veterans  Administra- 
tion hospitals  were  approved. 

The  Executive  Board  reiterated  its  opposition  to  Forand- 
type  legislation  and  recommended  that  physicians  be  active 
in  their  opposition  to  the  present  measure  before  Congress 
that  would  extend  medical  care  to  the  elderly  through  social 
security.  Recommendations  for  such  action  originated  in 
several  groups  reporting  to  the  board. 

Assistance  of  the  Association’s  Committee  on  Mental 
Health  in  evaluating  the  program  and  administrative  set-up 
of  the  state’s  mental  health  work  was  requested  by  the 
Legislative  Budget  Board.  Tuberculosis  clinics  available 
throughout  the  state  to  ease  the  burden  on  state  tuberculosis 
hospitals,  a project  of  the  Texas  Tuberculosis  Association, 
were  supported  by  the  Committee  on  Tuberculosis.  Reacti- 
vation of  the  Cancer  Coordinating  Council  with  representa- 
tion from  most  state  level  agencies  active  in  the  cancer 
field  was  recommended  by  the  Committee  on  Cancer.  The 
Executive  Board  approved  all  of  these  cooperative  en- 
deavors. 

Notes  on  certain  other  items  brought  before  the  Execu- 
tive Board  follow: 

President. — Dr.  F.  W.  Yeager,  Corpus  Christi,  President 
of  the  Association  and  presiding  officer  of  the  Executive 
Board,  commented  on  the  need  for  a better  plan  for  dis- 
seminating medical  news  to  the  public  and  for  opposition 
to  Forand-type  bills. 

Trustees. — The  Board  of  Trustees  reported  completion  of 
payments  on  the  headquarters  building  (the  replacement 
cost  of  which  is  estimated  at  $767,000)  and  the  availability 
of  more  dues  for  the  general  fund.  Also  commented  upon 
was  the  enthusiasm  of  the  Trustees  in  continuing  a contract 
for  printing  of  the  Texas  State  Journal  of  Medicine  with 
the  Stafford-Lowdon  Company  of  Fort  Worth,  which  has 
performed  this  service  since  1909  and  is  doing  the  printing 
at  a price  consistently  lower  than  has  been  bid  by  other 
printing  firms.  The  Trustees  stated  that  17  loans  of  $500 
each  have  been  made  to  medical  students  from  the  Dr. 
S.  E.  Thompson  Fund. 

Councilors. — In  addition  to  its  comments  about  a press 
code,  the  Board  of  Councilors  stated  that  a revision  of  the 
Constitution  and  By-Laws  relating  to  membership  has  been 
prepared  and  submitted  to  the  Council  on  Constitution  and 
By-Laws  for  study.  When  these  groups  have  come  to  an 
agreement,  the  amendments  will  be  placed  before  the 
House  of  Delegates.  Attention  was  called  to  the  "Digest 
of  Official  Actions,  1846-1958”  available  from  the  Ameri- 
can Medical  Association. 

Executive  Secretary. — A pleasing  response  to  the  first 
issue  of  TMA  Action,  the  Association’s  new  newsletter,  was 


reported  by  the  Executive  Secretary.  He  also  called  attention 
to  the  distribution  to  county  medical  society  officers  of 
packets  citing  the  availability  of  scientific  and  socioeconomic 
programs.  The  Library  staff  processed  3,200  reference  re- 
quests last  year  and  supplied  motion  picture  films  1,148 
times.  The  Physicians  Placement  Service  had  requests  for 
help  in  finding  locations  from  462  physicians.  Net  revenue 
from  Journal  advertising  increased  33  per  cent  over  a year 
ago  and  was  approximately  $114,000  for  1959,  the  second 
largest  source  of  revenue  for  the  Association,  exceeded  only 
by  membership  dues.  Technical  exhibits  at  the  annual  ses- 
sion, which  represent  the  third  largest  source  of  income, 
have  been  sold  out  for  I960  with  a waiting  list. 

Delegates  to  American  Medical  Association. — Resolutions 
introduced  by  Texas  delegates  at  the  American  Medical 
Association  clinical  session  in  December  figured  promi- 
nently in  deliberations,  the  delegation  reported.  In  the 
areas  of  special  interest  of  these  resolutions,  the  House 
strengthened  its  previous  expression  on  free  choice  by  stat- 
ing that  the  AMA  firmly  subscribes  to  freedom  of  choice  of 
physician  and  free  competition  among  physicians  as  being 
prerequisite  to  optimal  medical  care.  The  House  reaffirmed 
the  1951  guides  to  "Relationships  Between  Physicians  and 
Hospitals.”  It  approved  in  principle  the  conducting  of 
relative  value  studies  by  each  state  medical  association 
rather  than  a nationwide  study.  The  House  voted  not  to 
approve  a congressional  measure  that  would  institute  a fed- 
eral program  of  international  medical  research.  The  dele- 
gates also  recommended  to  the  Executive  Board  that  it  op- 
pose Forand-type  legislation. 

Annual  Session. — The  I960  annual  session,  set  for  Fort 
Worth  April  9-12,  is  in  the  final  planning  stages.  The 
chairman  of  the  Council  on  Annual  Session  called  atten- 
tion to  several  features  of  interest,  complimented  the  local 
Committee  on  General  Arrangements  for  its  work  to  as- 
sure a successful  meeting,  and  referred  to  plans  of  the 
Committees  on  Memorial  Services  and  Scientific  Exhibits. 
The  chairman  of  the  Committee  on  General  Arrangements 
was  invited  to  speak  briefly  and  mentioned  the  signing  of 
Les  Elgart  and  his  orchestra  and  other  entertainment  for 
rhe  President’s  Party  and  a variety  of  sports  activities  avail- 
able. 

Medical  Jurisprudence. — In  considering  proposed  legis- 
lation, the  Council  on  Medical  Jurisprudence  expressed  it- 
self as  in  agreement  with  the  motives  for  legislation  li- 
censing physical  therapists  but  unable  to  approve  the 
proposed  bill  because  it  probably  would  be  held  unconsti- 
tutional and  might  have  other  results  the  therapists  them- 
selves would  not  desire.  The  council  is  considering  the 
feasibility  of  introducing  legislation  to  exempt  physicians 
from  malpractice  claims  where  the  physicians  render  emer- 
gency medical  care.  The  council  joined  the  Committee  on 
Military  and  Veterans  Affairs  in  recommending  that  the 
committee  be  authorized  to  carry  on  an  educational  program 
among  physicians  relative  to  Veterans  Administration  hos- 
pital practices. 

Public  Relations. — Annual  session  publicity,  TMA  Action, 
Anson  Jones  award  entries,  and  other  items  were  reported 
as  having  been  considered  by  the  Council  on  Public  Rela- 
tions and  Public  Service.  The  council  concurred  in  the 
recommendations  of  the  Committee  on  Public  Health  that 
county  officials  should  be  encouraged  to  provide  funds  to 
defray  expenses  of  part  time  city  and  county  health  officers 
to  attend  orientation  courses,  that  county  societies  should 
urge  employees  of  nurseries  and  schools  to  be  screened  for 
tuberculosis  before  employment,  and  that  increased  use  of 
tetanus  toxoid  in  adults  as  well  as  children  should  be 
encouraged.  The  council  also  concurred  in  recommenda- 
tions from  the  Committee  on  Industrial  Health  that  the  oc- 
cupational health  programs  for  hospital  employees  be  sup- 
ported and  that  county  medical  societies  should  have  a 
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program  annually  on  occupational  health  problems  of  their 
area. 

A resolution  commending  Dr.  Ralph  E.  Gray  of  Freeport 
for  his  outstanding  activities  in  the  field  of  emergency  med- 
ical service  was  strongly  endorsed.  The  report  of  the  Com- 
mittee on  Emergency  Medical  Service  showed  it  to  be  con- 
tinuing its  activities.  Scheduled  for  presentation  at  the 
annual  session  is  a survey  of  medical  preparedness  by 
component  county  societies. 

The  Committee  on  Aging  has  forwarded  packets  on 
programs  for  the  aging  to  each  county  medical  society  and 
is  developing  other  ideas  on  aging  for  consideration  by  the 
county  societies. 

A statewide  Conference  on  Physicians  and  Schools  will 
be  held  in  Dallas,  April  4,  under  sponsorship  of  the  Com- 
mittee on  School  Health.  Subject  of  the  conference  will  be 
"Emotional  Growth  of  the  Child.”  This  committee  stressed 
again  the  control  of  tuberculosis  through  examination  of 
teachers  and  lunchroom  personnel  annually.  Because  the 
committee  considered  that  "the  Governor’s  Conference  on 
Children  and  Youth  reached  immature  conclusions  and 
recommendations  for  the  I960  White  House  Conference,” 
it  suggested  that  the  Committee  on  Mental  Health  review 
the  actions  of  this  conference.  The  Executive  Board  ap- 
proved this  recommendation  and  without  formal  action 
agreed  that  the  findings  of  the  committee  should  be  con- 
sidered and  if  appropriate  called  to  the  attention  of  the 
Governor. 

Medical  Education  and  Hospitals. — The  Council  on  Medi- 
cal Education  and  Hospitals  called  attention  to  the  existence 
of  the  Committee  to  Encourage  and  Assist  Hospitals  in 
Securing  Accreditation,  which  serves  as  a liaison  with 
hospitals  in  efforts  to  obtain  accreditation.  After  further 
consideration  of  the  Medical  Research  Foundation  of  Texas, 
which  previously  had  been  commended  by  the  council,  the 
council  recommended  that  the  Texas  Medical  Association 
"reaffirm  its  endorsement  of  the  accomplishments  and  pur- 
poses of  the  foundation  and  that  it  offer  the  services  of 
this  council  as  a medical  advisory  group  to  the  foundation.” 
The  Executive  Board  approved. 

The  council  endorsed  the  request  of  the  Committee  on 
Military  and  Veterans  Affairs  that  the  deans  of  the  Texas 
medical  schools  assist  his  committee  in  assembling  data 
concerning  the  relationships  of  medical  schools  and  Veterans 
Administration  hospitals. 

Scientific  Advancement. — -Reports  of  the  Committees  on 
Cancer,  Mental  Health,  and  Tuberculosis  and  action  on 
them  are  mentioned  in  the  introductory  paragraphs  of  this 
review.  The  Committee  on  Nuclear  Medicine  reported  plan- 
ning a symposium  on  "Biologic  Aspects  of  Fallout  and 
Radioactive  Waste  Disposal”  for  presenting  in  connection 
with  the  annual  session  April  9 in  Fort  Worth.  The  council 
had  heard  a report  from  the  Committee  on  Rehabilitation 
relative  to  the  proposed  licensing  of  physical  therapists  and 
had  requested  the  committee  to  restudy  the  measure  and 
refer  its  recommendations  to  the  Council  on  Medical  Juris- 
prudence. 


Fort  Worth  Reporter  Wins 
Anson  Jones  Award 

Blair  Justice  of  the  Fort  Worth  Star-Telegram  was  an- 
nounced January  16  as  the  first  place  winner  of  the  Anson 
Jones  Award,  which  the  Texas  Medical  Association  annual- 
ly gives  a newspaper  reporter  in  the  state  for  outstanding 
work  in  reporting  lay  medical  information.  The  award 
consists  of  $250  and  a bronze  plaque. 

Other  winners  include  Marjorie  Clapp  of  the  San  Antonio 


Light,  second  place,  who  will  receive  $100,  and  Mary  Tom 
Rasco  of  the  Amarillo  Daily  News  and  Globe  Times,  third 
place,  who  will  receive  $50.  John  Whiting  of  the  Marshall 
News  Messenger,  who  was  given  a special  award  for  com- 
munity service  reporting  a polio  inoculation  campaign.  He 
will  be  given  a bronze  plaque. 

Members  of  the  Association’s  Council  on  Public  Relations 
and  Public  Service  served  as  judges.  The  awards  are  pre- 
sented each  year  at  the  Association’s  annual  session. 

Nominees  for  the  award  this  year  included  Helen  Bul- 
lock, The  Dallas  Morning  News;  Mark  Deering,  El  Paso 
Times;  Harry  McCormick,  The  Dallas  Morning  News;  Seth 
Kantor,  Fort  Worth  Press;  Katharyn  Duff,  Abilene  Report- 
er News;  A1  Williams,  Austin  American-Statesman;  Lorraine 
Barnes,  Austin  American-Statesman;  Marj  Wightman,  Aus- 
tin American-Statesman;  T.  V.  Thompson,  Houston  Press; 
and  Tom  Thorpe,  Houston  Chronicle. 

Scientific  Program  To  Highlight 
1960  TMA  Annual  Session 

A scientific  program,  including  26  out-of-state  guest 
speakers  and  numerous  Texas  physicians,  will  be  the  main 
feature  of  the  I960  annual  session  of  the  Texas  Medical 
Association,  April  9-12,  in  Fort  Worth.  Section  and  special- 
ty society  presentations,  refresher  courses,  and  general 
meetings  will  provide  outlets  for  scientific  papers  and  dis- 
cussions. 

Also,  during  the  session  will  be  scientific  and  technical 
exhibits,  motion  pictures,  entertainment,  sports,  committee 
meetings,  meetings  of  the  House  of  Delegates,  Woman’s 
Auxiliary  activities,  alumni  banquets,  and  fraternity  parties, 
as  well  as  general  meeting  luncheons. 

Among  the  features  on  the  section  programs  will  be 
the  following:  Section  on  General  Practice — "Cone  Biopsy 
and  Cytologic  Smear  in  the  Management  of  Cervical  Car- 
cinoma,” Dr.  Ben  M.  Peckham,  Madison,  Wis.;  "Opera- 
tions for  Inguinal  Hernia,”  Dr.  Mark  M.  Ravitch,  Balti- 
more; Section  on  Internal  Medicine — "The  Present  Status 
of  Bone  Marrow  Transplantation,”  Dr.  William  Dameshek, 
Boston;  a panel  discussion  on  "Treatment  of  the  Leu- 
kemias”; Section  on  Surgery — "Carcinoma  of  the  Lung,” 
Dr.  O.  Theron  Clagett,  Rochester,  Minn.;  "The  Role  of 
the  Radiologist  in  the  Diagnosis  of  Cancer  of  the  Colon,” 
Dr.  Eugene  P.  Pendergrass,  Philadelphia;  Section  on  Radi- 
ology— "An  Improved  Method  for  the  Diagnosis  of  Soli- 
tary Pulmonary  Nodules,”  Dr.  L.  Henry  Garland,  San  Fran- 
cisco; a panel  discussion  on  "Carcinoma  of  the  Esophagus.” 

Other  presentations  of  special  significance  on  the  section 
programs  will  be  the  Section  on  Public  Health — "New  An- 
swers to  the  Problem  of  Chronic  Disability,”  Dr.  John  D. 
Porterfield,  Washington,  D.  C.;  Section  on  Pediatrics — 
"Understanding  the  Adolescent,”  Edward  O.  Harper,  Balti- 
more; Section  on  Pathology — "The  Importance  of  Cytol- 
ogy,” Dr.  James  W.  Reagan,  Cleveland,  Ohio;  Section  on 
Eye,  Ear,  Nose,  and  Throat — "New  Drugs  in  Ophthalmol- 
ogy,” Dr.  Peter  C.  Kronfeld,  Chicago;  "Cyclodiathermy," 
Dr.  Frank  H.  Constantine,  New  York;  "Functional  Hearing 
Loss,”  Dr.  Walter  P.  Work,  San  Francisco. 

Among  the  attractions  of  the  specialty  societies  will  be 
the  presentation  of  the  Army  Burn  Team  of  the  Brooke 
Army  Hospital  in  San  Antonio  by  the  Texas  Industrial 
Medical  Association,  Texas  Physical  Medicine  and  Rehabili- 
tation Society,  and  the  Texas  Traumatic  Surgical  Society; 
the  first  program  meeting  of  the  Texas  Otolaryngological 
Association,  which  with  the  Section  on  Eye,  Ear,  Nose,  and 
Throat  will  sponsor  a full  day  on  ear,  nose,  and  throat; 
and  a special  speaker  for  the  Texas  Diabetes  Association, 
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Dr.  George  F.  Cahill,  Jr.,  Boston,  and  for  the  Texas  Society 
of  Anesthesiologists,  Dr.  Louis  W.  Lewis,  Los  Angeles. 

Other  specialty  society  features  will  be  the  Texas  Air 
Medics  Association — "The  ABCs  of  Spatial  Vectorcardiog- 
raphy,” Dr.  Lewis  Gunther,  Los  Angeles;  Texas  Neuro- 
psychiatric Association — "Prolonged  Narcosis  in  Certain 
Psychosomatic  Disorders — A Preliminary  Report,”  Dr.  Ed- 
ward O.  Harper,  Cleveland,  Ohio;  "Studies  in  Parkinsonism, 
Graphic  Measurements  in  Tone,  Tremor,  and  Voices,”  Dr. 
Benjamin  Boshes,  Chicago;  Texas  Orthopedic  Association — 
"Post-Irridiation  Fractures  of  the  Neck  of  the  Femur,” 
Dr.  William  H.  Bickel,  Rochester,  Minn.;  Texas  Society 
of  Athletic  Team  Physicians — "Treatment  of  Musculoten- 
dinous Injuries  to  the  Athlete,”  Dr.  Don  H.  O’Donoghue, 
Oklahoma  City;  Texas  Society  of  Gastroenterologists  and 
Proctologists — "Current  Concepts  in  the  Management  of 
Diverticulosis  of  the  Colon,”  Dr.  Gordon  McHardy,  New 
Orleans;  and  the  Conference  of  City  and  County  Health 
Officers — "Medical  Implications  of  Health  Hazards  in  Our 
Environment,”  Dr.  John  D.  Porterfield,  Washington,  D.  C. 

The  Texas  Dermatological  Society  will  include  "Immuno- 
logic Aspects  of  Fungous  Diseases,”  by  Dr.  J.  Walter 
Wilson  of  Los  Angeles.  Also  meeting  at  the  annual  session 
will  be  the  Texas  Society  of  Plastic  Surgeons  and  the  Texas 
Chapter  of  the  American  College  of  Chest  Physicians. 

Entertainment-  Includes  Elgart  Orchestra 

Les  Elgart  and  His  Orchestra  have  been  signed  for  the 
President’s  Party  on  Tuesday  evening  of  the  annual  session. 
The  party,  to  include  dinner,  dancing,  and  floor  show  type 
entertainment,  will  be  held  at  Ridglea  Country  Club.  In 
addition  to  the  Elgart  music,  Curly  Broyles  and  his  Basin 
Street  Paraders,  and  the  Pitch  Pirates  quartet,  will  assure 
a full  evening  of  fun. 

Exhibits  to  Be  High  Point 

For  the  second  year,  members  of  the  Association  will 
be  invited  to  express  their  preferences  in  a popularity  poll 
to  be  conducted  for  the  scientific  exhibits.  Already  lined  up 
is  a full  slate  of  exhibits  including  such  subjects  as  arterial 
surgery,  bronchogenic  carcinoma,  and  radiation  injury.  The 
scientific  exhibits  will  have  a full  building  to  themselves — 
the  Exhibit  Hall  across  the  street  from  the  Hotel  Texas. 

Motion  pictures  will  supplement  the  general  meeting 
programs,  being  shown  simultaneously  in  a room  not  far 
away  and  including  topics  to  round  out  the  general  meeting 
subjects. 

Technical  exhibits  to  the  full  extent  of  available  space 
will  bring  to  Texas  doctors  many  of  the  latest  products  to 
help  them  in  their  practice. 

Sports  Events  on  Tuesday 

An  array  of  sports  events  has  been  planned  Tuesday 
afternoon,  in  addition  to  the  scientific  program.  Among 
these  are  handball,  sailing,  boating,  tennis,  and  skeet  shoot- 
ing. For  further  information  on  the  sports,  those  interested 
may  write  Dr.  Dolphus  E.  Compere,  1415  Pennsylvania 
Ave.,  Fort  Worth,  for  all  sports  except  golf,  and  Dr.  O.  P. 
Griffin,  1101  Medical  Arts  Building,  Fort  Worth,  for  golf. 

Hot-els  Accepting  Reservations 

Hotel  and  motels  in  Fort  Worth  are  now  accepting 
reservations  for  the  annual  session.  A list  of  hotels  and 
motels  with  a mailing  card  can  be  found  on  the  inserted 
page  opposite  page  134.  Requests  for  accommodations 
should  be  sent  to  the  motel  or  hotel  of  choice,  together 
with  an  indication  of  arrival  and  departure  times,  type  of 


facility  desired,  and  persons  who  will  occupy  the  room 
and  their  position  in  relation  to  the  Association  or  session. 
Designation  of  alternate  choices  will  speed  reservations 
should  substitution  be  necessary. 


Constitutional  Amendments  for  Action 

Constitutional  amendments  relating  to  fee  schedules, 
making  of  contracts,  and  citizenship  as  a prerequisite  for 
membership  will  be  before  the  House  of  Delegates  when 
the  Texas  Medical  Association  convenes  in  Fort  Worth 
in  April. 

A resolution  presented  in  1959  by  Tarrant  County  Medi- 
cal Society  carried  the  following  "resolved”: 

"Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  shall  amend  the  By-Laws  of  that  As- 
sociation by  inserting  as  an  additional  sentence  at  the  end 
of  Chapter  VI,  Section  1 : 'No  official  action  shall  be  taken 
by  the  Texas  Medical  Association  establishing  any  sched- 
ule of  fees  for  the  medical,  surgical,  and  special  services 
of  its  members’;  be  it  further 

"Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  add  the  same  statement  as  an  amend- 
ment to  the  Constitution  of  the  Texas  Medical  Association, 
to  be  inserted  as  an  addition  at  the  end  of  Article  I, 
Section  2.”  (See  June,  1959,  Journal,  page  537.) 

The  amendment  to  the  By-Laws  was  approved  by  the 
House,  but  the  amendment  to  the  Constitution  had  to  lay 
over  a year  and  will  be  ready  for  action  in  Fort  Worth. 
It  was  referred  to  the  Board  of  Councilors. 

The  Brazoria  County  Medical  Society  offered  a resolu- 
tion last  year  to 

"Amend  the  Constitution  of  the  Texas  Medical  Associa- 
tion as  follows:  Article  I,  Section  2,  add  'The  Association 
shall  not  have  the  right  to  enter  into  a contract  with  any 
person,  firm,  or  agency  of  any  kind  with  respect  to  the 
practice  of  medicine,  or  fees  for  such  practice.’  ” ( See  June, 
1959,  Journal,  page  534.) 

A resolution  of  similar  intent  but  requesting  an  amend- 
ment to  the  By-Laws  (without  specifying  where  in  the 
By-Laws  such  provision  should  be  inserted)  was  approved 
by  the  House.  The  constitutional  amendment  was  referred 
to  the  Board  of  Councilors  and  can  be  voted  upon  finally 
this  year. 

In  1958  Hidalgo-Starr  Counties  Medical  Society  intro- 
duced a resolution  with  the  following  "resolved”: 

"Resolved:  First,  that  the  Hidalgo-Starr  Counties  Medical 
Society  go  on  record  favoring  a requirement  that  American 
citizenship  be  required  of  applicants  for  eligibility  for 
membership  in  the  Texas  Medical  Association;  and 

"Second,  that  the  delegate  from  Hidalgo-Starr  Counties 
Medical  Society  be  directed  to  present  this  resolution  to 
the  House  of  Delegates  at  the  next  annual  meeting  of 
the  Texas  Medical  Association.”  (See  June,  1959,  Journal, 
page  493.) 

This  resolution  was  referred  to  the  Council  on  Consti- 
tution and  By-Laws,  which  reported  back  to  the  House  in 
1959  without  recommendation.  The  resolution  was  referred 
to  the  Board  of  Councilors  as  a reference  committee.  The 
Board  of  Councilors  in  its  report  stated  that  as  a reference 
committee  it  "recommends  approval  of  the  principle  of 
the  resolution  presented  by  the  Hidalgo-Starr  Counties 
Medical  Society  and  recommends  that  this  resolution  be 
referred  to  the  Board  of  Councilors  for  further  study  of 
the  legal  aspects  involved;  and  that  the  Board  present  it 
to  the  House  of  Delegates  at  the  next  regular  session  for 
action  as  a constitutional  change.”  The  reference  committee 
report  was  accepted,  and  the  subject  will  be  before  the 
House  of  Delegates  again  this  year. 
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^ County  Societies 


County  Society  Officers 

The  following  is  a partial  list  of  county  medical  society 
officers  who  have  been  elected  for  the  year  I960: 

Andrews-Ector-Midland. — Dr.  Ralph  G.  Greenlee,  Mid- 
land, president-elect;  Dr.  John  H.  Bryan,  Odessa,  secretary; 
Dr.  Edwin  T.  Driscoll,  Midland,  and  Dr.  George  W.  Hor- 
ton, Odessa,  delegates.  Dr.  John  E.  Bauman  of  Odessa  be- 
came president. 

Armstrong-Donley-Childress-Collingsworth-Hall - Wheeler. 
— Dr.  Robert  C.  Butler,  Childress,  president;  Dr.  Jack  F. 
Fox,  Childress,  vice-president;  and  Dr.  J.  J.  Westenburg, 
Childress,  secretary-treasurer;  Dr.  James  A.  Odom,  Mem- 
phis, delegate. 

Bee-Live  Oak-M.cM.ullen. — Dr.  Tom  B.  Reagan,  Beeville, 
president;  Dr.  E.  W.  Muecke,  Three  Rivers,  vice-president; 
Dr.  Ernest  E.  Miller,  Beeville,  secretary-treasurer;  and  Dr. 
Muecke,  delegate. 

Bell. — Dr.  N.  C.  Hightower,  president-elect  and  secretary- 
treasurer;  Dr.  E.  W.  Keil,  vice-president;  Dr.  John  W. 
Padgett,  and  Dr.  R.  A.  Murray,  delegates;  all  of  Temple. 
Dr.  J.  H.  Greenwood,  Temple,  became  president. 

Bosque-Hamilton. — Dr.  Frank  Gomez,  Evant,  president- 
elect; Dr.  S.  L.  Witcher,  Clifton,  vice-president;  Dr.  W.  F. 
Key,  Clifton,  secretary-treasurer;  Dr.  V.  D.  Goodall,  Clif- 
ton, delegate.  Dr.  W.  T.  Holder,  Clifton,  assumed  his 
duties  as  president. 

Cameron-Willacy. — Dr.  David  Flory,  Harlingen,  presi- 
dent-elect; Dr.  Jack  Miller,  Brownsville,  vice-president;  Dr. 
Liston  Beazley,  Harlingen,  secretary-treasurer;  Dr.  Hunter 
Scales,  San  Benito,  and  Dr.  Dudley  Lancaster,  Harlingen, 
delegates. 

Collin. — Dr.  Erwin  G.  Pink,  Frisco,  president;  Dr.  Mack 
M.  Hill,  McKinney,  vice-president;  Dr.  Tom  E.  Linstrum, 
McKinney,  secretary. 

Comal. — Dr.  Stanley  M.  Woodward,  president;  Dr.  Fred 
Frueholz,  Jr.,  vice-president;  Dr.  Donald  S.  Kennady,  sec- 
retary-treasurer; Dr.  Arthur  Bergfeld,  delegate,  all  of  New 
Braunfels. 

Crane-U  pton-Reagan. — Dr.  J.  L.  Wright,  Jr.,  Big  Lake, 
president;  Dr.  B.  J.  Maynard,  Crane,  vice-president;  Dr. 
John  E.  Terry,  Crane,  secretary-treasurer;  Dr.  Wright,  dele- 
gate. 

Dallam-Hartley-Sherman-Moore. — Dr.  William  V.  Coven- 
try, Dumas,  president;  Dr.  Roscoe  A.  Gutekunst,  Dalhart, 
vice-president;  Dr.  Byron  W.  Wright,  Dumas,  secretary- 
treasurer;  Dr.  Duane  W.  Meredith,  Dumas,  delegate. 

Dallas. — Dr.  Felix  L.  Butte,  president-elect;  Dr.  John  S. 
Minnett,  vice-president;  Dr.  Willard  C.  Sellman,  Jr.,  secre- 
tary; Dr.  George  N.  Aldredge,  Jr.,  treasurer;  Dr.  Guy  T. 
Denton,  Jr.,  Dr.  Ridings  E.  Lee,  Dr.  David  W.  Carter,  Jr., 
Dr.  Frank  H.  Kidd,  Jr.,  Dr.  George  M.  Jones,  Dr.  Oscar 
Marchman,  Jr.,  Dr.  Barton  E.  Park,  Dr.  George  V.  Launey, 
Dr.  John  S.  Chapman,  Dr.  Arnott  DeLange,  Dr.  Glenn  D. 
Carlson,  and  Dr.  Charles  M.  Cole,  delegates;  all  of  Dallas. 
Dr.  Lester  H.  Quinn,  Dallas,  assumed  the  duties  of  the 
presidency. 

Eastland-Callahan-Stephens-Shackelford -Throckmorton. — 
Dr.  M.  A.  Treadwell,  president;  Dr.  E.  R.  Townsend,  vice- 
president;  Dr.  Jim  Whittington,  secretary;  Dr.  Whittington, 
delegate;  all  of  Eastland. 

El  Paso. — Dr.  Louis  W.  Breck,  president-elect;  Dr.  Jes- 
son  L.  Stowe,  vice-president;  Dr.  O.  G.  Zacharias,  treasurer; 
Dr.  Bradford  Hardie,  secretary;  Dr.  E.  S.  Crossett,  secretary- 
treasurer;  all  of  El  Paso.  Dr.  Delphin  von  Briesen  of  El 
Paso  became  president. 


Falls. — Dr.  Roy  Giles,  president;  Dr.  Domingo  Useda, 
vice-president;  Dr.  Howard  L.  Smith,  secretary-treasurer; 
Dr.  Howard  O.  Smith,  delegate;  all  of  Marlin. 

Freestone. — Dr.  Joe  D.  Crossno,  Fairfield,  president-elect; 
Dr.  Jack  R.  Cox,  Teague,  vice-president;  Dr.  John  H. 
Keller,  Jr.,  Fairfield,  secretary-treasurer;  Dr.  Keller,  dele- 
gate. Dr.  Maurice  Gage,  Teague,  became  president. 

Galveston. — Dr.  Weldon  G.  Kolb,  La  Marque,  president- 
elect; Dr.  Andrew  J.  Magliolo,  Dickinson,  vice-president; 
Dr.  Harry  K.  Davis,  League,  secretary-treasurer;  Dr.  Wil- 
liam T.  Anderson,  LaMarque;  Dr.  Joseph  Magliolo,  Dick- 
inson, and  Dr.  Edward  J.  Lefeber,  Galveston,  delegates.  Dr. 
E.  Sinks  McLarty  of  Galveston  became  president. 

Hardeman-Cottle-F oard-Motley . — Dr.  Clarence  C.  Pate, 
Paducah,  president;  Dr.  Albert  C.  Traweek,  Jr.,  Matador, 
vice-president;  Dr.  John  F.  Hughes,  secretary-treasurer;  Dr. 
Walter  A.  Brooks,  Quanah,  delegate. 

Hardin-Tyler. — Dr.  Sam  P.  Copeland,  Silsbee,  president; 
Dr.  James  L.  Spidle,  Sour  Lake,  vice-president;  Dr.  George 

D.  Tennison,  Silsbee,  secretary-treasurer;  Dr.  L.  Gayle  Bur- 
ton, Woodville,  delegate. 

Harris. — Dr.  Robert  K.  Blair,  president-elect;  Dr.  Jasper 
H.  Arnold,  vice-president;  Dr.  Charles  W.  Klanke,  secre- 
tary; Dr.  Lester  Karotkin,  treasurer;  Dr.  Thomas  J.  Van- 
zant,  Dr.  Thomas  P.  Kennedy,  Dr.  Howard  T.  Barkley,  Dr. 
William  F.  Renfrow,  Dr.  J.  Griffin  Heard,  Dr.  Thomas  L. 
Royce,  Dr.  Charles  D.  Reece,  Dr.  William  E.  Sharp,  Dr. 
Sylvester  W.  Thorn,  Dr.  Wendell  H.  Hamrick,  Dr.  George 
W.  Waldron,  Dr.  C.  Forrest  Jorns,  Dr.  J.  Stanley  Oliver, 
and  Dr.  Bill  Robins,  delegates;  all  of  Houston.  Dr.  Wendell 
H.  Hamrick,  Houston,  became  president  of  the  society. 

Hill. — Dr.  J.  M.  Buie,  Whitney,  president;  Dr.  J.  E. 
Latham,  Bridgeport,  vice-president;  Dr.  Charles  A.  Garrett, 
Hillsboro,  secretary-treasurer;  and  Dr.  Dick  K.  Cason,  Hills- 
boro, delegate. 

Jefferson. — Dr.  William  H.  Brandau,  Beaumont,  presi- 
dent-elect; Dr.  Houston  F.  Byrd,  Port  Neches,  vice-president; 
Dr.  G.  R.  Solis,  Port  Arthur,  secretary-treasurer;  Dr.  Paul 
R.  Meyer,  Port  Arthur;  Dr.  James  B.  Ivers,  Beaumont;  and 
Dr.  John  M.  White,  Jr.,  Port  Arthur,  delegates.  Dr.  Louian 
C.  Carter  of  Port  Arthur  took  over  the  duties  of  president. 
Johnson. — Dr.  H.  H.  Filardi,  Cleburne,  president;  Dr. 

E.  L.  Clark,  Cleburne,  vice-president;  Dr.  C.  D.  Hamilton, 
Jr.,  Cleburne,  secretary;  Dr.  J.  F.  Peters,  Alvarado,  delegate. 

Lamb-Bailey-Hockley-Cochran. — Dr.  A.  L.  Walsh,  Level- 
land,  president;  Dr.  D.  J.  Stafford,  Littlefield,  vice-president; 
Dr.  E.  D.  Barnes,  Levelland,  secretary-treasurer;  Dr.  William 
C.  Nowlin,  Littlefield,  delegate. 

Lampasas-Burnet-Llano. — Dr.  Ralph  E.  Gardner,  Bertram, 
president-elect  and  vice-president;  Dr.  Donald  W.  Carroll, 
Lampasas,  secretary;  and  Dr.  Ray  L.  Shepperd,  Burnet,  dele- 
gate. Dr.  Billy  B.  Ozier,  Burnet,  became  president. 

Lavaca. — Dr.  Robert  W.  Williams,  Shiner,  president;  Dr. 
Emil  H.  Marek,  Yoakum,  vice-president;  Dr.  Robert  J. 
Wagner,  Shiner,  secretary-treasurer;  Dr.  Herman  W.  Gaddis, 
Hallettsville,  delegate. 

Liberty-Chambers. — Dr.  Thomas  L.  Fahring,  Anahuac, 
president;  Dr.  Frank  S.  Griffin,  Liberty,  vice-president;  Dr. 
Charles  W.  Castle,  Liberty,  secretary-treasurer;  Dr.  Fahring, 
delegate. 

Medina-Uvaide-Maverick-Val  V erde-Edwards-Real-Kinney- 
Terrell-Zavala. — Dr.  John  C.  Spencer,  Crystal  City,  presi- 
dent; Dr.  C.  R.  Sutton,  Uvalde,  vice-president;  Dr.  Sterling 
H.  Fly,  Jr.,  Uvalde,  secretary-treasurer;  Dr.  Dean  P.  Dim- 
mitt,  Uvalde,  delegate. 

Nacogdoches. — Dr.  Matthew  J.  Buchele,  San  Augustine, 
president;  Dr.  Thomas  J.  Pennington,  Nacogdoches,  vice- 
president;  Dr.  Eugene  S.  Rogers,  Nacogdoches,  secretary- 
treasurer;  Dr.  J.  Frank  Beall,  Nacogdoches,  delegate. 

Nueces. — Dr.  Walter  C Brown,  president-elect;  Dr.  Jack 

F.  McKemie,  vice-president;  Dr.  Helen  H.  Woods,  secretary; 
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Dr.  James  G.  Gabbard,  treasurer;  Dr.  Fred  H.  Hart- 
wick,  Dr.  Walter  T.  Davis,  and  Dr.  Hugh  A.  Kennedy, 
delegates;  all  of  Corpus  Christi.  Dr.  James  R.  Riley  of 
Corpus  Christi  became  president. 

Orange. — Dr.  Robert  F.  Minkus,  president;  Dr.  Robert 
A.  Ingram,  vice-president;  Dr.  Oscar  R.  Griffin,  secretary- 
treasurer;  Dr.  R.  E.  Allen,  delegate;  all  of  Orange. 

Pecos -Jeff  Davis-Presidio-Brewster. — Dr.  V.  Alan  Sher- 
rod, Iraan,  president-elect;  Dr.  John  C.  Hundley,  Fort 
Stockton,  vice-president;  Dr.  William  E.  Lockhart,  Jr.,  Al- 
pine, secretary;  Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton, 
treasurer;  Dr.  D.  J.  Sibley,  Fort  Stockton,  delegate.  Dr. 
George  A.  Hoffman  of  Fort  Stockton  became  president. 

Potter-Randall. — Dr.  J.  Victor  Ellis,  president-elect;  Dr. 
Howard  M.  Bordelon,  vice-president;  Dr.  Tom  W.  Duke, 
secretary-treasurer;  Dr.  Charles  B.  Sadler  and  Dr.  William 
Klingensmith,  delegates;  all  of  Amarillo.  Dr.  H.  Fred 
Johnson  of  Amarillo  became  president. 

Rusk. — Dr.  M.  T.  Braswell,  president-elect;  Dr.  A.  S. 
Wolfe,  vice-president;  Dr.  Martin  C.  Scaff,  secretary;  Dr. 
Lloyd  Deason,  delegate;  all  of  Henderson.  Dr.  C.  L.  Mc- 
Shan,  Henderson,  became  president. 

San  Patricio-Aransas-Refugio. — Dr.  William  A.  Guynes, 
Mathis,  president-elect;  Dr.  F.  S.  Ewing,  Sinton,  secretary- 
treasurer;  Dr.  C.  A.  Selby,  Sinton,  delegate.  Dr.  Charles  H. 
Simpson,  Sinton,  took  over  the  duties  as  president. 

Tarrant. — Dr.  C.  P.  Hawkins,  president-elect;  Dr.  Hol- 
land T.  Jackson,  vice-president;  Dr.  Emory  Davenport, 
secretary-treasurer,  all  of  Fort  Worth.  Dr.  Walter  B.  West, 
Fort  Worth,  was  installed  as  president. 

Travis. — Dr.  Morris  D.  McCauley,  president-elect;  Dr. 
Ruth  M.  Bain,  secretary-treasurer;  Dr.  E.  K.  Blewett,  Dr. 

F.  C.  Lowry,  and  Dr.  Benjamin  M.  Primer,  delegates;  all 
of  Austin.  Dr.  Charles  B.  Dildy  of  Austin  will  become  pres- 
ident when  the  other  officers  for  I960  take  office  May  1. 

1 V ashington-Burleson. — Dr.  Charles  E.  Southern,  Bren- 
ham,  president;  Dr.  Thomas  H.  Giddings,  Brenham,  vice- 
president;  Dr.  Robert  L.  Schoenvogel,  Brenham,  secretary- 
treasurer;  Dr.  George  V.  Pazdral,  Somerville,  delegate. 

Webb-Zapata-Jim  Hogg. — Dr.  James  S.  Reitman,  presi- 
dent; Dr.  S.  H.  Graham,  Jr.,  vice-president;  Dr.  Leonides 

G.  Cigarroa,  secretary-treasurer;  Dr.  Joaquin  G.  Cigarroa, 
Jr.,  delegate;  all  of  Laredo. 

Wharton-] ackson-Matagorda-F  ort  Bend. — Dr.  J.  R.  Saw- 
yers, Edna,  president-elect;  Dr.  Isaac  Kleinman,  Rosenberg, 
secretary;  Dr.  Granville  E.  Horton,  Wharton,  delegate.  Dr. 
Franz  E.  Amman  of  Rosenberg  became  president. 


County  Society  Briefs 

The  first  issue  of  the  Harris  County  Society  Bulletin  in 
magazine  format  was  distributed  in  January.  Dr.  William 
M.  Sherrill  of  Houston  is  editing  the  bulletin,  with  the  as- 
sistance of  an  editorial  committee. 

The  new  officers  of  the  Bexar  County  Society  were  for- 
mally installed  January  12  in  San  Antonio.  Dr.  Stanley 
Olson,  dean  of  the  Baylor  University  College  of  Medicine 
at  Houston,  was  the  guest  speaker  for  the  occasion.  His 
subject  was  "Modern  Medical  Education.” 

Featured  on  the  January  program  of  the  Potter-Randall 
Counties  Society  was  Dr.  James  V.  Warren,  professor  of 
medicine  and  chairman  of  the  Department  of  Internal 
Medicine  at  the  University  of  Texas  Medical  Branch  in 
Galveston.  He  spoke  on  "Fits  and  Faints.” 

At  the  January  meeting  of  the  Dallas  County  Society, 
Claude  Robinson,  Ph.D.,  Princeton,  N.  J.,  chairman  of  the 
board  of  Opinion  Research  Corporation,  spoke  on  "The 
Political  Challenge  to  Medicine.” 


The  Tom  Green-Eight  County  Society  met  January  4 in 
San  Angelo.  In  response  to  a question  before  the  Associa- 
tion’s House  of  Delegates,  an  opinion  was  given  that  a 
doctor  should  be  a citizen  of  the  United  States  before  be- 
coming a member  of  the  Texas  Medical  Association. 

It  was  requested  that  death  certificates  be  typed  in  the 
future  so  that  they  can  be  easily  reproduced. 

A motion  ^passed  concerning  the  establishment  of  an 
Explorer  Scout  post  which  would  serve  as  an  information 
center  to  boys  above  14  years  of  age  who  desire  information 
concerning  medicine  as  a future  profession.  A sponsor  was 
designated  for  the  project  who  will  get  in  touch  with 
individual  members  of  the  society  for  their  services  when 
a group  of  boys  desire  advice  in  the  field. 

The  emergency  hospital  equipment  the  society  is  storing 
at  present  was  discussed.  It  was  suggested  that  the  doctors 
could  obtain  experience  in  setting  up  an  emergency  hos- 
pital of  this  type  by  ordering  a hospital  for  practice  pur- 
poses, and  the  society  voted  to  hold  such  a practice  session. 

Millard  Heath,  executive  secretary  of  the  Dallas  County 
Society,  presently  is  working  part  time  with  the  American 
Medical  Association’s  field  staff  on  an  educational  program 
on  Forand-type  legislation. 

The  San  Patricio-Aransas-Refugio  Counties  Society  held 
a business  meeting  December  9 in  Sinton.  A number  of 
changes  in  the  constitution  of  the  society  were  announced, 
in  addition  to  the  election  of  officers. 

Members  of  the  society  and  their  wives  heard  Dr.  R. 
Mayo  Tenery  of  Waxahachie  speak  on  "Medical  Ethics 
and  Medical  Etiquette”  at  their  meeting  February  3,  in 
Sinton. 

The  Dallas  County  Society  met  February  9 in  Dallas  to 
hear  a scientific  program  on  "Surgery  in  Infants  and  Chil- 
dren," which  included  presentations  by  Dr.  George  W. 
Dorman,  Dallas,  "Intestinal  Obstruction  in  Young  In- 
fants,” and  Dr.  Theodore  P.  Votteler,  Dallas,  "Bilateral 
Inguinal  Hernia  Repair  in  Children.”  Dr.  J.  Warner 
Duckett,  Dallas,  led  a discussion. 


'fr  District  Societies 


Ninth  District  Society 
To  Heor  Dr.  May  Owen 

Dr.  May  Owen  of  Fort  Worth,  President-Elect  of  the 
Texas  Medical  Association,  will  make  a luncheon  address 
when  the  Ninth  District  Medical  Society  holds  its  tenth 
annual  meeting  March  17  at  the  Brenham  Golf  Club. 

The  meeting  will  begin  with  8:30  a.m.  registration.  Dr. 
C.  E.  Southern,  president  of  the  Washington-Burleson 
Counties  Medical  Society,  will  make  the  welcome  address. 

Scientific  program  speakers  will  include  Dr.  T.  H.  Gid- 
dings, Brenham;  and  Drs.  Marvin  E.  Chernosky,  Ben  T. 
Withers,  Raymond  D.  Pruitt,  John  L.  Perry,  Herman  L. 
Gardner,  Joe  W.  King,  James  Stuart  Boren,  and  Marshall 
G.  Henry,  all  of  Houston. 

Second  District  Society  Symposium 

The  Second  District  Medical  Society  will  hold  a "Sym- 
posium on  the  Newer  Concepts  in  Management  of  the 
Surgical  Patient,”  March  6 at  1 p.m.  at  the  Scharbauer 
Hotel  in  Midland.  Participating  on  the  program  will  be 
Dr.  Mavis  P.  Kelsey,  Dr.  William  D.  Seybold,  and  Dr. 
Eugene  L.  Slataper,  all  of  Houston. 
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DR.  HAL  C.  DOUGLASS 


DR.  GLYNNE  BROWN 

Dr.  Glynne  Brown,  Tyler  general  practitioner,  died  in 
that  city  on  January  19,  I960,  after  a long  illness. 

Born  in  Benton  County,  Miss.,  on  December  19,  1901, 
Dr.  Brown  was  the  son  of  Lee  W.  and  Susie  (Collier) 
Brown.  After  graduation  from  Potts  Camp  High  School,  he 
received  a bachelor  of  science  degree  from  the  University 
of  Mississippi,  Oxford.  He  received  his  medical  degree  in 
1925  from  the  University  of  Virginia,  Charlottesville. 

Dr.  Brown  served  his  internship  at  Macon  City  Hospital, 
Macon  City,  Ga.,  and  his  residency  at  St.  Louis  and  South- 
western Hospital,  Texarkana,  Ark.  He  began  his  Tyler 
practice  in  1929,  also  serving  on  the  staffs  of  Mother 
Frances  and  Medical  Center  Hospitals. 

The  physician  was  a member  of  the  American  Medical 
Association,  Texas  Medical  Association,  Southern  Medical 
Association,  and  Smith  County  Medical  Society.  He  served 
as  president  of  the  latter  group,  and  he  twice  served  as 
president  of  the  staff  of  Mother  Frances  Hospital,  Tyler. 


Dr.  Hal  C.  Douglass,  general  surgeon,  of  Fort  Worth, 
died  November  7 in  Fort  Worth  of  a heart  attack. 

Born  in  Russellville,  Ala.,  November  19,  1899,  Dr. 
Douglass  attended  the  University  of  Alabama  and  the  Medi- 
cal College  of  the  University  of  Alabama,  and  was  gradu- 
ated from  Tulane  University  School  of  Medicine,  New 
Orleans,  in  1923.  He  interned  at  the  Charity  Hospital  in 
New  Orleans,  and  did  postgraduate  work  at  the  University 
of  Pennsylvania,  Philadelphia.  Dr.  Douglass  served  as  coun- 
ty health  officer  and  field  agent  for  the  United  States  Public 
Health  Service  in  Franklin  County,  Ala.,  soon  after  his 
graduation  from  medical  school.  During  his  career  as 
surgeon,  he  practiced  in  Mercedes,  Monahans,  Seagraves, 
and  Fort  Worth.  Entering  military  service  in  1942,  Dr. 
Douglass  was  a captain  in  the  Army  Medical  Corps  for 
about  a year. 


DR.  GLYNNE  BROWN 

Dr.  Brown  was  a member  and  elder  emeritus  of  the 
First  Christian  Church  of  his  city.  He  was  a breeder  of 
registered  Hereford  cattle. 

Surviving  the  physician  are  his  wife,  the  former  Miss 
Evelyn  Calvert  Via,  whom  he  married  in  Charlottesville, 
Va.,  on  September  21,  1927;  three  daughters,  Mrs.  Evelyn 
Ann  Squyres  of  Tyler,  Mrs.  Loyce  Collenback  of  San  An- 
tonio, and  Mrs.  Joyce  Wiley  of  Asuncion,  Paraguay;  and 
six  grandchildren. 


An  obituary  ordinarily  will  not  be  published  more  than 
four  months  after  date  of  death.  Cooperation  in  reporting 
deaths  of  physicians  and  in  furnishing  appropriate  biograph- 
ical material  promptly  is  solicited. 


DR.  HAL  C.  DOUGLASS 

Among  the  organizations  of  which  Dr.  Douglass  was 
a member  were  the  Texas  Medical  Association,  Tarrant 
County  Medical  Society,  American  Medical  Association, 
Thirteenth  District  Medical  Society,  and  the  Association  of 
Military  Surgeons.  He  also  had  held  membership  in  the 
Hidalgo  and  Dawson-Lynn-Terry-Gaines-Yoakum  Counties 
Medical  Societies.  In  1958  Dr.  Douglass  was  elected  to 
inactive  membership  in  the  Texas  Medical  Association. 

Survivors  include  his  wife,  Mrs.  Hal  C.  Douglass,  Fort 
Worth;  a daughter,  Mrs.  Don  Dow,  Midland;  and  a son, 
Dr.  Hal  C.  Douglass,  Jr.,  Houston. 

DR.  ROBERT  W.  MAGINOT 

Dr.  Robert  Wendell  Maginot,  Houston,  died  at  his  home 
in  that  city  on  January  16,  I960. 

Son  of  San  Angelo  wool  buyer  Henry  W.  Maginot  and 
Esther  Julia  (Mayer)  Maginot,  Dr.  Maginot  was  born  in 
Boston,  Mass.,  on  October  23,  1922.  He  attended  San 
Angelo  schools  and  later  San  Angelo  Junior  College.  At 
first  interested  in  journalism,  he  was  editor  of  the  first 
issue  of  the  college  yearbook,  "The  Rambouillet,”  in  1941, 
and  he  contributed  numerous  photographs  to  the  college 
publications. 
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Finding  himself  increasingly  interested  in  medicine,  Dr. 
Maginot  received  a bachelor  of  arts  degree  from  the  Uni- 
versity of  Texas  in  1944  and  a medical  degree  from  Baylor 
University  College  of  Medicine  in  1949.  He  interned  at 
John  Sealy  Hospital,  Galveston. 

Dr.  Maginot  opened  an  office  and  clinic  for  the  general 
practice  of  medicine  in  Eldorado  in  September,  1950. 
Assisting  him  was  his  wife,  the  former  Miss  Dorothy  Peters 
of  Houston,  who  was  a trained  x-ray  and  laboratory  tech- 
nician. The  couple  had  been  married  in  Galveston  on 
January  21,  1947. 

Two  years  later,  the  clinic  was  closed  when  Dr.  Maginot 
was  called  into  the  service.  A first  lieutenant  in  the  Army 
Medical  Corps  Reserve,  he  served  first  with  the  Student 
Detachment  Medical  Field  Service  School,  Brooke  Army 
Medical  Center,  San  Antonio,  then  14  months  in  Korea, 
and  finally  a brief  period  at  Fort  Hood. 

He  had  been  practicing  in  Houston  for  about  5 years  at 
the  time  of  his  death. 

Dr.  Maginot  had  been  a member  of  the  American  Medi- 
cal Association,  Texas  Medical  Association,  Harris  County 
Medical  Society,  Harris  County  Academy  of  General  Prac- 
tice, American  Academy  of  General  Practice,  and  Phi  Beta 
Pi  medical  fraternity.  He  was  a Methodist.  His  hobby  was 
photography. 

Dr.  Maginot  is  survived  by  his  wife;  four  children,  Pres- 
ton Monroe,  Mark  Alan,  Julie,  and  Susan  Elaine  Maginot, 
all  of  Houston;  his  parents  of  San  Angelo;  and  a brother, 
Philip  Henry  Maginot  of  Austin. 

DR.  W.  GRADY  REDDICK 

Dr.  Walter  Grady  Reddick,  Dallas,  died  in  his  sleep 
December  31,  1959,  the  result  apparently  of  a heart  attack. 

Dr.  Reddick  was  born  January  24,  1899,  in  Dallas,  the 
son  of  G.  P.  and  Mae  (Turnage)  Reddick.  After  attending 
Dallas  public  schools,  Southern  Methodist  University,  and 
Baylor  University  College  of  Medicine,  then  at  Dallas,  he 
transferred  to  Northwestern  University  School  of  Medicine 
at  Chicago,  where  he  received  his  doctor  of  medicine  degree 
in  1924.  After  serving  as  intern  and  resident  at  Cook 
County  Hospital  in  Chicago,  he  opened  a practice  in  in- 
ternal medicine  at  Dallas,  continuing  it  until  his  death  and 
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interrupted  only  by  a period  of  service  in  this  country  and 
the  Pacific  as  a captain  in  the  United  States  Navy  during 
World  War  II.  Dr.  Reddick  was  clinical  professor  of 
internal  medicine  at  the  University  of  Texas  Southwestern 
Medical  School  at  Dallas  and  had  been  physician-in-chief 
of  Parkland  Hospital  and  attending  physician  at  Baylor 
Hospital. 

The  author  of  numerous  scientific  articles,  published  both 
in  state  and  national  journals,  Dr.  Reddick  was  a diplo- 
mate  of  the  American  Board  of  Internal  Medicine  and  a 
fellow  of  the  American  College  of  Physicians.  He  belonged 
to  the  Dallas  County  Medical  Society,  Texas  Medical  As- 
sociation, American  Medical  Association,  American  Diabetes 
Association,  Dallas  Southern  Clinical  Society,  Texas  Club  of 
Internists  and  Dallas  Internist  Club.  He  also  held  member- 
ships in  Alpha  Omega  Alpha,  honorary  medical  fraternity; 
and  Phi  Beta  Pi,  medical  fraternity;  Phi  Beta  Kappa,  hon- 
orary scholastic  fraternity;  and  Alpha  Tau  Omega,  social 
fraternity.  In  1945,  Northwestern  University’s  Alumni  As- 
sociation conferred  its  award  of  merit  on  Dr.  Reddick. 

Members  of  the  family  who  survive  include  his  wife,  the 
former  Miss  Carol  Shands,  whom  he  married  in  1928; 
two  children,  Keith  Reddick  of  Dallas  and  Mrs.  Nancy  R. 
Welch  of  Fort  Benning,  Ga.;  a brother,  W.  C.  Reddick  of 
Dallas;  and  five  sisters,  Mrs.  M.  C.  Morris  of  Wichita  Falls, 
Mrs.  George  Johnson,  Mrs.  H.  W.  Shotwell,  and  Mrs.  M.  B. 
Rubin,  all  of  Dallas,  and  Miss  Mildred  Reddick  of  Houston. 

DR.  A.  L.  W.  TACKABERRY 

Dr.  Arthur  Lee  Wilson  Tackaberry,  former  Houston 
physician,  died  November  28,  1959,  in  Santa  Monica, 
Calif.,  as  a result  of  congestive  cardiac  failure  due  to 
emphysema  following  immobilization  by  hip  fracture.  Dr. 
Tackaberry  had  moved  to  California  shortly  after  his  retire- 
ment about  18  months  ago. 

A native  of  Moscow  in  Polk  County,  Dr.  Tackaberry  was 
born  March  20,  1874,  the  son  of  Samuel  Bailey  and  Mary 
Ellen  Tackaberry.  After  attending  schools  in  Moscow  and 
Salado,  he  was  graduated  from  the  Medical  Department, 
Tulane  University,  at  New  Orleans.  He  served  an  intern- 
ship at  Charity  Hospital  in  New  Orleans.  Shortly  after  his 
internship  he  was  quarantine  officer  at  Sabine  Pass.  During 
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World  War  I,  he  was  physician  and  surgeon  for  the  Great 
Northern  Railway  of  Australia.  Other  places  where  he 
practiced  for  brief  periods  included  Port  Arthur,  Liberty, 
Shepherd,  Jasper,  New  Waverly,  and  Humble.  In  Houston 
he  was  medical  officer  for  the  Ford  Motor  Company.  Later 
he  was  associated  with  the  Houston  Clinic  and  the  Wright 
Clinic. 

A member  of  the  Texas  Medical  Association  since  1922, 
Dr.  Tackaberry  was  elected  to  honorary  membership  in  the 
organization  in  1953.  At  the  time  of  his  death  he  was  a 
member  of  the  Harris  County  Medical  Society.  Previously 
he  had  belonged  to  the  Jefferson  and  Polk-San  Jacinto 
societies. 

Dr.  Tackaberry  and  the  former  Miss  Myrtle  Amelia  Stace 
were  married  in  March,  1910,  at  Sydney,  Australia.  Mrs. 
Tackaberry  survives  as  do  a daughter,  Mrs.  Charles  D. 
Robertson  of  Santa  Monica;  a son,  Arthur  John  Tackaberry 
of  Hollywood;  and  a sister,  Mrs.  Ollive  Ollinger  of  Cin- 
cinnati. 


DR.  P.  C.  NICHOLS 

Dr.  Pike  Calton  Nichols,  elected  Spur’s  "Man  of  the 
Year”  in  1954  by  the  Chamber  of  Commerce,  died  Novem- 
ber 9,  1959,  the  result  of  a blocked  kidney. 

Dr.  Nichols  was  born  October  3,  1881,  in  Tennessee,  the 
son  of  John  and  Francis  Nichols.  In  1907  he  was  graduated 
from  Louisville  Medical  College  in  Kentucky.  He  returned 
to  Temple,  Texas,  where  he  had  attended  junior  college,  to 
begin  his  practice.  After  serving  several  small  towns  in 
west  Texas,  Dr.  Nichols  located  in  Spur  in  1924.  He  was 
owner  of  Nichols  Sanitarium. 

For  many  years  a member  of  his  county,  district,  state, 
and  national  medical  organizations,  Dr.  Nichols  had  been 
elected  to  honorary  membership  in  the  Texas  Medical  As- 
sociation in  1956.  He  also  belonged  to  the  American  Surgi- 
cal Association.  He  was  a member  of  the  First  Baptist 
Church,  Masonic  Lodge,  and  Shrine.  He  had  received  a 
certificate  of  appreciation  for  his  work  with  the  Selective 
Service  System  for  4 years. 

Dr.  Nichols  is  survived  by  his  wife,  the  former  Miss 
Dellah  A.  Compere,  whom  he  married  September  13,  1911, 
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in  Sylvester,  and  their  children,  Pike  C.  Nichols,  Jr.,  Spur; 
Major  John  L.  Nichols,  Fort  Ord,  Calif.;  and  Mrs.  Martha 
Francis  Nichols  Campbell,  Spur.  A brother,  R.  V.  Nichols 
of  Houston,  and  a sister,  Mrs.  J.  W.  Aderholt  of  Weslaco, 
also  survive. 


DR.  CLAUDE  C.  CODY,  JR. 

Dr.  Claude  Carr  Cody,  Jr.,  of  Houston,  president  of  the 
Texas  Medical  Association  in  1946-1947,  died  December 
30,  1959-  He  had  retired  from  practice  in  1955  following 
a cerebral  vascular  accident. 

Well  known  in  medical  circles,  both  at  the  local  and 
national  level,  the  75-year-old  physician  was  a native  of 
Georgetown.  His  father  was  professor  of  mathematics  at 
Southwestern  University  at  Georgetown  from  1879  to 
1915,  serving  as  dean  of  the  faculty  from  1905  to  1915 
and  as  dean  emeritus  thereafter  until  his  death  in  1923. 
His  mother  was  Martha  R.  Hughes. 

Dr.  Cody  completed  his  preliminary  education  in  the 
Georgetown  public  schools,  afterwards  attending  Southwest- 
ern University,  from  which  he  received  a bachelor  of  arts 
degree  in  1904  and  a master  of  arts  degree  in  1905.  In 
1910  he  was  graduated  in  medicine  from  Johns  Hopkins 
University  at  Baltimore,  and  after  graduation  served  as  an 
intern  and  as  house  surgeon  for  the  First  Surgical  (Colum- 
bia University)  Division,  Bellevue  Hospital  at  New  York. 

Dr.  Cody  practiced  medicine  at  Houston  from  1913  until 
1917,  when  he  was  commissioned  as  a first  lieutenant  in 
the  Army  Medical  Reserve  Corps.  Shortly  after,  he  was 
called  to  active  duty  and  saw  overseas  service  in  France. 
He  held  the  rank  of  major  when  he  was  discharged  in 
1919.  Returning  to  his  Houston  practice,  Dr.  Cody  lim- 
ited himself  to  the  specialty  of  otolaryngology,  attending 
the  Graduate  Medical  School  of  the  University  of  Penn- 
sylvania for  a year.  He  received  further  training  in  Vienna 

in  1931. 

One  of  the  founders  of  the  Houston  Eye,  Ear,  and  Throat 
Hospital,  Dr.  Cody  served  on  the  staffs  of  the  Southern 
Pacific  Hospital,  Baptist  Hospital,  Jefferson  Davis  Hospital, 
and  Methodist  Hospital,  where  he  was  consulting  otolaryn- 
gologist. For  a number  of  years  he  was  professor  and  head 
of  the  Department  of  Otolaryngology  at  Baylor  University 
College  of  Medicine,  and  for  21  years  was  a member  of 
the  board  of  trustees  of  Southwestern  University  at  George- 
town. He  had  served  as  chairman  of  the  latter  and  was  an 
honorary  member  at  the  time  of  his  death.  The  library 
at  Southwestern  is  named  for  his  father. 

Dr.  Cody  served  as  president  of  the  Harris  County  Medi- 
cal Society  in  1923  and  for  years  was  a trustee  for  the 
Houston  Academy  of  Medicine.  He  did  much  to  develop 
its  library  and  was  active  in  planning  its  present  building. 
He  had  helped  establish  the  Harris  County  Medical  Library 
in  1919.  He  was  a past  president  of  the  Texas  Ophthal- 
mological  and  Otolaryngological  Society  and  the  Houston 
Academy  of  Medicine  and  was  a diplomate  of  the  Ameri- 
can Board  of  Otolaryngology.  A fellow  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology  and  the 
American  College  of  Surgeons,  he  was  particularly  proud 
of  his  membership  in  the  American  Laryngological,  Rhino- 
logical,  and  Otological  Society,  American  Laryngological  As- 
sociation, and  American  Otological  Society,  as  he  was  the 
first  person  in  Texas  to  belong  to  all  three.  He  was  chair- 
man of  the  Section  on  Laryngology,  Otology,  and  Rhinol- 
ogy  of  the  American  Medical  Association  from  1942  to 
1944. 

Serving  continuously  from  1924  to  1932  as  delegate  to 
the  Texas  Medical  Association,  Dr.  Cody  had  been  a mem- 
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ber  of  this  organization  since  1914.  He  served  as  a mem- 
ber of  the  Council  on  Medical  Economics  from  1936  until 
his  election  to  the  office  of  president-elect  in  1944,  being 
chairman  of  the  council  from  1938  to  1944.  He  served 
as  president-elect  for  2 years  since  World  War  II  prevented 
the  holding  of  an  annual  session  in  1945.  He  was  chair- 
man of  the  committee  which  prepared  extensive  revisions 
in  the  By-laws  for  adoption  in  1948.  Dr.  Cody  also  was 
chairman  of  the  Eye,  Ear,  Nose,  and  Throat  Section  of  the 
Association  in  1938,  and  in  1950  was  elected  to  emeritus 
membership  in  the  organization. 

Dr.  Cody  made  numerous  valuable  contributions  to  medi- 
cal literature  in  his  specialty.  These  received  publication  in 
many  of  the  national  medical  journals  as  well  as  in  the 
Texas  State  Journal  of  Medicine.  The  physician  was  awarded 
honorary  doctorate ' degrees  from  Southwestern  University 
in  science  and  from  Baylor  University  in  law. 

He  was  elected  a director  of  the  Houston  Chamber  of 
Commerce  in  1946  and  for  more  than  30  years  served  as  a 
steward  of  St.  Paul’s  Methodist  Church.  He  belonged  to 
the  River  Oaks  Country  Club  of  Houston  and  was  one  of 
the  organizers  of  the  Doctors  Club  in  Houston. 

Members  of  the  family  who  survive  include  his  wife,  the 
former  Miss  Florra  Root,  whom  he  married  in  1917,  and 
a brother,  Derrell  Cody  of  Gainesville,  Fla.  Dr.  Claude  C. 
Cody,  III,  and  Dr.  Melville  Cody  of  Houston  are  nephews. 


DR.  JAMES  VANCE 

Dr.  James  Vance  of  El  Paso,  long-time  member  and 
former  president  of  the  El  Paso  County  Medical  Society, 
died  December  2,  1959,  of  acute  coronary  occlusion  and 
myocardial  infarction. 

Born  October  2,  1875,  in  Shelbyville,  Ky.,  Dr.  Vance 
was  the  son  of  Robert  G.  and  Frances  (Stowe)  Vance.  He 
attended  Washington  and  Lee  University  at  Lexington,  Va., 
and  was  graduated  from  the  Hospital  College  of  Medicine 
at  Louisville  in  1899-  He  took  a postgraduate  course  at 
Harvard  Medical  School  and  the  Boston  City  Hospital  Lab- 
oratory before  serving  an  internship  at  Bellevue  Hospital 
in  New  York.  Between  1901  and  1905  he  was  instructor 
in  bacteriology  and  pathology  and  assistant  to  the  chair 


of  abdominal  surgery  at  the  University  of  Louisville.  Dur- 
ing one  year,  however,  he  was  granted  a leave  of  absence 
to  study  at  the  University  of  Vienna  in  Austria.  Since  1905, 
Dr.  Vance  had  resided  in  El  Paso,  where  he  was  active  in 
the  practice  of  surgery.  He  was  away  from  El  Paso  during 
World  War  I as  a captain  in  the  Army  Medical  Corps. 

Throughout  his  career  in  Texas,  Dr.  Vance  was  a mem- 
ber of  the  El  Paso  County  Medical  Society  and  the  Texas 
Medical  Association,  being  named  an  honorary  member 
in  the  latter  organization  in  1954.  He  also  belonged  to  the 
American  Medical  Association.  In  addition  to  holding  the 
position  of  president  of  the  El  Paso  County  Medical  Society, 
Dr.  Vance  had  held  similar  posts  in  the  Louisville  Surgical 
Society  and  the  Southwestern  Medical  Association.  He  was 
a fellow  of  the  American  College  of  Surgeons  and  in  grad- 
uating from  his  medical  school  at  the  top  of  his  class  also 
had  won  the  McMurtry  abdominal  surgery  prize. 

A six  time  champion  of  the  Southwestern  Golf  Associa- 
tion and  a hunter  of  note,  Dr.  Vance  was  an  honorary 
member  of  the  El  Paso  Country  Club  and  the  Coronado 
Golf  and  Country  Club.  He  also  was  a thirty-second  degree 
Scottish  Rite  Mason. 

Miss  Frances  Clark  and  Dr.  Vance  were  married  in 
El  Paso  in  1912.  Mrs.  Vance  survives  together  with  a 
brother,  Truman  S.  Vance  of  Staunton,  Va.,  and  two  sisters, 
Mrs.  William  R.  Snyder  of  Lexington,  Ky.,  and  Mrs.  Alvan 
Harbison  of  New  York. 


DR.  SAMUEL  PERLMAN 

Dr.  Samuel  Perlman,  who  had  practiced  general  medicine 
and  general  surgery  in  Carthage  since  1939,  died  December 
22,  1959,  as  the  result  of  an  automobile  accident. 

A native  of  Odessa,  Russia,  born  July  24,  1902,  Dr. 
Perlman  came  with  his  parents  to  the  United  States  in 
1907.  He  grew  up  in  Oregon  and  attended  Pacific  Univer- 
sity in  Forest  Grove,  Oregon.  He  continued  his  studies  at 
Indiana  University,  and  was  graduated  from  its  School  of 
Medicine  in  Indianapolis  in  1930.  He  served  an  externship 
at  Indiana  University  Hospitals  and  an  internship  at  Indi- 
anapolis City  Hospital  before  returning  to  Oregon  to  prac- 
tice in  Portland.  Dr.  Perlman  came  to  Texas  in  January, 


TEXAS  State  Journal  of  Medicine,  FEBRUARY,  I960 


143 


1939,  staying  a few  months  in  Longview  and  then  moving 
to  Carthage. 

At  the  time  of  his  death  Dr.  Perlman  was  a member  of 
Panola  County  Medical  Society,  which  he  served  as  secre- 
tary in  1951  and  president  in  1958,  Texas  Medical  Associa- 
tion, American  Medical  Association,  American  Academy  of 
General  Practice,  and  Southern  Medical  Association. 

Surviving  the  Carthage  physician  is  his  wife,  the  former 
Phoebe  Sue  Holt  of  Henderson,  Texas;  a 3 year  old  son, 
Jonathan  Samuel  Perlman;  his  parents,  Mr.  and  Mrs.  J.  R. 
Perlman  of  Carthage;  and  a brother,  Heine  Perlman,  of 
Portland,  Oregon. 

DR.  CLARENCE  G.  ALLEN 

Dr.  Clarence  Genoa  Allen,  Commerce  surgeon,  died  De- 
cember 27,  1959,  after  an  extended  illness. 

A native  of  Pangburn,  Ark.,  Dr.  Allen  was  born  Janu- 
ary 21,  1891,  the  son  of  James  G.  and  Esther  (Morris) 
Allen.  He  attended  Commerce  High  School  and  East  Texas 
State  Teachers  College,  also  at  Commerce,  and  received  his 
medical  training  at  the  Baylor  University  Medical  Depart- 
ment at  Dallas.  After  an  internship  at  Charity  Hospital  in 
Dallas,  he  went  to  Campbell,  where  he  practiced  until  1921, 
at  which  time  he  moved  to  Commerce,  where  he  remained 
until  his  death.  He  did  postgraduate  work  at  the  Mayo 
Clinic  in  Rochester,  Minn.,  at  Tulane  University  Medical 
School  in  New  Orleans,  the  Ochsner  Foundation  Hospital 
in  New  Orleans,  the  University  of  Michigan  Medical  School 
at  Ann  Arbor,  and  Barnes  Hospital  in  St.  Louis.  During 
World  War  II  Dr.  Allen  served  as  examining  physician 
for  the  Commerce  area.  He  received  a citation  from  the 
President  of  the  United  States  for  his  wartime  services. 
The  physician  had  been  head  of  East  Texas  State  student 
hospital  since  its  opening  and  was  division  physician  and 
surgeon  for  the  Cotton  Belt  Railroad  for  45  years.  He  was 
also  division  physician  and  surgeon  for  Southern  Pacific 
Railroad.  In  recent  years,  Dr.  Allen  became  interested  in 
farming  and  cattle  raising  and  accumulated  extensive  hold- 
ings. 

A member  of  the  Texas  Medical  Association  through 
the  Hunt-Rockwall-Rains  Counties  Medical  Society,  Dr. 
Allen  also  held  membership  in  the  American  Medical  As- 


DR.  CLARENCE  G.  ALLEN 


sociation  and  the  American  Railway  Physicians  and  Sur- 
geons Association.  He  was  a fellow  of  the  American  College 
of  Surgeons.  He  belonged  to  the  Commerce  First  Methodist 
Church,  and  was  a thirty-second  degree  Scottish  Rite  Mason 
and  member  of  the  Shrine.  His  hobby  was  operating  rail- 
road locomotives. 

Survivors  include  his  wife,  the  former  Miss  Coye  Bass; 
one  son,  Clarence  Allen,  Dallas;  a daughter,  Mrs.  Charles 
Miller  of  Atlanta,  Ga.;  and  three  grandchildren. 


DR.  PERRY  A.  BAZE 

Dr.  Perry  Allen  Baze,  Mason  physician  for  more  than 
50  years,  died  December  6,  1959- 

A native  of  Camp  San  Saba,  Dr.  Baze  was  born  July  17, 
1877,  the  son  of  Jefferson  and  Elizabeth  Whistenhunt  Baze. 
He  attended  schools  in  San  Saba  and  the  University  of 
Tennessee  and  was  graduated  from  the  Memphis  Hospital 
Medical  College  at  Memphis,  Tenn.  Following  an  internship 
and  residency  at  the  medical  college  hospital,  he  started  a 
general  practice  at  Mason,  continuing  it  until  his  retire- 
ment 2 years  ago.  Dr.  Baze  had  done  postgraduate  work 
at  the  New  York  Poly  Clinic.  The  physician  was  a past 
chief  of  staff  of  the  Mason  Memorial  Hospital,  for  which 
he  helped  raise  support  after  the  first  hospital  in  Mason, 
which  he  established,  burned.  He  was  a veteran  of  World 
War  I and  served  in  the  Army  Medical  Corps  at  Camp 
Travis. 

A member  of  the  Texas  Medical  Association  since  1904, 
Dr.  Baze  was  elected  to  honorary  membership  in  the  or- 
ganization in  1957.  He  belonged  to  the  Kimble-Mason- 
Menard-McCulloch  Counties  Medical  Society,  the  Masons, 
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DR.  PERRY  A.  BAZE 

the  Chamber  of  Commerce,  the  Christian  Church,  and  the 
Lions  Club.  Six  years  ago  Mason  held  a pageant  in  Dr. 
Baze’s  honor,  celebrating  50  years  of  service  to  the  county. 

Survivors  include  his  wife,  the  former  Miss  Bessie  Donop, 
whom  he  married  in  Mason,  Texas,  on  November  7,  1917; 
a daughter,  Mrs.  Douglas  Walsh  of  Dallas;  a son,  Jefferson 
P.  Baze  of  Port  Arthur;  a sister,  Mrs.  H.  P.  C.  Evers  of 
Brady;  and  two  brothers,  Garret  Baze  of  Oklahoma  City 
and  Dr.  Walter  Baze  of  Chickasha,  Okla. 
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Many  of  us  in  medicine  find  it  difficult  to  explain  the 
flow  of  events  which  make  it  necessary  to  be  constantly 
defending  our  position.  We  are  naturally  confused  by  the 
clamor  over  the  alleged  unreasonableness  of  the  cost  of 
medical  care  and  the  lack  of  clamor  over  what  seems  to  us 
just  as  unreasonable  a cost  for  automobiles,  boats,  homes, 
vacations,  weddings,  and  funerals. 

The  explanation  may  be  concerned  with  the  namre  of 
medical  care  as  it  differs  from  some  of  the  other  things 
mentioned.  Perhaps,  one  difference  is  the  apparent  lack  of 
choice  in  the  matter  of  medical  care.  To  the  average  patient 
the  entire  field  of  medical  care  is  so  poorly  understood  that 
there  seems  little  choice  left  to  him  in  purchasing  it.  A 
physician  is  consulted,  and  from  there  the  patient  must  trust 
to  the  judgment  and  honesty  of  the  physician  in  the  sub- 
sequent management  of  his  care.  This  may  involve  countless 
laboratory  tests,  periods  of  hospitalization,  surgery,  and  much 
expensive  medication.  The  patient  has  no  knowledge  of  the 
reasons  for  all  this  endeavor  and  expense.  He  must  simply 
rely  on  his  physician  to  have  the  knowledge,  skill,  and 
honesty  to  cause  him  to  spend  his  money  wisely  for  medical 
care.  His  only  choice  seems  to  be  to  change  to  another  physi- 
cian, and  he  knows  this  may  involve  expensive  duplication 
of  effort.  Is  it  then  any  wonder  that  it  is  a particularly 
disappointing  experience  for  the  patient  who  is  not  sold  on 
his  doctor’s  sincerity  and  concern  for  him? 

Recently,  while  I was  talking  with  friends  one  evening, 
the  importance  of  the  physician’s  attitude  in  the  achievement 
of  satisfactory  medical  care  was  clearly  demonstrated  to  me. 

A member  of  one  of  the  families  represented  had 
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recently  been  hospitalized  for  a short  time  at 
great  expense.  The  burdensome  cost  of  modern 
medical  care  was  discussed  at  length.  A few 
dark  hints  of  the  inevitable  coming  of  govern- 
ment controlled  medicine  were  thrown  in  with 
the  hasty  admonition  that  it  was  the  last  thing 
anyone  wanted  to  see  happen.  While  I was 
thinking  of  explanations  to  justify  the  various 
items  of  expense,  the  real  cause  of  dissatisfac- 
tion became  apparent.  The  physician  had 
seemed  "pompous”  to  the  family.  The  hospital 
costs,  including  unused  expensive  drugs  which 
could  not  be  returned  to  the  hospital  pharmacy, 
were  accepted  as  part  of  the  confusing  spiral 
of  modern  day  cost  of  living.  Not  so  acceptable 
was  the  aloofness  and  lack  of  warmth  on  the 
part  of  the  physician.  This  was  totally  unsatis- 
factory medical  care. 

Since  that  discussion  further  evidence,  some 
of  it  written  in  recent  periodicals  by  laymen, 
has  come  to  light  that  this  superior  attitude 
when  it  is  encountered  by  patients  and  their 
families  can  do  tremendous  damage  to  our  pro- 
fession. It  is  undoubtedly  a common  stumbling 
block  to  our  public  relations  progress.  One 
need  only  reflea  how  often  this  pomposity  is 
used  effectively  in  popular  magazine  cartoons 
to  realize  that  the  idea  is  becoming  associated 
with  our  profession.  It  is  an  attitude  which 
repels  sympathy  with  our  viewpoints. 

Surely  one  need  not  assume  a studied  front 
of  friendliness.  Neither  would  it  seem  to  be 
wise  or  necessary  to  yield  one’s  authority  in 
dealing  with  patient  or  family.  What  we  ap- 
parently should  and  must  do  is  feel  and  act 
with  concern  and  warmth  in  our  dealings  with 
our  patients  if  we  are  to  keep  them  on  our 
side  when  important  issues  are  settled  in  the 
future. 

— Max  Baldridge,  M.D.,  Texarkana, 

President,  Texas  Ophthalmological  Association. 


Upgrading  Nursing  Homes 

Since  the  establishment  of  state  minimum 
standards  and  licensing  of  nursing  homes  the 
nursing  home  has  become  an  accepted  service 
for  long  term  care  of  the  chronically  ill.  This 
service  is  being  pressed  into  a stage  of  rapid 
expansion  and  development  because  of  the 
changes  in  our  cultural  patterns  and  the  in- 
creased longevity  of  the  disabled  and  debili- 
tated. Because  nursing  homes  must  serve  the 
emotional,  medical,  and  rehabilitative  needs 
of  their  guests,  the  operators  are  faced  with  a 
need  to  develop  professional  standards  and 
qualifications.  The  nursing  home  operator  must 
now  regard  himself  as  a member  of  a para- 
medical profession  rather  than  a participant  in 
a business  enterprise. 

It  is  a healthy  sign  that  the  nursing  home 
operators  are  seeking  ways  to  develop  educa- 
tional and  training  resources  with  accreditation 
as  a goal.  The  medical  profession  should  as- 
sume its  rightful  role  of  leadership  to  encour- 
age this  aim.  In  each  community7,  the  county 
society  committee  on  aging  can  help  develop 
resources  for  improving  training  of  personnel 
and  can  serve  in  advisory  capacity  to  help 
operators  strengthen  internal  procedures.  On 
a state  level  the  Texas  Medical  Association 
committee  hopes  that  university  and  college 
associated  schools  of  nursing  will  be  urged  to 
offer  courses  suitable  for  training  in  this  field. 
It  seems  reasonable  to  ask  accredited  schools 
of  nursing  to  include  geriatric  care  and  nurs- 
ing home  services  in  their  curriculums. 

The  nursing  auxiliary  fields  play  a major 
role  in  this  service.  A maximum  effort  must 
be  made  to  provide  educational  and  training 
opportunities  for  these  people  so  that  they  can 
handle  their  responsibilities  adequately. 

— Elizabeth  Thomason,  M.D.,  Corpus  Christi, 
Chairman,  Committee  on  Aging, 

Texas  Medical  Association. 
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Big  Business 

Approximately  400  members  of  the  Texas 
Medical  Association  have  been  serving  during 
the  past  year  in  official  capacity — as  officers, 
as  members  of  boards,  councils,  and  committees, 
or  as  special  appointees  of  one  sort  or  another. 

These  men  and  women  in  most  instances 
have  met  together  in  working  groups  several 
times  since  the  annual  session  in  San  Antonio 
and  have  carried  on  study  and  activity  as  indi- 
viduals but  in  their  official  capacities.  It  has 
been  largely  they  who  have  been  responsible 
for  the  progress  the  Texas  Medical  Association 
has  made  in  its  projects  and  programs  the  past 
1 1 months — although  certainly  without  the 
support  of  the  general  membership  such  proj- 
ects and  programs  would  have  little  chance 
for  ultimate  success. 


In  a few  weeks  officers  and  committees  will 
come  before  the  House  of  Delegates  to  report 
on  their  stewardship  during  the  year  and  to 
make  recommendations  for  the  future.  Already 
many  of  them  have  submitted  reports  which 
have  been  printed  and  distributed  to  delegates 
throughout  the  state. 

The  finest  way  members  of  the  Texas  Medi- 
cal Association  can  show  their  appreciation  to 
the  400  who  have  served  the  organization 
this  year  is  to  become  familiar  with  what  they 
have  done  through  reading  and  discussing  their 
reports,  sitting  in  on  meetings  of  the  House  of 
Delegates,  and  participating  in  reference  com- 
mittee hearings.  Not  only  will  such  interest 
encourage  officers  and  committees  to  contribute 
their  time  and  efforts  to  the  Association.  It 
also  will  help  to  assure  an  organization  that 
truly  reflects  the  wishes  of  its  members. 


Fort  Worth,  host  to  the  Texas  Medical  Association 
annual  session  April  9-12,  offers  much  to  interest  the 
visitor. 

A study  in  contrasts  is  this  statue  of  the  famous 
humorist,  Will  Rogers,  in  a typically  rustic  Texas  set- 
ting— but  photographed  against  the  city's  modern  Will 
Rogers  Coliseum,  Auditorium,  and  Exhibit  Buildings. 
The  statue,  "Riding  into  the  Sunset,"  was  presented  to 
the  city  by  Amon  G.  Carter  and  unveiled  by  President 
Dwight  D.  Eisenhower. 

Further  information  about  the  convention  city  ap- 
pears on  pages  204-206. 
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Among  the  business  to  come  before  the 
House  this  year  are  the  following  items: 

Citizenship  as  Prerequisite  for  Membership. — A 
resolution  introduced  previously  will  be  back  before 
the  House  with  the  recommendation  of  the  Board 
of  Councilors  that  citizenship  not  be  required  for 
membership  in  the  Texas  Medical  Association  but 
that  efforts  through  legislation  and  the  State  Board 
of  Medical  Examiners  be  made  to  encourage  citizen- 
ship for  persons  licensed  to  practice  in  Texas. 

Changes  in  the  By-Laws  in  the  chapters  relating 
to  membership  are  being  proposed  by  the  Board  of 
Councilors,  most  of  the  changes  designed  for  clari- 
fication and  not  for  major  changes  of  content. 

Contracts  and  Fee  Schedules. — Returning  to  the 
House  for  final  action  will  be  two  constitutional 
amendments  providing  that  the  Texas  Medical  As- 
sociation shall  not  make  contracts  nor  set  fees  for 
medical  practice  on  behalf  of  its  members.  Such 
amendments  to  the  By-Laws  were  approved  in  1959. 

Recruitment  to  Health  Careers. — Several  reports 
indicate  the  interest  of  the  committees  in  recruiting 
and  maintaining  an  adequate  supply  of  persons  in 
the  medical  and  paramedical  fields,  at  the  same  time 
keeping  practical  educational  standards  and  assuring 
that  medical  practice  itself  will  not  be  violated  by 
unqualified  persons. 

Insurance. — The  Committee  on  Health  Insurance 
and  others  emphasize  the  need  for  the  medical  pro- 
fession to  overcome  its  inertia  in  dealing  with  health 
insurance  matters  which  may  spell  success  or  failure 
for  the  voluntary  system.  The  Council  on  Medical 
Service  and  Insurance  points  to  the  vendors  medical 
care  and  the  federal  employees  benefit  programs  as 
examples  of  legislated  plans  with  which  the  medical 
profession  can  exercise  some  guidance. 

In  its  own  insurance  program,  the  Texas  Medi- 
cal Association  is  being  asked  by  the  Committee  on 
Professional  Insurance  to  approve  a 50  per  cent 
increase  in  the  premium  for  accidental  death  and 
dismemberment  coverage  because  of  poor  experience 
on  the  part  of  the  carrier. 

The  Council  on  Medical  Jurisprudence  reports 
considering  legislation  which  would  protect  a physi- 


cian against  suit  for  malpractice  when  he  has  pro- 
vided medical  care  in  an  emergency. 

Veterans  Administration. — The  Committee  on  Mil- 
itary and  Veterans  Affairs  has  initiated  a campaign 
to  determine  more  accurately  the  situation  with  re- 
spect to  patients  referred  to  Veterans  Administration 
hospitals  and  to  the  relationship  of  medical  schools 
to  V.A.  institutions.  Cooperation  of  the  Association 
membership  and  several  committees  will  be  re- 
quested. 

Resolutions. — At  press  time  only  four  resolutions 
had  been  submitted  for  consideration  by  the  House 
this  year.  One  would  express  opposition  to  certain 
sociomedical  legislation  including  Forand-type  meas- 
ures. (Opposition  to  Forand-type  legislation  also  will 
be  recommended  by  the  Delegates  to  the  American 
Medical  Association  and  the  Council  on  Medical 
Jurisprudence.)  Another  resolution  calls  for  dissolv- 
ing the  Association’s  orientation  program  for  new 
and  transfer  members.  A third  recommends  estab- 
lishment of  a Committee  on  Nutrition  for  the  As- 
sociation. The  fourth  requests  endorsement  of  the 
DeLaney  amendment  to  prohibit  the  addition  of 
known  cancer  causing  substances  to  food. 

Miscellaneous. — Many  reports  show  an  awareness 
of  and  recommendation  about  the  scientific  aspects 
of  medicine.  Others  record  the  program  of  service 
to  members  and  the  community  carried  on  during 
the  year  by  the  Association.  Although  perhaps  these 
reports  will  not  excite  the  discussion  other  business 
will  trigger,  they  should  not  be  overlooked  as  among 
the  basically  most  important  in  forwarding  the  ob- 
jectives of  the  organization. 

The  foregoing  and  other  reports  and  resolu- 
tions will  be  introduced  at  the  first  meeting  of 
the  House  of  Delegates  in  Fort  Worth  Saturday 
night,  April  9-  Reference  committees  will  study 
them  Sunday,  and  floor  debate  and  action  will 
take  place  in  the  House  Sunday  night.  The 
House  will  complete  its  business  Tuesday  after- 
noon. All  meetings  are  open  to  Association 
members. 


ANNUAL  SESSION  PROGRAM,  Pages  214-242 
AUXILIARY  PROGRAM,  Pages  249-253 
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LET'S  PROVE  IT 

All  year  we  have  heard  talk  of  how  strong 
medicine  should  be  and  various  things  our  House 
of  Delegates  should  do.  Now  is  the  time  to  show 
our  strength  to  the  state  and  the  nation  and  also 
to  be  on  hand  to  advise  our  delegates  by  attending 
our  I960  annual  convention  in  Fort  Worth  on  April 
9-12. 

The  Board  of  Trustees,  the  various  officers  of 
the  Texas  Medical  Association,  as  well  as  the  central 
office  staff,  have  gone  all  out  to  make  this  session  outstanding.  There 
will  be  two  general  meetings,  nine  scientific  sections,  and  20  or  more 
specialty  groups  presenting  the  latest  data  on  the  advancement  of 
medical  science.  There  will  be  offered  13  refresher  courses  which 
alone  would  be  worth  the  trip.  Technical  exhibits  will  number  93, 
and  in  addition  there  will  be  33  scientific  exhibits  housed  and  ar- 
ranged for  maximum  enjoyment  and  education.  Twenty-six  guest 
speakers  of  renown  from  all  sections  of  our  nation  will  participate 
in  the  wonderful  educational  program  planned. 

The  ladies  as  well  as  our  members  will  enjoy  the  meeting.  In 
addition  to  a full  round  of  Auxiliary  activities,  the  big  party  on  Tues- 
day night  will  feature  Les  Elgart  and  his  orchestra,  one  of  the  top 
dance  bands  in  America.  This  party  will  be  held  at  the  beautiful 
Ridglea  Country  Club,  the  largest  club  in  America  under  one  roof, 
and,  in  addition  to  the  orchestra,  there  will  be  an  interesting  floor 
show. 

We  are  looking  forward  to  seeing  you  in  Fort  Worth.  Don’t  let 
anything  prevent  your  being  there.  If  you  fail  to  appear,  the  loss  will 
certainly  be  yours. 

It’s  been  a wonderful  year,  and  I want  to  thank  each  and  every 
one  of  you  for  your  many  kindnesses  and  for  the  strength  and  unity 
we  are  beginning  to  show. 

jlssj  , 7/1  X>. 


Dr.  Yeager 
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Achieving  Greater 
Understanding  of 
Health  Care  Costs 


Four  aspects  of  health  care  costs  were 
discussed  by  a panel  of  speakers  at  the 
Conference  for  County  Medical  Society  Of- 
ficials sponsored  by  the  Texas  Medical  As- 
sociation on  January  16,  I960,  in  Austin. 
Voluntary  health  insurance,  drugs,  hospital 
costs,  and  the  statistics  of  health  care  costs 
were  considered.  Recognition  was  given  to 
the  fact  that  costs  have  risen,  the  reasons 
therefor,  efforts  that  are  being  made  to  hold 
costs  down  and  to  make  payments  less  bur- 
densome, and  the  fact  that  in  comparison 
with  other  costs  and  with  value  received 
the  health  care  dollar  goes  a long  way. 


1.  Making  Voluntary  Health  Insurance  Effective 


L.  A.  ORSINI 

New  York,  New  York 


TWO  OUT  OF  three  persons  now  own  some 
form  of  health  insurance,  a demonstration  of 
its  almost  universal  appeal  and  the  high  degree  of 
confidence  which  the  public  places  in  the  ability  and 
ingenuity  of  the  voluntary  system  to  develop  the  most 
economic  and  effective  methods  of  financing  the 
high  quality  medical  care  which  modern  medicine 
offers. 

The  voluntary  system  paid  about  $1,300,000,000 
in  benefits  in  reimbursement  for  physicians’  services 
in  1958.  This  figure  has  increased  140  per  cent  since 
1952  with  consumer  expenditures  for  all  physician 
services  increasing  about  50  per  cent  during  the  same 
period.  Clearly,  the  public  is  placing  increased  reli- 
ance on  the  insurance  mechanism  to  absorb  a sub- 
stantial share  of  its  medical  care  bill.  It  is  also  evi- 


dent that  a trend  has  been  established  through  which 
an  increasing  portion  of  the  physician’s  income  will 
come  directly  or  indirectly  from  such  insurance 
sources. 

These  facts  illustrate  the  economic  forces  which 
have  been  set  in  motion  by  the  public’s  demand  for 
health  insurance  protection  and  which  will  influence 
the  practice  of  medicine  as  you  know  it  today.  In 
the  face  of  such  overwhelming  evidence  we  shall  by- 
pass the  intellectual  exercise  of  whether  they  will 
and  put  before  you  the  practical  issue  of  how. 

Will  medicine  emerge  from  this  economic  evolu- 
tion shackled  by  government  or  lay  supervision  and 
control,  or  will  it  assume  the  responsibilities  and 
leadership  which  are  essential  to  the  continued 
growth  and  healthy  development  of  our  voluntary 
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system  of  providing  and  financing  medical  care?  On 
the  presumption  that  we  are  in  agreement  on  the 
desirability  of  the  latter  alternative,  let  us  explore 
the  things  that  need  our  attention  if  we  are  to  ac- 
complish this  result. 

Insurance  Supports  Free  Practice 

Modern  medicine  embraces  a wide  range  of  tech- 
nical skills,  services,  and  equipment.  This  fact,  to- 
gether with  the  unpredictability  of  the  extent  to 
which  any  one  or  all  of  these  facilities  and  services 
may  be  used  during  the  course  of  treatment,  has 
stimulated  the  demand  for,  and  the  development  of 
broad  coverage  at  reasonable  cost.  There  are  many 
programs  available  to  the  public  which  propose  to 
meet  this  need.  Most  of  them  recognize  and  support 
the  prerogatives  and  judgment  of  the  individual 
physician  in  providing  the  public  with  the  finest 
medical  care. 

This  is  done  by 

1.  Embracing  quality  standards  of  medical  care 
developed  under  the  leadership  of  the  medical  pro- 
fession and  hospitals. 

2.  Recognizing  your  right  to  determine  the  cost 
of  your  service. 

3.  Recognizing  your  right  to  determine  the  type 
and  amount  of  care  needed. 

4.  Recognizing  the  public’s  right  to  select  its  own 
doctor. 

These  are  the  elements  of  the  free  practice  of 
medicine  which  must  be  preserved.  This  is  the  area 
in  which  the  economics  and  the  everyday  practice 
of  medicine  are  clearly  intertwined.  Health  insurance 
plans,  based  on  these  criteria,  need  your  active  sup- 
port and  cooperation  if  they  are  to  survive.  This 
must  be  predicated  on  the  public’s  and  your  under- 
standing of  the  function  of  insurance  and  the  fact 
that  the  amount  and  scope  of  coverage  do  not  influ- 
ence the  patient’s  ability  to  pay  a higher  fee  than 
other  patients  of  similar  economic  circumstances. 

Voluntary  health  insurance  must  be  offered  to  the 
public  on  a "reasonable  cost”  basis  if  it  is  to  reach 
its  full  potential  in  serving  all  income  levels  of  our 
population.  The  achievement  of  this  goal  is  compli- 
cated by  the  absence  of  objective  criteria  for  two  of 
the  principal  elements  of  cost,  namely,  the  volume 
and  price  of  the  physician’s  services.  This  is  particu- 
larly true  under  plans  which  propose  to  pay  "cus- 
tomary” fees  for  "necessary”  services  and  in  this  sense 
are  underwriting  the  judgment  of  the  physician. 
However,  at  the  same  time,  we  must  be  realistic  and 
recognize  that  the  physician  should  not  be  put  in  a 
position  in  which  his  judgment  will  be  influenced  by 
pressure  from  the  patient,  who  may  feel  he  is  en- 
titled to  "all  he  can  get”  on  his  coverage.  Similarly 


we  must  recognize  that  machinery  should  be  estab- 
lished to  counteract  cases  of  poor  or  misinformed 
judgment. 

At  this  point  some  of  you  may  be  questioning 
the  apparent  inconsistency  in  reasoning  which  says 
that  voluntary  health  insurance  supports  the  free 
practice  of  medicine,  but  it  cannot  succeed  unless  the 
medical  profession  assumes  the  initiative  in  establish- 
ing safeguards  against  inefficiency,  waste,  and  over- 
charging. There  is,  in  fact,  no  conflict  here  because 
this  responsibility,  if  voluntarily  assumed,  can  be 
performed,  under  your  control,  in  a manner  con- 
sistent with  the  principles  of  your  profession. 

We  must  recognize  that  the  increasing  cost  of 
medical  care  is  a subject  of  real  concern  to  the 
public.  Unfortunately,  much  of  the  national  publicity 
in  this  area  has  incorrectly  identified  inefficiency  and 
waste  as  the  prime  reasons  for  such  increases.  This 
has  created  much  confusion  and  misunderstanding 
and  has  the  potential  of  jeopardizing  the  public’s 
acceptance  of  our  voluntary  system. 

We  must  make  it  abundantly  clear  to  the  public 
that,  for  the  most  part,  the  increased  cost  of  medical 
care  can  be  identified  with  the  better  care  and  serv- 
ices that  have  resulted  from  progress  in  medical 
science.  On  this  basis  we  must  persuade  the  Ameri- 
can people  to  place  a higher  priority  on  expenditures 
for  medical  care,  on  the  theory  that  they  are  getting 
real  value  in  the  form  of  better  health  for  each 
dollar  spent  in  this  area.  We  believe  an  informed 
public  will  accept  this  premise  provided  that  it  has 
our  assurance  we  are  aware  of  wasteful  practices  and 
that  we  are  taking  aggressive  steps  to  eliminate 
them. 

The  initiative  here  rests  with  the  medical  profes- 
sion. The  solution,  however,  can  be  achieved,  in  my 
opinion,  only  with  the  cooperation  of  the  doctor, 
hospital,  insured  public,  and  insuring  organizations. 

Plan  for  Safeguards 

Without  prejudging  the  issues  but  simply  to  stim- 
ulate your  thinking,  I would  like  to  submit  the  fol- 
lowing program  for  your  consideration  as  an  ap- 
proach to  this  problem. 

It  would  be  designed  to  cope  with  the  following: 

1.  Overcharging — defined  to  include  situations  in 
which  either  the  existence  or  amount  of  insurance 
influences  the  amount  of  doctor’s  fee. 

2.  Inefficient  use  of  hospital  facilities — defined  to 
include  such  practices  as  unnecessarily  prolonged 
stays  and  in-patient  admissions  for  diagnostic  pur- 
poses only. 

It  is  suggested  that  the  over-all  responsibility  for 
coordination  of  the  program  be  assigned  to  a coordi- 
nating committee  representative  of  the  medical  pro- 
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fession  (at  the  county  or  state  level  depending  upon 
the  locality),  insuring  organizations,  hospitals,  and 
the  consumer.  It  will  be  the  function  of  the  coordi- 
nating committee  to  lay  out  an  initial  blueprint  to 
deal  with  each  of  the  previously  cited  problems, 
which  would  reflect  the  following  considerations: 


L.  A.  Orsini  is  vice  chairman  of 
the  Health  Insurance  Council. 


1.  A basis  for  identifying  problem  cases. 

2.  The  need  for  establishing  machinery  to  cope 
with  problems  that  are  identified. 

3.  A recognition  of  the  need  to  furnish  the  prac- 
ticing physician  with  information  which  he  might 
use  as  the  basis  for  resisting  patient  pressure. 

4.  The  need  for  education  on  the  existence  of  the 
program,  periodic  reports  on  results  achieved,  and 
basic  information  on  the  function  and  purpose  of 
insurance  to  be  directed  to  hospitals,  doctors,  and 
the  public. 

Overcharging. 

1.  Determination.  The  determination  of  alleged 
overcharges,  in  the  absence  of  fee  criteria,  represents 
a problem  in  which  we  need  your  guidance. 

2.  Corrective  Machinery.  The  county  or  state  med- 
ical society  might  establish  a review  committee  rep- 
resentative of  the  general  practitioner  and  every 
medical  specialty  which  would  serve  as  a sounding 
board  on  the  determination  of  the  reasonableness  of 
the  fee  in  a specific  case  submitted  by  an  insuring 
carrier  or  organization.  This  review  facility  should 
be  independent  of  the  grievance  committee  and 
should  be  viewed  as  a step  prior  to  and  independent 
of  subsequent  grievance  committee  action.  Consid- 
eration would  be  given  to  the  need  for  developing 
a uniform  basis  for  documenting  cases  for  submission 
to  this  committee  and  possibly  the  development  of 
a basis  for  controlling  the  flow  of  complaints  sub- 
mitted. 

The  existence  of  this  program  and  its  purposes 
should  be  publicized  within  the  medical  profession 
both  to  take  full  advantage  of  the  deterrent  value 
accruing  therefrom,  and  to  assist  the  physician  in 
resisting  pressure  from  the  patient  to  raise  his  fee 
to  absorb  either  the  coinsurance  or  deductible  sums. 


It  may  be  desirable  to  consider  publicizing  spe- 
cific case  histories  within  the  medical  profession 
without  identification  of  the  parties  involved  as  the 
basis  for  bringing  medicine’s  responsibilities  to  the 
attenton  of  the  individual  practicing  physician. 

Inefficient  Use  of  Facilities. 

1.  Identification.  Criteria  would  be  established  by 
the  medical  profession,  probably  as  a function  of 
the  hospital  medical  staff,  to  identify  situations  which 
would  involve  unnecessarily  prolonged  stays  and 
admissions  for  diagnostic  purposes  only. 

2.  Corrective  Machinery.  It  is  suggested  that  the 
coordinating  committee  encourage  the  hospital  medi- 
cal staff  to  establish  a separate  committee  for  each 
hospital,  which  would  establish  the  criteria  referred 
to  above,  would  periodically  review  and  evaluate 
cases  against  such  criteria,  and  would  seek  to  estab- 
lish a basis  for  discouraging  continuation  of  such 
practices. 

It  would  seem  essential  that  this  responsibility  be 
exercised  by  the  hospital’s  medical  staff. 

3.  Education.  It  would  again  appear  advisable  that 
the  existence  of  this  phase  of  the  program  be  pub- 
licized extensively  within  the  medical  profession  for 
the  same  purposes  as  those  previously  recited.  In 
addition,  as  experience  develops  in  this  area,  sig- 
nificant trends  or  patterns  may  be  identified  which 
would  serve  as  valuable  educational  material. 

Information  for  Resisting  Patient  Pressure. 

1.  The  existence  of  statutes  prohibiting  the  mak- 
ing of  fraudulent  statements  (statutes  are  in  exist- 
ence in  at  least  17  states).  In  such  areas  this  infor- 
mation might  well  be  publicized  within  the  medical 
profession  in  much  the  same  manner  as  was  accom- 
plished by  the  Los  Angeles  Medical  Association  sev- 
eral years  ago. 

2.  The  existence  of  the  claim  cost  control  program 
and  its  results  as  reported  by  publicity  developed  by 
the  coordinating  committee. 

3.  Brief  but  descriptive  material  explaining  the 
function  and  purpose  of  insurance,  and  how  the  ex- 
istence of  the  program  is  in  the  best  interest  of  the 
patient.  This  would  probably  be  developed  by  the 
insuring  organizations  involved  in  the  program. 

I certainly  do  not  want  you  to  interpret  my  com- 
ments on  this  program  as  a lack  of  confidence  in 
the  integrity  of  the  medical  profession,  since  it  is  in 
recognition  of  your  integrity  that  I place  it  before 
you  on  an  objective  and  forthright  basis.  I hope  you 
will  view  this  proposal  as  a form  of  preventive  medi- 
cine in  the  field  of  medical  economics,  which  will 
assure  the  survival  and  continued  healthy  growth  of 
our  voluntary  system. 

t Mr.  Orsini,  Health  Insurance  Association  of  America, 
750  Third  Avenue,  New  York  17. 
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2.  " It’s  Worth  It  If  It  Works” 


ROBERT  J.  EHLINGER 

Philadelphia,  Pennsylvania 


Let  me  first  pose  three  basic  questions: 

1.  What  is  the  public  attitude  toward  the  costs  of 
medical  care? 

2.  What  are  the  facts  about  the  costs  of  medical 
care? 

3.  What,  if  anything,  should  we  do  to  convey  to 
the  public  information  on  these  facts? 


Public  Attitude 

First,  what  is  the  public  attitude  toward  the  costs 
of  medical  care? 

The  basic  survey  on  this  question  was  released 
for  publication  by  the  Health  Information  Founda- 
tion in  the  fall  of  1955.  It  showed  that  the  public 
complained  less  about  medical  care  costs  than  about 
other  expenses  such  as  food  prices,  repair  costs,  and 
clothing,  and  that  those  who  blasted  one  area  of 
consumer  prices  tended  to  blast  all;  if  they  felt  medi- 
cal care  was  too  expensive,  they  also  thought  food 
was  out  of  line,  and  so  on. 


Robert  J.  EHIinger  is  manager  of 
public  information  for  Smith  Kline 
and  French  Laboratories. 


But  what  about  1959?  Our  industry  has  introduced 
a lot  of  new  medicines  in  4 years,  and  these  medi- 
cines are  costly  to  develop  and  distribute,  particularly 
in  their  first  years  of  use.  Has  the  public  attitude 
changed  for  the  worse  since  1955? 

A few  weeks  ago  when  I was  visiting  an  elderly 
neighbor,  she  told  me  that  one  of  the  family  had 
just  been  given  a prescription  for  a Smith  Kline 


and  French  product.  It  cost  $4.80.  I asked  her,  "Do 
you  think  it  was  worth  it?”  "Well,”  she  said,  "that 
all  depends  on  whether  it  works.” 

Isn’t  that  a pretty  wise  old  lady?  As  members  of 
the  health  team,  could  we  ask  for  a fairer  judgment 
of  our  labors  and  our  prices? 

Shortly  after  that  we  decided  to  call  in  an  expert 
interviewer  and  set  her  on  the  trail.  She  was  asked  to 
hold  conversations  with  10  typical  middle-income 
families  covering  blue  collar,  white  collar,  and  inde- 
pendent proprietor  wage  earners. 

The  families  covered  were  all  in  a middle-income 
bracket  of  $6,000  to  $9,000  a year,  all  suburbanites, 
and  all  with  one  or  more  children.  The  men  were 
laborers,  teachers,  independent  businessmen,  and 
white  collar  workers.  A little  more  than  half  of  the 
couples  were  college  graduates.  They  were  typically 
short  of  such  services  as  outside  laundry  and  domestic 
help,  and  felt  they  could  afford  little  entertainment. 
Most  felt  they  were  spending  more  than  they  earn 
and  were  unable  to  save. 

Here  is  the  summary  of  the  researcher: 

"In  general,  all  the  cost-of-living  questions  seemed 
to  bring  an  expression  of  struggle.  The  10  families, 
juggling  similar  budgets,  were  characteristically 
pressed  in  almost  all  categories.  The  cost  of  food 
and  repair  charges  were  most  often  attacked  as  espe- 
cially exorbitant.  Clothes  and  medical  costs  were 
usually  regarded  as  reasonable.  Three  couples  out  of 
the  10  felt  critical  of  drug  prices,  but  two  of  these 
were  equally  critical  of  food  costs  and  the  third  was 
burdened  with  chronic  illness.  Perhaps  the  most  often 
repeated  feeling  among  the  other  seven  was  one  of 
gratitude  for  'wonder  drugs.’  ” 

Now  I’d  like  to  go  into  detail  about  one  of  the 
critical  responses  and  one  of  the  favorable.  The  most 
critical  comment  came  from  the  family  burdened 
with  chronic  illness.  The  wife — mother  of  eight 
children — suffers  from  asthma  and  spends  from  $50 
to  $60  a month  on  her  medicines.  Although  she 
doesn’t  know  whom  to  blame,  she  feels  that  the 
public  is  being  "taken  for  a ride.”  In  an  economic 
sense,  this  kind  of  patient  is  comparable  to  the  one 
suffering  from  what  we  call  "catastrophic  illness.” 
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A typical  favorable  response  came  from  a long- 
shoreman and  his  family.  The  husband  had  recovered 
from  tuberculosis,  and  during  his  convalescence  the 
family  budget  had  to  handle  heavy  drug  bills,  but 
they  felt  the  expense  well  worth  the  result.  The 
husband  commented,  "Everything  is  a struggle  these 
days,  but  what  counts  more  than  being  well?” 

In  short,  the  net  findings  were  simply  this:  today, 
as  in  1955,  these  10  families  worry  about  the  prices 
of  everything.  They  haven’t  launched  a specific  cru- 
sade on  medical  care  costs  or  prescription  prices. 
Because  food,  clothing,  and  repairs  occupy  their 
thoughts  every  day,  they  worry  more  about  these 
items  than  about  medical  care,  which  hits  their 
budget  less  frequently. 

And,  they  too  echo  my  neighbor’s  basic  statement: 
"Prescriptions  are  worth  the  price  if  they  work.” 


Facts  About  Costs 

Now,  what  are  the  facts  about  the  costs  of  medi- 
cal care? 

The  answer  is:  Today  more  money  than  ever  be- 
fore is  spent  on  medical  care,  and  never  before  has 
medical  care  delivered  so  much  for  its  costs. 

In  its  1959  report,  the  National  Health  Education 
Committee  calculates  the  results  of  this  improved 
medical  care  in  human  lives  and  estimates  that  since 
1944,  medical  advances  have  saved  the  lives  of  at 
least  1,800,000  people.  In  describing  these  advances, 
the  committee’s  report  deals  at  length  with  the  im- 
pact of  new  drugs,  pointing  out  that  some  of  the 
most  significant  gains  of  the  last  20  years  have  been 
made  by  new  drugs  for  treatment  of  infections, 
chronic  degenerative,  mental,  and  cardiovascular  dis- 
eases. 

I will  not  ask  you  to  put  a pricetag  on  these  lives, 
but  in  some  cases  a pricetag  can  be  placed  on  the 
savings  effected.  Let  me  use  just  three  illustrations 
involving  drugs. 

A good  example  is  the  reduction  of  the  annual  bill 
for  New  York  City’s  venereal  disease  clinics.  The  use 
of  antibiotics  has  cut  this  expense  by  $2,500,000  a 
year. 

As  recently  as  1933,  mastoiditis  was  a dangerous 
condition,  usually  requiring  hospitalization  and  high- 
risk  surgery,  which  together  cost  about  $1,000.  To- 
day, $15  worth  of  antibiotics  usually  cures  the  pa- 
tient, and  surgery  for  this  condition  is  rarely  required. 

Some  new  figures  on  tuberculosis  have  come  from 
the  Veterans  Administration  hospitals.  The  VA  med- 
ical director  estimated  that  the  decline  in  tuberculosis 
patients  in  VA  hospitals  alone  has  saved  about  $107,- 
000,000. 


All  right,  you  say,  but  what  about  the  actual  fig- 
ures on  the  costs  of  medical  care? 

According  to  the  latest  figures  from  the  Depart- 
ment of  Commerce,  the  actual  average  per  capita 
expenditure  for  medical  care  in  1958  was  $94.06. 
Let’s  break  out  the  prescription  costs.  The  average 
per  capita  expenditure  for  prescriptions  in  1958  was 
$14.  The  average  price  of  a prescription  was  only 
$3.  Half  of  all  prescriptions  filled  today  cost  less 
than  $3,  and  only  one  in  10  prescriptions  costs  as 
much  as  $10. 

Is  $3  for  a prescription  too  high?  Well,  what  else 
will  $3  buy?  Three  dollars  will  buy  a little  more  than 
one  carton  of  mentholated  cigarettes  and  a fifth  of 
second-rate  whiskey. 

Okay,  you  may  say,  but  haven’t  drug  prices  gone 
up? 

The  answer  to  that  is  obviously  "yes,”  but  if  I may 
say  so,  it’s  the  wrong  question.  Anyone  familiar 
with  the  cost  of  living  index  knows  that  the  prices 
of  practically  everything  have  gone  up.  The  average 
cost  of  a prescription  has  gone  up  too,  although 
largely  because  new,  more  effective,  and  more  costly 
medicines  have  replaced  the  old  ones.  So  the  right 
question  is,  "Have  drug  prices  gone  up  more  or  less 
than  those  of  other  commodities?” 

The  answer  to  that  is  reassuring.  Taking  Bureau 
of  Labor  Statistics  and  Department  of  Commerce  fig- 
ures, we  see  that  in  the  period  of  1949  to  1957  pre- 
scription prices  rose  less  than  food  and  rent  or  than 
"all  items”  lumped  together. 

Now  drugs  have  value  only  as  they  are  used  by 
the  physician,  and  for  this  they  must  be  immediately 
available  for  use  by  the  patient.  This  instant  and 
universal  availability  is  a premium  for  which  the  pa- 
tient must  pay.  In  fact,  a good  share  of  each  dollar 
spent  on  a prescription  goes  to  make  this  availability 
possible,  and  to  insure  that  a trained  professional — 
the  pharmacist- — is  there  to  provide  the  precise  medi- 
cine required. 

The  manufacturer’s  costs  include  the  manufacture 
of  the  product,  research  and  development,  adminis- 
tration, promotion  to  the  medical  and  allied  profes- 
sions, and  taxes.  I stress  the  importance  of  the  re- 
search costs — now  almost  $200,000,000  for  the  in- 
dustry. 

It  is  no  secret  that  even  after  these  expenses,  a 
number  of  our  leading  manufacturers  are  profitable. 
According  to  an  analysis  of  the  drug  industry  the 
average  profit  as  a percentage  of  sales  was  12.9  per 
cent  in  1958.  Incidentally,  there  are  other  major  in- 
dustries which  are  just  as  profitable — one,  for  ex- 
ample, returned  a profit  the  same  year  of  over  16 
per  cent. 

One  doesn’t  have  to  be  an  economist  to  know 
that  profits  are  necessary,  particularly  in  an  industry 
characterized  by  high  risk  faking.  Few  industries 
probe  so  deeply  into  unknown  areas  or  gamble  on 
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scientific  hunches  as  does  the  pharmaceutical  in- 
dustry. It  is  estimated  that  of  1,000  new  compounds 
synthesized  and  tested,  just  one  becomes  a successful 
product  on  the  market.  Obviously  the  successful 
product  must  return  a profit  sufficient  to  justify  not 
only  its  development  but  investigation  of  its  999  un- 
successful brothers  as  well. 

I can’t  leave  this  aspect  of  my  statement  without 
mention  of  advertising  and  its  effect  on  prices — par- 
ticularly since  a member  of  the  medical  profession 
in  a public  speech  suggested  that  the  prices  of  pre- 
scriptions could  be  reduced  if  the  drug  companies 
would  abandon  mail  advertising. 

Let’s  examine  this  proposition  for  a minute.  First 
of  all,  I’d  like  to  quote  from  a talk  given  by  Federal 
Trade  Commissioner  Robert  Secrest,  who  said  that 
advertising  "is  the  lifeblood  of  competition.  It  is 
largely  responsible  for  and  essential  to  the  tremen- 
dous prosperity  of  our  nation  and  the  high  standard 
of  living  enjoyed  by  our  people.  It  creates  the  de- 
mand for  new  and  better  products.  It  creates  the 
demand  for  more  products.  This  demand  in  turn 
creates  more  employment  and  more  employment 
creates  the  purchasing  power  needed  to  consume  our 
ever-increasing  production.  This  is  a healthy  cycle 
without  which  the  wheels  of  industry  would  halt, 
progress  would  stop,  and  the  abundant  life  which  is 
typically  American  would  rapidly  disappear.” 

Any  advertising  restrictions  put  on  the  industry 
would  have  to  be  applied  by  government  authority. 
This  would  necessarily  result  in  restricting  the  freedom 
of  choice  of  therapy  and  hence  really  impair  the  free- 
dom of  the  practice  of  medicine.  In  addition,  as  a 


An  educated  public  will  not  be  denied  the  fruits 
of  medical  advances.  While  the  importance  of  these 
medical  advances  have  become  common  knowledge 
due  to  the  widespread  lay  publicity  of  all  types,  the 
cost  accompanying  these  advances  has  not  been  well 
explained. 

Mark  Twain  once  said  there  are  three  types  of 
lies:  little  ones,  big  ones  and  statistics. 

Let  us  look  first  at  the  statistical  approach.  All  of 
us  have  heard  many  figures  bandied  about  concern- 
ing the  shockingly  uncalled  for  increase  in  the  cost 
of  hospital  care.  According  to  the  Commission  on 
Financing  of  Hospital  Care,  concerning  the  period 
from  1935  to  1952,  "If  the  value  of  the  dollar  had 


result  of  such  advertising  restrictions,  the  cost  of 
dmgs  would  actually  increase,  because  sales  would 
decline  and  unit  costs  would  rise. 


Communicating  the  Facts 

There  are  many  issues  of  political  and  social  phi- 
losophy that  this  discussion  could  raise.  But  I must 
turn  to  the  final  question: 

What,  if  anything,  should  we  do  to  convey  this 
information  to  the  public? 

First  of  all,  the  entire  health  team  must  accept 
this  as  a personal  assignment.  Nothing  can  match 
first-person  communication.  In  this  personal  effort, 
the  drug  industry  must  be  of  necessity  largely  the 
silent  partner  of  the  health  team.  Patients  do  not 
enter  our  doors;  they  do  not  enter  our  offices;  and 
there  are  no  wards  at  SK&F.  Our  industry  is  a 
behind-the-scenes  service  arm  of  medical  care.  We 
can  make  proclamations  to  the  public,  but  we  cannot 
shake  their  hand,  talk  to  them,  get  to  know  them 
personally.  But,  if  200,000  physicians,  100,000  phar- 
macists, the  almost  million  and  one-half  staff  members 
and  employees  of  hospitals,  and  the  103,000  em- 
ployees of  the  pharmaceutical  industry  all  believe  in 
the  value  of  today’s  medical  care  and  talk  about  it, 
the  job  is  well  in  hand. 

In  the  last  analysis,  all  of  us  must  ask  to  be  judged 
on  the  basis  of  this  criterion:  "It  is  worth  it  if  it 
works.” 

^ Mr.  Ehlinger,  Smith  Kline  and  French  Laboratories, 
Philadelphia. 


3.  Factors  in  Hospital  Costs 

W.  P.  EARNGEY,  JR. 

Fort  Worth,  Texos 

remained  unchanged  from  1935  to  1952,  the  in- 
crease in  total  expenditures  of  all  nonfederal  gen- 
eral hospitals  would  have  been  only  199  per  cent. 
If  population  had  remained  the  same,  the  increase 
in  total  expenditures,  after  adjustment  for  inflation, 
would  have  been  148  per  cent.  Although  hospital 
expenditures  increased  199  per  cent  after  adjustment 
for  inflation,  the  concurrent  increase  in  the  total 
number  of  admissions  means  that  costs  per  admis- 
sion, after  adjustment  for  inflation,  rose  only  20 
per  cent.” 

Despite  this  type  of  rationalization,  in  which  we 
might  like  to  indulge  ourselves,  the  cold,  hard  facts 
of  the  matter  are  that  the  public  is  acutely  aware  of 
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the  increased  cost  of  all  services  and  commodities, 
but  is  less  understanding  of  the  increased  cost  of 
hospital  care,  because  of  unfamiliarity  with  it  and 
lack  of  desire  to  purchase  it. 

There  should  be  no  reason  for  the  medical  profes- 
sion or  the  hospitals  to  be  the  least  bit  apologetic, 
or  sensitive,  about  this  cost  problem,  but,  rather,  a 
concerted  effort  should  be  made  by  us  to  explain  to 
the  public  the  increases  in  the  "quality  and  quantity 
of  professional  and  technical  services  provided  per 
admission,  resulting  from  scientific  advances”2  which 
have  been  responsible,  in  the  main,  for  this  increase 
in  the  cost  of  hospital  care,  when  understandably 
coupled  with  working  conditions  for  employees. 

Let  us  examine  briefly  for  a moment  those  factors 
which  have  led  to  this  present  medico-economic  sit- 
uation in  which  we  find  ourselves. 


Increase  in  Cost  per  Patient  Day 

Wages. — Again,  according  to  the  Commission  on 
Financing  of  Hospital  Care,  "The  increase  in  expendi- 
tures for  payroll  resulted  from: 

( 1 ) Conversion  to  full  cash  salaries. 

(2)  Increase  in  number  of  employees. 

(3)  Shorter  work  week. 

(4)  Increases  in  salary  levels. 

(5)  Decreases  in  the  proportion  of  unpaid  work- 
ers. 

(6)  Shifts  in  the  proportion  of  skilled  to  unskilled 
employees.”2 

"In  1946  hospital  costs  for  salaries  for  all  general 
hospitals  averaged  $4.98  per  patient  day.  By  1958 
this  cost  had  increased  to  $18.13  per  patient  day — 
an  increase  of  244  per  cent.  This  increase  was  due 
to  an  increase  in  both  the  amount  paid  per  worker 
and  the  increase  in  the  number  of  workers.  In  1946 
the  average  annual  salary  of  a hospital  employee  was 
the  miserably  low  sum  of  $1,228.  For  this  sum  the 
average  employee  worked  46  hours  per  week,  had 
no  social  security  and  no  hospital-financed  retirement 
plan.  In  1958  the  average  hospital  employee  was 
making  $2,878  annually,  had  social  security,  and 
most  likely  had  a hospital-financed  retirement  plan. 
...  In  1946  the  average  annual  salary  of  all  non- 
agricultural  workers  in  this  country  was  $2,420  per 
year.  This  increased  to  $4,112  by  1958,  or  a per- 
centage increase  of  61%.  The  increase  in  the  hos- 
pital employee’s  annual  salary  during  the  period 
averaged  135  per  cent,  or  more  than  twice  the  in- 
crease given  to  all  other  workers  in  this  country.”1 

In  spite  of  this  increase,  the  average  pay  of  the 
hospital  employee  is  still  well  below  that  of  other 


nonagricultural  workers;  nevertheless,  hospitals  must 
compete  in  the  general  labor  market  for  employees. 

The  report  of  the  Commission  on  Financing  of 
Hospital  Care  did  not  mention  one  additional  factor, 
which  is  quite  important  in  considering  the  total 
payroll  cost,  for  this  consideration  has  been  only 
recently  an  important  matter. 

Fringe  benefits. — In  hospitals,  as  in  the  experience 
of  business  and  industry,  fringe  benefits  have  become 
an  expensive  factor — sometimes  amounting  to  as 
much  as  20  per  cent  or  more  of  the  visible  payroll. 

Supplies. — The  general  economic  pressures  must 
not  be  overlooked  in  that  hospitals,  like  industry  and 
business,  are  subject  to  this  inflationary  trend  in  the 
costs  of  services  and  supplies  purchased,  such  as  food, 
fuel,  power,  and  medicines. 

Departmentalization. — Another  definite  effect  on 
the  cost  per  patient  day  is  apparent  in  the  increase 
of  supporting  services  deemed  necessary  to  keep  pace 
with  the  rapid  advances  in  medicine,  and  this  has 
resulted  in  a more  departmentalized  hospital  than  we 
knew  formerly.  This  departmentalization  has  affected 
hospitals  in  two  ways: 

1.  It  has  increased  the  need  for  more  employees 
per  patient  day  (1.48  employees  per  patient  day  in 
1946  compared  to  2.18  employees  in  1958). 

2.  It  has  increased  the  cost  of  hospital  care  by  a 
factor  that  is  known  as  "standby  service.”  This  serv- 
ice, while  essential  when  needed,  includes  many 
services  that  are  not  routinely  utilized,  but  must  be 
maintained  at  all  times. 


W.  P.  Earngey,  Jr.,  immediate  past 
president  of  the  Texas  Hospital 
Association,  is  administrator  of 
Harris  Hospital,  Fort  Worth. 


The  Commission  on  Financing  of  Hospital  Care 
interestingly  pointed  out  in  1952  that  there  were 
19  ancillary  services  possible  in  the  general  hospital. 
Hospital  costs  varied  in  direct  proportion  to  the 
number  of  these  services  provided.  "Hospitals  with 
less  than  6 of  19  ancillary  services  tabulated  for  study 
spent  $15.44  per  patient  day,  compared  to  $17.66 
for  hospitals  with  6 to  9 of  such  services,  $19.48 
for  those  with  10  to  13  of  the  tabulated  ancillary 
services,  and  $23.11  for  those  with  14  or  more  of 
the  ancillary  services  enumerated.”2 

Average  Length  of  Stay. — While  the  average  length 
of  stay  many  times  does  not  happen  to  be  a signifi- 
cant factor  in  the  cost  of  hospital  care,  it  must  be 
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remembered  that  many  more  procedures  and  treat- 
ments are  given  patients  now  in  7.6  days  than  were 
given  in  9.1  days  in  1946,  or  in  the  14  to  30  day 
stay  of  decades  ago.  This,  of  course,  is  another  way 
of  saying  that  the  shortened  length  of  stay  and  the 
improvement  of  facilities  available  to  the  patient 
have  increased  the  necessity  for  more  professionally 
and  technically  skilled  personnel. 

All  of  these  explanations  of  the  reasons  for  the 
increase  in  cost  per  patient  day  can  be  logically  ex- 
plained to  the  initiated  and  the  uninitiated.  It  appears 
to  me,  that  sometimes,  we  emphasize  the  cost  per 
patient  day  too  much  to  the  exclusion  of  looking  at 
the  cost  of  hospital  care  per  patient  stay.  It  has  been 
reliably  reported  that  it  is  approximately  10  per  cent 
less  expensive  for  a family  to  pay  for  maternity  care 
today  than  it  was  in  1930.3 


Total  Bill  for  Hospitalization 
For  Community 

Although  all  of  these  influencing  factors  which 
have  been  discussed  are  understandable  to  us,  the 
average  person  today  tends  consistently  to  judge  the 
cost  of  hospital  care  by  the  number  of  dollars  he 
must  pay  for  his  prepayment  coverage.  Since  more 
and  more  persons  in  the  country  become  budgeted 
each  year,  it  is  only  natural  that  the  individual’s  at- 
tention will  be  attentively  focused  upon  this  cost. 
Many  recent  public  hearings  have  clouded  and  ac- 
centuated this  genuine  concern. 

It  is  only  fair  in  considering  hospital  economics 
that  we  recognize  the  forces  which  surround  the 
utilization  of  hospitals. 

The  total  hospital  bill  is  affected  by: 

1.  The  general  availability  of  hospitals  to  the 
community,  and  the  ability  of  the  community  to 
pay  for  that  care. 

2.  The  broadened  prepayment  policy  of  today 
which  covers  tuberculosis  and  mental  diseases  for 
general,  short-term  hospital  care,  thereby  reducing 
the  need  for  the  long-term  care  formerly  given  by 
the  state  or  federal  government. 

3.  This  extended  prepayment  coverage  which  now 
provides  in  excess  of  90  days  per  year  as  opposed  to 
the  30  days  per  year  contract  offered  not  too  long 
ago. 

4.  A proportionate  increase  in  the  aged  to  the 
total  population  as  a whole.  This  group,  admittedly, 
uses  between  three  and  four  times  the  amount  of 
hospitalization  experienced  by  the  younger  age  group. 
This  ratio  of  hospitalization  experience  is  not  neces- 
sarily longer  per  stay,  but  the  incident  of  hospitali- 
zation is  more  frequent. 

The  socio-economic  impact  on  utilization  of  hos- 


pitals also  affects  the  total  bill  to  the  community. 
These  forces  are  apparently  present  in  this  regard: 

1.  The  adequate  family  income.  With  an  adequate 
income,  comes  a different  standard  of  living,  and 
with  that  the  ability  to  purchase  more  nonessential 
items. 

2.  The  effect  of  education  on  utilization.  It  has 
been  reliably  reported  that  the  level  of  education  has 
much  to  do  with  the  increased  utilization  of  the 
hospitals.  In  a controlled  study,  an  insured  group  at 
the  college  level  of  education  was  compared  to  that 
of  an  industrial  group  reflecting  a high  school  edu- 
cation. The  college  group  had  a utilization  rate  of 
98.8  per  cent  of  the  total  amount  paid  in,  while  the 
industrial  group  had  68.7  per  cent.1 

3-  Urbanization.  The  change  in  our  population 
from  a rural  to  an  urban  society  has  had  no  small 
effect  upon  hospitalization.  The  two-income  family, 
with  its  consequent  smaller  housing  facilities,  a need 
for  apartment  dwelling,  and  a shifting  population 
have  made  hospitalization  a necessity  for  this  urban- 
ized group  rather  than  a luxury,  because  there  is  no 
family  unit  to  provide  even  minimal  home  care 
without  disastrous  socio-economic  results. 


Physician's  Influence  on  Cost 

We  have  discussed  many  of  the  forces  affecting 
the  cost  of  hospital  care  without  discussing  the 
physician’s  influence  on  this  cost. 

The  physician’s  responsibility  is  well  outlined  by 
the  Commission  on  Financing  of  Hospital  Care: 
"Individual  medical  staff  members  determine  by  their 
decisions  the  immediate  quality  and  the  direct  costs 
of  hospital  care.  The  medical  staff  functions  most 
effectively  if  it  is  a self-disciplining  organization 
which  directs  its  activities  so  as  to: 

1.  Carry  out  the  board’s  policies  effectively  inso- 
far as  they  apply  to  the  medical  staff. 

2.  Insure  that  each  staff  member  is  providing 
the  highest  quality  of  care  within  the  limits  of  his 
abilities,  and  when  appropriate,  under  supervision. 

3.  Cooperate  with  the  administrator  and  his  staff 
in  the  development  of  procedures  for  control  of 
quality  and  costs. 

4.  Review  continuously  the  effectiveness  of  its 
activity  from  the  point  of  view  of  quality  (the  medi- 
cal audit)  and  of  costs  (the  medical  economic  audit). 
The  board  of  trustees  and  the  administrative  and 
medical  staff  have  a common  goal:  the  best  possible 
patient  care  at  the  lowest  possible  cost.  As  these 
groups  are  more  fully  aware  of  their  primary  func- 
tions and  inter-dependence,  appropriate  mechanisms 
will  develop  by  which  each  can  carry  out  its  function 
in  the  most  effective  manner.”2 
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The  physician  can  help  to  control  hospital  costs 
by: 

1.  Standardization  of  procedures,  supplies,  and 
equipment. 

2.  Careful  scheduling  of  elective  admissions  in 
order  to  utilize  ancillary  services  to  their  maximum. 

Other  Cost  Factors 

There  is  not  time  nor  space  to  touch  upon 
the  important  effects  which  progressive  care,  con- 
valescent care,  and  automation  may  have  upon  hos- 
pital costs,  but  these  factors  must  be  carefully  con- 
sidered in  any  approach  to  a realistic  appraisal  of 
our  responsibility  to  the  public. 


4.  Are 


An  article  appearing  in  the  Harvard  Business 
Review  for  J anuary-February,  I960,  contains  this 
sentence:  "Coupled  with  the  astronomical  rise  in 
ordinary  living  costs  has  been  a skyrocketing  of  medi- 
cal and  hospital  charges.”  A myriad  of  similar  quo- 
tations could  be  obtained  from  the  so-called  schol- 
arly publications  such  as  this  one,  or  from  news- 
papers. In  the  latter  the  language  is  even  less  tem- 
perate. Several  questions  may  help  to  clarify  the  is- 
sues: (1)  Is  there  any  way  to  determine,  scientifical- 
ly and  objectively,  when  individual  prices  or  groups 
of  prices  are  too  high?  (2)  Is  there  any  objective 
measurement  for  determining  when  a rate  of  increase 
of  particular  prices,  or  particular  groups  of  prices,  is 
too  high?  (3)  Are  there  some  misunderstandings 
concerning  the  particular  area  of  prices  known  as 
"medical  care  costs”? 

To  the  first  two  questions,  it  seems  to  me,  one 
must  answer  with  an  unequivocal  "no.”  There  is  no 
objective  measurement,  so  far  as  I know,  that  will 
indicate  that  any  individual  price  or  any  group  of 
prices  can  be  described  as  too  high.  Second,  so  far 
as  I know,  there  is  no  objective  measurement  for 
determining  when  any  individual  price  or  group  of 
prices  is  increasing  too  rapidly. 

This  leads  us  to  the  third  and,  I think,  the  most 
important  question  of  whether  or  not  there  are 
areas  of  misunderstanding  in  the  behavior  of  medical 


Since  it  is  unthinkable  that  the  medical  profes- 
sion and  hospitals  will  not  use  and  accept  new  tools 
as  soon  as  they  are  proven,  and  since  it  is  unthink- 
able that  a profession  would  suggest  reducing  the 
quality  of  care  given  the  patient,  then  we  must  be 
prepared  to  explain  adequately  to  the  community  the 
forces  influencing  the  cost  of  that  care.  The  public 
will  then  understand  the  benefits  of  this  care  in 
human  as  well  as  in  economic  terms. 
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Medical  Care  Costs  Outrageous? 

ARTHUR  KEMP,  Ph.D. 

Chicago,  Illinois 

care  costs  or  prices.  There  is  an  old  saying  that,  "It 
ain’t  what  we  don’t  know  that  does  us  so  much 
harm;  it’s  knowing  so  danged  many  things  that  ain’t 
so.”  This  is  applicable  to  some  of  the  misunderstand- 
ings involved  in  the  behavior  of  medical  care  prices. 

Medical  Care  Index 

An  element  of  confusion,  in  the  popular  mind  at 
least,  and,  to  some  extent,  in  the  technically  trained 
mind  is  failure  to  recognize  the  difference  between 
prices  or  costs  and  total  expenditures.  Expenditures 
represent  a total  sum  of  money  paid  for  a quantity 
of  goods  or  services  consumed,  whereas  the  price  or 
cost  refers,  not  to  a quantity,  but  to  one  unit  of 
such  goods  or  services.  Therefore,  it  should  be 
obvious  that  there  could  be  an  increase  in  price 
without  an  increase  in  expenditures,  and  an  increase 
in  expenditures  without  an  increase  in  price.  In  the 
case  of  medical  care,  there  has  been  an  increase  in 
nominal  prices  and  expenditures. 

I wish  to  refer  here  primarily  to  the  behavior  of 
medical  care  prices  and  not  to  total  expenditures.  One 
of  the  problems  in  observing  the  behavior  of  medical 
care  prices  is  the  period  of  time  under  consideration. 
Anyone  really  interested  in  the  problem  needs  to  go 
back  more  than  the  last  few  years,  or  the  last  5 years; 
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indeed,  back  beyond  the  last  decade.  Furthermore, 
several  fundamental  changes  have  been  taking  place 
in  the  behavior  of  prices  within  the  medical  care 
index. 

The  best  yardstick  we  possess  at  the  present  time 
to  measure  retail  prices  is  the  Bureau  of  Labor  Sta- 
tistics Consumer  Price  Index,  one  part  of  which  is 
called  the  Medical  Care  Index.  The  Medical  Care 
Index,  containing  some  18  items,  undertakes  to  rep- 
resent all  medical  goods  and  services  customarily 
purchased  by  urban  wage  earner  and  clerical  worker 
families.  Among  the  items  within  the  Medical  Care 
Index,  for  example,  are  physicians’  fees,  with  several 
subdivisions  such  as  office  visit,  house  visit,  ob- 
stetrical care,  appendectomy,  tonsillectomy;  dent- 
ists’ fees,  including  fillings  and  extractions;  hospital 
rates;  group  hospitalization;  prescriptions  and 
drugs  of  various  kinds;  and  so  on,  all  of  which  taken 
together  constitute  the  Medical  Care  Price  Index.  A 
common  misunderstanding,  strangely  enough,  not 
only  among  the  general  public  but  also  physicians, 
is  that  certain  subdivisions,  such  as  Physicians’  Fees, 
are  indistinguishable  from  the  entire  Medical  Care 
Index.  This  is  not  true.  Separate  indexes  are  available 
for  physicians’  fees,  hospital  rates,  prescriptions, 
milk  of  magnesia,  as  well  as  those  for  other  indi- 
vidual items. 


Divergent  Components 

Unfortunately,  few  of  the  people  who  write  about 
"the  fees  doctors  charge’’  or  "the  outrageous  cost  of 
getting  ill”  take  much  time  to  distinguish  between 
the  behavior  of  the  various  components  of  the  index. 
Whether  this  is  caused  by  inertia,  lethargy  or  some 
conscious  purpose,  I do  not  know.  The  18  compo- 
nents, priced  and  weighted  and  grouped  into  sub- 
classes, behave  differently,  have  behaved  differently 
in  the  past,  and  have  varied  widely  in  price  change 
over  the  long  term  inflationary  period  that  has  lasted 
approximately  a quarter  of  a century. 

The  principal  inflationary  push  has  occurred  since 
1938.  If  one  examines  only  the  last  decade — that  is, 
from  1948  to  1958 — the  Medical  Care  Index  showed 
an  increase  slightly  over  43  per  cent,  from  100.9  in 
1948  to  144.6  in  1958.  In  comparison,  during  the 
same  10  years — 1948  and  1958 — the  Consumer  Price 
Index  increased  by  20.1  per  cent,  or  from  102.8  in 
1948  to  123-5  in  1958.  This  relatively  slower  rise  in 
the  Consumer  Price  Index  is  often  the  basis,  although 
of  dubious  validity,  for  such  statements  as  the  "sky- 
rocketing cost  of  medical  charges.”  Moreover,  such 
emphasis  on  the  most  recent  decade  tends  to  obscure 
the  fact  that  medical  care  prices  advanced  much  more 
slowly  in  relation  to  other  prices  during  the  earlier 
inflationary  decade  preceding  1948.  For  example,  in 


the  period  from  1938  to  1948  the  Medical  Care 
Index  increased  by  39-2  per  cent  while  consumer 
prices  in  general  increased  by  70.5  per  cent.  This  is 
not  usually  considered,  and  I have  heard  many  so- 
called  experts  say,  "Well,  this  is  past  history.”  As  a 
matter  of  fact,  this  relationship  between  service  prices 
and  all  other  prices  is  rather  common.  There  is  a 
marked  tendency  for  essentially  service  prices  dur- 
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ing  an  inflationary  period  accompanied  by  economic 
recovery  to  increase  more  slowly  at  first  than  durable 
goods  or  commodities  in  general.  Thus,  the  index  of 
commodity  prices  in  the  period  from  1938  to  1948 
shows  an  increase  of  95.8  per  cent,  while  medical 
care  costs  increased  by  only  39-2  per  cent. 

Looking  only  at  the  behavior  of  the  entire  Medical 
Care  Index  obscures  divergent  behavior  patterns 
within  it.  The  one  component  showing  a marked 
increase  in  price  is  hospital  rates.  In  the  decade  from 
1938  to  1948,  hospital  rates  increased  by  104.6  per 
cent,  and  by  1958  they  had  risen  93.9  per  cent  above 
1948.  Over  the  entire  20  year  period  from  1938  to 
1958,  hospital  rates  increased  by  296.8  per  cent.  Al- 
though it  is  true  that  in  the  recent  past  medical  care 
prices  have  risen  somewhat  faster  than  other  prices, 
the  total  rise  in  the  past  two  decades  of  the  Con- 
sumer Price  Index  and  its  commodity  group  is  great- 
er than  the  rise  in  the  Medical  Care  Index,  with 
Medical  Care  less  Hospital  Rates  rising  less  than  60 
per  cent  as  much  as  commodities.  Taking  the  over- 
all picture  into  consideration  there  was  an  increase 
in  the  Medical  Care  Index  of  99.4  per  cent  and  an 
increase  in  all  items  of  the  Consumer  Price  Index  of 
104.8  per  cent. 


Quality  Changes 

9 

The  fact  that  price  indexes  fail  to  make  due  allow- 
ance for  quality  changes  is  probably  more  serious  in 
the  Medical  Care  Index  than  in  other  components  of 
the  Consumer  Price  Index.  For  example,  there  are 
some  things  which  need  to  be  taken  into  considera- 
tion when  looking  at  price  changes  in  hospital  rates. 
Most  important,  probably,  is  the  fact  that  there  is 
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no  way  thus  far  of  taking  into  consideration  changes 
in  the  cost  of  the  entire  service  received.  Although 
the  price  per  day  for  hospital  rates — which  the  Con- 
sumer Price  Index  measures — may  be  going  up,  the 
average  hospital  stay  for  a particular  disease  appears 
to  be  decreasing.  A second  factor  involved  is  that 
hospital  costs  have  been  altered  somewhat  because 
the  former  sizable  volume  of  labor  contributed  free 
on  a voluntary  basis  has  changed  to  paid  labor. 
Service  rates  during  this  period  were  going  up  sub- 
stantially, of  course,  as  were  wages.  This  is  evidenced 
by  the  total  increase  in  the  price  of  domestic  service 
over  the  same  period,  which  shows  a substantial  in- 
crease in  price  over  the  20  year  period  of  278.9  per 
cent,  and  is  of  a magnitude  comparable  to  the  296.8 
per  cent  for  hospital  rates.  Another  factor  frequently 
overlooked  is  the  relatively  small  importance  of  medi- 
cal care,  5.4  per  cent  in  the  entire  Consumer  Price 
Index  compared  with,  for  example,  28.7  per  cent  for 
food  and  32.7  per  cent  for  housing. 


Prices  Versus  Income 

Before  drawing  any  conclusions  regarding  the  price 
of  medical  care,  it  would  be  misleading  to  look  solely 
at  costs  in  a period  of  substantial  increases  in  the 
price  level  without  examining  changes  in  money 
earnings.  It  is  necessary  to  look  at  both  prices  and 
incomes  to  determine  the  question  of  benefits  in 
terms  of  real  income.  In  the  past  20  years,  the  rise 
in  weekly  earnings  for  factory  workers  in  manufac- 
turing industries  has  more  than  offset  the  rise  in 
medical  care  prices,  as  well  as  prices  in  general.  It 
required  fewer  hours  of  work  in  1958  to  purchase, 
even  at  a higher  price,  the  same  quantity  of  medical 
care  that  could  be  bought  for  $10  in  1938.  For 
example,  a factory  worker  in  1938  had  to  work  nearly 
16  hours  to  pay  for  $10  worth  of  physicians’  services 
at  1938  prices.  Today,  he  works  about  half  that  time 
in  order  to  receive  the  same  quantity  of  service,  and 
this  does  not  take  into  consideration  any  increase  in 
the  quality  of  those  services.  He  would  have  had  to 
work  15  hours  and  54  minutes  in  order  to  buy  $10 
of  medical  care  in  1938.  In  1958,  for  the  same 
amount  of  medical  care,  he  had  to  work  only  9 hours 
and  24  minutes,  even  taking  into  consideration  the 
increase  in  prices.  Examples  of  this  could  be  multi- 
plied, and  only  in  one  case»  can  it  be  said  that  the 


individual  factory  worker  appears  to  be  worse  off  in 
1958  than  he  was  in  1938,  in  real  terms.  That  one 
exception  is  in  the  price  of  hospital  rates.  He  must 
now  work  18  hours  and  36  minutes  in  order  to 
purchase  what  15  hours  and  54  minutes  of  work 
would  have  purchased  in  1938.  It  should  not  be 
forgotten,  however,  that  this  does  not  take  into 
consideration  either  changes  in  quality  or  another 
development  that  has  occurred  since  that  time,  name- 
ly, that  in  1938  health  services,  for  the  most  part, 
were  directly  financed  by  the  employee.  Since  1938, 
health  insurance,  including  hospitalization,  has  fre- 
quently been  blanketed  into  a package  of  employee 
benefits,  and  at  least  a part  of  the  financing  of  medi- 
cal care  costs  is  by  employers  or  union  funds.  Thus, 
this  differential  does  not  appear  as  part  of  the  wages 
which  the  individual  receives  and  over  which  he  has 
control. 


Summary  and  Conclusions 

One  must  conclude,  so  far  as  the  Medical  Care 
Index  is  concerned,  that  various  component  parts 
have  behaved  differently  over  the  extended  infla- 
tionary period  of  the  last  20  years.  The  outstanding 
increases  in  costs  in  this  area  are  in  hospital  rates 
and  group  hospitalization  premiums.  They  have  risen 
farther  and  faster  than  the  prices  of  other  items  in 
the  Medical  Care  Index  and  have  served,  therefore, 
to  exaggerate  the  rise  in  the  Medical  Care  Index.  The 
Index  for  Medical  Care  less  hospital  rates  has  par- 
alleled the  rise  in  the  category  of  all  services  less 
medical  care  service,  indicating  that  the  advance  in 
price  of  medical  care  items,  other  than  hospital  rates 
and  group  hospitalization  premiums,  has  been  less 
than  that  for  all  other  services  customarily  purchased 
by  a well-defined  group  of  consumers.  The  real  cost 
of  medical  care  has  not  been  rising;  indeed,  it  has 
been  falling  over  the  inflationary  period. 

What  then  is  the  cause  of  the  current  emphasis 
on  medical  care  costs?  Facing  the  issue  squarely,  the 
emphasis  by  certain  political  elements  and  by  cer- 
tain writers  is  not  based  upon  a desire  to  determine 
facts.  It  is  based  upon  a desire  to  promote  particular 
forms  of  legislative  interference  by  the  federal  gov- 
ernment with  the  price  mechanism  and  with  personal 
income  distribution. 

t Dr.  Kemp,  American  Medical  Association,  535  North 
Dearborn,  Chicago  10. 
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About  46  per  cent  of  physicians  in  private  practice  are  general  prac- 
titioners. They  receive  about  half  the  patient-visits  for  about  the  same 
causes  as  all  private  practitioners.  They  do  about  1 in  3 selected  common 
operations  and  about  one-third  of  deliveries.  A reduced  period  of  educa- 
tion, integrating  the  arts  and  basic  sciences,  plus  a rotating  clinical 
experience  in  a university-affiliated  hospital  and  in  a precepteeship  in 
private  practice  should  produce  a qualified,  confident  general  practitioner. 


The  Future  of  General  Practice 

FRED  MacD.  RICHARDSON,  M.D. 

Philadelphia,  Pennsylvania 


TO  CONSIDER  logically  the  future  of  general 
practice,  certain  factual  bases  concerning  all 
medicine  first  must  be  established. 

Medicine,  all  medicine,  concerns  itself  primarily 
with  two  states  of  the  human  organism.  These  states 
may  be  defined  as  the  presence  of  health  or  its 
absence,  which  is  the  presence  of  disease. 

All  physicians  are  concerned  with  knowledge 
about  these  human  states.  We  as  physicians  are 
concerned  with  the  attainment  of  this  knowledge, 
its  extension,  its  application,  and  the  moralities  gov- 
erning these  areas. 

These  governing  moralities  are  expressed  in  the 
system  of  ethics  evolved  for  our  guidance.  This  sys- 
tem obligates  and  dedicates  all  physicians  equally  and 
continually,  and  from  its  provisions  we  must  not 
deviate,  now  or  in  the  future,  lest  medicine  become 
less  than  what  we  today  think  it  is. 

The  application  of  the  body  of  knowledge  we 
possess  about  health  and  disease  represents  the  prac- 
tice of  medicine.  In  the  United  States  the  traditional 
and  majority  method  of  practice  is  private  practice, 
that  is,  fee  for  service  practice. 

It  is  estimated  that  there  are  at  present  about 
140,000  physicians  in  private  practice  in  the  United 
States.  Of  these,  according  to  the  classification  system 
used  by  the  American  Medical  Association,  about  46 
per  cent  are  general  practitioners,  about  40  per  cent 
are  full-time  (so-called  starred)  specialists  (not  nec- 
essarily board  certified),  and  the  rest  are  unstarred 


or  part-time  specialists.  These  physicians  bear  the 
brunt  of  the  daily  ills  of  the  nation.  It  is  they  who 
are  largely  entrusted  with  the  application  of  this 
body  of  medical  knowledge  about  health  and  disease. 
Plans  that  may  be  made  for  their  future  depend 
somewhat  on  accurate  knowledge  of  what  they  do 
today  and  how  well  they  do  it. 

The  medical  statistical  research  firm  of  Taylor, 
Harkins  and  Lea  of  Philadelphia  has  for  some  years 
been  collecting  information  about  the  reasons  for 
patient-visits  to  doctors  in  private  practice.  The  firm 
receives  a continuous  flow  of  reports  from  a panel 
of  more  than  a thousand  participating  physicians. 
This  panel  is  so  designed  and  selected  that  it  pro- 
vides representation  proportionate  to  the  distribution 
of  United  States  physicians  by  type  of  practice 
(again  according  to  the  AMA  classification),  by 
geographical  region,  and  by  population  density. 

Each  panel  physician  reports  all  diagnoses  on  each 
patient  seen  during  a standard  period.  In  addition,  he 
reports  on  his  hospitalized  patients  the  maneuvers 
that  he  himself  has  performed — that  is,  if  he  reports 
an  appendectomy  on  a hospitalized  patient,  it  is 
understood  that  he,  himself,  not  a consultant,  per- 
formed this  operation.  Taylor,  Harkins  and  Lea 
classifies  these  diagnoses  according  to  the  Manual 
of  the  International  Statistical  Classification  of  Dis- 
ease, Injuries,  and  Causes  of  Death,  and  summarizes 
the  reports  under  the  name  of  The  National  Disease 
and  Therapeutic  Index,  or  NDTI. 
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The  data  I am  about  to  present  are  derived  from 
reports  of  this  panel  covering  the  calendar  year  1958. 
Figures  are  represented  as  percentage  of  total  diag- 
noses made  and  do  not  illustrate  differences  in 
practice  due  to  geographical  location,  age  of  physi- 
cian, or  population  density.  All  of  these  differences 
do  exist,  are  real,  but  are  smoothed  out  in  considera- 
tion of  the  totals. 


Causes  for  Patient-Visits 

Since  this  discussion  has  primarily  to  do  with 
general  practice,  let  us  attempt  to  delineate  by  type 
of  diagnosis  the  differences  between  general  practice 
and  other  types  of  practice.  Consideration  of  the 
causes  for  patient-visits  to  the  doctor  on  a basis  of 
the  number  of  causes  per  1,000  patient-visits  reveals 
that  in  half  of  the  categories  classified,  patients 
consult  general  practitioners  on  about  the  same  basis 
as  they  do  all  doctors  in  private  practice  (table  1). 
In  five  categorized  conditions  general  practitioners 
see  more  of  the  classified  ills  per  1,000  patients 


Table  1. — Conditions  Causing  Patient-Visits  to  General 
Practitioners  and  to  Other  Physicians 
(cases  per  1,000  patients ). 


All 

Causes  of  Morbidity  G.P.  Doctors 


Infective  and  parasitic  diseases 38.7  32.7 

Circulatory  disorders  131.4  117.0 

Diseases  of  respiratory  system 193.3  155.3 

Diseases  of  bones  and  organs  of  movement  46.0  39.7 

Accidents,  poisoning,  and  violence 94.6  81.7 


Neoplasms  18.6  27.6 

Diseases  of  nervous  system 

and  sense  organs 62.1  89-3 

Diseases  of  skin  and  cellular  tissue 44.0  56.7 

Special  conditions  without  sickness 178.8  213.6 


than  do  other  doctors,  whereas  in  the  four  remaining 
categories  a greater  concentration  is  seen  by  special- 
ists. Surgeons  and  gynecologists  see  more  neoplasms 
per  1,000  cases,  neurologists  and  ophthalmologists 
more  diseases  of  the  nervous  system,  dermatologists 
more  skin  disease,  and  surgeons,  obstetricians,  and 
pediatricians  all  have  "special  conditions  without 
sickness”  more  highly  concentrated  in  their  practices. 

By  grouping  these  diagnoses  in  the  order  of  their 
relative  frequency  according  to  the  international 
three  digit  classification,  we  have  a picture  of  na- 
tional morbidity.  This  picture,  while  presenting  gaps 
in  the  area  of  minor  illnesses  too  slight  to  be  pre- 
sented to  a physician,  and  possibly  in  those  disease 
areas  cared  for  in  chronic  disease  hospitals,  cer- 
tainly establishes  the  reasons  why  patients  visit  their 


doctors.  The  diagnoses,  obviously  not  all  patholog- 
ically proven  and  therefore  largely  provisional,  rep- 
resent the  medical  opinion  of  the  reason  behind  the 
patient-visit.  I have  not  yet  found  a better  method 
to  estimate  the  population  morbidity. 

The  NDTI  report  for  1958  was  based  on  140,786 
diagnoses  made  in  119,880  patient-visits.  Of  the  888 
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conditions  or  diagnoses  possible  according  to  the 
three  digit  classification,  the  100  most  frequently 
reported  accounted  for  73-23  per  cent  of  all  diag- 
noses. In  other  words,  three-fourths  of  a physician’s 
time  is  spent  in  dealing  with  one  or  more  of  100 
separate  reasons  for  the  patient’s  consultation,  and 
only  1 patient  in  4 presents  any  of  the  remaining 
788  reasons. 

I have  restricted  consideration  to  the  first  25  of 
these  100  most  frequent  specific  reasons.  These  25 
reasons  account  for  39.5  per  cent  of  the  total  num- 
ber of  diagnoses  made. 

Far  and  away  ahead  of  all  other  reasons  for 
patient-visits  to  a doctor  are  those  related  to  health 
supervision.  These  reasons  represent  18.2  per  cent 
of  all  diagnoses  and  3 of  the  most  frequently  seen 
5 conditions  (table  2). 


TABLE  2. — Patient-Visits  for  Health  Supervision  Reasons. 


Health  Care 

(Nondisease  or  Injury) 

Per  Cent 
of  Total 
Diagnoses 
1957  1958 

Relative  Rank 
in  First  25 
Diagnoses 
1957  1958 

Prophylactic  inoculation  

. 5.3 

4.2 

1 

i 

Prenatal  care  

. 4.9 

4.0 

2 

2 

Medical  and  surgical  aftercare. 

. 4.0 

3.9 

3 

3 

Medical  or  special  examination 

. 3.3 

3.0 

4 

5 

Follow-up  examination  for 

other  conditions  

. 2.4 

1.6 

6 8 

Prophylactic  inoculations  or  vaccinations,  and  pre- 
natal care  are  still  the  two  most  frequent  reasons  for 
patient-visits  to  a physician.  Is  it  possible  with  the 
rigid  specialization  seen  in  highly  departmentalized 
medical  schools  and  teaching  hospitals,  and  our  own 
concern  for  and  predisposition  with  disease  processes, 
that  we  tend  to  neglect  in  our  teaching  and  in  our 
practice  the  care  of  the  so-called  healthy  patient?  The 
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departmentalized  care  of  patients  has  been  forcefully 
questioned  by  Beecham  and  Emich  in  an  editorial  in 
the  Journal  of  Obstetrics  and  Gynecology  for  No- 
vember, 1956.  Despite  various  attempts  by  medical 
schools  to  introduce  students  to  the  "whole  patient,” 
I am  not  yet  certain  that  the  desired  result  has  been 
achieved. 

The  second  most  frequent  category  of  diagnoses 
made  by  the  physician  panel  was  in  the  area  of 
respiratory  diseases  and  represented  13.2  per  cent 
of  all  diagnoses.  Table  3 compares  the  frequency  of 
1958  diagnoses  with  that  of  1957. 

TABLE  3. — Patient-Visits  for  Respiratory  Diseases. 

Per  Cent  Relative  Rank 
of  Total  in  First  25 
Respiratory  System  Diagnoses  Diagnoses 


1957 

1958 

1957 

1958 

Acute  upper  respiratory  infection 

of  multiple  or  unspecified  sites 

2.3 

3.2 

7 

4 

Otitis  media  without  mastoiditis  . 

1.7 

9 

Acute  tonsillitis  

1.8 

1.6 

9 

10 

Acute  pharyngitis  

1.3 

1.2 

15 

16 

Bronchitis,  unqualified  

.9 

1.0 

24 

19 

Since  by  definition  this  category  does  not  include 
specific  disease  entities  as  tuberculosis,  neoplasms, 
or  allergies  of  the  respiratory  tract,  the  figures  here 
represent  largely  acute  and  nonspecific  respiratory 
infections.  Standard  practice  in  the  treatment  of 
these  diseases  is  the  administration  of  antibiotic 
drugs  (singly  or  in  combination),  despite  continu- 
ing evidence  of  increasing  bacterial  resistance,  drug 
sensitivities,  and  superinfections.  For  instance,  31-5 
per  cent  of  patient-visits  reported  due  to  "influenza” 
were  treated  with  penicillin  despite  the  well  known 
lack  of  effectiveness  of  penicillin  against  the  influ- 
enza virus. 

Table  4. — Patient-Visits  for  Diseases  of  the  Circulatory 
System. 

Per  Cent  Relative  Rank 
of  Total  in  First  25 
Circulatory  System  Diagnoses  Diagnoses 


1957 

1958 

1957 

1958 

Arteriosclerotic  heart  disease 
(including  coronary)  

2.6 

2.6 

5 

6 

Essential  benign  hypertension 
(without  mention  of  heart)  . . 

2.2 

1.9 

8 

7 

Other  and  unspecified  hypertensive 
disease  

0.9 

1.2 

20 

17 

Other  unspecified  diseases  of  heart 

1.0 

.8 

18 

23 

Diseases  of  the  circulatory  system  occupy  third 
place  in  the  frequency  categorization,  presenting  9-9 
per  cent  of  the  reasons  people  visit  doctors  (table  4). 

These  figures  are  certainly  at  odds  with  mortality 
statistics  which  present  diseases  of  the  circulatory 


system  as  the  greatest  cause  of  mortality  in  this 
country  today.  I am  beginning  to  wonder  if  concepts 
of  pathology  rather  than  physiology  and  epidemiol- 
ogy have  governed  our  teaching,  and  suggest  that 
perhaps  it  would  be  better  to  pay  less  attention  to 
mortality  statistics  and  to  take  greater  heed  of  the 
population  morbidity.  It  is  my  suggestion  that  due 
consideration  given  to  population  morbidity  might 
remove  some  of  the  uncertainty  evident  in  the  report 
from  the  recent  World  Congress  on  Medical  Educa- 
tion that  "ultimately  many  changes  will  have  to  be 
made  in  medical  care  to  meet  the  complicated  de- 
mands at  present  placed  on  the  shoulders  of  the 
general  practitioner.” 

Practice  in  Hospitals 

Let  us  consider  another  aspect  of  the  application 
of  our  medical  knowledge,  which  is  the  practice  of 
medicine  in  hospitals  in  the  United  States.  Here  for 
the  first  time  we  consider  a realm  of  practice  in 
which  there  has  been  an  attempt  by  some  agencies 
to  separate  general  practitioners  from  specialists, 
theoretically  on  the  basis  of  the  quality  of  care 
given. 

First,  consider  surgery  actually  performed  in  three 
rather  common  human  derangements — appendicitis, 
hernia,  and  cholelithiasis  ( table  5 ) . 


Table  5. — Selected  Surgery  by  Type  of  Practitioners. 


Appendicitis 

Hernia 

Cholelithiasis 

Type  of  Practice 

% 

% 

% 

General  practitioners  . . 

. 34.7 

29.8 

32.3 

Surgeons  

. 52.3 

58.8 

58.4 

Obstetricians-gynecologists 

. 4.8 

.8 

— 

Others  

8.2 

10.6 

9.3 

General  practitioners  do  better  than  1 in  3 opera- 
tions for  appendicitis;  surgeons  (including  part-time 
surgeons)  do  a little  over  half;  and  the  rest  are 
scattered  through  other  types  of  physicians.  Roughly 
the  same  proportions  apply  to  the  operative  correc- 
tion of  hernia  and  cholelithiasis. 

Another  large  area  of  hospital  practice  is  in  ob- 
stetrics (table  6). 

Again,  with  minor  differences,  the  proportions  are 
the  same — general  practitioners  accomplish  somewhat 


TABLE  6. — Obstetrical  Deliveries  by  Type  of  Practitioners. 


Uncomplicated  Complicated 

Deliveries 

Deliveries 

Type  of  Practice 

% 

% 

General  practitioners  

40.0 

38.9 

Surgeons  

5.0 

8.4 

Obstetricians-gynecologists 

52.1 

48.1 

Others  

2.9 

4.6 
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more  than  a third  of  deliveries,  both  routine  and 
complicated  ones,  and  obstetrical  specialists  a little 
over  half. 

While  office  practice,  as  Osier  Peterson  discovered, 
is  difficult  to  analyze  and  house  care  nearly  impos- 
sible, standards  of  hospital  practices  have  been  set 
and  can  be  reviewed  provided  sufficient  effort  be 
made.  This  effort  has  been  made  to  my  knowledge 
by  one  hospital  in  the  country,  and  when  I last 
talked  with  its  originator,  had  not  yet  been  com- 
pleted. In  its  original  form  the  study  selected,  by 
admitting  diagnosis,  surgical  and  obstetrical  cases 
of  comparable  severity  cared  for  by  general  prac- 
titioners and  by  board  specialists,  and  compared  the 
course  in  hospital  and  the  discharge  diagnoses  of 
these  cases.  This  limited  study,  which  must  be  con- 
sidered a pilot  study,  could  demonstrate  no  signifi- 
cant differences  in  the  quality  of  care  rendered  pa- 
tients by  generalists  and  by  specialists. 

This  demonstration  has  far-reaching  implications, 
and  similar  studies  must  be  instituted  throughout 
the  United  States.  We  cannot  continue  to  plan  medi- 
cal school  curriculums,  graduate  and  postgraduate 
training  programs,  and  hospital  privileges  on  the 
principle  that  there  are  different  qualities  of  medical 
care,  this  principle  being  derived  only  from  pre- 
conceived notions  rather  than  from  solidly  demon- 
strated fact.  Problems  of  the  cost  of  medical  care 
to  the  patient  and  to  various  agencies  insuring  these 
costs,  problems  involving  the  quality  and  cost  of 
care  provided  by  various  modes  of  practice  such  as 
group  practice  and  closed  panel  practice,  can  simi- 
larly be  removed  from  dependence  on  prejudice  and 
opinion  and  placed  on  a basis  of  fact.  Once  they  are 
determined,  organized  medicine  in  the  United  States 
must  use  these  facts  in  a conscientious  and  thorough 
effort  to  provide  for  the  entire  populace  the  best 
possible  care  for  the  least  cost. 

Desires  of  Populace 

What  does  this  populace  desire  in  a physician? 
Some  time  ago  the  Health  Information  Foundation 
reported  in  an  opinion  survey  of  the  United  States 
public  that  80  per  cent  of  those  queried  depended 
regularly  on  a "family  physician”  for  medical  serv- 
ices. These  family  physicians  on  investigation  turned 
out  to  be  a mixture  of  avowed  general  practitioners 
(75  per  cent),  board  certified  specialists  (14  per 
cent),  and  the  rest  nonboard  certified  specialists. 
Where  does  this  leave  us?  As  I see  it,  in  general 
terms,  four-fifths  of  the  United  States  population 
want  a family  doctor;  slightly  less  than  half  of  the 
United  States  physicians  in  practice  admit  to  being 
general  practitioners  (from  my  standpoint  the  ideal 


family  doctor),  and  the  rest  are  specialists — special- 
ists to  be  sure  with  variable  qualifications,  but  never- 
theless specialists. 

Future  of  Medicine 

It  is  impossible  to  consider  the  future  of  general 
practice  apart  from  the  future  of  all  medicine  in  the 
United  States.  Certain  problems  must  be  answered, 
and  of  these  I would  consider  first  what  kind  of 
medicine  do  we  plan  for  the  future?  Without  hesi- 
tation I would  suggest  that  most  physicians  feel 
that  a continuation  and  development  of  the  fee  for 
service,  private  practice  type  of  medical  care  will 
continue  to  provide  for  this  country  the  best  avail- 
able quality  of  service  and  that  in  the  long  run  it 
will  be  found  to  be  the  least  expensive. 

Second,  and  dependent  upon  the  answer  to  the 
first,  how  can  we  guarantee  a supply  of  new  physi- 
cians? More  physicians  must  be  produced  each  year 
in  this  country  not  only  to  replace  at  the  bottom  of 
the  life-span  those  who  are  leaving  from  the  top, 
and  to  replace  the  increasing  numbers  of  physicians 
who  leave  practice  to  enter  into  other  full-time 
activities,  but  also  to  maintain  pace  with  our  ex- 
panding population. 

Third,  how  can  we  afford  this  expanded  produc- 
tion program?  And  fourth,  how  can  we  guarantee 
its  continuing  usefulness  and  excellence? 

Many  discussions  have  been  held  on  these  prob- 
lems; many  solutions  have  been  proposed.  With  some 
I find  myself  in  agreement,  and  with  others  in  vary- 
ing degrees  of  disagreement  ranging  from  mild  to 
violent. 

There  are  three  or  four  basic  ideas  on  which 
there  seems  to  be  general  accord  over  the  country. 
First,  we  are  presently  taking  too  long  to  train 
today’s  young  physician.  Because  of  the  length  of 
time  required  and  the  consequent  cost  to  the  student, 
other  areas  of  endeavor  are  becoming  proportion- 
ately more  attractive  to  the  youngster  looking  for  a 
career.  Second,  the  present  product  of  our  medical 
schools  is  unfinished  and  inadequate  so  far  as  caring 
for  patients  is  concerned.  Third,  medicine  is  advanc- 
ing so  rapidly  and  becoming  so  complex  that  no  one 
can  possibly  understand  all  of  its  ramifications; 
therefore,  the  only  answer  is  specialization.  Since 
specialization  is  the  only  way  open  to  conscientious 
students  of  medicine,  the  general  practitioner  will 
eventually  be  replaced  by  a specialist  with  increased 
training  in  family  medicine. 

Attainment1  of  Medical  Knowledge 

Let  me  present  a method  for  the  attainment  of 
medical  knowledge  that  I think  answers  many  of 
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the  problems  now  facing  American  medicine  and 
that  in  my  opinion  will  result  in  an  increasing  pro- 
duction of  high-grade  physicians. 

I think  first  that  we  should  start  with  a youngster 
finishing  secondary  school  and  that  we  should  begin 
his  medical  education  at  the  same  time  we  begin 
the  rest  of  his  higher  education  ( fig.  1 ) . Consider 
this  illustration,  divided  into  areas  representing 
years,  and  diagonally  bisected  by  a line  representing 
the  division  between  the  medical  basic  sciences  and 
the  arts  fundamental  to  all  education.  A curriculum 
heavy  in  the  arts  in  the  early  years,  heavy  in  the 
medical  sciences  in  the  latter  years,  with  laterally 


Fig.  1.  Plan  for  beginning  medical  education  at  the 
same  time  as  other  higher  education,  emphasizing  a 
curriculum  heavy  in  the  arts  in  the  early  years,  heavy 
in  the  medical  sciences  in  the  latter  years,  with  laterally 
integrated  programing  along  the  way,  so  as  to  produce 
the  basic  science  medical  student  at  the  end  of  6 (or 
perhaps  5)  years. 


integrated  programing  in  vogue  along  the  way,  should 
at  the  end  of  6 (or  probably  better  5)  years  pro- 
duce the  basic  science  medical  student.  Perhaps  the 
diagonal  line  should  be  moved  up  the  left  border 
of  the  diagram  and  apply  to  the  last  3 years  of  this 
integrated  program,  allowing  the  prospective  medi- 
cal student  to  undertake  some  of  the  early  work  at 
institutions  other  than  the  ultimate  university  parent. 

No  matter  where  this  line  finally  be  placed,  the 
general  principle  remains  the  same:  the  sharp  divi- 
sion between  the  B.A.  degree  program  and  the 
medical  school  curriculum  is  removed  and  the  two 
are  fused;  curriculum  duplications  are  omitted;  and 
nonessentials  are  pared  away.  In  addition  to  saving 
time,  the  student’s  academic  expenses  have  immedi- 
ately been  reduced  by  three-eighths,  and  certainly 
a program  of  institutional,  state,  or  federal  funds 
on  a long-term  loan  basis  could  be  arranged  for  those 
in  need  of  assistance  to  ease  the  remaining  five- 
eighths  of  the  financial  burden. 

Now,  the  clinical  training  of  this  basic  medical 
student,  begun  perhaps  in  the  last  year  of  his  basic 
education,  is  continued  in  hospitals — hospitals  which 
should  be  part  of  a network  providing  clinical 
traineeships  under  the  aegis  of  each  university  medi- 
cal school.  Their  full-time  staffs  constitute  the  clin- 
ical faculties  of  the  medical  schools,  are  responsible 
to  the  medical  schools,  and  are  supported  by  them. 
The  clinical  curriculum  should  be  diversified  or 
rotating  (or  whatever  name  you  want  to  give  it) 
so  that  the  clinical  student  will  see  in  his  time  (and 
receive  instruction  during  his  seeing)  all  of  the 
human  ills  available  in  his  geographic  area.  Each 
student  during  his  clinical  period  will  gradually 
assume  greater  and  greater  responsibility  in  the 
care  of  out-patients  and  of  hospitalized  patients. 

Integrated  with  the  hospital  staff  involved  pri- 
marily in  the  training  of  these  clinical  students  is  a 
staff  of  practicing  physicians — physicians  who  refer 
their  patients  to  the  hospitals  involved  in  this  type 
of  training,  who  also  work  in  the  hospital  out- 
patient departments  or  on  the  wards  or  both.  Part 
of  the  duties  of  these  physicians  would  be  to  enter- 
tain in  their  practices  a continuous  flow  of  clinical 
preceptees  from  the  hospital.  In  other  words,  the 
private  practice  of  medicine  would  be  one  of  the 
clinical  experiences  through  which  each  trainee 
would  be  rotated.  The  establishment  of  integrated 
teaching  of  this  type  should  permit  more  efficient 
use  of  the  general  practitioner  as  a teacher  of  the 
future  smdent  of  medicine. 

At  the  end  of  this  period  of  clinical  training  we 
should  have  in  our  hands  a doctor.  This  period 
might  be  2 years  or  longer.  I rather  suspect  3 will 
be  required,  and  at  the  end  of  this  time  the  medical 
school  will  be  able  to  present  to  the  American 
public  a man  whose  training  has  been  such  that 
his  patients  may  have  confidence  in  it  and  in  his 


TEXAS  State  Journal  of  Medicine,  MARCH,  1960 


165 


GENERAL  PRACTICE  — Richardson  — continued 

resulting  judgment.  He  will  be  of  an  age  such  that 
the  march  of  atherosclerosis  has  not  begun  to  sap 
his  vigor  and  his  elasticity.  He  will  have  been 
trained  in  and  will  be  competent  to  use  multiple 
medical  disciplines.  He  should  make  an  ideal  gen- 
eral practitioner.  He  will  not  feel  the  need,  as  do 
today’s  interns,  for  considerably  more  clinical  train- 
ing before  he  feels  himself  adequate  to  accept  pri- 
mary responsibility  in  the  care  of  patients.  I have 
the  impression  that  much  of  today’s  graduate  train- 
ing in  specialties  is  the  result  of  the  profound  feel- 
ing of  inadequacy  of  the  recent  graduate  coupled 
with  the  fact  that  opportunities  for  further  clinical 
training  in  other  than  special  fields  are  compara- 
tively poorly  developed  and  lead  to  a pretty  nebu- 
lous goal. 

Let  us  proceed  a little  further  as  regards  another 
problem.  This  is  the  problem  of  the  production  of 
specialists,  teachers,  and  research  workers.  In  fair- 
ness to  future  medical  students  it  must  be  conceded 
that  not  everyone  likes  general  practice.  This  plan 
does  not  deny  to  any  man  the  opportunity  to  obtain 
further  training  in  a specialty,  but  it  should  result  in 
the  time  required  for  specialty  training  being  so 
reduced  that  in  the  end  a trained  specialist  will  have 
little  or  no  greater  time  to  put  in  than  he  does  at 
the  present  moment.  His  continuing  training,  how- 
ever, should  not  be  the  present  type  of  preceptee- 
ship  to  a hospital  or  a certifying  board,  but  should 
be  of  such  caliber  and  require  such  intellectual  at- 
tainment that  a highly  advanced  degree  would  signify 
its  achievement. 

Inherent  in  the  new  Johns  Hopkins  plan  are  fa- 
cilities for  a student  to  break  out  of  clinical  training 
into  basic  sciences  and  research  should  he  show 
increasing  talents  and  desires  in  these  directions.  I 
can  see  no  reason  why  similar  provisions  cannot  be 
fitted  into  this  plan  for  developing  physicians. 

Let  me  summarize  the  expected  achievements  of 
a program  of  this  sort: 

First  is  the  reduction  both  in  time  and  expense 
of  the  academic  effort  now  deemed  necessary  for 
the  production  of  young  physicians.  This  shortening 


of  time  and  lessening  of  capital  investment  should 
help  attract  more  young  people  into  medicine. 

Second  is  the  increased  clinical  training  and  the 
resultant  increase  in  capability  and  confidence  of  the 
young  physician.  Under  academic  guidance  this  pro- 
gram should  further  his  development  as  a student 
and  solidify  scholarly  habits  so  necessary  in  the 
life-long  study  that  is  medicine. 

Third,  I believe  that  the  physicians  produced  by 
this  method,  having  greater  confidence  in  their  own 
capabilities,  would  ultimately  enter  general  practice 
in  increasing  numbers. 

Fourth,  attainment  and  extension  of  medical 
knowledge  would  be  returned  to  the  realm  of  uni- 
versity responsibility;  and  under  university  guidance 
clinical  training  would  be  relegated  to  the  hospitals 
and  to  their  staffs.  This  seems  a more  reasonable 
division  of  responsibility  than  that  presently  in  gen- 
eral use. 

Inherent  in  any  discussion  of  the  production  of 
physicians  for  the  future  is  the  increasing  develop- 
ment of  plans  for  the  continuing  education  of 
physicians  in  practice.  Standards  of  this  type  of  edu- 
cation must  be  kept  high.  Although  choice  of  sub- 
ject matter  may  be  made  logically  by  physicians  on 
the  basis  of  local  needs,  they  should  not  be  en- 
couraged to  demand  second  rate  presentations  on 
the  basis  of  practicality.  The  practicing  physician 
has  as  great  an  obligation  to  understand  the  progress- 
ing basic  sciences  as  does  his  medical  student  junior. 

While  I do  not  believe  that  this  plan  answers 
completely  all  of  the  problems  concerned  in  the  edu- 
cation of  the  future  physician,  I do  believe  that  it 
can  serve  as  a basis  for  urgently  needed  thought, 
argument,  and  change.  I think  that  in  such  a regimen 
will  be  found  at  least  seeds  of  answers  to  the  ques- 
tions presently  plaguing  the  public,  medical  edu- 
cators, enlightened  members  of  the  medical  profes- 
sion, and  young  men  and  women  who  are  looking 
hesitantly  at  medicine  as  a career.  And,  in  the  final 
analysis,  in  these  young  people  lies  the  real  future 
of  general  practice. 

t Dr.  Richardson,  Pennsylvania  Hospital,  Eighth  and 
Spruce  Streets,  Philadelphia  7. 
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From  the  use  of  antibiotics  to  the  problem  of  fat  embolism,  from 
the  technique  of  cast  wedging  to  the  desirability  of  avoiding  surgery 
at  off  hours,  suggestions  in  15  different  areas  relating  to  orthopedics 
are  offered. 


Management  of  Orthopedic  Problems 


Hints  to  the  General  Practitioner 


EDWARD  L.  COMPERE,  M.D. 

Chicago,  Illinois 


Compression  Dressings 

ORRECTLY  APPLIED  compression  dressings 
will  save  hands  or  feet  and  sometimes  arms  or 
legs  following  severe  crushing  injuries.  The  hand  that 
has  been  caught  in  a roller  press;  the  hand  and  arm 
of  a child  which  has  been  run  through  the  electric 
wringer  attached  to  the  washing  machine  in  the  base- 
ment of  his  home;  the  foot  which  has  been  injured 
by  a fall  from  a height  of  30  feet  or  more  with  a 
third  degree  fracture  of  the  os  calcis  or  trimalleolar 
fractures  of  the  tibia  and  extensive  injury  to  the  soft 
tissues  will  become  markedly  edematous  within  a 
period  of  a few  hours  unless  a compression  dressing 
is  applied.  The  compression  dressing  should  be  ap- 
plied as  soon  as  possible  after  such  severe  injuries  to 
bones  and  soft  tissues,  or  to  soft  tissues  alone.  Cor- 
rectly applied  it  will  prevent  excessive  edema.  When 
excessive  edema  is  already  present,  often  with  the 
appearance  on  the  skin  of  large  bullae  which  we 
speak  of  as  "circulatory  blisters,”  the  edema  can  be 
reduced  in  a period  of  48  hours  or  less  by  the  appli- 
cation of  a good  compression  dressing.  Definitive 
treatment  of  severe  injuries  to  the  soft  tissues,  with 
or  without  an  open  wound,  should  be  deferred  until 
edema  has  been  controlled  and  circulation  in  the 
extremity  is  satisfactory.  If  there  is  an  open  wound 
associated  with  a crushing  injury  to  the  soft  tissues, 
with  or  without  a fracture,  the  open  wound  should 
be  thoroughly  cleansed  with  soap  and  water,  and  if 


there  is  not  already  so  much  edema  that  the  wound 
cannot  be  closed,  all  lacerations  should  be  sutured 
carefully  without  burying  foreign  material,  such  as 
catgut,  in  the  wound.  The  care  of  lacerated  tendons 
or  fractures  associated  with  severe  injury  to  the  soft 
tissues  should  be  delayed  until  edema  has  been  con- 
trolled and  circulation  is  satisfactory. 

The  technique  of  applying  a compression  dressing 
is  very  simple  and  yet  is  not  understood  by  most 
physicians  or  surgeons.  After  cleansing  and  sumring 
all  soft  tissue  open  wounds,  a sterile  dressing  is  ap- 
plied followed  by  many  layers  of  sheet  wadding  and 
an  abundance  of  mechanic’s  waste  placed  where  the 
bruising  of  the  soft  tissues  seems  to  be  most  marked. 
The  extremity  is  then  firmly  wrapped  with  two  or 
more  elastic  bandages.  These  bandages  must  be 
started  at  the  distal  end  of  the  extremity  and  con- 
tinued upward  in  a smooth  spiral  without  constric- 
tion. The  final  dressing  should  be  tested  by  palpation. 
It  should  be  firm  and  resilient.  Figure  1 shows  the 
materials  needed  for  applying  a satisfactory  compres- 
sion dressing;  figure  2 shows  the  foot  and  ankle  after 
wrapping  it  with  sheet  wadding  and  the  application 
of  mechanic’s  waste;  figure  3 shows  a completed 
dressing. 

Correctly  applied  this  dressing  will  provide  enough 
compression  to  counteract  the  osmotic  pressure  of  the 
injured  tissues  and  will  prevent  the  accumulation  of 
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Fig.  1.  Materials  used  for  compression  dressing:  (o)  Ace 
elastic  bandages,  (b)  gauze  headrolls,  (c)  mechanic's 
waste,  (d)  sheet  wadding. 


Fig.  2.  Sheet  wadding  has  been  applied  first,  then  me- 
chanic's waste;  gauze  headroll  is  then  bandaged  firmly 
over  the  softer  dressings  to  provide  compression. 


Fig.  3.  Ace  bandages  should  be  applied  with  compres- 
sion but  not  constriction  to  complete  the  compression 
dressing. 


excessive  amounts  of  fluid  in  the  injured  tissues. 
Within  48  hours  or  less,  most  of  the  tendency  for 
marked  swelling  to  occur  will  have  subsided.  Applica- 
tion of  a compression  dressing  to  an  excessively  swol- 
len extremity  will  reduce  the  edema  to  such  an  extent 
within  48  hours  or  less  that  the  bone  landmarks  can 
be  easily  seen  or  palpated  and  definitive  treatment 
can  then  proceed. 

Cold  packs  and  elevation  of  the  extremity  have 


some  value  and  they  should  be  used,  but  they  are 
insignificant  compared  to  the  beneficial  results  of  the 
use  of  compression  dressings  correctly  applied. 

Prophylactic  Antibiotics 

The  routine  administration  of  antibiotics  before 
and  after  or  merely  following  operations  performed 
where  there  is  no  evidence  of  any  infection,  or  reason 
to  expect  infection  at  the  time  of  the  surgery,  has 
been  shown  to  be  an  inadvisable  practice.  Patients 
have  become  sensitized  to  antibiotics  while  the  bac- 
teria, in  many  instances,  have  become  resistant  as  a 
result  of  a procedure  which  was  not  necessary.  Seri- 
ous reactions  to  antibiotics  given  as  a prophylactic 
procedure  following  clean  surgical  cases  have  been 
reported  by  Tachdjian  and  by  me.  Antibiotic  therapy 
should  be  reserved  for  the  treatment  of  infections  or 
for  the  prevention  of  infections  where  known  con- 
tamination of  the  wound  exists.  Whenever  possible 
the  antibiotics  used  should  be  those  which  have  been 
established  as  highly  effective  for  the  organisms 
known  to  be  causing  the  infection. 


Delayed  Fracture  Treatment 

The  definitive  treatment  of  many  closed  fractures 
should  be  delayed.  The  fracture  which  is  associated 
with  extensive  injury  to  the  soft  tissues  should  not 
be  reduced  until  the  tendency  to  marked  swelling  has 
been  controlled  by  compression  dressings.  The  frac- 
ture of  an  elderly  patient  who  is  a poor  risk  can  be 
treated  more  safely  after  the  patient  has  recovered 
from  the  shock  of  the  injury  and  after  careful  medi- 
cal evaluation.  Buck’s  traction  on  the  lower  extremity, 
initial  splinting  of  closed  fractures,  the  cleansing  and 
splinting  of  open  fractures,  and  the  application  of 
a compression  dressing  where  it  is  indicated  consti- 
tute the  immediate  treatment  which  is  indicated  for 
most  closed  fractures. 

Definitive  reduction  and  immobilization  of  frac- 
tures can  be  carried  out  most  safely  when  scheduled 
on  a regular  operative  day  when  there  will  be  ade- 
quate help  from  the  standpoint  of  nurses  and  assist- 
ants. Dr.  John  Royal  Moore,  professor  of  orthopedic 
surgery  at  Temple  University,  has  demonstrated  defi- 
nitely the  fact  that  delay  in  the  definitive  treatment 
of  fractures  does  not  prevent  excellent  end  results. 

Open  Fractures 

The  term  "compound  fracture”  has  been  dropped 
and  does  not  appear  in  the  recent  editions  of  the 
"Standard  Nomenclature  of  Diseases  and  Operations” 
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issued  by  the  American  Medical  Association.  "Open 
fracture”  is  a far  better  designation  of  the  injury,  but 
it  will  require  several  generations,  no  doubt,  before 
doctors  who  have  been  accustomed  to  speak  of  "open 
fractures”  as  "compound  fractures”  can  become  ac- 
customed to  this  change. 

Every  open  fracture  should  be  treated  as  an  emer- 
gency. Definitive  and  thorough  cleansing  of  the 
wound  with  soap  and  water  and  extensive  irrigation 
with  several  liters  of  physiological  saline  solution, 
after  removal  of  badly  contaminated  or  devilized  tis- 
sues, and  primary  closure  without  tension  will  con- 
vert most  open  fractures  into  closed  fractures.  Drs. 
Koch  and  Mason  have  reported,  and  my  own  experi- 
ence has  confirmed,  that  more  than  95  per  cent  of 
open  wounds,  including  those  severely  contaminated, 
which  are  dealt  with  definitively  within  a period  of 
8 hours  or  less  after  the  injury  occurred  will  heal 
as  clean  wounds.  When  treated  within  the  first  few 
hours  after  injury,  some  of  the  open  fractures  can 
be  reduced  safely  and  internal  fixation  used,  if  it 
is  the  opinion  of  the  surgeon  that  this  is  the  best 
method  of  immobilization.  If  the  soft  tissues  in  the 
region  of  the  fracture  have  been  extensively  crushed 
and  excessive  edema  is  anticipated,  it  is  advisable 
merely  to  deal  with  the  open  wound.  After  closure 
of  the  wound  a compression  dressing  and  splint 
should  be  applied.  Fractures  can  be  dealt  with  after 
waiting  as  long  as  11  days,  as  has  been  shown  by 
John  Royal  Moore,  without  increasing  the  incidence 
of  nonunion  or  delayed  union. 

Compression  Betweeh  Fracture  Fragments 

For  optimum  healing  of  a fracture  the  fragments 
must  be  in  contact,  with  the  maximum  amount  of 
fracture  surface  of  one  fragment  contacting  the  maxi- 
mum amount  of  fracture  surface  available  on  the 
opposite  fragment,  and  moderate  compression  of  one 
fragment  against  the  other  is  essential.  Ideal  com- 
pression is  exerted  by  the  tonus  of  surrounding 
muscles.  This  is  physiological  compression,  and  it 
will  promote  rapid  healing.  Distraction  between  frac- 
ture fragments,  if  maintained,  is  the  most  common 
cause  of  delayed  union  or  nonunion  that  I have  ob- 
served. Immobilization,  therefore,  should  be  by  some 
method  which  permits  continuous  mild  compression 
between  the  fracture  surfaces.  The  old  Fane  plate 
or  any  bone  plate  which  is  made  with  round  holes 
will  provide  rigid  immobilization  which  prevents 
continued  compression  between  the  fracture  surfaces. 
Some  absorption  of  bone  on  the  fracture  surfaces  al- 
ways takes  place  during  the  first  few  days  after  the 
injury.  If  there  is  rigid  immobilization,  the  fracture 
surfaces  may  no  longer  be  in  contact.  Bone  fragments 
thus  held  rigidly  apart  are  less  likely  to  unite  than 
those  which  are  not  only  in  contact  but  are  com- 


pressed together  by  the  tonus  of  surrounding  muscles. 
A distinct  advantage  of  the  intramedullary  rod  in 
the  treatment  of  fractures  of  the  shaft  of  the  femur, 
or  of  a slotted  plate  (which  is  designed  to,  but  does 
not  always,  permit  the  continued  compression  be- 
tween the  fracture  surfaces)  or  of  a plaster  cast,  ap- 
plied with  sufficient  skill  to  provide  maintenance  of 
alignment  and  position  of  the  fracture  fragments, 
will  permit  continuous  compression  exerted  by  the 
tonus  of  the  surrounding  muscles. 

Figure  4 shows  an  example  of  nonunion  which 
resulted  from  the  use  of  a round  hole  metal  plate. 
This  did  not  provide  ideal  immobilization,  but  it  did 
keep  the  fracture  fragments  apart  as  absorption  of 
the  fracture  surfaces  occurred,  resulting  in  nonunion. 


Fig.  4.  Nonunion  of  fracture  of  the  radius  because  of 
rigid  distraction  resulting  from  immobilization  with  a 
four-screw  Lane  plate. 


Hanging  Cast 

The  most  simple  treatment,  and  by  far  the  surest 
method  of  obtaining  prompt  healing,  of  fractures 
of  the  shaft  of  the  humerus  is  by  means  of  the  hang- 
ing cast.  Any  physician  who  has  the  slightest  techni- 
cal skill  can  learn  to  apply  a satisfactory  hanging 
cast  for  fractures  of  the  humerus.  The  cast  does  not 
necessarily  extend  higher  on  the  arm  than  the  frac- 
ture itself.  The  principle  is  one  of  traction  and  of 
muscle  contraction.  The  patient  must  be  taught  to 
keep  the  muscles  which  cross  the  fracture  contracting 
frequently.  This  maintains  compression  between  the 
fracture  fragments.  If  the  physician  intelligently  in- 
structs the  patient  how  to  exercise  the  shoulder  and 
the  patient  cooperates,  there  will  be  no  painful  stiff 
shoulder. 

Dr.  Arnold  Griswold  of  Louisville,  Ky.,  reported 
400  consecutive  cases  of  fractures  of  the  humerus 
treated  by  hanging  casts.  Most  of  these  casts  were 
applied  by  residents  in  the  Louisville  General  Hos- 
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pital.  There  was  not  one  nonunion  of  400  consecu- 
tive cases  treated  by  this  method.  During  the  decade 
just  past,  attempts  at  internal  fixation  of  closed  frac- 
tures of  the  humerus,  regardless  of  whether  treated 
by  plates  or  by  intramedullary  rods,  have  resulted  in 
hundreds  of  nonunions  and  many  cases  of  osteo- 
myelitis. 


Fig.  5.  A woman  aged  56  years  had  a closed  fracture 
of  the  left  humerus  in  February,  1957.  It  was  treated  by 
open  reduction  and  intramedullary  rod.  Nonunion  re- 
sulted as  shown  in  this  roentgenogram  made  November 
11,  1958. 

Each  year  I see  cases  of  nonunion  of  fractures  of 
the  humerus.  Some  of  these  have  been  subjected  to 
two  or  more  open  operations.  At  the  present  time  I 
have  on  my  service  at  Chicago  Wesley  Memorial 
Hospital  one  patient  with  nonunion  of  a fracture  of 
the  humerus  which  had  been  treated  by  open  opera- 
tion ( fig.  5 ) . Ten  days  ago  another  patient  was 
discharged  to  her  home  after  an  operation  to  bone 
graft  an  ununited  fracture  of  the  mid  shaft  of  the 
humerus  which  had  been  treated  by  two  open  opera- 
tions following  a simple  closed  fracture  (fig.  6).  In 
neither  instance  was  the  initial  open  operation  neces- 


sary. In  neither  instance  did  the  operating  surgeon 
who  exposed  the  closed  fracture  of  the  shaft  of  the 
humerus  add  any  bone  grafts.  In  each  instance  the 
operating  surgeon  elected  to  immobilize  the  arm  in 
the  most  uncomfortable  of  all  plaster  casts,  the  body 
and  arm  cast,  with  the  arm  abducted  about  60  degrees 
from  the  side.  In  each  instance  there  was  angulation 
at  the  site  of  fracture.  The  experience  of  Griswold, 
my  experience,  and  that  of  many  other  surgeons 
would  justify  the  statement  that  had  these  physicians 
known  about  or  been  willing  to  use  a simple  hanging 
cast  as  the  initial  method  of  treating  these  fractures 
they  would  have  spared  their  patients  several  danger- 
ous operations.  They  would  have  saved  them  many 


Fig.  6.  A woman  aged  39  years  had  a transverse  frac- 
ture of  the  mid  shaft  of  the  left  humerus  as  the  result  of 
an  automobile  accident  August  15,  1958.  Open  reduc- 
tion and  intramedullary  rod  were  used.  Angulation  oc- 
curred when  the  rod  was  removed  and  a round-hole 
plate  applied.  The  result,  more  than  7 months  after  the 
accident,  is  complete  nonunion.  The  round-hole  plate 
provided  rigid  distraction  of  the  fragments. 
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hundreds  of  dollars  and  many  months  of  loss  of  time. 
One  of  these  patients  has  a fibrous  ankylosis  of  the 
shoulder  because  of  having  been  kept  in  rigid  fixa- 
tion with  the  arm  abducted  in  a body  and  arm  cast 
for  4 months.  The  possibility  of  obtaining  a useful 
range  of  motion  in  the  shoulder,  if  we  do  succeed  in 
obtaining  healing  of  the  fracture,  is  definitely  doubt- 
ful. Figure  7 shows  a hanging  cast  correctly  applied. 


cut.  Without  these  vertical  cuts  the  cast  may  split 
all  the  way  around  when  the  wedge  is  opened.  Even 
marked  angulation  can  be  corrected  by  this  simple 
technique. 

Early  Ambulation 


The  orthopedic  patient  should  be  gotten  out  of 
bed  and  into  a wheelchair  just  as  soon  after  an  opera- 
tion as  it  would  seem  at  all  safe  to  permit  this.  It 
is  equally  important  that  the  patient  be  gotten  up 
for  ambulation,  with  a walker,  crutches,  or  between 
parallel  bars,  at  the  earliest  possible  time  that  this 
can  be  done.  Early  ambulation  is  desirable  because 
this  (a)  reduces  the  danger  of  phlebothrombosis  and 


Cut  plfvstftr' 
above  point 
of  frojotu-T-e 


Open,  wed^e , 
insert  block. 

/ 


Posterior 
angulation,  of" 
tibia  corrected. 
by  wed^in^  cast 


Wedj^e  removtd. 


Fig.  7.  An  arm  in  a hanging  cast  with  the  elbow  in  90 
degree  flexion.  (After  Compere,  E.  L.;  Banks,  S.  W.;  and  Y/’ei^e<4- 
Compere,  C.  L.:  Pictorial  Handbook  of  Fracture  Treat-  or'sl  xion. 
ment,  ed.  4,  Chicago,  Year  Book  Publishers,  1958.) 


Wedj^i 


Cast  Wedging 

One  of  the  most  simple  and  yet  valuable  proced- 
ures, which  I learned  some  20  years  ago  and  have 
used  consistently  since  then,  is  the  technique  of 
wedging  a cast  in  order  to  correct  for  angulation  at 
the  site  of  a fracture.  There  are  surgeons  who  do  not 
understand  this  principle  who  accept  a poor  align- 
ment of  fracture  fragments,  or  they  remove  a cast 
and  apply  a new  one  with  the  risk  of  displacing  the 
fracture  fragments  after  having  obtained  a fairly  sat- 
isfactory reduction. 

Figure  8 illustrates  the  simple  technique  of  wedging 
casts.  The  motor  driven  cast  saw  is  used  to  cut  three- 
fourths  of  the  way  around  the  circumference  of  the 
cast  at  a level  just  proximal  to  the  fracture.  A short 
vertical  cut  is  made  across  each  end  of  the  circular 


Fig.  8.  Technique  of  correcting  angulation  of  fracture 
fragments  in  plaster  cast  wedging.  (After  Compere,  E.  L.; 
Banks,  S.  W.;  and  Compere,  C.  L.:  Pictorial  Handbook 
of  Fracture  Treatment,  ed.  4,  Chicago,  Year  Book  Pub- 
lishers, 1958.) 
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pulmonary  embolism;  (b)  reduces  the  time  for  con- 
valescence; and  (c)  reduces  the  high  cost  of  medical 
care. 

Hydrocortone 

Treatment  of  arthritis  by  injecting  Hydrocortone 
into  the  joints  has  been  established  as  a valuable  and 
helpful  procedure.  Knees  which  have  been  swollen, 
tender,  and  painful  often  become  almost  normal  in 
appearance  and  in  function  after  2 or  3 intra-articular 
injections  of  2 cc.  of  this  material.  Hydrocortone  also 
has  proved  to  be  useful  when  injected  into  a joint 
which  has  been  opened  in  order  to  carry  out  a surgi- 
cal procedure.  Observation  of  many  such  patients  has 
convinced  me  that  the  injection  of  this  material  into 
a joint  after  closing  the  synovia  following  an  opera- 
tion helps  to  minimize  postoperative  swelling,  pain, 
adhesions,  and  subsequent  loss  of  joint  motion.  I have 
used  Hydrocortone  consistently  following  knee  joint 
surgery  for  removal  of  semilunar  cartilages,  for  patel- 
lectomy, synovectomy,  or  arthroplasty  and  have  been 
much  pleased  with  what  appeared  to  me  to  be  ex- 
ceedingly beneficial  results. 

Stiff  Hands  and  Shoulders 

Severe  dysfunction  of  hands  stiffened  with  the 
fingers  extended  constitute  tragic  sequelae  of  what 
may  have  been  relatively  minor  injuries.  Most  hands 
that  have  stiffened  with  the  fingers  in  extension  are 
the  result  of  incorrect  splinting.  No  splint  or  plaster 
cast  used  in  the  treatment  of  fractures  of  the  fore- 
arm, including  a Colles’  fracture,  fractures  about  the 
elbow,  or  fractures  of  the  shaft  of  the  humerus,  needs 
to  extend  far  down  onto  the  hand.  These  casts  should 
extend  only  to  the  proximal  transverse  palmar  crease. 
They  should  not  extend  to  the  metacarpal-phalangeal 
joints.  If  a cast  must  be  extended  beyond  the  meta- 
carpal-phalangeal joints,  the  metacarpal-phalangeal 
joints  should  be  immobilized  in  30  degrees  of  flexion. 

The  patient  who  is  wearing  a splint  or  cast  that 
extends  distal  to  the  wrist  should  be  taught  how 
actively  to  exercise  the  fingers.  Merely  feebly  moving 
the  fingers  is  not  adequate.  Many  times  each  day  the 
patient  must  close  the  hand  tightly,  as  though  trying 
to  crush  something  in  the  hand,  and  open  the  hand 
with  all  of  the  strength  of  the  extensors  of  the  fin- 
gers. If  the  patient  does  not  vigorously  exercise,  he 
may  face  many  weeks  or  months  of  tedious  and 
often  painful  physical  therapy  following  removal  of 
the  cast  or  splint.  It  is  not  adequate  to  tell  the  patient 
once,  twice,  or  three  times  that  he  must  exercise  the 
fingers.  The  instructions  should  be  repeated  over  and 


over  again  while  demonstrating  to  the  patient  how 
the  hand  should  be  exercised  and  then  supervising 
the  patient  to  make  certain  that  the  exercise  is  car- 
ried out  with  strength  and  vigor. 

It  is  also  important  for  the  patient  who  has  had  an 
injury  to  any  part  of  the  upper  extremity  to  be 
taught  to  exercise  the  shoulder  joint  every  day.  If 
only  a forearm  cast  is  applied,  it  is  still  important 
that  the  shoulder  joint  be  exercised.  By  exercising 
the  arm  at  the  shoulder  every  day  from  the  day  of 
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the  injury  onward,  the  distressing  end  result  of  a stiff 
and  painful  shoulder,  which  is  sometimes  spoken  of 
as  a "frozen  shoulder,”  can  be  avoided. 

Intelligent  and  vigorous  cooperation  on  the  part 
of  the  patient  is  essential.  It  is  difficult  to  teach  some 
patients  how  to  exercise  the  shoulder  adequately. 
The  physician  should  blame  himself  if  the  end  result 
following  the  treatment  of  any  injury  to  an  upper 
extremity  is  one  of  "frozen  shoulder”  or  stiff  hand 
because  it  is  the  responsibility  of  the  physician  to 
make  certain  that  the  patient  does  understand  and 
cooperates. 

Avoidance  of  Multiple  Scars 

Closely  parallel  adjacent  scars  on  an  arm  or  a leg 
are  an  indication  that  someone  has  been  operating 
who  has  not  been  adequately  trained  to  do  the  type 
of  surgery  which  he  was  trying  to  do.  If  a knee  joint, 
hip  joint,  the  shaft  of  the  femur,  or  any  other  area 
must  be  approached  a second  or  third  time,  the  first 
scar  should  be  excised  if  it  is  wide  or  used  for  the 
line  of  incision  if  it  is  a neat,  thin  scar.  Healing  takes 
place  as  satisfactorily  as  it  would  if  this  were  the 
first  incision.  Many  operations  can  be  done  through 
exactly  the  same  skin  incision  with  the  end  result 
being  only  a single  scar. 

Cosmetic  Incisions 

Whenever  possible  incisions  should  be  made  in 
skin  creases  or  folds.  The  location  of  the  skin  creases 
or  folds  indicates  the  area  in  which  the  elastic  fibers 
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of  the  skin  are  most  numerous.  Incisions  made  in  a 
flexor  crease  of  a hand  or  wrist  will  heal  with  mini- 
mal scarring.  After  the  skin  incision  is  made  the  skin 
can  be  retracted  both  distally  and  proximally  and 
further  surgery  can  be  done  through  longitudinally 
separating  tendons,  blood  vessels,  nerves,  and  so 
forth,  and  still  provide  excellent  exposure  of  the 
area  for  which  the  surgery  is  intended.  Scars  of  healed 
incisions  made  in  flexor  creases  are  difficult  to  find 
or  identify  a few  months  after  the  operation. 

Fat  Embolism 

After  any  major  fracture  or  major  operation  on 
bones,  fat  embolism  is  much  more  common  than 
most  physicians  realize.  It  is  also  more  serious  than 
most  of  us  have  thought.  Musselman2  reported  in 
1952  that  fat  embolism  could  be  demonstrated  in 
about  one-half  of  all  persons  who  were  injured  mod- 
erately or  severely  and  that  significant  symptoms 
would  develop  in  at  least  one-third  of  patients  with 
fat  embolism.  Unfortunately,  most  clinicians  are  not 
aware  of  the  symptoms  of  fat  embolism,  do  not  look 
for  them,  and  rarely  make  a diagnosis  of  this  condi- 
tion even  though  it  is  frequently  present.  Kiintscher1 
has  stated  "fat  embolism  is  the  most  common  com- 
plication of  medullary  nailing.’’  Peltier3  defined  fat 
embolism  as  probable  when  fat  globules  of  10  to  15 
micra  can  be  demonstrated  in  the  circulating  blood. 
Pipkin4  stated  "the  phenomena  of  fat  embolism  may 
be  broken  down  into  the  following  phases:  1)  Trau- 
matic lipemia;  2)  shock  (mechanical);  3)  clinical 
fat  embolism  (chemical);  4)  death  or  recovery.”  In 
severe  crushing  trauma  with  fractures  of  major  bones, 
bone  spicules  as  well  as  bone  marrow  fat  have  been 
demonstrated  in  pathologic  specimens  of  the  lungs. 
According  to  Peltier,3  enlarged  fat  droplets  in  the 
blood  stream  constituting  traumatic  lipemia  can  be 
demonstrated  by  competent  research  chemists  after 
82  per  cent  of  orthopedic  operations.  In  approxi- 
mately 50  per  cent  of  these  patients  careful  urine 
analysis  will  demonstrate  fat  droplets. 

Shock  due  to  fat  embolism  varies  in  severity,  de- 
pending upon  the  amount  of  injury  to  marrow  filled 
bones.  Early  symptoms  are  chiefly  cardiorespiratory, 
characterized  by  rapid,  thready  pulse,  hypotension, 
sludging  of  blood,  sweating,  apprehension,  air  hunger, 
and  cyanosis.  Pipkin4  has  stated  that  about  25  per 
cent  of  severely  injured  patients  show  symptoms  of 
clinical  fat  embolism  on  the  second  or  the  third  day 
after  trauma.  Careful  handling  of  injuries  will  at  least 
reduce  the  amount  of  fat  entering  the  blood  stream. 
The  use  of  tourniquets  during  an  operative  procedure 
and  thorough  irrigation  of  the  operative  wound  be- 
fore closure  to  wash  out  as  much  of  the  free  fat  as 
possible  will  reduce  the  incidence  of  fat  embolism. 
Elevation  of  injured  limbs  is  also  of  value,  since  fat 


tends  to  float  to  the  top  of  the  shaft  and  intravasa- 
tion  is  also  less  likely.  The  use  of  fat  solvents  has 
been  advocated,  and  alcohol  has  been  shown  defi- 
nitely to  have  clinical  value.  The  intravenous  admin- 
istration of  an  alcohol-dextrose  solution  has  been 
shown  to  reduce  the  severity  of  the  symptoms  pro- 
duced by  fat  embolism.  Alcohol-dextrose  solutions 
are  now  supplied  in  bottles  containing  1,000  cc.  of 
5 per  cent  alcohol  in  glucose.  This  amount  is  recom- 
mended for  a 200  pound  man,  while  a 100  pound 
patient  would  be  given  500  cc.  The  administration 
of  oxygen  in  fat  embolism  has  also  proved  to  be  of 
distinct  value.  Since  the  fatty  acids  produced  as  a 
result  of  the  chemical  changes  in  the  fat  globules 
destroy  red  blood  cells,  these  patients  should  be 
carefully  checked  for  evidence  of  severe  anemia,  and 
blood  transfusions  should  be  given  whenever  the 
anemia  can  be  demonstrated. 

A patient  who  has  had  a fracture  of  a major  bone, 
or  other  severe  injuries,  should  be  considered  as  a 
probable  victim  of  fat  embolism.  This  is  another 
argument  against  rushing  patients  to  the  operating 
room  for  reduction  and  internal  fixation  of  a frac- 
ture before  they  have  begun  to  recover  from  the 
shock  of  the  injury.  Manipulation  of  the  fracture 
fragments  or  open  surgery  immediately  following  a 
fracture  of  a major  bone  compounds  the  danger  or 
the  severity  of  fat  embolism. 

Flexion  Cervical  Traction 

Most  cervical  traction,  whether  applied  manually 
by  a physiotherapist  by  means  of  a rope  over  a pulley 


Fig.  9.  Flexion  cervical  traction.  The  pulley  used  for 
flexion  cervical  traction  should  be  at  least  30  inches 
above  the  level  of  the  mattress.  In  some  instances,  it  is 
attached  to  a bar  across  the  top  of  the  Balkan  frame. 
The  direction  of  pull  is  upward  at  an  angle  of  50  to  60 
degrees,  with  most  of  the  pressure  on  the  occiput  rather 
than  on  the  chin. 
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or  by  a tractolator  machine,  is  completely  incorrectly 
applied.  The  purpose  of  cervical  traction  is  to  loosen 
tight  ligaments  and  muscles  and  to  open  up  the  neu- 
ral foramina,  which  may  be  narrowed  because  of 
loss  of  intervertebral  disk  material  in  the  cervical 
spine,  by  osteophyte  formation,  or  merely  because  of 
the  tension  of  spastic  muscles  and  contracted  liga- 
ments. Direct  vertical  cervical  traction  is  effective  in 
many  instances,  but  traction  with  the  neck  in  exten- 
sion usually  means  that  most  of  the  pressure  is  being 
applied  to  the  chin  of  the  patient  rather  than  to  the 
occiput.  Flexion  traction  lifts  the  head  slightly  for- 
ward, relaxing  tension  on  the  anterior  scalene  and 
other  anterior  muscles  and  the  anterior  ligaments  of 
the  neck.  This  position  also  opens  widely  the  neural 
foramina  where  nerve  roots  may  have  been  en- 
croached upon. 

I have  observed  patients  who  had  been  placed  in 
traction  with  almost  all  of  the  pressure  upon  the 
chin.  With  the  neck  in  extension  the  neural  fora- 
mina are  made  smaller  and  nerve  roots  may  be 
pinched,  causing  more  pain  than  before  applying 
traction.  Merely  by  changing  the  traction  so  that 
the  neck  is  in  flexion,  with  most  of  the  pull  on  the 
occiput,  the  same  patient  has  become  relaxed  and 
comfortable  in  a short  period  of  time.  Figure  9 is  an 
illustration  of  flexion  traction  correctly  applied. 


Avoidance  of  Midnight  Surgery 

Only  imperatively  urgent  surgery  should  be  per- 
formed in  the  middle  of  the  night  or  at  any  off-hour 
time  when  the  regular  operating  room  personnel,  in- 
cluding the  nurses  and  surgical  assistants  that  the 
surgeon  is  accustomed  to,  are  not  available.  For  most 
definitive  operations  the  end  result  will  be  much 
better  if  the  surgery  is  postponed  until  it  can  be 
scheduled  at  a time  when  the  regular  anesthesiologist, 
surgical  assistants,  and  nurses  are  there  to  assist. 

If  the  condition  of  the  patient  requires  an  off-hour 
operation  such  as  in  the  small  hours  of  the  morning, 
the  surgeon  should  be  sure  that  his  stomach  is 
washed  out  before  the  anesthetic  is  started.  Each  year 
in  the  United  States  many  patients  die  from  aspira- 
tion of  food  vomited  from  their  own  stomachs  dur- 
ing a needlessly  hurried  administration  of  an  anes- 
thetic. 
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Americans  Work  2 Hours  Per  Day 
to  Pay  Taxes 

Americans  work  19  minutes  a day  to  meet  medical  and  death  expenses 
ivhereas  they  spend  more  than  2 hours  of  working  time  to  pay  their  tax 
bills  to  local,  state,  and  federal  governments.  (The  nation’s  total  tax  bill  from 
all  governments  amounts  to  283  per  cent  of  our  total  national  output .)  These 
are  the  latest  figures  released  by  Tax  Foundation,  Inc.,  New  York,  which  pre- 
pared the  following  chart,  illustrating  comparative  expenditures. 


DISTRIBUTION  OF  NET  PRODUCTIVE  EFFORTS 

Hours 

Minutes 

Taxes  

2 

16 

Consumer  Goods  and  Services  (Net  of  Taxes)  : 

Food  and  Tobacco 

1 

28 

Clothing,  Accessories,  and  Jewelry 

34 

Housing  and  Household  Operation 

1 

24 

Medical  Care  and  Death  Expenses 

- 

19 

Transportation  

36 

Recreation  



18 

Other  

32 

Capital  Goods  (Net  Business  Investment) 

33 
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Psychiatry  for  the  Family  Physician 


The  family  physician  must  he  on  the  alert  for  early  symptoms  of 
mental  disorders.  For  many  mental  disorders  the  family  doctor  is  in 
an  excellent  position  to  manage  the  patient,  although  he  should  take 
special  work  in  preparation.  Suggestions  for  managing  alcoholic  and 
depressed  patients  are  presented. 

JACK  R.  EWALT,  M.D. 

Boston,  Massachusetts 


THE  FAMILY  PHYSICIAN,  the  pediatrician,  and 
the  internist  play  an  increasingly  important  role 
in  the  management  of  mental  health  problems 
among  their  patients  in  the  community. 

Although  estimates  state  that  10  to  50  per  cent  of 
the  practice  of  the  average  family  physician  is  in 
some  measure  psychiatric,  the  actual  percentages  are 
unimportant.  All  of  their  patients  are  humans,  and 
most  humans  at  one  time  or  another  have  some  type 
of  major  or  minor  psychiatric  difficulty  or  sign  of 
emotional  stress  for  which  they  may  well  consult 
their  family  physician. 

In  a recent  survey  of  the  nation  made  for  the 
Joint  Commission  on  Mental  Illness  and  Health,  we 
found  almost  everyone  had  sources  of  worry  or  of 
unhappiness  at  some  time,  but  most  of  them  also 
reported  some  sources  of  happiness  in  their  life. 
Furthermore,  we  found  that  the  two  groups  most 
often  consulted  by  people  when  they  were  unhappy, 
or  worried,  or  in  trouble  were  the  clergy  and  the 
family  physician.  People  also  reported  that  the 
family  physician  and  the  clergy  in  a high  proportion 
of  cases  rendered  some  kind  of  comfort  and  aid 
to  them  which  they  interpreted  as  beneficial.  The 
comfort  and  aid  a physician  can  give  a patient 
often  will  be  what  the  psychiatrist  would  call  super- 
ficial psychotherapy,  that  is,  reeducation  concerning 
faulty  habits  and  faulty  beliefs,  reassurance  concern- 
ing normal  biologic  drives,  and  moral  support  as 
the  patient  copes  with  various  crisis  situations  in  his 
life. 

This  paper  will  be  based  on  the  following  two 
assumptions: 

1.  The  family  physician  ordinarily  will  be  the 
first  person  to  see  patients  with  incipient  nervous 


or  mental  disease  or  with  great  personality  stress 
that  may  lead  to  nervous  or  mental  disease.  If  early 
detection  is  necessary  for  effective  treatment,  the 
family  physician  must  recognize  these  incipient  signs, 
work  out  their  more  precise  meanings,  and  then 
treat  the  patient  himself  or  refer  him  on  to  a psy- 
chiatrist if  the  case  be  urgent  enough  or  severe 
enough  to  warrant  specialty  intervention. 

2.  The  technique  of  detection  must  be  adaptable 
to  the  ordinary  flow  of  work  and  the  routine  history 
and  health  examination.  Some  of  the  earlier  signs 
are  so  general  that  we  need  to  remind  the  physician 
to  think  of  a nervous  or  mental  disorder.  Having 
raised  the  question,  most  physicians  would  make 
adequate  diagnosis  after  more  detailed  examination. 

DIAGNOSIS 

The  diagnosis  of  a neuropsychiatric  disorder  is  a 
positive  finding  and  is  not  made  by  exclusion.  Physi- 
cal diseases  do  not  give  an  immunity  to  neuropsy- 
chiatric disorders,  nor  do  neuropsychiatric  disorders 
give  an  immunity  to  any  physical  disease  or  disorder. 
All  factors  in  any  type  of  case  should  be  evaluated 
if  one  is  to  manage  the  patient  effectively. 

Early  detection  of  neuropsychiatric  disorders,  or 
signs  of  stress,  will  come  from  a proper  interpreta- 
tion of  general  symptoms  found  in  the  history  or 
physical  examination.  The  routine  mental  examina- 
tion recommended  in  the  textbooks  of  psychiatry  is 
fine  for  categorization  purpose,  but  is  not  useful  in 
the  preliminary  examinations  of  patients  in  one’s 
office.  Furthermore,  these  examinations  are  time 
consuming,  and  the  patient  may  not  understand  their 
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purpose.  Most  of  us  think  our  examination  of  pa- 
tients is  completely  objective.  Yet,  we  are  ail  human 
and  tend  to  see  in  patients  the  symptoms  or  diseases 
of  interest  to  us  at  the  moment.  Leading  questions 
get  us  into  this  trouble,  especially  with  cooperative 
patients  who  want  to  please  the  physician.  The  best 
questions  in  the  history  are  when?  how?  where? 
and  why?,  with  now  and  then  a discreet  who? 

The  symptoms  to  look  for  in  these  examinations 
are  not  the  routine  symptoms  of  psychoneurosis  or 
the  psychoses  found  in  the  textbooks  of  psychiatry 
and  familiar  to  all.  The  symptoms  I am  referring  to 
are  of  a general  nature.  It  will  be  necessary  for  the 
physician,  after  suspecting  the  disorder  is  psychiatric, 
to  make  a more  precise  diagnosis  either  by  referring 
the  case  on  to  a psychiatrist  or,  I hope,  by  familiar- 
izing himself  with  the  routine  signs  and  symptoms 
of  the  various  psychiatric  entities  ably  described  in 
some  of  the  textbooks. 

The  signs  I will  mention  here  can  all  be  sum- 
marized in  one  sentence.  Any  significant  change  in 
the  habits,  behavior,  weight,  work,  recreation,  or 
other  life  processes  of  an  individual  that  is  not  better 
explained  by  external  facts  should  be  thought  of  as 
possible  evidence  of  incipient  mental  disorder. 

HISTORY  OF  PATIENT 

Taking  a history  of  the  patient  would  include 
observing  the  following  changes: 

1.  Changes  in  weight,  particularly  if  sudden  and 
large. 

a.  Increase  in  weight.  Usually  means  compulsive 
eating  and  usually  a sign  of  tension,  anxiety,  and 
frustration. 

b.  Decrease  in  weight.  Often  accompanies  de- 
pression or  severe  psychoneurosis  with  anxiety  phe- 
nomena. 

2.  Changes  in  food  habit. 

a.  Various  food  fads  particularly  if  taken  up  en- 
ergetically and  later  in  life. 

b.  Patients  complaining  of  "gas  on  the  stom- 
ach,” abdominal  pain,  and  "fullness”  of  the  bowels. 
Seen  in  psychoneurosis  and  depression. 

c.  Well  nourished  patients  who  state  they  can- 
not eat  a bite  and  that  food  makes  them  ill.  Seen  in 
psychoneuroses. 

3.  Changes  in  sleep  pattern. 

a.  An  increase  in  sleep.  Often  seen  in  organic 
disorders.  Also  found  in  severe  anxiety  cases  as  a 
withdrawal.  A person  who  goes  to  sleep  in  an  auto- 
mobile or  airplane  almost  as  soon  as  he  hits  the  seat 
is  solving  an  intolerable  anxiety  producing  situation. 

b.  A decrease  of  sleep. 


( 1 ) Interruption  of  the  sleep  pattern  with 
anxious,  tense,  or  manic  patients. 

(2)  Early  morning  awakening  seen  in  de- 
pressions. 

(3)  Broken  sleep  of  the  senile,  other  organ- 
ics, and  manics. 

4.  Changes  in  behavior. 

a.  Sudden  changes  in  work  pattern  from  being 
a very  reliable,  conscientious  worker  to  a poor  one. 

b.  Changes  in  social  behavior. 

( 1 ) Marked  prejudice. 

( 2 ) Undue  jealousy. 

( 3 ) Quarrelsome. 

(4)  Uncooperative  sorehead  individual  who 
has  trouble  handling  his  liquor. 

( 5 ) Person  with  continual  and  repeated  mar- 
ital and  family  problems. 

(6)  The  individual  who  is  involved  contin- 
ually in  legal  entanglements. 


Dr.  Jack  R.  Ewalt,  professor  of 
psychiatry.  Harvard  Medical  School, 
and  director.  Joint  Commission  on 
Mental  Illness  and  Health,  pre- 
sented this  paper  as  a refresher 
course  at  the  Texas  Medical  As- 
sociation's 1959  annual  session, 
April  20,  in  San  Antonio. 


(7)  The  person  whose  financial  affairs  are 
terribly  confused  in  spite  of  an  adequate  income. 

(8)  Sharp  changes  in  appearance,  going 
from  neat  to  slovenly,  or  very  slovenly  to  neat. 

(9)  Quiet,  reserved  person  becoming  noisy, 
talkative,  quarrelsome,  and  overactive. 

(10)  Inappropriate  actions,  patients  behaving 
in  a way  not  expected  of  a person  of  their  education, 
profession,  and  at  the  time  and  place  in  which  the 
action  occurs. 

5.  Changes  in  the  mental  processes. 

a.  Change  in  mental  output. 

( 1 ) Overactivity  of  thinking  with  irritability, 
elation,  euphoria. 

( 2 ) Decreased  mental  activity  with  blocking, 
depression,  difficulty  in  thinking. 

b.  Changes  in  memory  or  retention.  Forgetful- 
ness, absentmindedness,  and  capricious  memory. 

c.  Recurring  thoughts  or  obsessive  ideas. 

d.  Judgment  defects  with  behavior  inappropri- 
ate to  a person  of  his  education. — Emotional  dis- 
turbances: irritability,  depression,  and  so  forth. 

Many  of  these  signs  are  examples  of  oncoming 
organic  disorder,  psychoneurosis,  depression,  or  early 
schizophrenia.  The  important  thing  is  in  doing  a 
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routine  history  to  recognize  that  something  is  amiss. 
Further  elucidation  will  usually  then  properly  fit 
these  signs  and  symptoms  into  the  proper  diagnostic 
category. 

MANAGEMENT  AND  TREATMENT 
BY  FAMILY  PHYSICIAN 

The  physician  who  wishes  to  treat  patients  with 
mental  health  problems  definitely  must  take  special 
work  to  prepare  himself.  A few  family  physicians 
now  are  taking  psychiatric  residencies,  and  many 
more  are  taking  short  courses  in  general  manage- 
ment. I would  encourage  all  doctors  interested  in  the 
subject  to  participate  in  one  or  the  other  of  these 
learning  experiences  depending  on  one’s  ultimate 
goal. 

My  goal  here  will  be  to  give  readers  suggestions 
as  to  how  to  manage  certain  presenting  symptoms 
which  the  patient,  or  his  family,  brings  to  his  physi- 
cian with  a demand  that  he  do  something.  For  this 
purpose,  I will  organize  these  general  principles 
around  the  management  of  two  particular  types  of 
disorders  often  seen  by  the  family  physician : ( 1 ) 
the  patient  addicted  to  alcohol  or  other  drugs;  (2) 
the  patient  suffering  from  some  type  of  depression. 
This  does  not  imply  that  these  are  the  only  kinds  of 
disorders  the  family  physician  should  manage  or 
even  can  best  manage. 

Treatment  of  Alcoholics 

So-called  alcoholics,  or  other  addict  patients,  pose 
a substantial  problem  for  the  family  physician,  par- 
ticularly those  in  smaller  communities  where  mental 
hospital  and  psychiatric  consultations  are  not  avail- 
able. For  practical  reasons,  the  community  manage- 
ment of  alcoholics  can  be  divided  into  two  groups 
insofar  as  their  social  behavior  and  management  is 
concerned:  (a)  the  ordinary  person  who  has  alco- 
hol as  the  only  manifestation  of  his  illness,  and 
(b)  the  person  who  uses  alcohol  as  one  of  many 
signs  of  pathological  behavior  which  causes  him  so- 
cial difficulties. 

a.  The  ordinary  chronic  alcoholic  may  show  many 
neurotic  symptoms  in  addition  to  his  extensive  drink- 
ing, but  when  off  the  drinking  he  behaves  like  any 
ordinary  citizen.  During  the  acute  alcoholic  "binge” 
such  a person  is  physically  ill  as  well  as  being  "sick 
in  the  head,”  which  makes  him  take  the  alcohol  in 
the  first  place.  When  on  such  a "binge,”  in  my  opin- 
ion, these  people  should  be  hospitalized.  I believe 
they  can  be  managed  in  almost  any  general  medical 
ward  of  any  hospital  providing  there  is  adequate 
nursing  care.  It  may  be  necessary  to  use  special 
nurses  for  the  first  day  or  so. 
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These  patients  should  be  placed  in  the  hospital, 
put  to  bed,  and  their  clothes  and  money  taken  away 
from  them.  While  an  occasional  person  will  want 
to  drink  badly  enough  to  run  down  the  street  in  his 
johnny  shirt,  most  of  them  are  adequately  confined 
by  their  own  modesty.  Further,  it  is  hard  to  get  credit 
at  a bar  without  your  pants  on.  The  real  trick  is  to 
keep  family  or  friends  from  smuggling  in  a bottle 
or  a suit  of  clothes  which  will  permit  outside  excur- 
sions. 

In  my  opinion,  during  the  period  of  hospitaliza- 
tion the  patient  should  be  treated  with  either  tran- 
quilizers or  heavy  doses  of  sedatives  or  both  for  a 
period  of  24  to  48  hours,  during  which  time  they 
should  be  given  a high  caloric  diet.  If  they  cannot 
or  will  not  eat,  intravenous  feeding  may  be  used. 
By  such  management  the  hangover  and  the  "shakes” 
may  subside  without  undue  suffering  on  the  patient’s 
part.  This  use  of  tranquilizers  and  sedatives  should 
amount  to  a modified  sleep  treatment  so  that  the 
patient  is  largely  unaware  of  what  goes  on  around 
him  during  this  period.  If  this  is  to  be  done  safely, 
adequate  and  skillful  nursing  care  is  essential,  plus 
close  medical  supervision. 

I believe  the  desire  to  let  a patient  "tough  it  out” 
without  help  or  to  shake  off  his  hangover  is  due 
to  aggression  on  the  part  of  the  family  physician, 
or  nurses,  and  not  any  real  part  of  the  medical  man- 
agement of  the  patient. 

The  difficult  part  of  a treatment  of  an  alcoholic 
addict  or  other  addict  is  to  help  him  straighten  out 
the  psychological  and  social  problems  that  precipitate 
his  drinking.  In  some  instances,  it  may  be  found 
that  the  problem  is  so  much  involved  in  social  and 
family  settings  that  the  physician  will  save  time 
without  loss  of  effectiveness  by  referring  the  patient 
on  to  a local  family  service  society  where  a social 
worker  can  carry  on  the  remaining  steps  in  rehabili- 
tation. In  some  localities,  the  clergyman  can  func- 
tion in  place  of  a social  worker.  Alcoholics  Anony- 
mous, which  helps  in  the  really  severe  alcoholic,  is 
not  suitable  for  cases  in  the  early  phases  of  alcohol- 
ism when  there  is  still  much  of  family,  business,  or 
professional  resources  to  be  preserved. 

In  communities  where  psychiatric  facilities  are 
available,  the  alcoholic  patient  should  be  advised  to 
consult  with  skillful  psychiatrists,  particularly  if  the 
psychiatrist  is  interested  in  or  specializes  in  the 
management  of  alcoholic  patients.  If  not,  the  family 
physician  may  find  that  it  is  necessary  for  him  to 
undertake  the  counseling  and  psychotherapy  of  the 
patient  during  his  period  of  convalescence.  Complete 
prohibition  of  future  alcohol  is  to  be  encouraged,  and 
the  patient  is  to  be  given  patient,  moral  support 
during  his  time  of  handling  the  many  social  and 
emotional  stresses  from  which  he  seems  to  suffer. 

The  patient  and  the  physician  should  have  a spe- 
cific verbal  agreement  or  contract  that  the  patient 
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will  discuss  freely  and  promptly  his  worries,  prob- 
lems, and  experiences  with  his  physician.  Further, 
they  should  have  an  understanding  that  they  will 
determine  together  the  course  for  the  patient  to  fol- 
low in  handling  his  problems.  One  may  reasonably 
expect  an  occasional  relapse,  and  the  physician  is 
encouraged  to  be  understanding  and  supportive  of 
the  patient.  However,  at  the  same  time,  the  physi- 
cian should  insist  upon  certain  previously  agreed 
upon  methods  of  handling  relapses  such  as  prompt 
hospitalization,  withdrawal  of  clothes,  and  withdraw- 
al of  visiting  privileges  during  the  acute  phase,  and 
prompt  return  back  to  work  and  responsibilities  with 
resumption  of  counseling  or  psychotherapeutic  ses- 
sions as  soon  as  the  patient  is  again  off  the  alcohol. 

In  patients  who  suffer  from  chronic  anxiety,  the 
milder  tranquilizers  may  help  during  this  period. 
They  should  not  be  used  blindly  as  an  attempt  to 
do  something,  but  only  for  certain  symptoms  such 
as  excessive  anxiety  or  excessive  feelings  of  being 
pushed  or  driven  by  some  psychological  material  not 
necessarily  consciously  known  to  the  patient  or  the 
physician. 

In  some  patients  who  relapse  impulsively,  but  do 
well  most  of  the  time,  the  use  of  Antabuse  is  of 
help.  This  should  be  used  only  if  the  patient  is  in 
frequent  contact  with  his  physician.  Needless  to  say, 
the  patient  who  wants  to  go  off  on  aonther  "binge” 
has  only  to  stop  taking  the  Antabuse  for  several  days 
and  its  deterrent  effect  is  gone. 

b.  There  are  those  patients  who  during  a bout 
of  alcoholism  are  profoundly  antisocial  in  behavior 
and  those  who  combine  alcoholism  with  many  other 
kinds  of  antisocial  acting  out  as  a solution  to  their 
psychiatric  problem.  These  patients,  often  referred 
to  as  "fighting  drunks,”  beat  up  their  wives,  fight 
with  policemen  or  physicians,  or  anybody  who  tries 
to  interfere  with  them  while  they  are  drinking. 
Some  get  involved  in  more  serious  and  antisocial  or 
criminal  activities. 

In  my  opinion,  the  only  suitable  emergency  care 
for  these  people  is  in  the  local  jail.  If  the  physician 
feels  that  their  physical  health  is  such  that  they  need 
medical  supervision  during  the  "drying  out”  period, 
this  should  be  arranged  with  the  keeper,  either  for 
the  jail  physician  or  the  family  physician  to  carry 
on  the  general  supportive  program  that  may  be  nec- 
essary for  the  diabetic,  cardiac,  or  other  condition 
that  the  patient  may  have.  I see  no  reason  for  nurses, 
interns,  orderlies,  housewives,  and  other  people  to 
suffer  from  the  unmasked  aggression  of  these  people 
during  their  drinking  period.  It  saves  time,  trouble, 
money,  although  not  embarrassment,  to  place  them 
where  the  custodial  facilities  are  adequate  for  their 
antisocial  trends.  As  soon  as  such  a person  has 
sobered  up,  the  management  then  becomes  the 


same  as  in  other  cases,  but  with  particular  emphasis 
on  the  need  to  investigate  thoroughly  the  psycho- 
logical background  of  these  people  before  they  get 
into  serious  legal  difficulties. 

The  management  of  these  persons  cannot  be  ade- 
quately carried  on  by  one  physician,  in  my  opinion. 
Ideally,  they  are  cases  for  the  joint  management  of 
the  psychiatrist  and  the  family  physician.  The  roles 
of  the  two  physicians  must  be  carefully  discussed 
and  outlined  and  adhered  to  if  the  treatment  is  to 
be  successful.  Briefly,  the  family  physician  manages 
the  general  behavior  problems  of  the  patient.  By 
specifically  agreed  upon  methods,  the  patient  is 
referred  to  a hospital  with  an  adequate  security  ward 
or  jail  during  the  period  of  his  combative  or  other 
violently  antisocial  behavior.  By  previous  agreement 
he  should  be  allowed  out  only  when  this  behavior 
subsides  and  preferably  after  a specified  length  of 
time.  This  conditioning  response  is  essential  for  ade- 
quate treatment  of  these  persons,  and  yet,  it  cannot 
be  carried  on  or  enforced  by  the  person  attempting 
to  do  deep,  or  intensive,  psychotherapy  with  the  pa- 
tient. Furthermore,  the  management  of  the  tranquil- 
izers, the  Antabuse,  and  the  physical  symptoms  of 
the  patient  must  be  done  by  someone  other  than 
the  physician  attempting  the  intensive  psychotherapy. 

As  has  been  implied,  in  addition  to  the  physician 
who  may  be  said  to  be  the  patient’s  manager,  deep, 
intensive  psychotherapy  needs  to  be  undertaken  by 
a person  skilled  in  psychotherapy  of  this  sort.  The 
psychotherapist  will  have  no  part  in  enforcing  the 
administrative  agreements  upon  the  patient,  but  can 
help  the  patient  discuss  and  face  the  results  of  his 
behavior  and  ultimately  perhaps  arrive  at  the  cause 
of  the  life  problems  making  such  behavior  necessary 
or  desirable  for  the  patient.  Over  a long  period  of 
time  and  with  much  patience  and  perseverance  some 
of  these  patients  can  be  helped  to  maintain  socially 
acceptable  and  comfortable  behavior. 

Elvin  Semrad  and  other  members  of  the  staff  of 
the  Harvard  Department  of  Psychiatry  and  Massachu- 
setts Mental  Health  Center  have  been  working  on 
this  combined  technique  with  substantial  success 
with  various  types  of  antisocial  persons,  particularly 
acting  out  adolescent  and  young  adult  behavior  prob- 
lems. We  also  have  incorporated  this  form  of  man- 
agement into  the  handling  of  patients  before  the 
courts  or  in  the  prisons  of  Massachusetts.  It  is  my 
opinion  that  this  specialized  form  of  treatment  for 
these  specialized  kinds  of  cases  needs  further  testing 
and  investigation,  but  at  the  moment  it  is  the  best 
one  can  advise. 

Alcoholic  addicts  are  a chronic  problem,  and  just 
as  one  does  not  expect  a complete  cure  in  an  arthritic 
or  cardiac  patient,  one  often  must  be  content  with 
less  than  a complete  cure  of  the  alcoholic.  Certainly 
a person,  drinking  to  the  total  neglect  of  his  family 
and  business  responsibilities,  who  can  be  returned  to 
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work  so  that  he  loses  not  more  than  2 to  4 weeks  a 
year  from  recurring  bouts  of  alcoholism  cannot  be 
looked  upon  as  a cure,  but  he  has  been  restored  to 
the  community  as  a reasonably  effective  person. 

If  the  management  of  antisocial  trends,  when  pres- 
ent, is  well  worked  out  in  advance,  and  the  treatment 
agreement  is  applied  promptly  and  with  decisive- 
ness, one  often  can  keep  these  patients  from  getting 
into  major  legal  or  social  problems  in  the  commun- 
ity. Patience  and  perseverance  of  the  family  physi- 
cian are  required.  He  often  will  be  sorely  tried,  but 
his  help  may  be  the  difference  between  a person 
who  is  a social  liability  and  a person  who  carries 
on  many  constructive  worth-while  activities  in  the 
community,  but  with  occasional  relapses  into  drink- 
ing. 


Treatment  of  the  Depressed 

I choose  for  a second  example  the  treatment  of 
depression,  because  the  management  differs  sub- 
stantially from  that  of  the  alcoholic  or  addict  patient 
and  because  such  patients  are  common  in  general 
practice.  Depressions,  both  overt  and  masked,  are 
rather  common  in  middle  and  later  life,  but  also 
occur  in  younger  people. 

The  symptoms  may  be  those  of  a depression.  They 
may,  however,  be  converted  into  somatic  illnesses 
that  sound  hypochondriacal  or  neurotic.  With  the 
symptoms  are  usually  a complaint  of  slowing  in  the 
mental  processes,  a general  let-down  of  energy  or 
lack  of  feeling,  a complaint  that  life  has  lost  inter- 
est, that  their  work  is  harder,  that  they  no  longer 
are  interested  in  their  family  or  friends.  And  with 
these  symptoms,  there  may  be  a loss  of  interest  in 
food  with  resulting  weight  loss.  There  is  almost 
invariably  some  disturbance  in  the  sleep  pattern, 
most  commonly  a complaint  that  they  awaken  early 
in  the  morning  and  cannot  go  back  to  sleep.  There 
is  usually  a feeling  of  fatigue  and  lassitude  particu- 
larly marked  early  in  the  morning,  often  expressed 
as  difficulty  in  getting  under  way  in  the  early 
morning. 

In  my  opinion,  these  patients  should  have  an  ex- 
tremely thorough  diagnostic  medical  work-up  to  pick 
up  any  concomitant  somatic  disorders.  I should  like 
to  emphasize,  however,  that  somatic  disorders  at  mid- 
dle age,  particularly  accompanying  depression,  are 
concomitant  and  not  the  cause  of  the  depression. 
Both  facets  must  be  managed  properly. 

Depressed  patients  need  perhaps  more  than  any 
one  thing,  generous  emotional  support  and  interest 
from  the  physician,  the  office  nurse,  and  perhaps 
even  a clergyman  or  social  worker  in  the  community 
who  can  give  them  general  counseling.  The  members 
of  their  family  should  be  encouraged  to  give  the 


patient  attention  and  affection,  not  of  the  maudlin  or 
babying  type,  but  of  the  respectful,  affectionate  type 
that  recognizes  the  person’s  importance  to  the  com- 
munity and  to  the  family.  Even  though  in  some  in- 
stances this  importance  in  the  community  may  be 
limited,  most  people  play  a useful  role  somewhere. 
It  must  be  remembered  that  depressions  are,  psycho- 
logically at  any  rate,  largely  the  result  of  the  person’s 
feeling  deprived  of  emotional  support,  respect,  and 
love  due  to  some  serious  psychopathology.  Support 
from  their  family  and  friends  of  a quiet,  calm,  but 
dependable  sort  is  essential  for  the  improvement  of 
these  cases.  Frequent,  short  interviews  with  the 
physician,  or  with  some  counselor,  giving  support, 
assurance  of  ultimate  recovery,  and  assurance  of  their 
general  return  to  their  previous  functional  level  are 
perhaps  the  most  important  items  in  treatment. 

In  spite  of  such  measures  the  depression  may 
deepen,  and  the  patient  continues  to  show  sleep  loss 
and  weight  loss,  in  which  case,  particularly  if  ac- 
companied by  ruminations  about  his  physical  health 
or  about  suicide,  the  patient  should  be  referred  on  to 
a psychiatrist. 

Some  of  the  new  energizing  drugs  may  be  useful 
in  these  cases.  Marsilid,  the  first  of  them,  though 
dangerous  to  use,  often  is  effective  if  given  long 
enough.  The  dose  should  be  carefully  controlled,  and 
the  patient  should  be  under  close  medical  super- 
vision and  the  drug  prescribed  in  small  doses  with 
nonrepeat  prescriptions  so  that  the  patient  must  come 
back  for  observation.  Newer  drugs  are  under  devel- 
opment, and  they  probably  will  prove  both  safer 
and  more  effective  than  Marsilid,  but  at  the  moment 
I prefer  to  leave  them  unnamed  until  we  have  had 
further  experience  with  them.  I might  say  in  passing 
that  electric  shock  is  still  the  most  rapid  and  effec- 
tive treatment  for  the  severe,  agitated,  or  involutional 
depression.  However,  it  is  my  opinion  that  electric 
shock  should  be  given  in  a properly  equipped  hos- 
pital, or  some  section  of  it,  and  by  skillful  psychi- 
atrists with  the  support  of  the  anesthesiology  and 
such  other  departments  as  may  be  necessary  to  con- 
trol the  complications  that  may  arise  during  treat- 
ment. 

It  is  my  opinion  that  after  recovery  from  the 
acute  depressive  episodes,  patients  should  be  en- 
couraged to  enter  into  some  prolonged,  intensive, 
dynamic  psychotherapy  or  psychoanalysis,  if  the  an- 
alyst is  available  and  feels  the  patient  is  suitable  for 
treatment.  Because  such  management  is  not  always 
available  outside  the  metropolitan  areas,  the  family 
physician  may  decide  that  it  is  not  practical.  In  these 
cases  the  treatment  must  remain  symptomatic,  and 
the  patient  should  be  urged  to  check  with  the  family 
physician  for  periodic  health  examinations  and  at 
such  other  times  as  he  begins  to  feel  the  incipient 
symptoms  of  his  recurring  disorder.  One  must  always 
take  an  optimistic  view  about  ultimate  recovery  for 
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these  patients.  This,  perhaps  as  much  as  any  single 
thing,  will  prevent  patients  from  suicide  as  they 
recognize  the  occurrence  of  another  depression. 

Support,  friendliness,  and  warm  attention  from 
the  physician  is  absolutely  essential.  If  one’s  prac- 
tice or  if  one’s  own  temperament  does  not  permit 
this,  he  is  the  wrong  person  to  manage  these  per- 
sons and  should  refer  them  on  to  one  of  his  col- 
leagues. 

REFERRAL  AND  CONSULTATION 
WITH  THE  PSYCHIATRIST 

As  patients  begin  to  get  ill  or  tense  or  upset  from 
a nervous  or  mental  disturbance,  it  is  my  belief  they 
should  be  told  they  are  suffering  from  some  type  of 
nervous  tension  and  treated  realistically  as  such.  The 
recognition  of  these  symptoms  as  evidence  of  nervous 
tension,  but  also  as  evidence  of  symptoms  that  may 
be  treated,  is  much  less  frightening  for  a patient 
than  to  feel  that  perhaps  he  is  losing  his  mind  or 
perhaps  has  serious  pathology  that  is  so  obscure  and 
serious  that  the  physician  is  either  unable  to  diagnose 
it  or  is  unwilling  to  tell  him  what  the  diagnosis 
might  be.  Having  named  it,  the  physician  then  may 
openly  treat  the  patient  by  appropriate  methods  or 
may  refer  the  patient  to  the  specialist  in  nervous 
diseases. 

Our  survey  shows  that  two-thirds  of  the  people 
asked  were  willing  to  consider  their  problem  psycho- 
logical. In  general,  the  better  educated  the  person 
the  more  apt  he  is  to  consider  his  problem  psycho- 
logical. The  single  exception  to  this  is  farmers,  who, 
as  a group,  do  not  tend  to  interpret  their  problems  as 
psychological  on  their  own  initiative.  This  does  not 
mean,  however,  that  they  will  not  accept  such  a 
diagnosis  appropriately  given  by  a physician  in 
whom  they  have  confidence. 

In  some  cases,  the  family  physician  may  decide 
that  the  case  is  beyond  him  or  have  no  interest  in 
management.  In  communities  where  psychiatric  serv- 
ices are  available,  the  physician  may  refer  the  pa- 
tient to  the  psychiatrist.  This  is  perfectly  legitimate 
providing  the  psychiatrist  can  handle  the  case  load 
required  of  him  in  the  community.  It  often  is  im- 
possible for  him  to  do  so,  and  the  family  physician 
in  such  case  should  consult  with  him  on  cases  with 
agreement  to  take  back  certain  of  the  persons  that 
may  be  handled  in  the  ordinary  busy  routine  office 
practice  of  the  family  doctor.  This  type  of  referral 
and  return  of  patients  must  be  discussed  frankly 
between  the  referring  physician  and  the  psychiatrist, 
and  a mutually  agreeable  program  or  plan  worked 
out.  A plan  of  referral  and  return  is  especially  im- 
portant where  they  jointly  are  to  manage  psycho- 


somatic patients  or  patients  with  gross  social  dis- 
turbances, such  as  alcoholism. 

Physicians  can  cooperate  more  easily  in  a treat- 
ment plan  if  the  psychiatric  facilities  of  the  city  are 
in  the  general  hospital  where  both  the  family  doc- 
tor and  the  psychiatrist  are  making  daily  staff  rounds 
and  have  frequent  contact  and  opportunity  for  com- 
munication. In  larger  cities  where  the  psychiatrist 
may  tend  to  use  specialized  institutes  and  rarely,  if 
ever,  see  his  colleagues  in  the  general  practice  of 
medicine,  it  often  is  necessary  to  make  formal  ar- 
rangements for  meetings  and  discussions.  The  county 
medical  society  and  the  hospital  staff  meetings  offer 
some  vehicle  for  this  interchange.  However,  because 
of  the  large  number  of  other  persons  with  whom 
both  people  need  to  engage  in  both  social  and  shop 
talk,  the  details  often  are  not  worked  out  adequately 
on  such  occasions  although  they  do  make  future 
communication  much  easier. 

USE  OF  DRUGS 

It  is  my  belief  that  drugs  of  the  sedative  and 
tranquilizing  sort,  or  of  the  energizing  sort  in  the 
case  of  depressions,  may  be  used.  My  advice  would 
be  to  use  the  drugs  only  after  one  is  fairly  certain 
of  the  type  of  disorder  that  he  is  treating.  For 
example,  patients  with  depressions  sometimes  first 
come  complaining  of  being  tense,  upset,  and  agitated, 
but  the  administration  of  tranquilizers  tends  to  pre- 
cipitate a more  serious  depression  in  such  cases.  The 
judicious  use  of  tranquilizers  for  tense,  overactive, 
agitated,  hypermanic,  or  alcoholic  patients  with  a 
hangover,  or  even  the  occasional  tense,  overactive 
psychoneurotic,  is  a useful  procedure.  However,  they 
should  be  used  intelligently  and  for  a specific  pur- 
pose by  the  physician  rather  than  as  a result  of  a 
generous  impulse  to  do  something  for  a patient  that 
one  does  not  know  how  to  handle.  Drugs  do  not 
substitute  for  understanding  the  patient’s  problem. 
They  are  symptomatic  and  may  offer  relief  in  the 
same  way  that  narcotics  may  offer  relief  for  acute 
body  pathology  during  the  diagnostic  or  convalescent 
stage. 

Patients  who  have  been  treated  for  severe  mental 
illness  by  a psychiatrist  often  will  return  home  still 
on  doses  of  the  potent  tranquilizers.  It  is  my  opinion 
that  the  family  physician  should  undertake  the  man- 
agement of  the  follow-up  care  of  these  patients. 
Consultation  with  a psychiatrist  is  essential  if  the 
patient  is  to  be  treated  effectively.  This  consultation 
should  involve  not  only  the  recommended  dosage 
and  possible  complications  of  the  tranquilizers  in 
use  in  this  particular  patient,  but  also  should  include 
other  elements  in  managing  the  patient  in  his  home. 
Patients  vary  greatly  in  their  response  to  the  more 
potent  tranquilizers,  and  management  must  be  indi- 
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vidualized  to  be  maximally  effective.  In  addition,  the 
other  psychiatric  facets  of  the  management  of  these 
cases  must  be  planned  and  worked  out  by  the 
physician  in  the  community,  the  psychiatrist  who 
cared  for  the  patient  during  the  acute  phases  of  his 
illness,  and  the  social  agencies  in  the  community  if 
available  and  helpful  in  rehabilitation. 

CONCLUSION 

One  may  say  that  the  family  physician  must  play 
an  increasingly  important  role  in  the  care  of  psy- 
chiatric problems,  both  at  the  onset  of  the  illness, 
during  the  management  of  the  milder  cases,  and  in 
detection  of  and  referral  to  specialized  sources  of 


the  more  serious  ones.  The  physician  should  take  a 
leading  role  in  the  rehabilitation  of  the  patient  when 
he  returns  to  his  home  community. 

The  activities  of  the  American  Medical  Associa- 
tion, the  state  associations,  and  the  Academy  of  Gen- 
eral Practice  in  fostering  better  opportunities  for  the 
physician  in  general  practice  to  remain  abreast  of 
the  developments  of  ways  of  managing  patients  suf- 
fering from  various  types  of  neuropsychiatric  dis- 
orders are  to  be  commended. 

An  interest  in  the  problem  is  laudable,  but  devel- 
opment of  one’s  skills  and  knowledge  in  this  area 
of  medicine  is  necessary  if  one  is  to  be  effective. 

| Dr.  Ewalt,  Department  of  Psychiatry,  Harvard  Medical 
School,  Boston. 
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Ototoxicity 


Ototoxicity  of  streptomycin,  dihydrostreptomycin,  viomycin,  neo- 
mycin, and  kanamycin  is  reviewed  with  15  illustrative  case  reports  of 
eighth  nerve  damage.  The  use  and  abuse  of  drugs  is  discussed  with 
emphasis  on  their  promiscuous  use. 


DRUGS  SUCH  AS  quinine  and  its  derivative,  oil 
of  chenopodium,  salicylates,  and  heavy  metals 
are  well  known  for  their  toxic  effect  on  the  otic 
labyrinth.  With  the  advent  of  modern  antibiotics 
certain  new  drugs  have  been  found  to  produce  vesti- 
bular and  cochlear  changes.  The  changes  may  be 
permanent  and  complete.  Antibiotics  that  have  been 
definitely  implicated  are  streptomycin,  dihydrostrep- 
tomycin, neomycin,  kanamycin,  and  viomycin.  All  of 
these  drugs  are  derived  from  Streptomyces  species. 
Dihydrostreptomycin  is  derived  from  streptomycin 
by  the  addition  of  two  hydrogen  atoms  to  the  car- 
bonyl group  of  streptose  reducing  it  to  an  alcohol, 
producing  dihydrostreptomycin.  The  action  of  both 
is  identical,  but  dihydrostreptomycin  is  more  stable. 
Streptomycin  and  dihydrostreptomycin  are  active 
against  gram  negative  organisms  and  are  of  most 


importance  in  treating  disease  caused  by  the  tubercle 
bacillus.  Oral  absorption  of  the  drugs  is  poor,  but 
absorption  via  the  intramuscular  route  is  fairly  rapid. 
Concentration  of  the  drug  is  primarily  in  the  kidneys 
and  liver,  and  excretion  is  principally  by  the  kid- 
neys. Neomycin  is  active  against  a wide  variety  of 
gram  positive  and  gram  negative  organisms.  Vio- 
mycin has  a narrow  spectrum  and  is  significant  in 
that  it  is  an  antitubercular  drug  with  toxicity  com- 
parable to  neomycin.1  Kanamycin  is  active  against  a 
wide  variety  of  gram  negative  and  gram  positive 
bacteria,  including  the  mycobacteria.24 

The  eighth  cranial  nerve  consists  of  two  special 
sensory  receptors,  the  cochlear,  which  is  concerned 
with  hearing,  and  the  vestibular,  which  is  concerned 
with  equilibrium.  These  receptors  are  housed  in  the 
labyrinthine  spaces  of  the  internal  ear  in  each  tem- 
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poral  bone.  The  nerve  fibers  from  hair  cells  of  the 
cochlea  cross  the  tunnel  of  corti  to  go  to  the  lamina 
spiralis,  and  enter  the  spiral  ganglia.  The  spiral 
ganglion  is  composed  of  bipolar  cells,  the  fibers  form- 
ing the  auditory  portion  of  the  nerve.  The  vestibular 
nerve  is  made  of  fibers  from  the  bipolar  cells  of 
Scarpa’s  ganglion,  which  receives  fibers  from  the 
utricle,  saccule,  and  cristae  of  the  semicircular  canals. 
The  auditory  and  vestibular  nerves  leave  the  tem- 
poral bone  as  the  eighth  cranial  nerve.  The  vestibular 
fibers  enter  medial  to  the  restiform  body  and  termi- 
nate in  the  vestibular  nuclei.  Connections  are  made 
with  the  cerebellum,  cerebral  cortex,  oculomotor  nu- 
clei, vestibulo  spinal  tract,  and  medial  longitudinal 
fasciculus.  The  cochlear  nucleus  sends  fibers  to  path- 
ways of  the  lateral  lemnisci.6' 16 

Balance  not  only  is  the  end  product  of  the  vesti- 
bular end  organ,  but  is  under  constant  control  by 
visual  and  proprioceptive  senses  of  the  muscles,  ten- 
dons, joints,  and  skin.  The  effect  of  loss  of  the  ves- 
tibular function  is  proportional  to  the  degree  and 
suddenness  of  the  loss  of  function.  With  acute  loss 
there  may  be  vertigo,  nausea,  and  vomiting  with 
gradual  compensation  by  the  higher  centers  with 
abatement  of  symptoms  in  3 to  6 weeks.6  Frequently, 
there  is  difficulty  with  sudden  movements  of  the 
head.  Older  patients  may  find  it  hard  to  compensate 
for  such  losses. 


Streptomycin  and  Dihydrostreptomycin 

Streptomycin  sulfate  ototoxicity  was  first  reported 
in  1945  by  Hinshaw  and  Feldman,15  who  were  un- 
certain as  to  whether  the  initial  problems  were  due 
to  the  drug  or  to  its  impurities.  Authors  such  as 
Brown  and  Hinshaw,3  Fowler  and  Seligman,9  Haw- 
kins,12 Glorig,11  and  many  others8, 12, 17' 18,  20,  22'  23 
have  well  documented  the  ototoxicity  of  streptomycin 
and  dihydrostreptomycin.  Streptomycin  is  more  prone 
to  affect  the  vestibular  system  than  the  auditory,  the 
opposite  being  true  of  dihydrostreptomycin.  Damage 
to  the  system  may  occur  after  the  drug  has  been 
discontinued.  According  to  experimental  studies,  the 
primary  site  of  the  lesion  causing  deafness  may  be 
peripheral  and/or  central.  Floberg,8  Riskaer,20  and 
Stevenson23  have  presented  evidence  of  destructive 
lesions  in  the  vestibular  nuclei  of  the  brain  stem. 

Histologic  lesions  in  the  cochlea  and  labyrinth 
have  been  demonstrated  by  Hawkins  and  Lurie,14 
Nakamura,17  and  Schuknecht.22  Nakamura,  correlat- 
ing cochlear  microphonics  and  histologic  changes 
caused  by  dihydrostreptomycin,  showed  that  sensi- 
tivity of  cochlear  microphonics  was  most  seriously 
impaired  in  the  higher  tones.  Changes  in  the  organ 
of  Corti  varied  from  alteration  of  staining  quality  to 


karrotolysis.  Hawkins  and  Lurie  showed  the  cristae 
of  the  horizontal  canals  to  have  scattered  degenera- 
tion in  the  hair  cells  of  cats  which  had  received  ex- 
tensive short  term  treatment  of  dihydrostreptomycin. 
Schuknecht  introduced  streptomycin  into  the  middle 
ear  of  a cat  with  resulting  loss  of  hair  cells  in  ves- 
tibular labyrinth  and  cochlea. 

The  question  arises  as  to  how  much  of  the  drug 
is  safe  for  use.  From  our  recent  experiences  as  well 
as  those  of  others,  the  answer  is  apparently  that  any 
dosage  can  cause  cochlear  or  vestibular  damage. 
Glorig11  stated  that  dosages  of  streptomycin  of  1 to 
2 Gm.  per  day  for  periods  of  more  than  45  to  50 
days  may  produce  complete  loss  of  labyrinthine 
function,  and  if  the  same  regimen  is  followed  with 
dihydrostreptomycin,  20  to  25  per  cent  of  the  pa- 
tients will  sustain  considerable  loss  of  hearing,  par- 
ticularly in  the  3,000  cps  to  8,000  cps  range.  Carr  and 
others3  have  stated  that  the  blood  level  of  dihydro- 
streptomycin should  be  below  50  mg.  per  milliliter. 
Shambaugh,  in  a discussion  of  Hawkins’  paper,13 
noted  30  or  more  patients  with  deafness  after  receiv- 
ing dihydrostreptomycin,  usually  in  combination  with 
penicillin  in  comparatively  low  doses.  He  stated  that 
there  may  be  a delay  of  a month,  and  that  as  small 
a dosage  as  1.5  to  2 Gm.  can  cause  permanent, 
handicapping  nerve  deafness.  Cawthorne  and  Ranger6 
noted  22  patients  who,  after  receiving  less  than  20 
Gm.  of  streptomycin,  demonstrated  vestibular  tox- 
icity. He  believed  that  the  inclusion  of  streptomycin 
in  sensitivity  studies  needlessly  increased  the  use  of 
streptomycin. 

It  is  my  feeling  that  dihydrostreptomycin  alone 
or  in  combination  should  be  used  only  for  those  few 
patients  who  show  a drug  sensitivity  to  streptomycin 
or  when  the  organism  shows  sensitivity  to  dihydro- 
streptomycin that  is  not  demonstrated  toward  strep- 
tomycin. When  either  is  used,  it  should  be  a discrimi- 
nate use  and  for  only  as  long  as  is  necessary  with 
full  knowledge  of  the  possible  adverse  effects.  The 
indiscriminate  use  of  drug  combinations  for  "sore 
throats”  and  minor  ailments  is  mentioned  only  to  be 
condemned.  The  physician  should  know  the  thera- 
peutic action  of  the  constituents  in  every  combina- 
tion of  drugs  which  he  prescribes,  specifically  the 
combination  of  penicillin  and  dihydrostreptomycin 
and  the  combination  of  dihydrostreptomycin  and 
streptomycin. 


Neomycin 

Neomycin  is  an  extremely  toxic  drug,  both  ototoxic 
and  nephrotoxic,  and  its  use  is  limited  parenterally. 
Oral  absorption  is  poor.  At  the  University  of  Texas 
Medical  Branch  in  Galveston  we  have  been  doing 
control  studies  on  patients  who  received  the  drug 
for  bowel  sterilization  and  have  found  no  ototoxic 
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effect.  Patients  receiving  small  daily  dosages  paren- 
terally  may  show  renal  damage,  and  many  of  these 
will  have  ototoxicity.  In  guinea  pig  experiments  it 
has  been  shown  that  neomycin  in  dosage  of  100  mg. 
per  kilogram  and  more  will  abolish  hearing  in  30 
days  without  affecting  the  vestibular  function.  These 
animals,  with  destroyed  hearing,  showed  pronounced 
destruction  of  the  cochlea,  but  the  ampullae  cristae 
and  maculae  of  the  utricle  and  saccule  were  normal. 
Introduction  of  the  drug  into  the  middle  ear  for 
up  to  30  days  had  no  adverse  effect  on  hearing.20 
This  may  be  consoling  to  those  of  us  who  use  this 
drug  topically.  The  parenteral  use  of  neomycin  should 
be  limited  to  those  serious  systemic  infections  which 
will  respond  only  to  this  drug.  The  potential  nephro- 
toxic and  ototoxic  effects  must  be  accepted  in  such 
use. 


Dr.  Daniel  B.  Powell,  Jr.,  with  the 
Department  of  Otolaryngology  at 
the  University  of  Texas  Medical 
Branch  when  this  paper  was  pre- 
pared, presented  it  to  the  Texas 
Academy  of  Ophthalmology  and 
Otolaryngology  in  Fort  Worth,  De- 
cember 5,  1959. 


Kanamycin 

Increasing  reports  of  deafness  following  therapy 
with  kanamycin  has  resulted  in  greater  caution  in  the 
use  of  this  drug.  Finegold  and  others7  reported  20 
cases  of  definite  ototoxicity  in  88  patients  treated 
with  kanamycin.  Four  had  only  tinnitus  and/or  ver- 
tigo without  audiometric  changes.  Two  cases  of  deaf- 
ness occurred  within  7 days,  both  patients  having 
received  previous  neomycin  therapy  and  both  with 
impaired  renal  function.  Three  cases  of  deafness 
occurred  after  8 to  14  days  of  treatment.  Five  of 
the  16  patients  had  further  deterioration  of  hearing 
after  treatment  with  kanamycin  was  discontinued. 

Tinnitus  is  a frequent  first  complaint  and  coincides 
with  the  onset  of  significant  audiometric  changes. 
The  vestibular  system  is  reportedly  much  less  sensi- 
tive to  kanamycin  than  is  the  cochlea.2,  4 Kanamycin 
is  a drug  which  is  usually  reserved  for  use  against 
resistant  organisms.  In  view  of  its  ototoxicity,  its 
use  should  be  restricted  and  reserved  for  infections 
that  are  resistant  to  other  drugs. 

Viomycin 

Viomycin  is  another  anti  tubercular  drug  which  is 
very  toxic  to  the  cochlea  and  is  recommended  only  in 
resistant  tubercular  cases.  Geraci  and  others10  re- 


ported 2 cases  of  perceptive  deafness  after  the  ad- 
ministration of  viomycin,  and  in  both  cases  the  blood 
serum  level  was  above  60  mg.  per  100  ml.  Deafness 
and  tinnitus  began  about  the  twelfth  day  of  therapy. 


Case  Reports 

The  following  are  short  case  reports  of  patients 
who  have  been  seen  at  the  University  of  Texas  Medi- 
cal Branch  Hospital  or  by  the  attending  staff. 

CASE  1. — A 30  year  old  woman  was  admitted  to  the 
hospital  in  August,  1958,  with  renal  lithiasis.  Following 
subsequent  surgery,  the  patient  developed  a wound  infection 
for  which  she  received  29  Gm.  of  streptomycin-dihydro- 
streptomycin combination  over  a 16  day  period.  On  the 
fifteenth  day  she  experienced  severe  vertigo,  nausea,  and 
vomiting  upon  any  movement  in  bed.  Caloric  tests  with  ice 
water  revealed  no  vestibular  response  and  audiogram  was 
normal.  Follow-up  1 year  later  showed  no  change  in  audio- 
gram  or  vestibular  response.  This  patient  compensated 
rapidly  for  the  vestibular  loss. 

CASE  2. — A 73  year  old  woman  who  had  a cholecystec- 
tomy in  November,  1956,  received  prophylactic  strepto- 
mycin 2 Gm.  daily  for  13  days  following  surgery.  On  the 
sixteenth  day  the  patient  experienced  severe  vertigo  and 
tinnitus.  Vestibular  response  was  absent  to  ice  water  stim- 
ulation, and  the  audiogram  showed  a loss  at  4,000  cps, 
6,000  cps,  and  8,000  cps  bilaterally.  Caloric  tests  1 year 
later  produced  no  labyrinthine  response. 

CASE  3. — -A  6 year  old  boy  admitted  to  the  hospital 
unconscious  in  December,  1946,  with  a finding  at  surgery 
of  a tuberculoma  of  the  midbrain,  received  100  mg.  of 
streptomycin  intrathecally  for  7 days  in  addition  to  1.5  Gm. 
daily  intramuscularly  for  19  days.  The  child  recovered  and 
has  been  followed  as  an  out-patient,  but  not  until  1957 
was  he  seen  by  the  otolaryngology  service.  Because  of  the 
history,  studies  were  done,  revealing  normal  hearing  and 
absent  vestibular  response. 

CASE  4. — A 20  year  old  white  girl  was  hospitalized  in 
June,  1959,  because  of  bacterial  endocarditis.  She  had  re- 
ceived 2 Gm.  of  streptomycin  or  dihydrostreptomycin  daily 
for  6 weeks  prior  to  admission,  the  drugs  being  alternated 
weekly.  When  admitted  to  the  hospital  she  received  2 Gm. 
daily  of  a streptomycin-dihydrostreptomycin  combination. 
On  the  fourteenth  day  of  treatment  she  experienced  vertigo 
while  at  complete  rest.  Caloric  response  was  absent  bilater- 
ally, and  there  was  a hearing  loss  at  4,000  cps  and  8,000 
cps  bilaterally. 

CASE  5. — A 36  year  old  woman  seen  in  January,  1958, 
with  many  episodes  of  bacterial  endocarditis,  related  a his- 
tory of  prolonged  and  frequent  treatments  with  strepto- 
mycin over  a period  of  several  years.  She  became  completely 
deaf  in  her  right  ear  about  1955  while  on  treatment  and 
had  progressive  deterioration  of  hearing  in  the  left  ear. 
Audiogram  revealed  complete  hearing  loss  in  the  right  ear 
and  a 35  decibel  average  in  the  left.  There  was  no  laby- 
rinthine response  to  ice  water  in  either  ear. 

CASE  6. — A 60  year  old  woman  admitted  to  the  hospital 
in  December,  1958,  with  active  tuberculosis  had  pretreat- 
ment studies.  The  caloric  response  was  normal  and  the 
audiogram  revealed  a perceptive  loss  at  4,000  cps  and  8,000 
cps.  She  received  1 Gm.  of  combination  streptomycin- 
dihydrostreptomycin  biweekly.  After  9 months  of  treatment 
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the  patient  developed  mild  vertigo.  Caloric  tests  produced  a 
normal  response  in  the  left  ear  and  absent  response  in  the 
right. 

CASE  7. — A 22  year  old  woman  was  admitted  to  the 
hospital  June  25,  1959,  with  a history  of  fever,  arthralgia, 
and  myalgia  beginning  in  March.  In  May  a gram  positive 
diplococcus  was  obtained  by  blood  culture  showing  no 
sensitivity  to  penicillin  or  streptomycin;  however,  daily 
treatment  with  penicillin  and  4 Gm.  of  dihydrostreptomycin 
was  started.  This  was  continued  for  29  days  except  for  2 
days  of  treatment  with  1 Gm.  of  kanamycin  every  6 hours. 
On  July  14  the  patient  became  febrile,  and  treatment  with 
2 Gm.  of  erythromycin  and  streptomycin  daily  was  begun. 
Pretreatment  studies  were  done  on  July  15  showing  a 
normal  vestibular  response  and  normal  audiogram.  On 
August  10  nausea  and  vomiting  and  positional  vertigo  was 
noted.  On  August  21  the  vestibular  response  was  absent  to 
ice  water  and  the  audiogram  was  normal. 

Case  8. — A 58  year  old  man  was  admitted  to  the  chest 
service  in  October,  1958,  with  a history  of  having  received 
streptomycin  biweekly  for  tuberculosis  from  1952  until 
April,  1957.  There  was  gradual  decrease  in  hearing  associ- 
ated with  tinnitus  which  disappeared  when  the  drug  was 
discontinued.  At  about  the  same  time  he  noted  "instability” 
and  inability  to  focus  his  eyes  while  walking.  In  December, 
1957,  he  was  readmitted  to  a tuberculosis  hospital  and  re- 
ceived 2 "shots”  of  streptomycin;  his  hearing  became  worse 
and  his  tinnitus  recurred.  Audiograms  done  at  this  hos- 
pital revealed  a perceptive  loss  of  37  decibels  in  his  left 
ear  and  a 40  decibel  average  in  his  right  with  a further 
drop  in  the  high  tones.  Caloric  tests  produced  no  response 
in  the  right  ear  and  normal  in  the  left  ear. 

Case  9. — A 23  year  old  medical  student  found  to  have 
minimal  tuberculosis  in  August,  1958,  was  treated  with  1 
Gm.  of  streptomycin  daily  for  28  days  and  afterward  on 
biweekly  dosage.  On  the  twenty-ninth  day  of  treatment  he 
noted  a feeling  of  instability  while  standing.  Ice  water 
caloric  tests  produced  a shortened  response  and  by  the 
Fitzgerald-Hallpike  caloric  tests,  the  response  was  nil. 
Audiogram  was  essentially  normal.  Caloric  tests  1 year  after 
produced  normal  response. 

CASE  10. — A 32  year  old  man  was  admitted  to  the  hos- 
pital first  in  1952  following  an  automobile  accident  which 
had  occurred  4 months  prior.  The  patient  developed  a left 
sided  pleural  empyema  and  a bronchopleural  fistula.  A 
left  lower  lobectomy  was  performed  and  the  patient  re- 
leased. He  was  readmitted  1 month  later  with  a subdia- 
phragmatic  abscess,  which  was  drained.  He  received  2 Gm. 
of  streptomycin  daily  for  7 days.  Then  dihydrostreptomycin, 
2 Gm.  daily,  was  added  and  both  were  given  for  7 days, 
when  the  streptomycin  was  discontinued.  The  dihydrostrep- 
tomycin was  discontinued  after  4 days.  Other  antibiotic 
therapy  was  continued,  but  on  October  5,  1952,  the  patient 
received  3 Gm.  of  neomycin  sulfate  in  3 doses.  Two  days 
later  he  was  given  2 Gm.  of  neomycin  and  begun  on  2 Gm. 
of  streptomycin  for  16  days.  On  November  15  consultation 
with  the  otolaryngology  service  revealed  a perceptive  loss 
averaging  47  decibels  bilaterally.  Caloric  tests  were  not 
done.  In  September,  1953,  the  audiogram  showed  no  re- 
sponse to  any  intensity  in  any  frequency.  This  patient  was 
seen  in  the  out-patient  clinic  in  July,  1958,  because  of 
dizziness  occurring  with  position  change,  but  the  caloric 
tests  were  normal. 

C^SE  11. — An  18  year  old  girl  received  8 injections  of 
combination  penicillin-dihydrostreptomycin  in  February, 


1958,  because  of  "flu.”  In  June  the  patient  noticed  "buzz- 
ing” sounds,  and  in  July,  vertigo  with  change  of  position 
was  noted.  The  audiogram  showed  a 32  decibel  loss  in  the 
left  and  right.  Caloric  tests  with  ice  water  produced  a 
diminished  response  in  the  right  ear  and  normal  in  the  left. 

Case  12. — A 17  year  old  girl  was  seen  by  one  of  the 
staff  in  July,  1958,  with  a hearing  loss  which  had  been 
first  noticed  in  October,  1957.  A school  hearing  test  done 
several  years  prior  revealed  normal  hearing.  The  patient 
had  noticed  some  episodes  of  vertigo  in  the  spring  of  1958. 
She  had  received  8 injections  of  streptomycin,  1 Gm.  each, 
in  May,  1957,  for  an  infected  foot  laceration.  The  audio- 
gram  revealed  a 32  decibel  average  in  the  left  ear,  and  35 
decibel  average  in  the  right  ear. 

Case  13. — A 38  year  old  woman  was  seen  by  one  of  the 
staff  in  December,  1958,  with  a complaint  of  bilateral 
tinnitus  and  hearing  loss,  but  with  no  vertigo.  She  had 
received  6 shots  of  prophylactic  penicillin-dihydrostrepto- 
mycin  in  July,  1958,  following  surgery  and  4 more  "shots” 
2 months  later  for  an  upper  respiratory  infection.  The 
hearing  loss  was  noted  in  November,  1958.  In  January, 

1959,  the  tinnitus  and  discrimination  problem  was  worse, 
and  the  patient  experienced  a severe  attack  of  whirling 
vertigo  and  staggering.  She  was  treated  with  vasodilators. 
The  vertigo  attack  did  not  recur. 

Case  14.— A 68  year  old  man  was  found  to  have  tuber- 
culous epididymo-orchitis  in  August,  1952.  Streptomycin, 
2 Gm.  per  day  for  4 days,  was  given  and  the  patient  dis- 
charged on  biweekly  dosage.  In  October,  1952,  the  patient 
complained  of  dizziness  and  tinnitus.  In  February,  1953, 
calorics  were  normal  and  the  audiogram  revealed  perceptive 
loss  of  43  decibels  in  the  right  ear  and  40  decibels  in  the 
left.  One  year  later  there  was  a drop  to  52  decibels  in  the 
right  and  48  decibels  in  the  left.  Two  months  later  repeat 
studies  revealed  a 63  decibel  average  in  the  left  and  50 
decibel  average  in  the  right.  Caloric  tests  revealed  normal 
response  in  the  right  and  almost  absent  response  in  the 
left.  Streptomycin  was  discontinued  in  April,  1954.  In 
January,  1957,  the  audiogram  revealed  a 72  decibel  average 
in  the  left  ear  and  50  decibel  average  in  the  right.  The 
patient  was  again  begun  on  a combination  of  streptomycin 
and  dihydrostreptomycin  biweekly  in  March,  1958,  because 
of  tuberculous  epididymitis. 

CASE  15. — A 62  year  old  man  was  admitted  to  the  hos- 
pital in  September,  1958,  with  renal  lithiasis  and  developed 
a septicemia  proven  by  successive  blood  cultures.  Kana- 
mycin, 2 Gm.  per  day  intramuscularly,  was  begun,  and 
on  the  eighteenth  day  of  treatment  the  patient  noted  severe 
tinnitus  and  deafness.  Caloric  tests  were  done  producing  a 
normal  reaction  in  the  left  ear  and  a minimal  reaction  in 
the  right.  Two  weeks  later  vestibular  response  was  com- 
pletely absent  bilaterally  and  by  audiogram  no  sound  was 
perceived.  One  year  follow-up  examination  showed  no  im- 
provement. 


Discussion 

These  case  reports  illustrate  the  drugs  which  are 
commonly  used  and  which  are  toxic  to  the  cochlear 
and  vestibular  systems.  Unfortunately,  many  of  the 
patients  who  have  the  greatest  ototoxic  effect  are 
those  in  which  therapy  was  of  a prophylactic  nature. 
In  many  of  these  cases  it  is  impossible  to  "prove” 
the  cause  and  effect  because  only  a few  had  pre- 
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treatment  studies;  nevertheless,  I list  these  cases  be- 
cause of  their  association. 

There  is  no  reliable  method  of  prevention  other 
than  prophylaxis  and  the  recognition  of  the  potential 
danger  of  these  drugs.  The  use  of  vitamin  Bi  intra- 
venously when  audiometric  changes  occur  has  been 
suggested.19  Recent  studies  with  pantothenic  salts 
of  dihydrostreptomycin  have  indicated  that  these  may 
be  less  ototoxic.11, 21  When  treatment  with  any  of 
these  drugs  is  indicated,  control  studies  with  caloric 
tests  and  audiograms  should  be  done.  It  is  to  be  re- 
membered that  any  drug  excreted  by  the  kidneys  will 
have  a higher  blood  level  and  hence  a greater  toxic 
effect  when  renal  damage  has  occurred.  One  must 
be  doubly  aware  of  the  ototoxic  and  nephrotoxic 
effects  of  neomycin  and  kanamycin. 

Again,  it  should  be  reiterated  that  when  strepto- 
mycin will  do  the  job  there  is  no  need  to  use 
dihydrostreptomycin.  And,  there  is  no  excuse  for 
using  any  of  these  drugs  in  a promiscuous  manner. 
The  combination  of  dihydrostreptomycin  and  peni- 
cillin or  a combination  of  dihydrostreptomycin  and 
streptomycin  are  of  no  greater  value  in  therapy.  The 
drugs  should  be  used  individually  rather  than  in 
combinations. 


Summary 

The  ototoxicity  of  streptomycin,  dihydrostrepto- 
mycin, viomycin,  neomycin,  and  kanamycin  is  re- 
viewed. Fifteen  case  reports  of  eighth  nerve  damage 
are  presented.  Thirteen  of  the  cases  present  ototoxic 
effects  from  streptomycin  and/or  dihydrostreptomy- 
cin therapy;  1 case  is  of  complete  deafness  due  to  a 
combination  of  streptomycin  and  dihydrostreptomy- 
cin, plus  neomycin;  and  1 case  is  of  kanamycin  tox- 
icity with  resulting  loss  of  all  eighth  nerve  function. 
The  use  and  abuse  of  drugs  is  discussed,  with  empha- 
sis on  the  promiscuous  use  of  these  drugs. 

Addendum 

Author’s  NOTE:  Since  preparation  of  this  paper 
a report  from  the  Committee  on  the  Conservation  of 
Hearing  of  the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology  has  appeared  in  the  Journal 
of  the  American  Medical  Association  relative  to  the 
ototoxicity  of  dihydrostreptomycin.  The  Federal  Food 


and  Drug  Administration  has  prohibited  the  inclu- 
sion of  dihydrostreptomycin  in  combination  therapy 
with  penicillin. 
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Variations  in  Urinary  Output 

In  Burned  Patients 


The  usual  clinical  signs  of  alterations  in  fluid  balance  are  obscured  in  the  burned 
patient,  and  laboratory  tests  may  be  of  limited  value.  Thus  the  variations  in  urine  flow 
are  the  chief  guide  to  management  of  acutely  burned  patients.  Inadequate  administra- 
tion or  over  administration  of  salt,  water,  and  colloids  may  confuse  the  picture  and 
complicate  the  illness.  Cases  illustrate  the  discussion. 


SYDNEY  SCHIFFER,  M.D.,  F.A.C.P.  and 
E.  R.  CREWS,  M.D,  F.A.C.S. 

San  Antonio,  Texas 


Part  1.  Early  Oliguria 
and  Late  Oliguria 

MOST  AUTHORS  discussing  burns  indirectly 
suggest  the  importance  of  urine  flow  in  the 
early  management  of  the  burned  patient.  We  do  not 
believe  the  importance  of  this  clinical  sign  has  been 
sufficiently  stressed  either  in  the  early  or  the  late 
phase. 

It  should  be  emphasized  that  in  the  burned  pa- 
tient, more  so  than  in  other  acute  traumatic  situa- 
tions, the  usual  clinical  signs  of  alterations  in  fluid 
balance  are  obscured  and,  especially  in  the  early  post- 
burn period,  laboratory  tests  are  of  limited  value. 

Proposed  formulas  are  recognized  as  only  rough 
guides  for  replacement  therapy;  therefore,  in  spite 
of  the  inherent  disadvantages  of  dependency  on  a 
single  organ  system,  the  variations  in  urine  flow 
remains  the  chief  guide  to  management  of  the  acutely 
burned  patient. 

According  to  King,0  85  per  cent  of  the  total  edema 
of  burns  occurs  in  the  first  hour  following  the  burn. 
However,  his  findings  were  in  untreated  animals. 
In  the  treated  patient,  increased  capillary  permeability 
allows  continued  edema  formation  until  the  injured 
tissues  are  expanded  to  their  maximum  at  the  ex- 
pense of  the  blood  volume.  It  is  desirable,  therefore, 
to  give,  early,  enough  water,  electrolytes,  and  colloids 
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to  replace  fluid  lost  to  the  injured  tissue,  so  that  blood 
volume  then  may  be  stabilized.10  It  is  only  after  a 
relatively  normal  blood  volume  is  reached  and  sus- 
tained that  continued  adequate  urinary  output  can 
be  anticipated. 

The  following  briefly  abstracted  case  histories  were 
chosen  from  a group  of  burned  patients  to  demon- 
strate some  of  the  variations  in  urine  flow  that  may 
be  observed  and  their  possible  clinical  significance. 
In  several  instances,  a seemingly  unimportant  re- 
duction or  excess  in  urine  flow  was  the  first  indica- 
tion of  a serious  complication.  An  attempt  is  made 
to  summarize  briefly  current  concepts  of  the  mech- 
anisms underlying  the  abnormalities  observed. 

For  purposes  of  description,  variations  in  urine 
flow  in  burned  patients  may  be  listed  ( 1 ) early 
oliguria,  (2)  late  oliguria,  and  (3)  polyuria. 

EARLY  OLIGURIA 

The  initial  or  early  oliguria  occurs  in  the  first  24 
to  36  hours,  and  has  its  counterpart  in  any  stress 
situation,  particularly  when  associated  with  acute 
loss  of  salt,  water,  and  plasma.3, 10  This  oliguria  is 
principally  due  to  reduced  renal  filtration  pressure 
secondary  to  diminished  blood  volume  and  renal 
vasoconstriction.  Other  factors  include  hormonal  ef- 
fects resulting  from  extrarenal  losses  of  salt  and 
water.4,  8 This  oliguria  should  be  prevented  or  re- 
versed promptly  as  it  represents  an  immediate  threat 
to  survival  and  may  be  a large  factor  in  later  renal 
dysfunction.  Sufficient  salt,  water,  and  colloid  must 
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be  given  promptly  to  produce  and  maintain  a urinary 
output  of  50  ml.  per  hour  in  the  adult  and  25  ml.  per 
hour  in  the  child.1,  7 This  is  as  much  an  emergency 
as  the  prompt  replacement  of  blood  in  the  hemor- 
rhaging patient. 

CASE  1. — A woman  weighing  45  kilograms  received  a 
burn  of  60  per  cent  of  the  body  surface,  of  which  40  per 
cent  was  estimated  to  be  third  degree.  Notwithstanding 
what  appeared  to  be  adequate  amounts  of  electrolyte  solu- 
tion and  plasma,  her  blood  pressure  and  output  of  urine 
became  zero  12  hours  after  admission.  When  doubling 
the  hourly  intake  of  glucose  in  Ringer’s  lactate  solution 
was  ineffective,  additional  plasma  was  given  with  reestab- 
lishment of  urine  flow. 

CASE  2. — A 42  year  old  white  man  incurred  a burn  of 
68  per  cent  of  the  body  surface,  45  per  cent  of  it  third  de- 
gree. Oliguria  was  noted  3 hours  after  admission.  The  blood 
pressure  was  110/60,  which  was  considered  consistent  with 
mild  shock  under  the  condition  of  stress.  Plasma  was  given 
with  a resultant  increase  in  the  blood  pressure  to  140/90 
and  correction  of  the  oliguric  state. 

Case  3. — This  3 year  old  boy  had  a 25  per  cent  burn 
initially  estimated  as  mostly  second  degree.  Electrolyte 
solution  but  no  plasma  was  administered.  At  the  twentieth 
hour  after  his  admission  to  the  hospital  it  was  noted  that 
increased  quantities  of  fluid  were  required  to  maintain 
urine  flow.  Blood  pressure  readings  were  less  than  98 
systolic.  This  is  considered  by  one  of  the  authors  (E.R.C.) 
to  represent  hypotension  in  a burned  child.  Two  hundred 
ml.  of  plasma  stabilized  the  blood  pressure  at  117  systolic, 
and  the  urine  output  became  adequate. 

Comment:  It  seems  apparent  from  the  examples 
cited  above  that  oliguria  with  or  without  fall  in  blood 
pressure  is  the  first  and  most  sensitive  sign  of  inade- 
quate replacement  therapy;  also,  that  minimal  reduc- 
tion in  urine  flow  and  in  blood  pressure  must  be  the 
guides  to  therapy.  For  this  reason,  blood  pressure 
readings  and  urine  flow  are  recorded  hourly  for  48 
hours,  and  when  blood  pressure  readings  are  un- 
available because  of  the  severity  of  the  burn,  reliance 
must  be  placed  on  urine  flow  as  related  to  fluid  in- 
take. The  apparent  need  for  increasing  amounts  of 
electrolyte  solution  to  maintain  urine  flow  is  general- 
ly an  indication  for  administration  of  colloid  to  sus- 
tain blood  volume.  A rough  guide  to  colloid  therapy 
that  has  been  useful  in  our  hands  is  this  formula: 
kilograms  of  body  weight  X the  percentage  of  deep 
second  and  third  degree  burn  = milliliters  of  colloid 
to  be  given  in  the  first  24  hours.  An  additional  one- 
half  of  this  amount  is  given  in  the  second  24  hours. 

Case  4. — This  was  a 4 month  old  boy,  weighing  5 kilo- 
grams, with  a 30  per  cent  total  burn  of  which  18  per  cent 
was  deep  second  degree.  Adequate  flow  of  urine  was  not 
established  until  12  hours  postburn.  At  the  thirty-fifth  hour, 
blood  pressure  readings  of  260  to  280  systolic  and  60  to 
70  diastolic  were  noted.  Considerable  edema  persisted  until 
the  sixth  day.  (Edema  is  usually  subsiding  by  the  fourth 
day.)  A serum  nonprotein  nitrogen  of  60  mg.  per  100  ml. 
and  a carbon  dioxide  combining  power  of  15  milliequiva- 
lents  per  liter  were  noted  on  the  fifth  and  sixth  days. 
Hypertension  of  varying  degree  persisted  for  5 weeks.  Uri- 
nary specific  gravity  was  low  (1.010)  and  fixed  for  8 days. 


Comment:  This  was  one  of  a group  of  similar  pa- 
tients (see  case  10)  that  demonstrate  some  of  the 
harmful  effects  of  inadequate  early  electrolyte  replace- 
ment, as  contrasted  to  the  need  for  colloids  demon- 
strated in  cases  1 through  3.  One  early  effect  may  be 
death  due  to  circulatory  collapse  from  salt  and  water 
depletion.  If  the  patient  survives,  reduced  renal  flow 
may  result  in  thrombi  of  the  renal  vessels  or  ischemic 
degeneration  of  the  kidneys,  manifested  by  temporary 
or  permanent  oliguria  with  low  fixed  specific  grav- 
ity, elevated  nonprotein  nitrogen,  or  renal  hyperten- 
sion. In  addition,  intense,  and  at  times  adverse,  hor- 
monal responses  (aldosterone  and  posterior  pituitary 
antidiuretic  hormone)  may  be  stimulated  by  failure 
of  prompt  restitution  of  salt  and  water  losses  incurred 
early  postburn.  These  hormonal  effects  may  persist, 
adversely  affecting  the  reliability  of  urinary  flow  as 
a guide  to  therapy.  Aldosterone  effect  may  persist 
after  sodium  stores  have  been  replenished,  resulting 
in  undue  sodium  retention. 

LATE  OLIGURIA 

Oliguria  occurring  after  36  hours  is  more  varied 
in  cause  than  early  oliguria.  As  already  noted,  early 
oliguria  is  almost  always  associated  with  a deficit 
of  electrolyte  solution  or  colloids,  or  both.  Since 
after  48  hours  fluid  has  started  its  return  from  edem- 
atous burned  tissues,  circulatory  deficits  of  salt  and 
water  are  less  likely  to  occur.  More  commonly,  an 
excess  of  these  exist  ( see  introduction ) . The  severely 
burned  patient  has  the  complete  background  for  the 
development  of  acute  renal  failure  ("lower  nephron 
nephrosis”),  dehydration,  hyponatremia,  hypotension 
with  resultant  renal  anoxia,  and  even  nephrotoxins 
as  stressed  by  Moore.8  Although  in  our  group  of 
more  than  150  patients,  "acute  renal  failure”  in  its 
classic  form  was  not  observed,  what  appeared  clin- 
ically to  be  milder  forms  of  the  disorder  were  not 
infrequent.  Pathologically,  the  findings  in  this  entity 
are  often  minimal  and  nonspecific.2  The  physiological 
defect  appears  to  be  initiated  by  renal  ischemia9  al- 
though Moore8  has  expressed  the  belief  that  a neph- 
rotoxin  is  essential  for  the  production  of  the  com- 
plete picture.  The  oliguria  of  acute  renal  failure  is 
at  present  ascribed  to  almost  complete  reabsorption 
of  filtrate  by  defective  tubules;  but  the  physiological 
significance  of  recently  described  interstitial  renal 
changes2  remains  to  be  determined. 

Acute  renal  failure  of  some  degree  should  be  sus- 
pected where  oliguria  persists  or  begins  after  36 
hours.  However,  "irreversible”  renal  shutdown  can- 
not be  assumed  without  studies  to  exclude  other  more 
remediable  conditions;  such  would  include  simple 
water,  salt,  and  colloid  deficits.  Potassium  deficiency 
may  produce  oliguria  and  simulate  acute  renal  fail- 
ure5 with  relief  after  specific  therapy.  Oliguria  may 
also  accompany  the  shock  attending  vascular  throm- 
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bosis  and  septicemia  (case  8)  as  well  as  the  degen- 
eration of  organs  such  as  the  heart,  liver,  and  brain, 
which  are  not  uncommon  late  complications  of  the 
severe  burn.11 

CASE  5. — A 7 year  old  girl  weighing  25  kilograms  was 
admitted  to  the  hospital  on  the  fourth  postburn  day  with 
a burn  of  27  per  cent  of  the  body  surface.  She  had  been 
given  2,000  ml.  of  Ringer’s  lactate  solution  intravenously 
and  a large  amount  of  oral  fluids  prior  to  admission.  Her 
hematocrit  was  48  volumes  per  cent.  Through  misinterpre- 
tation of  orders,  1,350  ml.  of  Ringer’s  lactate  solution  in- 
travenously and  2,100  ml.  of  salt  and  sodium  bicarbonate 
solution  orally  were  given  over  a period  of  20  hours.  Oli- 
guria was  first  noted  the  fifth  day  (the  day  following  ad- 
mission). On  the  sixth  day  oliguria  was  more  marked  and 
there  was  tachycardia,  cyanosis,  and  venous  engorgement. 
There  was  vascular  congestion  noted  by  roentgenogram. 
The  patient  was  digitalized  rapidly,  Levoarterenol  was  given 
for  hypotension,  and,  finally,  a phlebotomy  was  performed 
with  replacement  by  packed  red  blood  cells.  The  patient 
died  on  the  seventh  postburn  day.  On  the  day  of  death  the 
hematocrit  was  23  volumes  per  cent,  the  serum  sodium 
140  mg.  per  100  ml.,  chloride  93  mg.,  potassium  4.5  mg., 
carbon  dioxide  combining  power  23  milliequivalents  per 
liter.  At  postmortem  examination  there  was  a greatly  dilated 
right  auricle  and  ventricle  with  congestion  and  edema  of 
all  the  visceral  organs. 

Comment:  This  history  demonstrates  the  danger 
of  sodium-containing  fluids  after  the  first  48  hours 
when  salt  and  water  are  returning  from  the  burned 
tissues.  During  this  period,  intravenous  fluids  should 
be  used  only  if  oral  intake  is  insufficient  and  should 
not  contain  sodium  unless  there  is  a specific  indica- 
tion for  its  use.  A calculated  deficit  of  salt  and  water 
is  not  in  itself  a "specific  indication”  for  such  ad- 
ministration during  this  period.  Hormonal  responses 
may  have  compensated  for  apparent  deficits,  and 
vigorous  late  replacement  therapy  with  electrolytes 
may  be  disastrous  under  these  conditions. 

CASE  6. — A 12  year  old  girl  weighing  26  kilograms 
with  a burn  of  45  per  cent  of  the  body  surface  (mostly 
third  degree)  was  admitted  to  the  hospital  7 hours  after 
the  burn  as  a transfer  from  another  city.  She  was  given 
in  addition  to  other  fluid  therapy,  400  ml.  of  blood  and 
600  ml.  of  plasma  the  first  48  hours,  and  an  additional 
600  ml.  of  plasma  the  next  48  hours.  Urine  estimates  were 
inaccurate  the  first  2 days  because  of  catheter  difficulties. 
Urine  output  on  the  third  day  is  recorded  as  220  ml.  the 
first  8 hours,  215  ml.  the  second  8 hours,  and  zero  the 
third  8 hours.  At  this  time  the  patient’s  condition  was 
otherwise  considered  "satisfactory”  by  a resident  physician. 
Early  on  the  fourth  hospital  day  she  suddenly  developed 
signs  of  pulmonary  edema  and  soon  died.  Postmortem 
examination  showed  "acute  congestion  of  the  kidneys,  liver, 
and  lungs.” 

Comment:  The  background  of  this  case  suggests 
acute  renal  failure,  that  is,  a severely  burned  child 
subjected  to  a 3 hour  ambulance  trip  on  the  day  of 
the  burn.  A low  serum  protein  level  is  a fairly  com- 
mon finding  by  the  third  postburn  day,  especially  in 
children  who  have  not  received  early  colloid  support. 


Small  amounts  of  plasma  may  be  of  value  at  this 
time  in  elevating  plasma  proteins  and  mobilizing 
sodium.  In  this  patient,  an  excess  of  plasma  appar- 
ently resulted  in  overexpansion  of  blood  volume. 
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Case  6. — This  was  an  obese  35  year  old  woman  with  a 
burn  of  35  per  cent  of  the  body  surface  involving  the 
head,  chest,  upper  extremities,  and  trunk.  Oliguria,  mild 
orthopnea,  and  hypotension  were  noted  on  the  fourth  post- 
burn day.  There  was  edema  restricted  to  the  burned  areas. 
The  state  of  hydration  and  adequacy  of  the  circulation  were 
difficult  to  evaluate  because  of  obesity  and  the  location  of 
the  burns.  Blood  electrolyte  studies  were  not  helpful.  Be- 
cause of  continued  oliguria,  a so-called  infusion  tolerance 
test8, 11  was  performed  in  an  attempt  to  induce  additional 
flow  of  urine.  This  consisted  of  the  rapid  infusion  of  1,000 
ml.  of  5 per  cent  glucose  in  distilled  water.  Fatal  pulmonary 
edema  soon  followed. 

Comment:  Failure  to  recognize  and  correct  hypo- 
volemia may  be  just  as  fatal  in  consequence  as  the 
overhydration  of  the  oliguric  patient.  In  situations 
like  these,  Moore8  has  justified  the  use  of  the  “in- 
fusion tolerance  test.”  Case  6 demonstrates  the  dan- 
ger of  the  test.  Evaluation  of  problem  cases  such  as 
this  should  include  a careful  clinical  study,  including 
the  state  of  hydration  and  circulatory  status.  Neces- 
sary laboratory  procedures  including  blood  chemis- 
tries and  special  studies  of  cardiovascular  and  renal 
function  should  be  correlated  with  clinical  observa- 
tions before  any  headlong  attempt  at  treatment.  Un- 
fortunately blood  volume  determination  has  been 
disappointing  in  this  problem.8 

In  this  patient,  in  retrospect,  we  were  probably 
dealing  with  overhydration  with  incipient  acute 
renal  failure,  which  probably  had  its  origin  in  the 
early  phases  of  the  treatment.  Whereas  early  oliguria 
demands  urgent  replacement  therapy,  late  oliguria 
requires  careful  study  before  any  institution  of  treat- 
ment. It  is  our  feeling  that  most  instances  labelled 
as  congestive  heart  failure  at  the  fourth,  fifth,  or 
sixth  postburn  day  are  in  reality  renal  failure  in 
patients  in  whom  continued  administration  of  fluid 
has  produced  hypervolemia  and  secondary  evidence 
of  pulmonary  congestion. 

CASE  7. — This  13  month  old  girl  had  a burn  of  25  per 
cent  of  the  body  surface.  On  the  fifth  postburn  day  the 
urinary  output  was  170  ml.  in  24  hours  despite  an  oral 
intake  of  2,100  ml.  She  was  afebrile  but  with  tachypnea 
and  slight  cyanosis.  The  serum  carbon  dioxide  combining 
power  was  25.6  milliequivalents  per  liter,  sodium  140  mg. 
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per  100  ml,  chloride  100  mg.  per  100  ml.,  and  potassium 
5.1  milliequivalents  per  liter.  The  blood  pH  was  7.47,  and 
nonprotein  nitrogen  30.8  mg.  per  100  ml.  A roentgenogram 
of  the  chest  showed  "congestive  changes.”  The  patient  be- 
came anuric  the  sixth  day  and  died.  An  autopsy  was  not 
permitted,  but  coagulase  positive  hemolytic.  Staphylococcus 
aureus  was  grown  from  blood  drawn  the  day  of  death. 

Comment:  Septicemia  is  among  the  conditions  to 
be  considered  in  a deteriorating  clinical  state  after 
the  fourth  day.  This  is  true  even  if  the  patient  is 
afebrile  and  particularly  if  the  patient  is  an  infant, 
elderly,  or  debilitated.  Diminution  in  urinary  output 
may  be  among  the  earliest  indications  of  septicemia. 
In  this  patient  it  preceded  other  evidence  by  several 
hours. 

SUMMARY 

Variations  in  renal  flow  in  the  burned  patient  are 
discussed  under  the  headings  of  early  and  late  oli- 
guria, and  the  significance  of  such  variations  is 
stressed  from  the  standpoints  of  diagnosis  and  treat- 
ment. 

Early  oliguria  is  almost  always  related  to  excessive 
losses  of  extracellular  fluid  and  colloid  into  the 
burned  tissues.  It  is  not  until  sufficient  fluid  and 
colloid  have  been  given  to  fill  damaged  extracellular 
tissue  to  near  capacity  that  an  adequate  sustained 
blood  volume  may  be  anticipated.  Persistent  early 
oliguria  is  a reflection  of  lack  of  such  replacement 
with  resulting  anoxia  of  tissues,  especially  those  of 
the  kidneys.  The  consequent  loss  of  normal  functions 
of  the  kidneys  makes  them  less  reliable  guides  to 
future  therapy  and  is  frequently  responsible  for  later 
renal  dysfunction. 

In  addition,  inadequate  early  replacement  of  salt 
and  water  may  call  forth  abnormal  responses  of  salt 
and  water  saving  hormones  the  effects  of  which  may 
persist  after  replacement  has  been  restored.  This 
causes  prolonged  salt  and  water  retention  and  fur- 
ther lessens  urine  flow  as  a guide  to  treatment. 

The  importance  of  colloids,  chiefly  stored  plasma, 
is  discussed  in  its  role  of  maintaining  blood  volume 
and  kidney  filtration  pressure. 

Late  oliguria  may  result  from  ( 1 ) early  inadequate 
replacement  therapy  with  continued  hypovolemia, 
( 2 ) some  degree  of  acute  renal  failure,  ( 3 ) potas- 
sium deficiency,  (4)  vascular  thrombosis,  (5)  de- 
generation of  organs  such  as  the  heart,  liver,  and 
brain,  and  (6)  septicemia.  Acute  renal  failure  should 
not  be  assumed  "irreversible”  until  other,  more  reme- 
diable conditions  are  excluded.  The  classic  form  of 
acute  renal  failure  is  not  observed  with  any  frequency 
in  burned  patients,  but  milder  forms  may  occur  at 
the  fourth,  fifth,  or  sixth  day.  Overadministration  of 
water,  electrolytes,  or  colloids  at  this  time  may  re- 
sult in  hypervolemia,  pulmonary  edema,  and  cardiac 
dilatation. 


Cases  are  presented  exemplifying  many  of  the 
points  discussed. 

Part  2.  Polyuria 

Polyuria  seen  in  the  early  phase  of  burn  treatment 
is  usually  a reflection  of  fluid  administration  over 
and  above  that  required  to  compensate  for  immedi- 
ate losses.  Its  danger  lies  in  the  risk  of  water  intoxica- 
tion, depletion  of  other  ions,  and,  late,  inordinate 
retention  of  water  and  electrolytes.  Because  of  the 
great  thirst  of  patients  with  large  burns,  a pure  water 
intoxication  is  the  greatest  hazard  if  ad  lib  oral  intake 
is  allowed. 

Late  polyuria  (after  48  to  72  hours)  is  almost 
always  the  rule  and  is  to  be  expected.  This  is  believed 
to  be  mainly  a reflection  of  the  return  of  plasma-like 
fluids  previously  sequestered  in  damaged  tissues.  As 
capillary  integrity  and  other  homeostatic  functions 
return  to  normal,  this  sequestered  fluid  returns  to 
the  circulation  and  the  excess  is  excreted  by  the  kid- 
neys. This  "physiological”  polyuria  lasts  several  days 
and  seldom  measures  more  than  3 or  4 liters  per  day 
in  the  adult.  In  itself,  it  usually  does  not  result  in 
serum  electrolyte  depletion  and  requires  no  special 
therapy. 

Polyuria  resulting  from  renal  damage  also  may 
occur  during  this  period.  As  there  may  be  little  ante- 
cedent oliguria,  it  may  be  the  first  recognizable  mani- 
festation of  renal  dysfunction15  (case  8).  It  is  gen- 
erally ascribed  to  defective  tubular  reabsorption  of 
salt  and  water,  but  even  this  is  not  proven.  Excessive 
glomerular  filtration  into  a reduced  number  of  in- 
tact tubules  offers  an  alternative  explanation.19 

Polyuria  also  may  be  caused  or  increased  by  con- 
tinued excessive  administration  of  salt  and  water 
beyond  the  needs  of  the  patient.  Electrolyte  deficit 
such  as  hypopotassemia  may  occur  and  in  itself 
produce  isosthenuric  polyuria.17, 19  In  our  burned  pa- 
tients, significant  hypopotassemia  occurred  only  in 
those  who  were  not  eating  well  or  who  had  suffered 
prolonged  diuresis. 

CASE  8. — A 16  year  old  boy  incurred  second  and  third 
degree  burns  of  65  per  cent  of  the  body  surface  in  a gaso- 
line fire.  Early  fluid  administration  was  delayed  for  2 hours 
because  of  vein  difficulties,  and  there  was  anuria  the  first 
8 hours  with  a total  urinary  excretion  of  400  ml.  the  first 
24  hours.  Urine  flow  became  normal  in  quantity  for  a 
period  of  6 days  followed  by  progressive  increase  in 
amount  to  more  than  8,000  ml.  per  day  by  the  seventeenth 
day.  Urine  sodium  content  the  week  of  maximum  diuresis 
averaged  52  milliequivalents  per  liter.  The  urine  specific 
gravity  ranged  between  1.008  and  1.011,  and  normal  con- 
centrating ability  was  not  present  until  the  sixty-third  day. 
Blood  serum  sodium  and  chloride  were  131  and  87  milli- 
equivalents per  liter,  respectively,  and  serum  potassium  3.7 
milliequivalents  per  liter  at  the  height  of  the  diuresis  (fif- 
teenth day) . Trials  of  cortisone  and  aqueous  Pitressin  failed 
to  influence  the  diuresis,  and  a Thorne  test  for  adreno- 
cortical function  gave  a normal  response.  Salt  intake  was  at 
first  balanced  daily  against  preceding  days’  losses,  but  this 
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was  later  modified  when  it  appeared  that  the  additional 
salt  was  aggravating  the  polyuria. 

Comment:  The  several  causes  of  polyuria  previ- 
ously mentioned  were  all  under  consideration  in  this 
patient.  Potassium  deficiency  was  present  but  oc- 
curred only  after  diuresis  was  well  established.  This 
is  to  be  expected  in  burned  patients  who  initially 
may  have  elevated  serum  potassium  levels  due  to 
oliguria,  tissue  breakdown,  and  blood  hemolysis.  The 
evidence  in  this  case  favors  a salt-losing  variant  of 
renal  tubular  failure.12, 13  There  were  renal  losses  of 
salt,  water,  and  potassium  in  spite  of  low  serum 
electrolyte  levels.  When  salt  is  poorly  reabsorbed  at 
the  proximal  tubular  level,  it  acts  to  prevent  reab- 
sorption of  water  and  other  electrolytes  such  as  po- 
tassium and  calcium.16  Increased  salt  intake  in  this 
circumstance  may  thus  accentuate  these  losses. 

CASE  9. — A 9 year  old  girl  was  admitted  to  a small  hos- 
pital in  an  adjacent  city  with  third  degree  burns  of  40  per 
cent  of  the  body  surface.  Polyuria  had  existed  during  her 
infancy,  but  had  largely  subsided  in  recent  years.  By  the 
second  hospital  day  there  was  a flow  of  several  liters  of 
urine  (specific  gravity  1.000  to  1.004)  which  reached  a 
peak  of  20,800  ml.  per  24  hours  on  the  forty-first  day. 
Urine  sodium  content  ranged  between  12  and  29  milliequiv- 
alents  per  liter.  Serum  sodium  was  low  (as  low  as  110 
milliequivalents  per  liter)  the  first  12  days  in  spite  of 
supplemental  oral  sodium  during  this  period.  Aqueous 
Pitressin  (0.2  to  0.6  cc.  every  6 hours)  and  later  Pitressin 
tannate  in  oil  (0.1  to  1 cc.  intramuscularly  daily)  failed 
to  influence  the  diuresis  significantly. 

Comment:  This  patient  resembles  "nephrogenic 
diabetes  insipidus”18, 20  except  for  the  low  serum 
electrolyte  levels  present  initially,  and  the  rather 
significant  over-all  urinary  sodium  losses.  In  the  usual 
forms  of  diabetes  insipidus  such  sodium  losses  do  not 
occur.  It  is  probable  that  as  a consequence  of  the 
burn,  a salt-losing  tubular  defect  was  added  to  the 
preexisting  water-losing  defect. 

The  patients  of  cases  8 and  9 are  extreme  examples 
of  polyuria  following  burns  on  the  basis  of  defective 
renal  function.  As  a rule,  the  degree  of  polyuria  is 
milder  and  electrolyte  losses  modest  in  degree.  Sup- 
plemental therapy  should  not  be  based  on  calculated 
deficits,  as  this  amount  of  salt  in  the  presence  of  a 
salt-losing  defect  will  aggravate  polyuria  with  sub- 
sequent excessive  loss  of  potassium  and  other  ions. 
The  renal  defect  is  a temporary  one,  and  body  stores 
of  sodium  are  apparently  available  (as  in  bone).14 
Serum  levels  of  sodium  of  120  milliequivalents  per 
liter,  for  example,  are  well  tolerated  and  are  no  indi- 
cation for  strenuous  replacement  therapy. 

SUMMARY 

Early  polyuria  (exceeding  the  optimum)  is  a re- 
flection of  overhydration  and  is  to  be  avoided.  Late 


polyuria  may  be  ( 1 ) "physiologic” — a return  of 
fluid  from  damaged  tissues,  (2)  due  to  the  diuretic 
phase  of  acute  renal  failure,  (3)  due  to  continued 
excess  administration  of  water  and  electrolytes,  (4) 
due  to  hypopotassemia,  and  (5)  due  to  preexisting 
renal  disease.  The  polyuria  of  renal  failure  may  be 
associated  with  inordinate  salt  losses  and  require 
careful  management.  Too  much  salt  may  osmotically 
increase  polyuria  with  added  loss  of  electrolytes  such 
as  potassium,  which,  in  turn,  may  further  aggravate 
polyuria. 

Cases  are  presented  exemplifying  many  of  the 
points  discussed. 

Grateful  acknowledgment  is  made  to  Duan  E.  Packard, 
M.D.,  Kerrville,  for  allowing  the  use  of  case  9. 
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Postmyocardial  Infarction  Syndrome 

Two  cases  of  acute  myocardial  infarction  followed  by  a prolonged 
febrile  course  characterized  by  pericardial  friction  rub  of  long  duration 
and  pericardial  effusion  are  reported.  The  importance  of  recognizing 
the  syndrome  of  pericarditis,  pleurisy,  and  pneumonitis  associated  with 
myocardial  infarction  is  discussed. 

LOUIS  SHLIPAK,  M.D. 

DALLAS,  TEXAS 


DRESSLER1,  2’  3’  4 has  described  a syndrome  char- 
acterized by  pericarditis,  pleuritis,  and  pneu- 
monitis complicating  acute  myocardial  infarction.  It 
is  similar  to  that  seen  following  mitral  commissurot- 
omy ( the  postcommissurotomy  syndrome ) and  to  be- 
nign idiopathic  pericarditis.  Several  reports  have  ap- 
peared which  corroborate  Dressler’s  observations.  The 
syndrome  is  characterized  by  a prolonged  febrile 
course  following  myocardial  infarction  or  by  recur- 
rent attacks  of  fever.  A pericardial  friction  rub  or 
evidence  of  pericardial  effusion  is  almost  invariably 
present.  This  type  of  pericarditis  is  distinct  from 
that  known  to  occur  with  transmural  infarction.  In 
the  latter,  the  friction  rub  occurs  early  and  is  char- 
acteristically transient.  Pericardial  effusion  is  ex- 
tremely rare.  In  the  postmyocardial  infarction  syn- 
drome the  pericardial  friction  rub  may  occur  late, 
last  for  many  days  or  weeks,  and  pericardial  effu- 
sion is  common.  There  is  often  associated  pleural 
effusion,  and  there  may  be  pneumonitis.  The  serositis 
tends  to  recur,  and  this  may  cause  the  illness  to  ex- 
tend over  many  weeks  and  even  months.  The  prog- 
nosis tends  to  be  favorable. 

The  prime  importance  of  recognizing  this  compli- 
cation of  myocardial  infarction  is  the  danger  of  tam- 
ponade due  to  hemorrhage  into  the  pericardial  sac. 
Anticoagulation  increases  this  hazard.  For  this  rea- 
son, it  is  necessary  to  discontinue  administration  of 
anticoagulants  in  these  patients  once  the  postmyo- 
cardial infarction  syndrome  has  been  diagnosed. 


As  in  the  postcommissurotomy  syndrome  and  in 
benign  idiopathic  pericarditis,  adrenocortical  steroids 
have  been  found  to  be  effective  in  dramatically  al- 
leviating symptoms,  reducing  temperature,  and  re- 
ducing effusions.  As  with  the  use  of  steroids  in  other 
conditions,  however,  the  problem  arises  of  initial 
improvement  followed  by  rebounds  which  may  even- 
tually prolong  the  patient’s  illness. 


CASE  REPORTS 

Following  are  2 case  reports  of  the  postmyocardial 
infarction  syndrome  observed  at  the  Brooklyn  Vet- 
erans Administration  Hospital: 

CASE  1. — P.H.,  a 58  year  old  white  male  furrier,  was 
admitted  to  the  hospital  September  25,  1958.  Two  days 
prior  to  admission  he  noted  the  sudden  onset  of  midline 
upper  back  pain  of  a boring  nature  which  spread  to  the 
shoulders  and  then  to  the  precordium.  Respiration  and 
movement  seemed  to  increase  the  pain.  The  patient  felt 
better  in  the  sitting  position.  This  pain  was  interpreted 
as  being  pleuropericarditic  in  nature.  The  patient  denied 
having  any  other  type  of  pain.  The  following  day,  he  felt 
warm  and  was  sweating.  The  pain  was  now  also  present 
in  the  left  arm.  There  was  no  orthopnea  or  dyspnea  at  this 
time  or  in  the  past.  There  was  no  cough.  He  denied  previ- 
ous episodes  of  chest  pain,  as  well  as  a history  of  diabetes, 
hypertension,  or  heart  disease.  There  were  no  gastrointesti- 
nal or  genitourinary  symptoms. 

Physical  examination:  Blood  pressure  was  125/84,  pulse 
110  per  minute,  temperature  100.4  F.  Funduscopic  examina- 
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tion  was  normal.  The  trachea  was  not  deviated.  There  was 
no  adenopathy  and  no  venous  distention.  Dullness,  de- 
creased breath  sounds,  and  decreased  tactile  fremitus  were 
present  over  the  right  base.  No  rales  were  heard.  A friction 
rub  was  heard  in  systole  and  diastole  over  the  precordium. 
No  murmurs  were  heard  and  no  apex  impulse  was  felt.  The 
liver  and  spleen  were  not  palpable.  Dorsalis  pedis  pulses 
were  present.  There  was  no  clubbing,  cyanosis,  or  edema. 

Laboratory  data:  Hemoglobin  was  14.0  Gm.  per  100  cc.; 
the  white  blood  count  was  13,600  per  cubic  millimeter  with 
83  per  cent  neutrophilic  polymorphs;  erythrocytic  sedimen- 
tation rate  was  26  mm.  per  hour,  C-reactive  protein 


I H HE  aVr  aVl  aVf 
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Fig.  1.  Case  1.  Initial  electrocardiogram  demonstrates 
acute  anterior  wall  infarction  with  superimposed  peri- 
carditis. The  S-T  segments  are  noted  to  be  elevated  in 
the  posterior  as  well  as  the  anterior  leads. 


Dr.  Louis  Shlipak,  resident  in  in- 
ternal medicine  at  the  Veterans 
Administration  Hospital  in  Dallas, 
offers  this  paper  from  the  Medical 
Service  of  the  Brooklyn  Veterans 
Administration  Hospital,  Brooklyn, 
N.  Y.,  and  the  Department  of 
Medicine  of  the  State  University  of 
New  York  College  of  Medicine, 
New  York,  N.  Y. 


was  5 mm.  A urinalysis  revealed  a specific  gravity  of 
1.036  with  a trace  of  albumin,  negative  sugar,  and  4 to 
5 white  blood  cells  per  high  power  field.  Blood  urea  nitro- 
gen measured  30  mg.  per  100  cc.,  with  a repeat  reading 
of  21  mg.  per  100  cc.  Fasting  blood  sugar  was  135  mg.  per 
100  cc.;  repeat  87  mg.  A serological  test  for  syphilis  was 
negative.  Blood  cholesterol  measured  245  mg.  per  100  cc. 

An  electrocardiogram  September  26  (fig.  1)  revealed 
evidence  of  anterior  wall  infarction  with  pericarditis,  as 
shown  by  elevated  S-T  segments  in  both  the  anterior  and 
posterior  leads.  Transaminase  on  September  26  was  20 
units;  on  September  27,  89  units;  and  on  September  28, 
53  units.  A chest  roentgenogram  October  9 showed  enlarge- 
ment of  the  heart  shadow.  A repeat  film  on  October  22 
showed  a decrease  in  the  cardiac  outline  (fig.  2). 

Venous  pressure  was  130  mm.  of  water  and  rose  to  190 
mm.  with  right  upper  quadrant  pressure  (on  September 
26).  The  patient  was  given  mercuhydrin,  slowly  digitalized, 
and  started  on  penicillin.  The  latter  was  eliminated  after 
10  days.  He  was  not  given  anticoagulants.  The  patient  im- 
proved subjectively,  and  he  became  afebrile  after  5 days 
(temperature  ranged  as  high  as  103).  The  friction  rub, 
however,  persisted. 

On  October  6 (the  twelfth  hospital  day)  the  patient 
complained  of  a mild  intermittent  "stinging”  left  scapular 


Fig.  2.  Case  1.  Chest  film  made  on  October  9,  1958,  was  no  longer  heard.  The  film  made  on  October  22 

reveals  a markedly  enlarged  cardiac  silhouette.  On  Oc-  shows  a significant  decrease  in  the  cardiac  shadow, 

tober  15  the  patient  became  afebrile  and  his  friction  rub 
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pain.  On  October  8 the  pain  was  still  recurring  and  the 
patient’s  temperature  rose  to  103.  The  rub  was  still  heard. 
A roentgenogram  on  October  6 showed  an  increased  heart 
size.  Transaminase  on  October  8 was  43  units  and  on 
October  9 was  28.  An  electrocardiogram  October  8 showed 
only  evolutionary  changes.  The  patient  was  started  on  pred- 
nisone (40  mg.  per  day)  on  October  9.  He  remained 
febrile  with  temperature  rising  as  high  as  102.4.  On  Octo- 
ber 13,  prednisone  was  raised  to  60  mg.  per  day,  and  the 
patient  was  started  on  tetracycline.  He  became  afebrile 
on  October  15,  and  the  pericardial  friction  rub  disappeared 
after  being  present  for  approximately  19  days.  Consequently, 
tapering  off  of  the  prednisone  was  begun.  Tetracycline  was 
given  until  November  3.  Physical  examination  revealed 
decreased  heart  dullness. 

On  November  2,  after  prednisone  had  been  decreased  to 
2.5  mg.  on  this  day,  the  patient’s  temperature  rose  to  102, 
and  the  patient  complained  of  a vague  discomfort  in  the 
left  arm  and  shoulder. 

Prednisone  was  increased  to  20  mg.  on  November  3 and 
to  60  on  November  5.  Thereafter,  the  patient  became 
afebrile  again  and  tapering  of  the  steroids  was  started  again. 
He  was  discharged  on  December  24  on  15  mg. 

Case  2. — C.C.,  a 64  year  old  white  male  retired  naval 
captain,  was  admitted  to  the  Brooklyn  Veterans  Administra- 
tion Hospital  on  December  6,  1957,  complaining  of  chest 
pain.  That  morning  after  eating  breakfast  the  patient  sud- 
denly developed  a moderately  severe  anterior  chest  pain. 
This  increased  in  severity  and  later  radiated  to  the  right 
arm.  He  was  seen  by  his  private  physician,  who  admin- 
istered morphine  and  advised  hospitalization. 

In  the  2 years  preceding  this  admission,  the  patient  on 
two  occasions  had  suffered  attacks  of  chest  pain  precipitated 
by  walking  in  the  cold  and  disappearing  spontaneously 
after  5 or  10  minutes.  There  were  no  symptoms  of  con- 
gestive heart  failure,  and  there  was  no  history  of  diabetes 
or  hypertension.  The  patient  had  a history  of  chronic 
cough  and  a previous  bout  of  pneumonia. 


Physical  examination:  Blood  pressure  was  108/80,  pulse 
84,  temperature  99  F.  There  was  no  cardiomegaly,  and 
no  murmur  or  friction  rub  was  heard.  A2  was  louder  than 
P9.  Mj  was  louder  than  M2.  The  liver  was  felt  1 finger 
breadth  below  the  left  costal  margin  and  was  nontender. 
The  lungs  were  clear. 

Laboratory  data:  Hemoglobin  was  14.4  Gm.  per  100  cc.; 
the  white  blood  count  was  14,800  per  cubic  millimeter 
with  81  per  cent  neutrophilic  polymorphs;  the  erythrocytic 
sedimentation  rate  was  42  mm.  per  hour  corrected.  The 
urine  had  a specific  gravity  of  1.016;  sugar  and  protein 
were  negative,  and  there  were  no  cells  evident  on  micro- 
scopic examination.  Transaminase  measured  325  units  on 
December  7,  185  units  on  December  8,  178  units  on  De- 
cember 9,  65  units  on  December  10,  and  39  units  on 
December  11.  A serological  test  for  syphilis  was  negative. 
Blood  urea  nitrogen  was  20.5  mg.  per  100  cc.;  12.3  mg. 
on  a repeat  test.  Fasting  blood  sugar  was  89  mg.  per  100  cc. 

An  electrocardiogram  on  admission  showed  an  acute 
anterior  wall  myocardial  infarction  (fig.  3).  A chest  roent- 
genogram on  December  18  (the  twelfth  hospital  day)  re- 
vealed enlargement  of  the  cardiac  silhouette.  A film  on 
December  30  (the  twenty-fourth  hospital  day)  demon- 
strated diminution  in  the  transverse  diameter  of  the  heart. 


Fig.  3.  Case  2.  Initial  electrocardiogram  showing  an 
acute  anterior  wall  infarction. 


Fig.  4.  Case  2.  The  initial  roentgenogram  is  a portable 
film  and  the  second  one  was  taken  from  6 feet.  Despite 
this,  the  decrease  in  the  cardiac  silhouette  between  De- 


cember 18  and  December  30,  1957,  appears  significant. 
The  patient  became  essentially  afebrile  on  December  24, 
1957. 
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Although  the  initial  film  was  portable  and  the  latter  one 
a 6 foot  film,  it  was  the  considered  opinion  of  the  roent- 
genologist that  the  cardiac  silhouette  was  definitely  enlarged 
initially  and  showed  a distinct  reduction  in  size  in  the  latter 
film  (fig.  4). 

On  December  7,  the  day  after  admission,  the  patient’s 
temperature  rose  to  102  and  the  next  day  to  104  F.  Fine 
crepitant  rales  were  now  heard  half  way  up  to  the  apices 
bilaterally.  There  were  no  signs  of  right  sided  failure.  The 
patient  was  treated  with  diuretics  and  antibiotics.  The  lat- 
ter were  continued  until  December  27.  The  patient  re- 
mained febrile,  with  temperatures  rising  to  102  F.,  the  first 
10  days  of  hospitalization.  He  was  then  afebrile  for  2 days, 
then  febrile  for  6 more  days,  and  then  essentially  afebrile, 
with  occasional  rises  to  100.6  F.,  during  the  remaining  6 
weeks  of  hospitalization.  The  patient  complained  of  recur- 
rent chest  pain,  aggravated  by  movement,  beginning  on  the 
third  day  and  lasting  approximately  4 weeks.  A friction  rub 
was  heard  on  the  sixth  day  and  thereafter  intermittently  for 
10  days. 

On  the  fourth  day,  the  patient  became  hypotensive  and 
for  the  next  8 days  was  given  small  doses  of  intramuscular 
Aramine  intermittently.  His  pressure  was  never  below  80 
systolic,  however,  and  his  urine  output  remained  good. 

The  patient  was  discharged  from  the  hospital  on  the 
sixty-fourth  day. 

DISCUSSION 

Both  of  the  patients  presented  sustained  extensive 
anterior  wall  infarctions.  They  had  febrile  courses 
and  friction  rubs  that  persisted  longer  than  those 
seen  in  uncomplicated  infarction.  Roentgenograph  ic 
evidence  of  pericardial  effusion  was  found,  and  in 
the  first  case  there  were  electrocardiographic  changes 
indicative  of  pericarditis  superimposed  on  the  infarc- 
tion pattern.  When  the  manifestations  of  both  myo- 
cardial infarction  and  pericarditis  are  overt,  the  diag- 
nosis of  the  postmyocardial  infarction  syndrome  is 
not  too  difficult.  When  the  patients  do  not  exhibit 
obvious  signs  of  myocardial  infarction  preceding 
pericarditis,  the  diagnosis  may  be  difficult.  Some  pa- 
tients may  present  clinically  with  pericarditis  follow- 
ing very  mild  infarcts,  and  the  electrocardiographic 


evidence  of  the  latter  may  be  obscured  by  the  changes 
produced  by  the  former.  Therefore,  in  cases  of  peri- 
carditis, an  attempt  must  be  made  to  exclude  myo- 
cardial infarction  as  the  etiological  factor  because 
of  the  therapeutic  and  prognostic  importance.  On  the 
other  hand,  in  patients  presenting  with  infarctions, 
the  postmyocardial  infarction  syndrome  must  be 
watched  for,  since  there  is  danger  in  keeping  these 
people  on  anticoagulants. 

Pulmonary  embolism  has  to  be  considered  in  cases 
with  fever,  pleuropericarditic  type  pain,  and  pleural 
effusion.  The  presence  of  pericardial  rubs  and  peri- 
cardial effusion  militates  against  this  diagnosis. 


SUMMARY 


Two  cases  are  reported  in  which  acute  myocardial 
infarction  was  followed  by  a prolonged  febrile  course 
characterized  by  pericardial  friction  rub  of  long  du- 
ration and  pericardial  effusion.  The  importance  of 
recognizing  the  syndrome  of  pericarditis,  pleurisy, 
and  pneumonitis  associated  with  myocardial  infarc- 
tion is  discussed. 
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Deans  Report  on  Medical  Advances 


Deans  of  84  American  medical  schools  told  how  the 
progress  of  medical  science  brought  new  health  and  hope 
to  the  American  people  during  1959-  When  polled  by  the 
American  Medical  Association  on  what  they  thought  were 
the  greatest  medical  achievements  during  the  year,  the  deans 
of  medical  schools  all  agreed  on  one  point:  intensive  medi- 
cal investigation  is  now  going  on  in  many  quarters  in  the 
field  of  biochemical  genetics. 

The  deans  mentioned  a number  of  specific  medical  in- 
vestigations now  being  carried  out  in  research  centers 
throughout  the  country  in  the  field  of  biochemical  genetics. 
These  include  the  following: 


The  phenomenon,  technically  known  as  transduction, 
through  which  a virus  can  carry  genetic  material  from  one 
cell  to  another,  a significant  step  in  the  field  of  transplanta- 
tion of  organs. 

Whether  leukemia  is  produced  by  a virus  and,  if  so, 
what  virus  is  essential  in  initiating  the  disease. 

What  part  enzymes  play  in  many  diseases.  An  enzyme 
is  a complex  chemical  substance  found  largely  in  the  di- 
gestive juices  of  the  body  which  acts  as  a catalytic  agent 
on  other  substances  and  then  causes  them  to  split  up.  A 
number  of  diseases,  including  epilepsy  and  multiple  sclerosis, 
are  thought  to  be  of  enzymatic  metabolic  origin. 
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F.  Cahal,  Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive 
Secy. 

American  Gastroenterological  Association,  New  Orleans,  March  31- 
April  2,  I960.  Dr.  H.  Marvin  Pollard,  Ann  Arbor,  Pres.;  Dr. 
Wade  Volwiler,  Secy.,  University  of  Washington  School  of  Medi- 
cine, Seattle  5. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Miami 
Beach,  March  15-17,  I960.  Dr.  Theodore  E.  Walsh,  St.  Louis, 
Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg.,  Rochester,  N.  Y., 
Secy. 

South  Central  Association  of  Blood  Banks,  Albuquerque,  March  or 
April,  I960.  Dr.  John  B.  Alsever,  Phoenix,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stonleigh  Hotel,  Dallas,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio,  March  26- 
27,  I960.  Dr.  Peter  E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R. 
Maxfield,  Jr.,  2711  Oak  Lawn  Avenue,  Dallas,  Secy. 
Southwestern  Surgical  Congress,  Las  Vegas,  Nev.,  March  28-31. 
I960.  Fort  Smith,  Ark.,  Dr.  Fred  H.  Krock,  Fort  Smith,  Ark., 
Pres.;  Mary  O’Leary,  813  Medical  Arts  Bldg.,  Oklahoma  City, 
Exec.  Secy. 

Texas  Tuberculosis  Association,  Abilene,  March,  I960.  Mr.  Zeb 
Rike,  McAllen,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box  6158,  Aus- 
tin 21,  Executive  Director. 

Second  District  Society,  Midland,  March  6,  I960.  Dr.  M.  J.  Loring, 
Midland,  Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 
Ninth  District  Society,  Brenham,  March  17,  I960.  Dr.  Haden  E. 
McKay,  Humble,  Pres.;  Dr.  Lyman  C.  Blair,  1212  Rothwell, 
Houston,  Secy. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  21-23, 
I960.  Dr.  T.  Taynes  Harvill,  Dallas,  Pres.;  Millard  J.  Heath,  433 
Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  7-10, 
I960.  Dr.  Ambrose  H.  Storck,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 

April 

American  Academy  of  Pediatrics,  Atlantic  City,  April  20-22,  I960. 
Dr.  William  W.  Belford,  San  Diego,  Calif.,  Pres.;  Dr.  E.  H. 
Christopherson,  1801  Hinman  Ave.,  Evanston,  111.,  Executive  Di- 
rector. 

American  College  of  Obstetricians  and  Gynecologists,  Cincinnati, 
April  3-6,  I960.  Dr.  John  I.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 
American  College  of  Physicians,  San  Francisco,  April  4-8,  I960.  Dr. 
Howard  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  Dermatological  Association,  Boca  Raton,  April  8-12,  I960. 
Dr.  Marion  B.  Sulzberger,  New  York,  Pres.;  Dr.  Wiley  M.  Sams. 
308  Ingraham  Bldg.,  Miami  32,  Secy. 

American  Proctologic  Society,  Houston,  April  25-27,  I960.  Dr. 
H.  R.  Reichman,  Salt  Lake  City,  Pres.;  Dr.  Norman  D.  Nigro, 
10  Peterboro,  Detroit  1,  Secy. 


American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 
Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  I960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn. 
Suite  104,  Lister  Medical  Building,  430  Northwest  Twelfth  St., 
Oklahoma  City,  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April  4-8,  I960.  Mr.  Frank  J.  Von  Zuben,  Jr., 
Austin,  Pres.;  Dr.  Jorge  Roman,  243  United  States  Court  House, 
El  Paso,  Secy. 

Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  I960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 

10,  I960.  Dr.  Fred  K.  Laurentz,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth, 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Fort  Worth,  April 

11,  I960.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kelton, 
108  West  30th,  Austin,  Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Diabetes  Association,  Fort  Worth,  April  10,  I960.  Dr.  Ralph 
Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce,  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth,  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Scruggs,  2223 
Austin  Ave.,  Waco,  Secy. 

Texas  Orthopedic  Association,  Fort  Worth,  April  11,  I960.  Dr. 
David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Secy. 

Texas  Otolaryngological  Association,  Fort  Worth,  April  11,  I960. 
Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  Louis  E.  Adin,  3707 
Gaston,  Dallas,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  10,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9. 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Pathologists,  Inc.,  Fort  Worth,  April  11,  I960. 
Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A.  Stem- 
bridge,  Parkland  Hospital,  Dallas,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9,  I960.  Dr. 
Willard  Schuessler,  El  Paso,  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis,  Houston,  Secy. 

Texas  Society  on  Aging,  Fort  Worth,  April  13,  I960.  Dr.  Ernest  W. 
Keil,  Temple,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Fort  Worth,  April  3-5,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Third  District  Society,  Lubbock,  April  2,  I960.  Dr.  Grady  M. 
Wallace,  Lubbock,  Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth, 
Amarillo,  Secy. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas,  April  8-9,  I960.  Henry  B.  Hardt,  Ph.D., 
Fort  Worth,  Pres.;  Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State 
Office  Bldg.,  201  E.  14th  St. 


National  and  Regional 

American  Academy  of  Allergy.  Dr.  Francis  C.  Lowell,  Boston,  Pres.; 

Dr.  Joseph  Noah,  100  N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 
American  College  of  Allergists.  Dr.  Cecil  M.  Kohn,  Kansas  City, 
Pres.;  Mr.  Eloi  Bauers,  2160  Rand  Tower,  Minneapolis,  Executive 
Vice-Pres. 
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American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
American  Academy  of  Ophthalmology  and  Otolaryngology.  Dr.  John 
H.  Dunnington,  New  York,  Pres.;  Dr.  W.  L.  Benedict,  15  Second 
St.  S.W.,  Rochester,  Minn.,  Secy. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  1 1 • 
13,  I960.  Dr.  William  E.  Adams,  Chicago,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons,  Dearborn,  Mich., 
May  11-13,  I960.  Dr.  Reed  M.  Nesbitt,  Ann  Arbor,  Mich.,  Pres.; 
Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C., 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 
American  Association  of  Plastic  Surgeons,  Milwaukee,  May  17-20, 
I960.  Dr.  Lyndon  A.  Peer,  New  Jersey,  Pres.;  Dr.  Thomas  D. 
Cronin,  6615  Travis  St.,  Houston  25,  Secy. 

American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19,  Secy. 

American  College  of  Chest  Physicians,  Miami  Beach,  Fla.,  June  8-12, 
I960.  Dr.  Seymour  M.  Farber,  San  Francisco,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 
American  College  of  Gastroenterology,  Philadelphia,  Oct.  23-29, 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Radiology,  Atlantic  City,  Sept.  30-Oct.  1,  I960. 
Dr.  Earl  E.  Barth,  Chicago,  Pres.;  Mr.  W.  C.  Stronach,  20  N. 
Wacker  Dr.,  Chicago  6,  Executive  Director. 

American  College  of  Surgeons.  Dr.  Owen  H.  Wangensteen,  Minne- 
apolis, Pres.;  Dr.  William  E.  Adams,  950  E.  59th  St.,  Chicago, 
Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington, D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago  2, 
Executive  Secy. 

American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 
I960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Marchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C.,  Secy. 

American  Heart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland.  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago,  Executive  Director. 
American  Neurological  Association.  Dr.  Derek  Denny-Brown,  Bos- 
ton, Pres.;  Dr.  Melvin  D.  Yahr,  New  York  Neurological  Institute, 
710  W.  168th  Street,  New  York  32,  Secy. 

American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19,  Secy. 

American  Orthopaedic  Association,  Hot  Springs,  Va.,  May  30-June 
2,  I960.  Dr.  John  Royal  Moore,  Philadelphia,  Pres.;  Dr.  Lee 
Ramsay  Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St.,  N.W.,  Washington  8,  D.  C„ 
Secy. 

American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13, 
I960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Public  Health  Association,  San  Francisco,  Oct.  31-Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24-Oct.  2, 
I960.  Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells, 
445  Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 

American  Urological  Association,  Chicago,  May  16-19,  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C.,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

International  College  of  Surgeons,  U.  S.  Chapter,  Rome,  Italy,  May 
15-18,  I960.  Dr.  Henry  Meyerding,  Rochester,  Minn.,  Pres.;  Dr. 
Ross  T.  Mclntire,  1516  Lake  Shore  Dr.,  Chicago,  Executive  Di- 
rector. 

National  Tuberculosis  Association,  Los  Angeles,  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mrs.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn,  Secy. 


Radiological  Society  of  North  America.  Dr.  Lawrence  L.  Robbins, 
Boston,  Pres.;  Dr.  Donald  S.  Childs,  713  E.  Genesee,  Syracuse  2, 
N.  Y„  Secy. 

Southern  Medical  Association,  St.  Louis,  Oct.  31-Nov.  3,  I960.  Dr. 
Edwin  H.  Lawson,  New  Orleans,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 

Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4. 
I960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 

Southwest  Regional  Cancer  Conference.  Dr.  W.  S.  Lorimer,  Jr.,  Fort 
Worth,  Chm.;  Mrs.  Ira  Frances  Ball,  264  W.  11th,  Fort  Worth, 
Secy. 

Southwestern  Medical  Association,  El  Paso,  Oct.  20-22,  I960. 

Dr.  R.  L.  Deter,  El  Paso,  Pres.;  Dr.  Merle  Thomas,  1501  Ari- 
zona Building,  El  Paso,  Secy. 

Tri-State  Medical  Assembly.  Dr.  R.  B.  Langford,  Shreveport,  Pres.; 
Dr.  J.  W.  Wilson,  Jr.,  940  Margaret  Place,  Shreveport,  Secy. 


State 


Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 

Texas  Academy  of  General  Practice,  Dallas,  Oct.  3-5,  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine.  Dr.  Merton  M.  Minter,  San 
Antonio,  Pres.;  Dr.  Hugo  T.  Engelhardt,  1216  Main,  Houston, 
Secy.  Meetings  restricted  to  members. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio. 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1, 
Secy. 

Texas  Division,  American  Cancer  Society.  Dr.  John  A.  Wall,  Hous- 
ton, Pres.;  Mr.  Curt  W.  Reimann,  5014  Bull  Creek  Rd.,  Austin 
3,  Executive  Director. 

Texas  Heart  Association.  Dr.  Robert  E.  Leslie,  El  Campo,  Pres.;  Mr. 
Ernest  T.  Guy,  404  Jesse  H.  Jones  Library  Building,  Houston  25, 
Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 
Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main. 
Dallas,  Executive  Director. 

Texas  Pediatric  Society,  October,  I960,  Dallas.  Dr.  Byron  York, 
Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris,  Secy. 
Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association.  Mrs.  Maggie  Belle  Davis,  Corpus 
Christi,  Pres.;  Mr.  Joseph  N.  Murphy,  Jr.,  Box  4012,  Austin  51, 
Executive  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 
Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9,  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology.  Dr.  James  T. 
Robison,  Austin,  Pres.;  Dr.  Edwin  G.  Grafton,  4319  Oak  Lawn, 
Dallas,  Secy. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas,  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St., 
Wichita  Falls,  Secy. 


District 


First  District  Society.  Dr.  Russell  Holt,  El  Paso,  Pres.;  Dr.  Gordon 
L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 

Fourth  District  Society.  Dr.  W.  L.  Smith,  San  Angelo,  Pres.;  Dr. 

S.  Braswell  Locker,  1501  11th  St.,  Brownwood,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9.  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 
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Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13,  Austin.  Secv. 

Eighth  District  Society,  Corpus  Christi,  July  8-9,  I960.  Dr.  M. 
Warren  Hardwick,  Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346, 
Victoria,  Secy. 

Tenth  District  Society,  September,  I960.  Dr.  J.  W.  McCall,  Jr., 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont. Secy. 

Eleventh  District  Society.  Dr.  Ben  Wilson,  Tyler,  Pres.;  Dr.  Phillip 
W.  Taylor,  833  S.  Beckham,  Tyler,  Secy. 

Twelfth  District  Society,  Marlin,  January,  1961.  Dr.  Bernard  Rosen, 
Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th,  Corsicana, 
Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  William  B. 
AUensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 

Clinics 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 

Board  Examinations 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  20-22, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


MEDICOLEGAL  NOTES 

Some  Liability  Insurance  Carriers 
Have  Added  Important  Provision 

A situation  has  arisen  recently  in  Texas  concerning  pro- 
fessional liability  insurance  which  has  caused  concern  to 
the  Committee  on  Professional  Insurance  of  the  Texas 
Medical  Association,  as  well  as  to  individual  physicians  who 
have  been  affected  to  date. 

In  Texas  today,  we  are  aware  of  at  least  one  insurance 
carrier,  namely  St.  Paul  Fire  & Marine  Insurance  Company, 
writing  professional  liability  coverage,  which  has  made  an 
important  change  or  addition  to  a provision  previously 
contained  in  its  policies.  This  carrier’s  policy  now  contains 
a provision  that: 

This  insurance  does  not  cover  in  respect  of  any  claim 
which  is  insured  by  or  would,  but  for  the  existence 
of  this  policy,  be  insured  by  any  other  existing  pol- 
icy or  policies  except  in  respect  of  any  excess  beyond 
the  amount  which  would  have  been  payable  under 
such  other  policy  or  policies  had  this  insurance  not 
been  effected. 

The  effect  of  this  type  provision  is  not  readily  evident 
except  upon  close  examination  of  its  potential  results.  So 
long  as  a physician  insured  for  professional  liability  with 
a policy  containing  this  type  of  provision  carries  this 
policy  only,  no  problem  is  presented.  However,  it  is  com- 
mon knowledge  that  many  physicians  carry  more  than  one 
policy  insuring  them  from  professional  liability,  and  it  is 
in  these  situations  that  the  previous  quoted  type  of  pro- 
vision becomes  important. 

To  see  the  effect  of  this  provision  in  a policy  carried 


by  a physician,  let  us  examine  the  following  type  of  situa- 
tion: Dr.  X,  some  years  back,  purchased  a professional 
liability  policy  when  he  opened  his  practice.  As  the  years 
passed.  Dr.  X’s  practice  grew,  as  well  as  his  personal  estate, 
and  because  of  the  wide  publicity  given  malpractice  suits 
and  judgments.  Dr.  X began  to  feel  that  the  policy  limits 
of  his  present  professional  liability  coverage  did  not  give 
him  the  protection  he  desired.  As  a result,  Dr.  X felt  that 
the  time  had  come  for  him  to  increase  his  liability  limits. 
For  possibly  one  of  various  reasons,  Dr.  X retained  his  old 
policy  and  merely  took  out  an  additional  policy,  but  with 
a different  carrier.  The  premiums  paid  for  this  new  policy 
were  the  same  for  Dr.  X as  they  would  have  been  if  Dr.  X 
had  had  and  maintained  this  new  policy  only.  The  second 
policy  obtained  by  Dr.  X contained  the  provision  previously 
quoted  or  it  became  a part  of  the  policy  at  a later  date. 
Shortly  thereafter,  Dr.  X is  sued  for  malpractice  and  im- 
mediately notifies  both  of  his  insurance  carriers. 

Negotiations  continue  until  it  is  satisfactory  to  all  parties 
to  settle  the  claim  for  $500.  At  this  point,  the  insurance 
carrier  with  the  previously  quoted  provision  declines  to 
bear  any  of  the  cost  incurred  or  its  proportionate  share  of 
the  settlement.  This  position  is  based  upon  the  effect  of 
the  provision  in  its  policy.  It  is  the  company’s  contention 
that  this  provision  automatically  makes  its  policy  an  "excess 
coverage”  policy  if  other  policies  also  cover  the  same  claim. 
Consequently,  it  will  participate  only  to  the  extent  that  the 
amount  recovered  by  the  claimant  exceeds  the  policy  limits 
of  other  policies. 

A further  example  at  this  point  might  better  demonstrate 
just  what  effect  the  above  position  would  have.  Let  us  as- 
sume that  Dr.  X’s  other  policy  had  $5,000  limits,  and  a 
judgment  was  finally  rendered  against  Dr.  X for  $5,500. 
The  carrier  without  the  previous  quoted  type  of  provision 
would  pay  $5,000,  its  policy  limits,  and  the  carrier  with 
the  provision  or  a similar  one  would  pay  the  excess  amount 
of  $500. 

It  is  at  this  point  that  serious  questions  arise  as  to  the 
ultimate  effect  of  this  type  provision.  What  would  happen 
if  a physician  held  two  policies,  each  with  this  provision? 
Would  it  result  in  each  carrier  denying  liability  on  the 
basis  that  its  policy  was  the  "excess  coverage”  policy?  Re- 
gardless of  the  answer  to  this  question,  no  physician  being 
threatened  or  sued  for  malpractice  would  likely  feel  secure 
with  the  possibility  of  his  carriers  fighting  among  them- 
selves rather  than  giving  full  attention  and  cooperation  to 
the  defense  of  the  claim  being  made  against  him.  Secondly, 
a question  of  pure  economics  is  raised.  A physician  carry- 
ing a policy  with  a provision  such  as  has  been  quoted 
presently  is  paying  the  same  rate  as  any  other  physician  who 
is  carrying  this  policy  solely;  yet  if  the  physician  is  carrying 
other  policies  of  professional  liability  insurance,  he  is  being 
afforded  only,  in  reality,  an  "excess  coverage”  type  of  policy. 
As  the  "excess  coverage”  type  of  provision  exposes  the  car- 
rier to  considerably  less  risk  or  loss,  it  would  seem  to  fol- 
low logically,  from  an  actuarial  standpoint,  that  the  rates 
would  be  proportionately  lower,  but  this  has  not  been 
the  case  to  date  where  this  type  of  provision  has  been 
confronted. 

Consequently,  we  would  recommend  to  all  physicians  that 
they  examine  their  present  policies  or  have  their  local 
insurance  agent  do  so  to  ascertain  whether  or  not  they 
presently  have  policies  containing  similar  provisions  to  the 
one  quoted.  This  would  be  especially  true  if  physicians 
are  carrying  policies  with  more  than  one  carrier.  In  addi- 
tion, we  would  recommend  that  the  provisions  of  renewed 
policies  and  policies  which  might  be  purchased  in  the  future 
be  examined  to  determine  if  such  provision  is  contained 
within  the  terms  of  the  policy. 

— Philip  R.  Overton,  LL.B.,  Austin. 
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DRUG  NOTES 

Nonsteroidal  Estrogen  Antagonist 
Investigated  as  Antifertility  Agent 

Ethamoxytriphetol  is  the  generic  name  for  a syn- 
thetic nonsteroidal  estrogen  antagonist  under  investigation 
by  William  S.  Merrell  Company  as  a potential  oral  anti- 
fertility agent.  This  compound  is  not  commercially  avail- 
able; hence,  a proprietary  name  has  not  been  assigned. 

The  contraceptive  activity  of  this  compound  may  be  ac- 
counted for  on  the  basis  of  its  antiestrogenic  activity.  Since 
native  estrogens  are  known  to  exert  absolutely  essential  func- 
tions in  the  normal  development  and  maintenance  of  the 
female  reproductive  system,  it  logically  follows  that  estro- 
genic activity  is  necessary  for  normal  fertility  of  the  system. 
Consequently,  an  agent  that  tends  to  antagonize  this  estro- 
genic activity  may  be  considered  as  a potential  antifertility 
agent.  Experimental  data  reveals  that  this  new  compound 
functions  as  a contraceptive  by  preventing  the  fertilized  egg 
from  being  implanted  in  the  uterus. 

Chemical  research  in  the  field  of  antifertility  agents  is 
diverse;  numerous  avenues  of  approach  have  been  employed. 
The  preceding  resume  should  illustrate  the  activity  in  one 
of  the  many  phases  of  research  in  this  field. 

The  two  oral  contraceptives  that  are  furthest  along  in 
testing  and,  for  the  present,  hold  the  greatest  promise  are 
Enovid  (G.  D.  Searle  and  Company)  and  Norlutin  (pro- 
duced by  Syntex  S.A.  in  Mexico  and  sold  in  this  country 
by  Parke-Davis  and  Company).  This  is  the  case  since  the 
Food  and  Drug  Administration  has  approved  the  use  of 
these  compounds  solely  for  the  treatment  of  menstrual 
and  pregnancy  disorders.  Although  these  two  products  are 
in  the  market  presently,  neither  is  being  used,  except  ex- 
perimentally, as  an  oral  contraceptive.  Nevertheless,  a sig- 
nificant use  for  these  compounds  would  be  as  oral  contra- 
ceptives provided  the  clinical  investigations  prove  to  be 
successful.  Both  Enovid  and  Norlutin  are  under  clinical 
investigation  as  potential  antifertility  agents  since  they 
have  basically  the  same  function  as  progesterone  and,  thus, 
inhibit  ovulation. 

To  emphasize  the  numerous  approaches  that  have  been 
employed  in  this  field  of  research,  it  must  be  borne  in 
mind  that  fertility  may  be  controlled  by  preventing  the 
sperm  from  uniting  with  the  egg,  as  well  as  by  inhibiting 
ovulation  and  preventing  implantation  of  the  fertilized  egg. 
Other  approaches  are  also  possible,  for  example,  inhibition 
of  sperm  production  and  inhibition  of  sperm  mobility. 
Consequently,  active  research  is  currently  in  progress  in  each 
of  these  phases,  and  possibly  in  the  future  humanity  will 
profit  from  these  efforts  of  research.  Dr.  C.  Djerassi,  chem- 
ist for  Syntex  S.A.  in  Mexico,  should  be  credited  as  the 
"steroid  pioneer”  who  has  been  the  leader  in  the  develop- 
ment of  steroidal  medicinal  agents. 

Miradon  (Anisindone,  Schering  Corporation)  is  a syn- 
thetic anticoagulant.  Chemically,  it  is  an  indanedione  deriva- 
tive having  pronounced  antiprothrombin  activity. 

This  new  anticoagulant  is  related  to  phenindione  (Indon, 
Parke-Davis)  from  a chemical  standpoint,  as  well  as  from 
a therapeutic  standpoint.  Both  of  these  compounds  exert 
their  anticoagulant  activity  by  depressing  the  prothrombin 
activity  of  the  blood.  Miradon  may  be  considered  as  an 
ideal  anticoagulant.  Its  clinical  advantages  are  due  to  its 
low  toxicity,  uniformity  of  response,  speed  of  action,  and 
absence  of  cumulation.  Furthermore,  chronic  toxicity  studies 
fail  to  reveal  any  pathological  changes  which  could  be 
attributed  to  long  term  Miradon  therapy. 

The  indications  for  Miradon  therapy  are  the  prophylaxis 


and  treatment  of  all  pathological  conditions  of  blood  clot- 
ting, both  arterial  and  venous.  Miradon  is  administered 
orally:  initial  dose,  300  mg.  the  first  day,  200  mg.  the  sec- 
ond day,  and  100  mg.  the  third  day.  Seventy-five  to  100 
mg.  is  the  most  commonly  used  maintenance  daily  dose,  but 
the  maintenance  dose  is  variable  and  must  be  determined 
experimentally  by  clinical  evaluation  of  each  patient.  As 
with  all  anticoagulants,  patients  receiving  this  medication 
should  be  under  careful  observation. 

The  general  contraindications  of  anticoagulant  therapy 
apply  in  this  case,  that  is,  generally  the  contraindications 
are  when  the  danger  of  hemorrhage  is  greater  than  the 
danger  of  thrombosis  or  embolism.  Obviously,  Miradon 
therapy  should  be  contraindicated  in  surgery  of  any  type, 
in  women  patients  who  are  menstruating,  and  in  cases  of 
acute  nephritis. 

Altafur  (Furaltadone,  Eaton  Laboratories)  is  a new 
synthetic  nitrofuran  with  systemic  antibacterial  effectiveness 
in  upper  respiratory  tract  infections,  pneumonias,  soft  tis- 
sue infections,  septicemia,  and  so  forth. 

Nitrofurans  were  introduced  into  chemotherapy  with  the 
pioneer  of  the  field,  Nitrofurazone,  N.F.  (Furacin,  Eaton 
Laboratories).  A relatively  newer  nitrofuran,  Nitrofurantoin, 
(Furadantin,  Eaton)  also  has  received  extensive  therapeutic 
acceptance.  Nitrofurazone  has  been  used  primarily  for  topi- 
cal administration,  whereas  Furadantin  has  served  as  an 
effective  bactericidal  agent  in  the  treatment  of  urinary  tract 
infections.  It  has  been  felt  that  a nitrofuran  with  systemic 
antibacterial  effectiveness  would  provide  unique  advantages 
in  view  of  the  broad  range  of  effectiveness  exhibited  by 
this  class  of  chemotherapeutic  agents.  Consequently,  the  ef- 
forts of  researchers  have  been  directed  towards  the  synthesis 
of  a new  nitrofuran  that  could  serve  as  a effective  systemic 
chemotherapeutic  agent.  Altafur  may  be  considered  as  the 
culmination  of  these  efforts  by  the  chemists  of  Eaton  Lab- 
oratories. From  a chemical  standpoint  these  three  com- 
pounds are  related.  All  three  possess  a common  5-nitrofuran 
nucleus  which  appears  to  be  absolutely  essential  for  bac- 
tericidal activity,  but  each  of  the  compounds  has  a different 
substituent  at  the  2-position  of  the  furan  nucleus. 

Pharmacologically,  these  agents  are  believed  to  exert  their 
activity  by  the  same  mechanism  of  action.  Biochemical 
studies  indicate  that  they  act  by  inhibiting  carbohydrate 
metabolism  of  the  bacterial  cell  at  some  early  stage  of  the 
Kreb  cycle,  thus  exerting  their  bactericidal  action. 

Clinical  data  reveals  that  Altafur  has  proved  to  be  highly 
effective  in  soft  tissue  infections  of  the  respiratory  tract,  but 
less  effective  in  urinary  tract  infections. 

The  recommended  daily  dosage:  infants  and  children — 
25  mg.  per  kilogram  of  body  weight;  adults — 22  mg.  per 
kilogram  of  body  weight.  Altafur  is  available  in  50  mg. 
and  250  mg.  tablets. 

Syntetrin  (N-{pyrrolidinomethyl}  -tetracycline,  Bristol 
Laboratories)  is  a recently  released  new  synthetic  derivative 
of  tetracycline. 

Syntetrin  is  chemically  different  from  the  parent  com- 
pound, tetracycline,  although  both  possess  a common  struc- 
tural nucleus.  In  the  case  of  Syntetrin,  a pyrrolidinomethyl 
group  replaces  one  of  the  hydrogen  atoms  in  the  amino 
group  of  the  tetracycline  molecule.  Consequently,  it  is  con- 
sidered as  a new  derivative,  not  merely  a new  salt  or  com- 
plex form. 

Experimental  data  reveal  that  intramuscular  administra- 
tion of  this  new  antibiotic  gives  rise  to  more  than  twice 
the  antibiotic  activity  exhibited  by  "tetracycline  complex 
I.M.”  over  a 24  hour  period.  This  enhancement  of  total 
activity  seems  to  be  related  to  the  unique  solubility  of 
Syntetrin  and  its  more  efficient  absorption  from  intramus- 
cular sites.  On  the  basis  of  this  information,  this  new  anti- 
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biotic  may  be  considered  of  significant  value  in  chemo- 
therapy. 

Syntetrin  is  presently  available  only  in  intramuscular  and 
intravenous  formulations.  Administration  and  dosage  for 
intramuscular  administration:  for  adults  the  usual  daily 
dosage  is  305  mg.;  for  children  15  to  20  mg.  per  kilo- 
gram of  body  weight  is  recommended. 

OTRIVIN  (Xylometazoline)  recently  released  by  Ciba  is 
a potent  vasoconstrictor  suggested  for  the  relief  of  hyper- 
secretion of  the  nasal  mucosa  associated  with  the  common 
cold,  hayfever,  sinusitis,  and  similar  conditions. 

The  search  for  new  drugs,  in  almost  every  instance,  is 
pointed  toward  increased  specificity  of  action  and  reduction 
of  side  effects  and/or  undesirable  actions.  The  area  of  nasal 
decongestants  is  no  exception. 

Ephedrine  in  its  day  was  popular  for  this  purpose.  It 
has  a longer  duration  of  action  than  epinephrine  and  is 
prompt  in  its  onset.  Ephedrine  exerts  its  effect,  with  topi- 
cal application,  in  a few  seconds  or  minutes  and  continues 
this  effect  for  2 or  more  hours.  Some  of  the  reasons  for 
its  falling  into  disuse  and  its  suggested  replacement  by 
other  agents  are  due  to  its  vasopressor  and  stimulating  ef- 
fects. Protracted  and  injudicious  use  has  caused  rhinitis 
medicamentosa. 

Phenylpropanolamine  (Propadrine  — Merck  Sharp  & 
Dohme)  has  greater  pressor  activity  than  ephedrine  but 
less  central  nervous  stimulation  and  is  an  effective  nasal 
decongestant.  It  no  longer  enjoys  the  popularity  it  once  had. 

Phenylephrine  (Neo  synephrine — Winthrop)  is  still  one 
of  the  most  popular  vasoconstrictive  drugs,  especially  from 
the  lay  person’s  point  of  view.  It  can  be  purchased  as 
such  over  the  counter  under  a wide  variety  of  trade  names. 
It  also  is  used  in  various  combinations  with  such  drugs 
as  antihistamines,  antibiotics,  analgesics,  wetting  agents, 
cough  depressants,  expectorants,  sulfa  drugs,  and  steroids 
either  on  prescription  or  in  many  instances  over  the  counter. 
The  "American  Drug  Index”  (1959)  lists  50  such  combi- 
nations. 

Naphazoline  (Privine — Ciba)  gives  a prolonged  vaso- 
constrictor action  which  is  stronger  than  that  of  epineph- 
rine. No  central  nervous  system  stimulation  has  been  ob- 
served in  rats.  There  may  be  sufficient  absorption  with 
local  application  to  increase  blood  pressure.  As  a pressor 
agent  it  is  about  a third  as  strong  as  epinephrine.  Sedation 
has  been  observed  with  its  use  in  infants  and  young  chil- 
dren. Rebound  congestion  and  "dependence”  have  been 
a problem.  Originally  the  nasal  solution  was  available  in 
0.1  per  cent  and  0.05  per  cent  on  prescription.  Now  only 


OTRIVIN 

Fig.  1.  The  structural  relationship  of  Privine,  Tyzine, 
and  Otrivin  is  shown. 


the  0.05  per  cent  is  available  and  may  be  purchased  over 
the  counter. 

Tetrahydrozaline  (Tyzine,  Pfizer)  also  has  produced 
chemical  rhinitis  or  rebound  congestion  with  prolonged 
use.  Excessive  dosage  also  may  produce  severe  drowsiness 
and  may  be  accompanied  by  profuse  sweating.  Caution 
must  be  used  when  administering  the  drug  to  hypertensive 
or  hyperthyroid  patients. 

Otrivin  is  said  to  be  rapidly  effective  and  to  give  pro- 
longed decongestive  action  up  to  4 to  6 hours.  Other  ad- 
vantages claimed  are  the  following:  little  or  no  systemic 
absorption,  less  dependency,  no  habituation,  no  mucosal 
damage  thus  far,  and  no  systemic  effects  in  infants  or  small 
children.  Toxic  effects  are  those  of  sympathetic  stimula- 
tion including  mydriasis,  pilomotor  excitation,  tachycardia, 
and  hypertension.  Side  effects  are  said  to  be  minimal  with 
no  significant  effects  nor  changes  in  blood  pressure  or 
urine  observed  in  more  than  2,000  cases  studied. 

The  product  is  available  in  0.1  per  cent  solution  dropper 
bottles  of  30  cc.  and  plastic  spray  tubes  of  15  cc.  and  in 
a pediatric  spray  tube  0.05  per  cent,  15  cc. 

The  structural  relationship  of  Privine,  Tyzine,  and  Otrivin 
are  depicted  in  the  illustrations. 

— Herbert  Schwartz,  M.S.,  and 
Jaime  N.  Delgado,  M.S.,  Austin. 


MEDICAL  MEETINGS 

Medical  Technologists  Plan 
Fort  Worth  Program  April  8-9 


The  Texas  State  Society  of  Medical  Technologists  will 
hold  its  twenty-eighth  annual  convention  at  the  Hilton 
Hotel,  Fort  Worth,  on  April  8 and  9-  Featured  speakers 
will  include  D.  F.  Kefauver,  Ph.D.,  of  Eaton  Research 
Laboratories,  Norwich,  N.  Y.;  Dr.  Paul  Donaldson  of  the 
University  of  Texas  Southwestern  Medical  School,  Dallas; 
and  Dr.  John  J.  Andujar,  Fort  Worth  Medical  Laboratories. 

Friday,  April  8,  speakers  and  their  topics  will  be  Dr. 
Kefauver,  "Bacteriological  Problems”;  Dr.  Donaldson,  "Flu- 
orescent Antibodies”;  and  Dr.  Andujar,  "The  Plasmacrit 
(PCT)  Test.” 

Evening  dinner  and  entertainment  will  follow  a western 
motif. 

Workshops  and  seminars  are  scheduled  for  Saturday 
morning,  April  9-  Subjects  to  be  included  are  ( 1 ) the  auto- 
analyzer sponsored  by  the  Technicon  Company,  (2)  coagu- 
lation sponsored  by  Warner-Chilcott  Laboratories,  (3) 
blood  bank  sponsored  by  Ortho  Pharmaceutical  Corporation, 
(4)  demonstration  of  an  artificial  kidney  by  Dr.  Ernest 
Booth  of  St.  Joseph’s  Hospital,  Fort  Worth,  and,  (5) 
Plasmacrit  test  by  Dr.  Andujar. 

Luncheon  discussion  groups  will  include  12  topics: 
cytology,  medical  photography,  bone  marrow,  memberships, 
atypical  lymphs,  exchange  transfusions,  histochemistry,  elec- 
trophoresis, public  relations,  bacteriology  problems,  kidney 
function  tests,  and  veterinary  medicine.  At  2:30  p.m.,  panel 
discussion  topics  will  include  legislation,  medical-legal 
status  of  the  medical  technologist,  lay  laboratory  versus 
pathologically  trained  personnel,  and  schools  of  medical 
technology. 

Registration  fee  for  the  convention  is  $3,  except  for 
students  and  nontechnical  guests,  who  pay  no  fee.  A special 
invitation  has  been  extended  to  all  Texas  pathologists, 
with  whom  the  Saturday  night  banquet  will  be  held. 
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Physical  Therapists  to  Meet 
April  9-10  in  Fort  Worth 

The  Texas  Chapter  of  the  American  Physical  Therapy 
Association  will  hold  its  annual  meeting  April  9 and  10, 
in  conjunction  with  the  Texas  Medical  Association.  Head- 
quarters will  be  at  the  Holiday  Inn  in  Fort  Worth. 

Registration  is  scheduled  for  8 a.m.  and  greetings  at  9 
a.m.,  will  be  given  by  Miss  Yvette  Nelson,  chairman  of 
the  North  Texas  District.  First  speaker  will  be  Dr.  Irvin 
Clayton,  Fort  Worth,  whose  topic  will  be  "McKeever  Hip 
Socket  Replacement  Operation.”  At  10:15  a.m.,  Dr.  C.  P. 
Lipscomb,  Fort  Worth,  will  explain  a new  muscle  trans- 
position operation,  and  at  11  a.m.,  Dr.  Royce  C.  Lewis, 
Jr.,  Lubbock,  will  discuss,  "Management  of  Crush  Injuries 
of  the  Hand.” 

Following  luncheon  from  12:30  to  2 p.m.,  J.  A.  Gooch, 
Fort  Worth  attorney,  will  speak  on  the  subject,  "Medico- 
legal Problems  of  the  Physical  Therapist.”  A Dallas  physi- 
cal therapist,  Miss  Ann  Caviani  Craig,  will  discuss  "Anat- 
omy of  Motion,”  after  which  audience  discussion  is  sched- 
uled. A cocktail  hour  is  set  for  6:30  p.m.,  followed  by 
dinner  at  7 :45  p.m. 

On  Sunday,  April  10,  Dr.  Henry  C.  McDonald,  Jr.,  Fort 
Worth,  will  discuss  "The  Lowly  Bunion”  at  the  9 a.m. 
breakfast,  followed  by  the  business  meeting. 

Registration  fee  for  the  association’s  meeting  is  $3.  In- 
terested qualified  physical  therapists  may  attend  upon  pay- 
ment of  this  fee,  and  the  meeting  is  open  to  physicians, 
occupational  therapists,  and  speech  therapists. 

Texas  Public  Health  Association 
Concludes  Annual  Assembly  in  Galveston 

The  thirty-fifth  annual  meeting  of  the  Texas  Public 
Health  Association  was  convened  in  Galveston  from  Feb- 
ruary 21  to  24.  Dr.  F.  W.  Yeager,  Corpus  Christi,  Presi- 
dent of  the  Texas  Medical  Association,  addressed  the  organ- 
ization at  the  first  general  assembly,  and  Dr.  James  E. 
Peavy,  Austin,  commissioner  of  health,  Texas  State  De- 
partment of  Health,  addressed  the  second  general  assembly. 

Other  speakers  and  their  topics  included  Dr.  Stanley  W. 
Olson,  dean  of  the  Baylor  University  College  of  Medicine, 
Houston,  who  discussed,  "Changing  Trends  in  the  Teach- 
ing of  Public  Health  to  Physicians”;  Richard  E.  Wainerdi, 
Ph.D.,  assistant  to  the  dean  of  engineering,  Texas  Agri- 
cultural and  Mechanical  College,  College  Station,  who 
spoke  on  "Radiological  Aspects  of  Public  Health”;  and 
Dr.  Thomas  J.  McElhenney,  Austin,  chairman  of  the 
Health  Committee  for  the  State  of  Texas,  White  House 
Conference  on  Children  and  Youth,  who  spoke  on  "Find- 
ings of  the  Medical  Committee  of  the  White  House  Con- 
ference on  Children  and  Youth.” 

Addressing  the  group’s  annual  banquet  on  February  23 
was  Philip  R.  Overton,  Austin,  general  counsel  of  the 
Texas  Medical  Association,  whose  topic  was  "Health — 
Its  Blessings,  Problems,  and  Responsibilities.” 

Officers  elected  by  the  association  were  Dr.  William  S. 
Brumage,  Austin,  president-elect;  Dr.  W.  V.  Bradshaw, 
Fort  Worth,  first  vice-president;  Miss  Jimmie  McGill, 
Houston,  second  vice-president;  and  Joseph  N.  Murphy, 
Jr.,  Austin,  executive  secretary-treasurer.  Mrs.  Maggie  Belle 
Davis  of  Corpus  Christi  assumed  the  post  of  president. 

Fort  Worth  was  named  as  site  of  the  organization’s  next 
annual  session  with  headquarters  in  the  Hotel  Texas. 
Meeting  dates  were  set  for  March  5-8,  1961. 


April  3-6  Meeting  Date  Set  by 
Obstetricians,  Gynecologists 

Eighth  annual  meeting  of  the  American  College  of  Ob- 
stetricians and  Gynecologists  is  set  for  April  3-6  at  the 
Netherland  Hilton  Hotel,  Cincinnati. 

Leading  obstetricians  from  all  parts  of  the  country  will 
present  papers  to  about  2,000  physicians  expected  to  at- 
tend. Featured  on  the  program  also  this  year  are  correlated 
seminars  consisting  of  four  sessions  spread  over  3 days, 
all  devoted  to  the  same  subject  under  the  same  leader. 
Innovation  this  year  also  is  a "doctor’s  luncheon”  at  which 
each  table  will  be  attended  by  an  outstanding  fellow  of  the 
college.  Another  feature  will  be  a panel  discussion  on  medi- 
cal service  plans,  with  representatives  of  industry,  labor, 
insurance,  and  medicine  speaking  on  third-party  plans  and 
their  impact  on  obstetrics  and  gynecology. 

The  presidential  address  will  be  delivered  by  Dr.  John 
I.  Brewer,  Chicago,  professor  of  obstetrics  and  gynecology, 
Northwestern  University  Medical  School.  Also  at  the  meet- 
ing, new  fellows  will  be  inducted  and  officers  will  be 
elected.  Dr.  C.  Paul  Hodgkinson,  gynecologist  and  obste- 
trician-in-chief at  Henry  Ford  Hospital,  Detroit,  will  be 
installed  as  the  ninth  president  of  the  college. 

Further  information  may  be  obtained  by  writing  Donald 
F.  Richardson,  Executive  Secretary,  American  College  of 
Obstetricians  and  Gynecologists,  79  West  Monroe  Street, 
Chicago  3. 

Southwest'  Allergy  Forum  Set 
For  April  2-5  in  Oklahoma  City 

Texas  Medical  Association  members  are  invited  to  at- 
tend the  Southwest  Allergy  Forum,  to  be  held  in  Oklahoma 
City,  April  2-5,  and  the  Association  of  Allergists  for 
Mycological  Investigation  meeting,  in  Oklahoma  City, 
April  3. 

Among  the  topics  to  be  presented  at  the  association 
meeting  will  be  scientific  papers  on  "Cryptococcus  as  an 
Aero-Allergen,”  "Occupational  Bronchial  Asthma  Due  to 
Inhalent  Aspergillus  Sensitivity,”  "Lichen  Causes  Derma- 
titis,” and  "Diagnosis  and  Treatment  of  Chronic  Lung 
Failures”;  panel  discussions  on  "Steroids”;  and  round  table 
discussions  on  "Allergic  Skin  Disorders,”  "Allergy  of  the 
Nose,”  "Bronchial  Asthma,”  "Urticaria,”  and  "Allergic 
Headaches.” 

For  further  information,  those  interested  may  write  to 
Dr.  Dick  H.  Huff,  711  Northwest  Tenth,  Oklahoma  City. 

Southwestern  Surgical  Congress 
To  Be  Staged  March  28-31 

Members  of  the  Texas  Medical  Association  are  invited  to 
attend  the  twelfth  annual  meeting  of  the  Southwestern 
Surgical  Congress,  March  28-31,  in  Las  Vegas. 

Guest  speakers  at  the  congress  will  include  Dr.  Ruther- 
ford S.  Gilfillan,  San  Francisco;  Dr.  Walter  C.  Graham, 
Santa  Barbara;  Dr.  Bernard  Hanley,  Los  Angeles;  Dr. 
William  P.  Longmire,  Jr.,  Los  Angeles;  and  Dr.  Ian  G. 
MacDonald,  Los  Angeles. 

Registration  fee  for  nonmembers  of  the  congress  is  $10, 
payable  at  the  time  of  registration.  Hotel  reservations  may 
be  secured  by  writing  the  Riviera  Hotel  in  Las  Vegas. 
Entertainment  is  being  planned  for  the  ladies  who  attend. 
For  further  information,  those  interested  may  write  to  Miss 
Mary  O’Leary,  executive  secretary  of  the  Congress,  813 
Medical  Arts  Building,  Oklahoma  City. 
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Dr.  DeCosta  Speaks  Before 
Obstetricians,  Gynecologists 

Guest  speaker  for  the  thirty-first  annual  meeting  of  the 
Texas  Association  of  Obstetricians  and  Gynecologists,  meet- 
ing in  Austin  on  February  13,  was  Dr.  Edwin  J.  DeCosta, 
associate  professor  of  obstetrics  and  gynecology  at  North- 
western University  Medical  School. 

Dr.  DeCosta’s  topic  for  the  John  Fannin  Young  Paine 
address  was  "Medical  Complications  of  Pregnancy,”  and  his 
subject  for  the  C.  R.  Hannah  Lectureship  was  "Cesarean 
Section  1959.”  Other  speakers  were  Dr.  Stewart  A.  Fish, 
Dallas;  Dr.  Charles  E.  Gibbs,  San  Antonio;  Dr.  William 
A.  Mathews,  Houston;  Dr.  David  O.  Johnson,  Austin;  Dr. 
William  J.  McGanity,  professor  and  chairman  of  the  De- 
partment of  Obstetrics  and  Gynecology  at  the  University  of 
Texas  Medical  Branch,  Galveston;  and  Dr.  Doyce  B.  Dees, 
Jr.,  resident  in  obstetrics  and  gynecology  at  Parkland  Me- 
morial Hospital,  Dallas. 

Participating  in  a panel  discussion  on  cesarean  section 
were  Dr.  Oran  V.  Prejean,  Dallas;  Dr.  DeCosta;  Dr.  Jack 
A.  Pritchard,  Dallas;  Dr.  William  A.  Mathews,  Houston; 
and  Dr.  Herman  L.  Gardner,  Houston. 

Dr.  Prejean  is  the  new  president.  Dr.  Hugh  W.  Savage, 
Fort  Worth,  is  secretary. 

Next  meeting  of  the  organization  will  be  February  10-11, 
1961,  in  Houston. 

Conference  in  Medicine  and 
Surgery  at  Temple 

The  eighth  annual  Scott  and  White  Conference  in  Medi- 
cine and  Surgery  was  held  March  2-8  in  Temple.  The  con- 
ference was  conducted  by  the  Temple  Division  of  the 
University  of  Texas  Postgraduate  School  of  Medicine. 

Included  on  the  program  were  papers  on  the  following 
subjects:  "Convulsions;  Diagnosis  and  Management,”  "Car- 
diovascular Disease,”  "Indications  for  Pleural  or  Pulmonary 
Biopsy,”  "Recent  Diagnostic  Advances  in  Gastroenterology,” 
"Gout,”  "Hypometabolism  in  Childhood,”  "The  Acute  Ab- 
domen,” "Exophthalmus,”  "Thrombopenic  States,”  and  "In- 
sulin; Types,  Mode  of  Action  and  Clinical  Applications.” 

Singleton  Surgical  Society  Meeting 

The  Singleton  Surgical  Society  held  a scientific  program 
at  the  University  of  Texas  Medical  Branch  in  Galveston, 
January  15-17.  All  divisions  of  the  Department  of  Surgery 
at  the  Medical  Branch  participated  in  the  program.  Offi- 
cers of  the  society,  which  is  composed  of  former  residents 
in  surgery  under  Dr.  Albert  O.  Singleton,  professor  of 
surgery  at  the  Medical  Branch,  are  Dr.  Howard  C.  Hopps, 
Galveston,  president,  and  Dr.  Robert  Cooley,  Galveston, 
vice-president;  and  Dr.  Glenn  Russell,  Galveston,  secretary- 
treasurer. 


Texas  Physicians  Invited  to  Hawaii 

Dr.  Torn  Nishigaya,  president  of  the  Hawaii  Medical 
Association,  has  extended  an  invitation  to  all  members  of 
the  Texas  Medical  Association  to  attend  its  one  hundred 
fourth  annual  meeting  in  Honolulu  on  May  12-15. 

Granted  a charter  on  July  19,  1856,  by  King  Kame- 
hameha  IV,  the  Hawaii  Medical  Association  will  be  observ- 
ing its  first  meeting  under  statehood  this  year. 


Philadelphia  Heart  Symposium 

Congenital  heart  disease  will  be  the  subject  of  Deborah 
Hospital’s  second  International  Symposium  on  Current  Con- 
cepts in  Medicine,  April  28-30,  in  Philadelphia.  It  is  open 
to  all  physicians. 

Papers  will  be  presented  on  the  most  recent  develop- 
ments in  the  diagnosis,  treatment,  and  surgical  correction 
of  heart  ailments  present  from  birth.  Among  the  topics 
to  be  presented  are  the  pathogenetic  factors  in  congenital 
heart  disease,  the  fate  of  the  child  with  unrelieved  congeni- 
tal heart  disease,  surgical  tools,  special  surgical  considera- 
tions, surgery  of  congenital  heart  disease,  and  management 
of  the  cyanotic  newborn. 

Those  desiring  additional  information  may  write  to 
Deborah  Hospital,  901  Walnut  Street,  Philadelphia. 


Texas  Society  of  X-Ray  Technicians 

The  Texas  Society  of  X-Ray  Technicians  will  hold  a 
convention  at  the  Lubbock  Hotel  in  Lubbock,  April  28-30. 

Featured  at  the  convention  will  be  scientific  papers,  re- 
fresher courses,  and  film  exhibits.  Representatives  from 
the  Lubbock-Crosby  Counties  Medical  Society,  Texas  Hos- 
pital Association,  and  state  and  national  x-ray  technicians’ 
organizations  will  have  a part  on  the  program.  Drs.  James 
Morris,  Ted  Forsythe,  and  Howard  Hancock  of  Lubbock 
are  among  the  participants. 

For  further  information,  those  interested  may  write  to 
Charles  Robb,  3615  19th  Street,  Lubbock. 


EDUCATION 

Postgraduate  Courses 

Current  Concepts  in  Gastroenterology,  New  Orleans, 
March  28-31. — A postgraduate  course  in  the  current  con- 
cepts in  gastroenterology  will  be  held  by  the  Louisiana  State 
University  School  of  Medicine  and  the  Tulane  University 
School  of  Medicine  in  New  Orleans,  March  28-March  31, 
under  the  sponsorship  of  the  American  College  of  Physi- 
cians. Maximal  registration  is  250.  Fee  for  members  of  the 
college  is  $48  and  nonmembers,  $64.  Additional  informa- 
tion may  be  received  by  writing  the  college  at  4200  Pine 
Street,  Philadelphia  4. 

Management  of  Allergies,  New  York,  April  8-June  3. — 
New  York  University  has  scheduled  a part-time  course  of 
eight  sessions  on  management  of  allergies.  It  will  be  held 
on  Fridays  from  1:30  to  3:30  p.m.  (excluding  Good  Fri- 
day) starting  April  8 and  continuing  through  June  3. 
Fundamentals  of  allergy,  diagnosis,  and  treatment  of  vari- 
ous clinical  forms  will  be  presented  under  the  direction  of 
Dr.  Abner  M.  Fuchs.  Further  information  may  be  obtained 
from  the  Associate  Dean,  NYU  Post-Graduate  Medical 
School,  550  First  Avenue,  New  York  16. 

Radiation  Hygiene  Measurements,  New  York,  April  18- 
May  13. — New  York  University  is  presenting  a 4 week 
intensive  course  on  radiation  hygiene  measurements  from 
April  18  to  May  13.  Laboratory  instruction  will  be  offered 
in  surveying,  monitoring,  and  sampling  procedures  for  per- 
sons having  some  acquaintance  with  nuclear  measurement 
principles.  For  further  information,  write:  Associate  Dean, 
NYU  Post-Graduate  Medical  School,  550  First  Avenue, 
Nev>  York  16. 

Dermatology  for  the  Internist,  Ann  Arbor,  Mich.,  April 
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25-29. — The  American  College  of  Physicians  will  present 
a course  in  dermatology  for  the  internist,  April  25-29  at 
the  Medical  Center,  University  of  Michigan,  Ann  Arbor, 
Mich.  Maximal  registration  is  100.  Fee  for  members  of  the 
college  is  $60  and  nonmembers,  $80.  For  further  informa- 
tion, those  interested  may  write  the  college  at  4200  Pine 
Street,  Philadelphia  4. 

Early  Detection  and  Prevention  of  Disease,  Philadelphia, 
May  9-13. — A postgraduate  course  on  the  early  detection 
and  prevention  of  disease  will  be  presented  May  9-13  by 
the  University  of  Pennsylvania  School  of  Medicine’s  Depart- 
ment of  Public  Health  and  Preventive  Medicine  at  Phila- 
delphia, under  the  sponsorship  of  the  American  College  of 
Physicians.  Maximal  registration  is  100.  Fee  for  members 
of  the  college  is  $60  and  nonmembers,  $80.  For  additional 
information,  those  interested  may  write  the  college  at 
4200  Pine  Street,  Philadelphia  4. 

Current  Research  in  Cardiovascular  Disease,  Bethesda, 
Md.,  May  16-20. — The  American  College  of  Physicians  will 
sponsor  a postgraduate  course  on  current  research  in  cardio- 
vascular disease,  May  16-20,  at  the  National  Heart 
Institute  in  Bethesda,  Md.  Maximal  registration  is  150.  Fees 
for  members  of  the  college  is  $60  and  nonmembers,  $80. 
Those  interested  in  receiving  additional  information  may 
write  the  college  at  4200  Pine  Street,  Philadelphia  4. 

Pediatric  Advances,  Philadelphia,  May  30-June  3. — Chil- 
dren’s Hospital  of  Philadelphia  and  the  Graduate  School 
of  Medicine,  University  of  Pennsylvania,  Philadelphia,  will 
present  from  May  30  through  June  3 a course  on  pediatric 
advances,  to  be  conducted  by  the  staff  of  the  Children’s 
Hospital.  Curriculum  will  include  clinics,  demonstrations, 
and  panel  discussions  in  selected  aspects  of  contemporary 
pediatrics  in  which  important  advances  are  being  made.  In- 
terested physicians  should  apply  early  since  total  attendance 
is  limited.  Registration  fee  will  be  refunded  if  the  registrant 
later  finds  it  impossible  to  attend.  Tuition  is  $115.  Further 
information  may  be  received  by  writing  Dr.  Irving  J.  Wol- 
man,  Director  of  Post-Graduate  Education,  Children’s  Hos- 
pital of  Philadelphia,  1740  Bainbridge  Street,  Philadelphia 
46. 

Physical  Medicine  and  Rehabilitation  in  Neuromuscular 
and  Medical  Conditions , Denver,  June  1-3. — The  University 
of  Colorado  Medical  Center  at  Denver  will  present  a course 
on  physical  medicine  and  rehabilitation  in  neuromuscular 
and  medical  conditions  June  1-3.  Further  information  and 
programs  may  be  obtained  by  writing  the  office  of  Post- 
graduate Medical  Education,  University  of  Colorado  Medi- 
cal Center,  4200  East  Ninth  Avenue,  Denver  20. 

Practical  Pediatric  Hematology,  Philadelphia,  June  6-10. — 
Dr.  Irving  J.  Wolman,  Dr.  Thomas  R.  Boggs,  Jr.  and  other 
members  of  the  Hematology  Department  of  the  Children’s 
Hospital  of  Philadelphia  will  conduct  a course  on  practical 
pediatric  hematology  from  June  6 through  June  10.  Pro- 
gram on  the  last  2 days  will  be  devoted  to  problems  of 
blood  grouping,  neonatal  jaundice,  kernicterus,  and  ex- 
change transfusions.  Physicians  may  register  for  these  2 days 
only,  if  desired.  Tuition  for  full  course:  $125;  for  last  2 
days  only:  $50.  An  illustrative  collection  of  25  abnormal 
blood  and  bone  marrow  slides  has  been  prepared.  These 
are  available  for  purchase:  $10  for  registrants  and  $15  for 
nonregistrants.  Inquiries  should  be  addressed  to  Dr.  Irving 
J.  Wolman,  Director  of  Post-Graduate  Education,  Children’s 
Hospital  of  Philadelphia,  1740  Bainbridge  Street,  Phila- 
delphia 46. 

Conference  on  Research  in  Emphysema,  Aspen,  Colo., 
June  17-19. — The  University  of  Colorado  Medical  Center 
at  Denver  will  sponsor  a conference  on  research  in  emphy- 
sema at  Aspen,  Colo.,  from  June  17  to  June  19.  For 
further  information,  write:  Office  of  Postgraduate  Medical 


Education,  University  of  Colorado  Medical  Center,  4200 
East  Ninth  Avenue,  Denver  20. 

Clinical  Hematology,  Denver,  June  20-25  (tentative). — 
The  University  of  Colorado  at  Denver  will  sponsor  a course 
on  clinical  hematology  from  June  20  to  25  (tentative 
dates ) . Further  information  may  be  obtained  at  the  office 
of  Postgraduate  Medical  Education,  University  of  Colorado 
Medical  Center,  4200  East  Ninth  Avenue,  Denver  20. 

University  of  Texas  Medical  Branch 

Dr.  Hans  F.  Stich,  associate  professor  of  oncology  at  the 
University  of  Saskatchewan,  Canada,  was  speaker  for  the 
Anatomy  Seminar  at  the  University  of  Texas  Medical 
Branch,  Galveston,  on  February  8.  His  subject  was  "Nuclear- 
Cytoplasmic  Relationships.” 

Speaker  for  the  Sigma  Xi  lecture  on  February  9 was 
Dr.  Pieter  J.  Gaillard,  professor  at  the  University  of 
Leiden,  the  Netherlands.  His  subject  was  "Para-Thyroid 
and  Bone  in  Vitro.” 


Baylor  University  College  of  Medicine 

Dr.  Andre  Cournand,  Nobel  laureate,  gave  a lecture  on 
"Recent  Developments  in  the  Physiopathological  Study  of 
Chronic  Pulmonary  Emphysema,”  February  5,  at  the  Baylor 
University  College  of  Medicine  in  Houston. 


Southwestern  Gets  Gastric  Hypothermia  Unit 

A model  of  the  local  gastric  hypothermia  unit  developed 
by  Dr.  Owen  H.  Wangensteen  at  the  University  of  Minne- 
sota Medical  Center  has  been  given  to  St.  Paul  Hospital 
and  the  University  of  Texas  Southwestern  Medical  School 
in  Dallas.  The  unit,  which  makes  use  of  balloons  inflated 
with  saline  ice  water  after  insertion  into  the  patient’s 
stomach,  will  help  stop  hemorrhage  from  peptic  ulcer. 

The  Sun  Oil  Company  Research  Laboratory  built  the 
Dallas  model,  adding  some  refinements  to  the  Wangensteen 
design. 

Duke  University  Sponsors 
Cruise  to  the  Baltic 

Texas  physicians  are  invited  to  participate  in  the  fifth 
Medical  Seminar  Cruise  sponsored  by  the  Duke  University 
School  of  Medicine  beginning  June  5 or  June  8 and  lasting 
until  June  28.  The  cruise  will  include  visits  to  Le  Havre, 
Cuxhaven,  Leningrad,  Helsinki,  Stockholm,  Copenhagen, 
and  Hamburg. 

The  T.  S.  Ariadne,  new  cruise  ship  of  the  Hamburg- 
American  Line,  will  leave  Wilmington,  N.  C.,  June  5,  and 
New  York,  June  8,  and  will  terminate  in  Hamburg,  Ger- 
many, June  28.  Shipboard  lectures  will  be  given  on  various 
subjects  in  medicine,  pediatrics,  and  thoracic  surgery.  The 
faculty  will  be  composed  of  members  of  the  Duke  staff. 
Arrangements  are  being  made  for  lectures  in  the  medical 
centers  at  Leningrad,  Helsinki,  Stockholm,  and  Copenhagen. 

The  medical  program  has  been  approved  by  the  Amer- 
ican Academy  of  General  Practice  for  category  I credit. 
The  total  cost  of  the  cruise  is  $715.  For  further  informa- 
tion, those  interested  may  write  to  Dr.  W.  M.  Nicholson, 
professor  of  medicine,  Duke  University  School  of  Medicine, 
Durham,  N.  C. 
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OF  GENERAL  INTEREST 

Personals 

Dr.  Richard  L.  Etter  of  Houston  has  presented  the  Uni- 
versity of  Texas,  Austin,  with  several  parchment  documents 
and  seals  which  he  found  during  World  War  II  in  Ger- 
many. Among  the  documents,  the  oldest  of  which  was  dated 
1399,  three  were  identified  as  German  records  of  land 
transactions  and  one  was  a diploma,  in  Latin,  from  the 
University  of  Treves. 

Dr.  Hal  Gaddy,  Jr.  of  Georgetown  received  that  city’s 
"Worthy  Citizen”  award  at  the  Chamber  of  Commerce 
banquet  on  February  6. 

Dr.  R.  E.  Bullard,  Jr.  of  Blanco  has  been  elected  presi- 
dent of  two  organizations,  the  Colorado  River  Industrial 
Development  Association  and  the  Highland  Lakes  Scottish 
Rite  Association. 

Dr.  J.  M.  Coleman  of  Austin  served  as  medical  authority 
on  a public  service  radio  series  sponsored  by  Lederle  Lab- 
oratories in  cooperation  with  the  American  Medical  Associ- 
ation. Dr.  Coleman  recorded  a discussion  on  "Tetanus”  on 
the  program  presented  January  30,  which  dramatized 
common  health  problems  in  American  life  and  their 
handling  by  family  physicians. 

Dr.  John  J.  Hinchey,  San  Antonio,  was  pictured  in  the 
February  17  issue  of  Scope  Weekly  visiting  an  exhibit  at 
the  American  Academy  of  Orthopaedic  Surgeons  meeting 
in  Chicago. 

Dr.  Marvin  D.  Siperstein,  assistant  professor  of  internal 
medicine,  University  of  Texas  Medical  Branch,  spoke  at 
the  Symposium  on  Ketosis,  March  2 in  Chicago. 

In  the  February  issue  of  the  Travis  County  Medical  So- 
ciety Journal,  Dr.  W.  L.  DeGmder  tells  about  his  hobby 
of  soaring,  which  he  and  his  family  find  enjoyable  in  their 
spare  time. 

Dr.  Oliver  W . Suehs  of  Austin  was  named  "Sportsman 
of  the  Year”  by  the  Austin  Country  Club  recently. 

The  daughter  of  Dr.  H.  L.  Klotz  of  Austin,  Miss  Nancy 
Klotz,  recently  became  Mrs.  Donald  Carson  Spencer. 


Southern  Medical  Association  Names 
Executive  Secretary-Treasurer 

Robert  F.  Butts,  Birmingham,  business  manager  of 
Southern  Medical  Association,  has  been  named  executive 
secretary-treasurer  of  the  association,  announced  Dr.  Edwin 
H.  Lawson,  New  Orleans,  president  of  the  organization.  He 
also  retains  his  duties  as  business  manager.  Mr.  Butts  has 
been  with  the  Southern  Medical  Association  since  1948. 
His  address  is  Southern  Medical  Association,  2601  High- 
land Avenue,  Birmingham. 

V.  O.  Foster  has  been  named  professional  relations  coun- 
cilor, and  C.  P.  Loranz  continues  as  adviser  and  special 
consultant. 


Southern  Medical  Association 
Requests  Award  Nominations 

The  Southern  Medical  Association  has  invited  members 
of  the  Texas  Medical  Association  to  nominate  candidates 
for  three  awards  given  by  the  former  group  in  recognition 
of  outstanding  work  and  service  by  physicians  in  the  south- 
ern territory. 


The  Council  on  Scientific  Advancement  of  the  Texas 
Medical  Association  is  accepting  such  nominations  now  in 
behalf  of  the  sponsoring  group. 

Awards  include:  (1)  Research  Medal,  which  has  been 
awarded  16  times  since  its  establishment  in  1912,  and 
which  is  given  to  a member  of  SMA  for  meritorious  and 
original  research  work  of  importance;  (2)  Distinguished 
Service  Award,  given  four  times  since  its  establishment  in 
1955,  which  recognizes  an  SMA  physician-member  for 
outstanding  contributions  to  the  advancement  of  medicine 
in  any  field  of  medicine  or  its  related  and  ancillary  sci- 
ences; and  (3)  Seale  Harris  Medal,  a new  award,  which 
may  be  given  to  some  SMA  member  as  recognition  for 
important  research  accomplishment  in  the  broad  field  of 
metabolism,  endocrinology,  or  nutrition,  or  for  research 
which  contributes  to  a better  understanding  of  the  chemical 
changes  occurring  in  disease. 

Persons  making  nominations  should  send  the  candidate’s 
curriculum  vitae  and  a short  sketch  of  what  he  has  done  to 
make  him  eligible  to:  Dr.  J.  E.  Miller,  chairman,  Council 
on  Scientific  Advancement  of  the  Texas  Medical  Association, 
6407  Forest  Lane,  Dallas. 


Positive  Health  for  the  Over  65 
Emphasized  in  New  Orleans  Conference 

A Regional  Conference  on  Positive  Heatlh  and  Life 
Fulfillment  for  the  Aging  was  held  February  17-18  at  New 
Orleans.  It  was  sponsored  by  the  American  Medical  As- 
sociation in  cooperation  with  medical  societies  in  the  states 
of  Arkansas,  Louisiana,  Mississippi,  and  Texas. 

Representatives  of  state  and  community  groups  explored 
the  opportunities  for  positive  health  and  meaningful  living 
among  older  people  through  exercise  of  individual,  group, 
and  community  initiative. 

Aims  of  the  conference  were  to  appraise  the  significance 
of  the  longer  life  span,  to  relate  positive  health  among 
seniors  to  psychological,  physiological,  and  economic  fac- 
tors, to  explore  opportunities  and  needs  created  by  a grow- 
ing population  of  older  persons,  and  to  assess  responsibili- 
ties of  the  individual  and  of  both  nonmedical  and  medical 
groups  in  dynamic  approaches  to  the  new  era  of  aging. 


Blue  Cross-Blue  Shield  Enrolls 
4,897  Texans  Over  65 

As  a result  of  the  Blue  Cross-Blue  Shield  of  Texas  spe- 
cial campaign  during  the  month  of  October,  1959,  to  enroll 
Texans  who  could  not  obtain  health  insurance  through  a 
group,  including  those  age  65  and  over,  12,297  applications 
were  received,  Blue  Cross-Blue  Shield  officials  report.  Of 
this  number,  a total  of  7,786  applications  have  been  ac- 
cepted for  membership.  Of  the  total  accepted,  4,897  appli- 
cations were  from  Texans  age  65  and  over,  and  2,889 
applications  from  Texans  under  age  65. 

This  special  campaign  by  Blue  Cross-Blue  Shield  of 
Texas  required  that  the  applicants  be  in  good  health  in 
order  to  be  accepted.  Of  those  age  65  and  over,  1,169 
applications  had  to  be  rejected.  Of  those  in  the  under  65 
group,  532  were  rejected,  making  a total  of  1,701  rejections. 
Of  the  2,600  applications  which  had  to  be  returned  for 
one  reason  or  another,  some  may  still  be  accepted.  It  is 
not  expected,  however,  that  there  will  be  any  substantial 
change  in  the  figures  reported,  Blue  Cross-Blue  Shield 
spokesmen  say. 
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Progressive  Fort  Worth  Keeps  “Frontier”  Flavor 


Fort  Worth — which  has  grown  from  a tiny  outpost  on 
the  lonely  frontier  to  a bustling  industrial  metropolis  of 
580,000 — will  be  the  host  city  for  the  ninety-third  annual 
session  of  the  Texas  Medical  Association  and  the  forty- 
second  convention  of  its  Woman’s  Auxiliary.  Meeting  dates 
are  April  9-12. 

Most  typically  Texan  of  all  Texas  cities.  Fort  Worth 
promises  a pleasant  visit  to  Association  members,  their 
guests,  and  families,  for  it  offers  a unique  combination  of 
modern-day  progress  and  "Cowtown”  flavor  not  found  in 
the  state’s  other  major  cities. 


"Where  the  West  Begins" 

Fort  Worth  was  founded  in  1849  to  the  flutter  of  a 
flag  and  the  notes  of  a bugle.  Long  before,  however,  the 
region  had  been  a favorite  hunting  ground  of  the  Indians, 
who  greeted  the  intrusion  of  the  white  man  with  anger 
and  death.  Finally,  after  a series  of  bloody  encounters, 
General  Edward  H.  Tarrant  and  George  W.  Terrell  met, 
and  signed  a peace  treaty  with,  the  Indian  chiefs  (except 
Comanche  leaders,  who  didn’t  show). 

From  the  terms  of  this  peace  treaty  comes  Fort  Worth’s 
famous  slogan.  A line  separating  east  from  west  was  drawn 
through  what  is  now  the  site  of  the  city,  and  the  Indians 
agreed  to  remain  west  of  the  line  which  marked,  of  course, 
"Where  the  West  Begins.” 

Major  Ripley  A.  Arnold  established  Camp  Worth,  later 
Fort  Worth,  in  1849  as  a protection  center  for  settlers  of 
the  area,  and  he  named  it  after  General  William  J.  Worth, 
commander  of  the  Eighth  and  Ninth  United  States  Military 
Department  headquartered  in  San  Antonio.  (Only  a few 
days  before  the  first  military  contingent  arrived  at  the  post, 
tragically,  General  Worth  died  in  an  Alamo  City  cholera 
epidemic.) 

Actually,  Fort  Worth  was  never  much  of  a fort.  Its  chief 
buildings  were  barracks,  and  it  was  the  scene  of  only  one 
brief  battle.  The  post  was  evacuated  in  September,  1853, 
but  the  settlement  which  had  grown  up  around  it  remained, 
and  the  citizens  made  churches,  stores,  and  residences  of  the 
former  military  buildings.  Cavalry  stables  became  the  town’s 
first  hotel. 

The  story  goes  that  on  one  occasion  the  fort  was  visited 
by  a Colonel  Robert  E.  Lee,  who  stood  on  the  spot  where 
the  city’s  Criminal  Courts  Building  now  is,  and,  gazing 
into  the  wilderness,  remarked:  "I  hear  the  incoming  march 
of  thousands  of  feet  . . .” 


Industry  Comes  to  Fort  Worth 

Today  Fort  Worth  is  the  second  largest  aircraft  produc- 
tion center  in  America.  It  is  the  center  of  the  most  active 
oil  region  in  the  world.  It  is  the  largest  livestock  marketing 
and  processing  center  south  of  Kansas  City.  It  is  the  capital 
of  grain  milling  and  storage  of  the  South.  It  is  the  South’s 
No.  1 producer  of  air  conditioning  equipment,  quality 
package  candy,  high  grade  work  garments,  sports  clothes, 
and  uniforms. 

The  cattle  industry  gave  the  city  its  first  boost,  as  Fort 
Worth  became  an  important  station  on  the  Chisholm  Trail 
along  which  cattle  were  herded  to  the  railheads  in  Kansas. 
Stockyards,  packing  houses,  and  allied  industry  followed, 


until  today  approximately  $120,000,000  worth  of  cattle, 
sheep,  and  hogs  pass  through  the  stockyard  gates  each  year. 

One  of  the  most  important  historical  events  in  Fort 
Worth’s  history'  was  the  1876  coming  of  its  first  railroad, 
the  Texas  and  Pacific,  which  almost  by-passed  the  little 
town.  Knowing  this  would  mean  certain  death  for  their 
growing  city,  the  citizens  themselves  pitched  in  to  lay  the 
track  and  beat  a deadline.  Today,  Fort  Worth  is  a South- 
west rail  center. 

Oil  also  plays  an  important  role  in  Fort  Worth’s  econ- 
omy. This  phase  began  in  1917  when  the  first  gusher 
roared  in  at  Ranger,  76  miles  away,  followed  by  discovery 
of  oil  in  other  nearby  towns  such  as  Burkburnett.  Stra- 
tegically located  in  the  center  of  this  activity.  Fort  Worth 
profited,  is  now  home  to  more  than  400  oil-related  con- 
cerns. 


Fort  Worth  Takes  to  the  Air 

But  aircraft  manufacturing  has  accelerated  Fort  Worth’s 
growth  more  than  any  other  single  factor — and  it  is  in 
many  other  ways  an  air-minded  city. 

Carswell  Air  Force  Base  is  a key  Strategic  Air  Command 
post.  Fort  Worth  was  the  start-and-finish  spot  of  the  first 
nonstop  flight  around  the  world.  The  city’s  $12,000,000 
Amon  Carter  Field  ranks  as  one  of  the  world’s  finest 
international  airports.  Convair’s  sprawling  plant  (543  acres, 
20,000  employees)  has  been  called  the  world’s  largest 
aircraft  factory,  and  the  Bell  Helicopter  Corporation  has 
sold  more  commercial  "whirly-birds”  than  all  other  manu- 
facturers combined,  in  addition  to  its  military  helicopters. 

Scores  of  subcontractors  and  suppliers  turn  out  parts  and 
equipment  for  these  and  other  aircraft  manufacturers  in  the 
area. 


"Cowtown"  and  Culture 

The  Fort  Worth  visitor  will  find  that  this  city,  despite 
its  industrial  aspects,  is  a growing  cultural  center — and  that 
it  sports  a number  of  first-rate  tourist  attractions. 

All  through  the  year,  visitors  throng  Fort  Worth’s 
Cowtown,  USA,”  where  buildings  have  been  converted 
to  Old  West  styles.  But  they  also  enjoy  its  fashionable  new 
Art  Center,  its  Children’s  Museum,  and  the  Casa  Manana 
Theater,  a dazzling  theater-in-the-round  which  serves  as  a 
showcase  for  plays,  concerts,  and  shows  all  year  round. 

Fort  Worth  is  the  site  of  the  $100,000  James  R.  Record 
Aquarium,  which  ranks  with  the  half  dozen  best  in  the 
nation.  Its  Botanic  Garden,  with  an  internationally  famed 
Rose  Ramp,  is  a library  of  living  plants  (150,000  plants  of 
2,500  species) . 

Forest  Park  Zoo  is  regarded  as  the  Southwest’s  finest. 


A Sporting  Place 

Sport-minded  Fort  Worth  offers  its  citizens  and  visitors 
a variety  of  activities  in  both  spectator  and  participating 
sports.  It  is  the  home  of  La  Grave  Field,  among  the  na- 
tion’s finest  baseball  plants.  And  it  is  the  home  of  the  TCU 
Horned  Frogs,  as  well  as  of  Texas  Wesleyan  College’s 
Rams  cage  team. 
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The  world’s  original  indoor  rodeo  is  held  here  for  10 
days  in  conjunction  with  the  Southwestern  Exposition  and 
Fat  Stock  Show  every  winter.  State  Golden  Gloves  tourna- 
ments are  staged  in  Fort  Worth,  and  Will  Rogers  Coliseum 
houses  one  of  the  finest  ice  rinks  in  the  nation. 

Fort  Worth’s  climate  (annual  mean  temperature  65.8 
degrees,  annual  rainfall  31.6  inches)  has  made  it  a major 


golfing  center,  with  numerous  private  and  municipal  golf 
courses.  The  Colonial  Country  Club’s  annual  invitation 
tournament  attracts  the  nation’s  top  golfers,  and  one  Na- 
tional Open  was  held  there. 

In  addition,  six  large  inland  lakes  attract  fishermen, 
boaters,  picnickers,  and  sightseers,  while  about  a dozen 
dude  ranches  encircle  the  city. 


a.  Fort  Worth's  constantly-changing  skyline  is  one 
indication  of  its  growth  record:  a jump  from  fifty-seventh 
to  thirty-fifth  place  among  America's  largest  cities  dur- 
ing the  past  15  years.  Predictions  are  that  it  will  be 
twenty-ninth  by  1965. 

b.  A "must"  for  families  with  children  is  the  Fort 
Worth  Children's  Museum,  among  the  country's  out- 
standing youth  museum  plants. 

c.  Popular  with  children  and  adults  is  Fort  Worth's 
new  $100,000  James  R.  Record  Aquarium  in  Forest 
Park,  which  ranks  with  the  half  dozen  best  in  the 
United  States.  Open  daily,  it  displays  many  varieties  of 
aquatic  life,  including  fish,  eel,  alligator,  seal,  snapping 
turtles,  sea  horses,  and  dead  leaf  fish. 

d.  Indicative  of  Fort  Worth's  varied  cultural  interests 


Y>.-  is  its  Fort  Worth  Art  Center,  maintained  by  the  Fort 
Worth  Art  Association.  (In  the  area  of  music,  the  city 
has  a full  opera  season  each  year.) 

e.  Truly  a "house  of  tomorrow"  in  design  is  Fort 
Worth's  aluminum -domed  theater -in -the -round,  Casa 
Manana,  on  Amon  Carter  Square.  The  theater  features 
a full  summer  of  Broadway  musicals  and  serves  as  a 
year-round  showcase  for  plays,  concerts,  and  touring 
productions. 

f.  A nest  of  "whirly-birds"  is  this  assembly  line  of 
the  Bell  Helicopter  Corporation  plant  at  Hurst,  a part 
of  metropolitan  Fort  Worth.  The  firm  makes  helicopters 
for  all  branches  of  the  armed  forces  and  has  sold  more 
commercial  helicopters  than  all  other  manufacturers 
combined. 
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The  Academic  World 

Fort  Worth’s  major  educational  institution  is,  of  course, 
Texas  Christian  University,  with  an  enrollment  of  8,600 
students.  It  is  also  the  home  of  Texas  Wesleyan  College, 
with  1,600  students,  and  Southwestern  Baptist  Theological 
Seminary,  with  more  than  2,000.  In  Arlington,  6 miles 
away,  is  Texas’  largest  tax-supported  junior  college,  Arling- 
ton State  College,  with  2,000  students.  (In  I960,  the  latter 
school  will  become  a 4-year  college  specializing  in  engi- 
neering and  business  administration.) 


A Hospital  Town,  Too 

Texas  Medical  Association  members  and  their  guests  will 
be  interested,  chiefly,  in  Fort  Worth’s  excellent  medical 
facilities. 

The  metropolitan  area  (Tarrant  County)  supports  eight 
general  hospitals,  two  children’s  hospitals,  and  a sanatorium 
for  tuberculosis.  In  addition,  there  are  84  clinics,  many 
maintaining  their  own  hospitals;  35  private  convalescent- 
rest  homes  and  sanatoriums;  three  maternity  homes  with 
hospital  facilities;  a public  health  center;  and  a cancer 
clinic.  (One  of  the  general  hospitals  and  the  tuberculosis 
sanatorium  are  owned  and  operated  by  the  Tarrant  County 
Hospital  District. ) 


Fort  Worth’s  $5,000,000  United  States  Public  Health 
Service  Hospital  operates  1,043  beds  for  the  care  and  treat- 
ment of  patients  suffering  from  a variety  of  mental  ill- 
nesses, including  drug  addiction.  Carswell  Air  Force  Base 
Hospital  has  250  beds  and  25  bassinets. 

The  new  City  Public  Health  Center  at  1800  University 
Drive  provides  a variety  of  citizen-services  pertaining  to 
medical  care,  sanitation,  guidance,  and  welfare. 

The  new  supervoltage  cancer  clinic,  Radiation  and  Medi- 
cal Research  Foundation  of  the  Southwest,  was  built  in  Fort 
Worth  after  a nationwide  search  for  the  right  city.  A 
nonprofit  clinic  designed  to  serve  anyone  who  needs  it, 
this  institution  has  facilities  including  a 2,000,000  volt 
Van  de  Graaff  x-ray  generator,  a cobalt  60  generator,  and 
a radioactive  isotope  laboratory. 

Presently  under  construction  are  a $250,000  Community 
Blood  Center,  a 30  bed  clinical  hospital;  a 102  student 
nursing  school  and  residence;  a 30  bed  mental  wing  addi- 
tion to  John  Peter  Smith  Hospital;  and  a 32  bed,  16 
bassinet  new  Fort  Worth  Children’s  Hospital.  Proposed 
are  a 144  bed,  148  bassinet  maternity  hospital,  a new  125 
bed  hospital,  and  a 62  bed  addition  to  Harris  Hospital. 

Fort  Worth  has  one  doctor  for  each  750  persons,  one 
registered  nurse  for  each  400,  and  one  dentist  for  each 
1,900  persons. 

This,  then,  is  Fort  Worth — convention  city. 


a.  Fort  Worth  is  booming  with  newly-completed, 
under-construction  and  proposed  hospitals  and  medical 
facilities.  Newly  completed  is  its  $5,000,000  All  Saints 
Episcopal  Hospital,  with  365  beds  on  its  9 floors. 

b.  An  aerial  view  of  Fort  Worth's  United  States  Pub- 
lic Health  Service  Hospital  displays  its  major  buildings. 
Here  patients  are  treated  for  a variety  of  mental  ill- 
nesses including  drug  addiction. 

c.  An  interior  shot  of  the  Radiation  and  Medical  Re- 
search Foundation  of  the  Southwest  pictures  its  2 MEV 


Van  de  Graaff  generator  with  a patient  in  the  rotating 
Baruch  chair  being  treated  for  carcinoma  of  the  esoph- 
agus. 

d.  Staff  of  the  Fort  Worth  Public  Health  Center,  also 
new,  maintains  permanent  vital  statistics  of  Fort  Worth, 
supervises  all  types  of  sanitation,  inspects  care  homes 
and  nurseries,  provides  medical  and  guidance  services, 
and  provides  the  citizens  of  the  area  with  numerous 
other  related  services.  (Photographed  by  Clarence  John 
Laughlin.) 
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Mycobacteria 

Recent  studies  have  shown  that  the  laboratory  of  the 
State  Department  of  Public  Health  and  various  laboratories 
in  Houston  and  in  Dallas  have  repeatedly  isolated  from  pa- 
tients anonymous  strains  of  Mycobacteria  that  are  readily 
distinguishable  from  human  tubercle  organisms.  These 
mycobacteria  for  the  most  part  are  photochromogenic 
strains  ( group  I ) . The  association  of  these  organisms  with 
human  disease  has  been  established,  and  both  pathological 
and  bacteriological  studies  confirm  these  organisms  as  defi- 
nite agents  of  disease. 

Of  lesser  frequency  in  this  area  are  the  nonchromogenic 
or  group  III  strains.  These  likewise  have  been  established 
clearly  as  agents  of  disease  though  they  are  far  less  com- 
mon in  the  Texas  area  than  in  Georgia. 

Types  of  disease  associated  with  these  organisms  have 
varied  from  a few  cases  of  rapidly  cavitating  pneumonia 
to  more  chronic  cavitary  lesions  of  the  lung.  In  children, 
pneumonia,  scrofula,  osteomyelitis,  meningitis,  and  possibly 
miliary  disease  all  appear  to  be  adequately  documented  as 
results  of  invasion  by  these  organisms. 

The  extent  of  nonapparent  infection  by  these  organisms 
is  not  known  at  the  present  time  although  skin  testing 
surveys  are  under  way.  It  is  probable  that  infection  is  fre- 
quent enough  that  it  may  account  for  a certain  number  of 
weekly  positive  reactions  to  Old  Tuberculin,  particularly  in 
young  children  in  whose  families  no  evidence  of  tuber- 
culosis can  be  obtained.  Suitable  skin  antigens  for  such 
testing  are  not  generally  available,  but  the  increasing  recog- 
nition of  these  diseases  seems  to  call  for  the  early  develop- 
ment of  an  adequate  antigen  for  widespread  use. 

Infections  with  these  agents,  when  it  is  recognized,  seem 
to  call  for  much  the  same  type  of  treatment  as  does  ordi- 
nary human  tuberculosis.  It  may  be  noted  that  group  III 
organisms  particularly  are  somewhat  more  resistant  to 
isoniazid  than  are  most  strains  of  human  tubercle  bacilli. 
Para-aminosalicylic  acid  is  thought  to  have  comparatively 
little  effect  on  the  anonymous  mycobacteria.  The  recom- 
mended method  of  treatment  consists  of  streptomycin  in 
conjunction  with  isoniazid,  often  in  high  dosage.  Results 
of  medical  treatment  up  to  this  point  on  the  whole  have 
been  less  gratifying  than  in  the  treatment  of  human  tuber- 
culosis. Resection  of  residual  cavities  has  been  carried  out 
in  a number  of  cases,  but  at  least  in  some  areas  it  has 
been  accompanied  by  higher  frequency  of  postsurgical  com- 
plications than  one  ordinarily  expects. 

— Committee  on  Tuberculosis, 
Texas  Medical  Association. 


Eye  Research  Grants  Available 

The  University  of  Texas  Medical  Branch,  Galveston,  was 
among  recipients  last  year  of  research  grants  made  by  the 
National  Society  for  the  Prevention  of  Blindness,  which  will 
again  offer  the  grants  in  I960. 

Funds  once  more  are  available  for  projects  which  may 
contribute  to  basic  understanding  of  eye  function  and 
pathology,  or  which  may  improve  methods  of  diagnosis, 
treatment,  or  prevention  of  blinding  eye  disease.  Requests 
received  by  April  1 will  be  considered  for  grants  this 
spring. 

Inquiries  can  be  addressed  to  Research  Committee,  Na- 
tional Society  for  the  Prevention  of  Blindness,  1790  Broad- 
way, New  York  19. 

Last  year’s  grant  to  the  University  of  Texas  amounted 
to  $5,000  for  a study  on  eye  tissue  culture,  supervised  by 
Dr.  Gaynelle  Robertson  and  Masao  Yoshida. 


Proper  Medical  Bills  Aid 
In  Workmen's  Compensation  Cases 

The  method  of  submission  and  collection  of  medical 
bills  is  important  in  Workmen’s  Compensation  cases,  the 
Committee  on  Workmen’s  Compensation  Insurance  of  the 
Texas  Medical  Association  indicates. 

The  Texas  Workmen’s  Compensation  law  places  the  re- 
sponsibility upon  the  insurance  carrier  to  "furnish  such 
medical  aid,  hospital  services,  nursing,  chiropractic  services, 
and  medicines  as  may  reasonably  be  required  at  the  time 
of  the  injury  and  at  any  time  thereafter  to  cure  and  relieve 
from  the  effects  naturally  resulting  from  the  injury”  which 
is  sustained  in  the  course  of  employment  (Article  8306, 
Section  7,  Texas  Workman’s  Compensation  Law).  The  ad- 
ministration of  this  requirement  to  furnish  and  pay  reason- 
able medical  care  is  under  the  supervision  of  the  Industrial 
Accident  Board. 

Insurance  carriers  would  like  to  see  a decrease  rather 
than  increase  in  the  amount  of  paper  work  required  to 
handle  workmen’s  compensation  cases,  the  committee  says. 
Proper  submission  of  medical  reports  and  bills  will  decrease 
the  amount  of  paper  work  required  of  the  doctor. 

Although  insurance  carriers  have  a final  report  and  bill 
form  which  is  furnished  to  the  doctor,  it  is  not  mandatory 
that  this  form  be  used.  The  doctor’s  regular  bill  form  may 
be  used,  but  the  final  report  and  bill  form  is  preferable 
since  it  provides  a place  for  answering  certain  questions 
which  are  necessary  in  the  handling  of  Workmen’s  Com- 
pensation claims.  It  is  not  necessary  to  submit  both  bill 
forms,  but  if  the  doctor’s  regular  bill  form  is  used,  it 
should  be  accompanied  by  a separate  report  relative  to 
treatment  and  the  results  obtained. 

Unless  the  physician  knows  the  requirements  of  the 
insurance  carrier  to  whom  the  bill  is  being  sent,  bills  and 
reports  should  be  submitted  in  triplicate. 

A bill  which  contains  only  the  total  amount  due  is  in- 
sufficient to  permit  the  carrier  to  apply  the  test  of  reason- 
ableness, the  committee  warns.  All  bills  should  be  itemized 
as  much  as  possible,  showing  charge  for  first  aid  and  dates 
and  amounts  for  each  subsequent  call  or  treatment.  If 
separate  charges  are  indicated  for  drugs,  the  bill  should 
show  the  identity  and  amount  of  the  drug.  Operative  pro- 
cedures should  be  listed  and  the  bill  should  reflect  the 
charge  for  both  the  operation  and  after  care.  Charges  which 
cannot  be  itemized  or  which  result  from  some  unusual 
condition  or  circumstance  should  be  explained. 

Delays  in  payment  of  medical  bills  usually  result  from 
insufficient  itemization  or  explanation  of  the  charges,  the 
committee  states. 

If  the  insurance  carrier  refuses  to  pay  a properly  sub- 
mitted bill  without  a satisfactory  explanation,  the  problem 
can  be  submitted  for  arbitration. 


Board  of  Obstetrics  and  Gynecology  Exams 

The  American  Board  of  Obstetrics  and  Gynecology  will 
hold  part  II  oral  and  clinical  examinations  for  all  candi- 
dates, May  11-16,  in  Chicago. 

Formal  notice  of  the  exact  time  of  each  candidate’s  exam- 
ination will  be  sent  him  in  advance  of  the  examination 
dates.  Candidates  who  participated  in  the  part  I examina- 
tions will  be  notified  of  their  eligibility  for  the  part  II 
examinations  as  soon  as  possible. 

The  deadline  date  for  the  receipt  of  new  and  reopened 
applications  for  the  1961  examinations  is  August  1,  I960. 
Candidates  are  urged  to  submit  their  applications  as  soon 
as  possible  before  that  time. 
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Intensive  Care  Unit 

To  Be  Used  on  Houston  Babies 

An  intensive  care  unit  for  newborn  babies,  the  first  of 
its  kind  in  Texas,  will  open  at  Jefferson  Davis  Hospital  in 
Houston  early  this  year,  according  to  the  January  20  issue 
of  Scope  Weekly. 

A small  blood  oxygenator,  now  being  developed  at  the 
Baylor  University  College  of  Medicine  in  Houston,  may 
be  used  for  the  first  time  in  the  intensive  care  program 
in  treating  asphyxia  in  the  neonate. 

Six  to  8 infants  will  be  cared  for  at  a time  in  the  unit, 
which  will  be  operated  and  staffed  through  a grant  of 
$172,200  awarded  Baylor  by  the  Hartford  Foundation. 
The  new  facility  will  function  as  a joint  project  of  Baylor’s 
Departments  of  Pediatrics,  Obstetrics,  and  Surgery. 

Both  ill  and  normal  babies  will  be  placed  in  the  new 
facility.  The  program  will  begin  immediately  after  birth, 
with  a nurse  checking  the  infant’s  pulse,  temperature,  heart 
rate,  symptoms  of  poor  circulation,  his  cry,  and  his  move- 
ments. A continuous  observation  of  the  baby  will  be  made 
for  48  hours  or  more  or  until  the  child  is  considered  well. 


Pharmacists  Relate  Cooperation 
Growth  Between  Professions 

"Interprofessionally,  Texas  medicine  and  pharmacy  are 
now  working  closer  together  than  ever  before,”  a February, 
I960,  article  in  Texas  Pharmacy,  has  observed. 

Since  the  pharmacists  created  15  districts  and  appointed 
a grievance  committee  in  each  district  to  hear  and  resolve 
complaints  between  the  professions,  the  two  organizations 
have  met  on  many  occasions  to  discuss  questions  of  pro- 
fessional nature,  the  article  said. 

"One  of  the  principal  gains  in  this  series  of  councilor 
meetings  at  the  state  level  was  an  agreement  that  annually, 
local  county  medical  societies  would  meet  with  the  local 
pharmaceutical  associations.”  Texas  Pharmacy  reported  a 
number  of  such  meetings:  an  Amarillo  dinner-dance  for 
which  the  Potter-Randall  County  Pharmaceutical  Associa- 
tion was  host  with  the  Potter-Randall  Counties  Medical 
Society  as  honor  guest.  Speaker  was  Robert  E.  Abrams, 
associate  professor  of  practical  pharmacy  at  the  University 
of  Pennsylvania  School  of  Pharmacy,  Philadelphia.  Another 
combined  meeting  was  held  by  the  El  Paso  County  Phar- 
maceutical Association  and  the  El  Paso  County  Medical 
Society.  Meetings  also  were  held  in  Corpus  Christi  by  the 
Coastal  Bend  Pharmaceutical  Association  and  the  Nueces 
County  Medical  Society;  in  Corsicana,  by  the  Navarro  Coun- 
ty Pharmaceutical  Association  and  the  Navarro  County 
Medical  Society;  at  Ralls  by  the  Crosby  County  Pharma- 
ceutical Association  and  the  Crosby  County  Medical  Society; 
and  by  groups  in  other  towns.  At  Houston,  the  Harris 
County  Pharmaceutical  Society  is  holding  a series  of  meet- 
ings with  physicians,  limiting  each  session  to  about  50 
members.  Each  pharmacist  brings  a physician  as  his  guest. 

Many  other  pharmaceutical  groups  reportedly  are  plan- 
ning to  play  host  at  joint  meetings  with  physicians  in  their 
areas. 

First  Texas  Alters  Name 

Stockholders  of  the  First  Texas  Chemical  Manufacturing 
Company,  Dallas,  voted  January  23  to  change  the  name  of 
the  59  year  old  company  to  First  Texas  Pharmaceuticals, 
Inc.  Founded  in  Paris  in  1901,  the  company  was  moved  to 
Dallas  in  1903. 


Governor  Appoints  Physicians 
To  White  House  Conferences 

Texas  physicians  have  been  selected  to  attend  two  White 
House  conferences  concerned  with  problems  of  the  nation’s 
young  and  old.  Governor  Price  Daniel  recently  appointed 
two  committees,  the  Governor’s  Committee  to  the  White 
House  Conference  on  Children  and  Youth  and  the  Gov- 
ernor’s Committee  to  the  White  House  Conference  on 
Aging. 

Steering  committee  members  for  the  White  House  Con- 
ference on  Aging  include  Dr.  J.  E.  Peavy,  state  health 
commissioner,  Austin,  and  Dr.  C.  J.  Ruilmann,  state  direc- 
tor of  mental  health  and  hospitals,  Austin.  Physicians 
named  to  the  Governor’s  Committee  will  be  announced  at 
a later  date. 

Appointed  to  the  Governor’s  Committee  to  the  White 
House  Conference  on  Children  and  Youth  were  Dr.  J.  A. 
Chatman,  Lubbock;  Dr.  Austin  E.  Hill,  Houston;  Dr.  Bruce 
Knickerbocker,  Dallas;  Dr.  J.  R.  Lemmon,  Amarillo;  Dr. 
Thomas  J.  McElhenney,  Austin  (chairman  of  the  Gov- 
ernor’s Standing  Committee  on  Health);  Dr.  John  P.  Mc- 
Govern, Houston;  Dr.  John  McNutt,  Austin;  Dr.  M.  E. 
Malakoff,  Laredo;  Dr.  Peavy,  Austin;  Dr.  Edwin  L.  Rippy, 
Dallas;  Dr.  Robert  Lee  Stubblefield,  Dallas;  Dr.  Boen 
Swinny,  San  Antonio;  Dr.  Grant  Taylor,  Houston;  and  Dr. 
Max  R.  Woodward,  Sherman. 

Named  as  a delegate  to  the  conference  was  Dr.  Edythe 
P.  Hershey,  Children’s  Bureau  Medical  Director  of  the  De- 
partment of  Health,  Education,  and  Welfare,  Dallas.  An- 
other physician,  Dr.  Carl  A.  Nau,  director  of  the  Depart- 
ment of  Preventive  Medicine  at  the  University  of  Texas 
Medical  Branch,  Galveston,  has  been  named  a Texas  dele- 
gate to  the  conference  appointed  by  the  Executive  Com- 
mittee, although  he  is  not  on  the  Governor’s  state  com- 
mittee. 

The  golden  anniversary  of  the  White  House  Conference 
on  Children  and  Youth  is  scheduled  from  March  27  to 
April  2.  Its  purpose  is  to  "promote  opportunities  for  chil- 
dren and  youth  to  realize  their  full  potential  for  a creative 
life  in  freedom  and  dignity.”  Under  study  will  be  problems 
occurring  because  of  the  effects  of  "our  rapidly  changing 
world  on  the  development  of  our  young.”  In  addition, 
conference  members  will  appraise  values  and  ideals  we 
live  by  and  will  study  factors  that  influence  individual 
fulfillment — family,  religion,  education,  health,  and  com- 
munity life. 

The  first  conference  was  called  in  1909  by  President 
Theodore  Roosevelt  to  discuss  problems  of  orphaned 
children,  but  since  that  time  it  has  expanded  to  include 
more  problems  of  children  in  general. 

The  Texas  Governor’s  Conference  on  Aging  has  been  set 
for  next  fall,  and  the  President’s  White  House  Conference 
on  Aging  will  be  called  January  9-13,  1961.  The  committee 
was  created  to  study  problems  of  the  aged  and  to  make 
remedial  recommendations.  According  to  an  act  passed  by 
the  eighty-fifth  Congress  in  September,  1958,  the  rapid  in- 
crease of  persons  over  45  since  1900  and  "outmoded  prac- 
tices in  the  employment  and  compulsory  premature  retire- 
ment of  middle-aged  and  older  persons,”  have  deprived 
many  older  people  of  adequate  financial  resources  to  main- 
tain themselves  and  their  families  as  independent  and  self- 
respecting  members  of  their  communities,  among  other 
problems.  The  committee’s  purpose  will  be  to  offer  methods 
assuring  middle-aged  and  older  persons  equal  opportunity 
with  others  to  engage  in  gainful  employment  which  they 
are  capable  of  performing.  Also,  the  committee  will  make 
recommendations  on  housing  needs,  on  preparation  of  older 
persons  for  contributing  to  their  social  life,  and  on  stepping 
up  research  to  relieve  old  age  of  burdens  of  sickness,  mental 
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breakdown,  and  social  ostracism.  The  act  further  declared 
that  in  all  programs  developed  there  should  be  "emphasis 
upon  the  right  and  obligation  of  older  persons  to  free 
choice  and  self-help  in  planning  their  own  futures.” 

Radiation  Committee  Named 

Appointees  to  the  state’s  Radiation  Study  Committee, 
which  has  been  assigned  to  "coordinate  and  complete  a 
comprehensive  study  involving  all  aspects  of  radiation  as 
it  affects  the  public,  industry,  health,  research  groups,  and 
others,  and  the  need  for  protection  for  all  concerned,”  have 
been  announced  by  Governor  Price  Daniel’s  staff. 

Named  by  the  Governor  were  Dr.  Robert  E.  Leslie,  El 
Campo;  Dr.  Warren  Sinclair,  Houston;  Dr.  J.  R.  Maxfield, 
Jr.,  Dallas;  Malcolm  Brachman,  Fort  Worth;  J.  E.  Jonsson, 
Dallas;  L.  S.  Tischler,  Houston;  William  Q.  Boyce,  Ama- 
rillo; J.  W.  Tyson,  Jr.,  Austin;  and  Cecil  Reed,  Austin. 

Appointed  by  the  lieutenant  governor:  Senator  Culp 
Krueger,  El  Campo;  Senator  Bruce  Reagan,  Corpus  Christi; 
and  Senator  Bill  Wood,  Tyler.  Chosen  by  the  Speaker  of 
the  House  of  Representatives:  Representative  Bill  Hollo- 
well,  Grand  Saline;  Representative  Homer  Kaliba,  Colum- 
bus; and  Representative  Chris  Cole,  Houston. 

Texas  MD  Ham  Radio  Operators 

Six  Texas  doctors  were  listed  as  amateur  radio  operators 
in  the  December  28  issue  of  AM  A News.  The  newspaper 
compiled  a list  of  operators  located  all  over  the  United 
States  from  information  sent  in  by  the  physicians. 

These  Texans  were  Dr.  Harold  C.  Morgan,  San  Antonio; 
Dr.  Sidney  E.  Stout,  Fort  Worth;  Dr.  Earl  P.  Price,  Jr., 
Fort  Worth;  Dr.  Louis  W.  Seyler,  Commerce;  Dr.  C.  F. 
Sherman,  Center;  and  Dr.  Verne  F.  Goerger,  Raymondville. 

These  physicians  make  world-wide  acquaintances  through 
their  hobbies  as  amateur  radio  operators,  according  to  the 
AMA  News.  They  also  have  opportunities  to  discuss  medi- 
cal problems  and  share  knowledge  with  other  physicians, 
according  to  the  article.  In  some  areas,  physicians  who  are 
"hams”  have  joined  to  form  panels  of  consultants  available 
to  any  part  of  the  world  needing  medical  advice. 

The  AMA  News  would  appreciate  hearing  from  any 
other  physicians  who  are  ham  operators  in  Texas.  Physi- 
cians may  write  to  the  publication  at  535  N.  Dearborn  St., 
Chicago  10. 

Academy  of  Pediatrics  Fellowships 

At  the  meeting  of  the  Academy  of  Pediatrics  last  fall 
at  Chicago,  the  following  Texans  were  accepted  for  fellow- 
ship into  the  academy:  Dr.  Erie  D.  Adams,  Lubbock;  Dr. 
Gilbert  D.  Barkin,  Houston;  Dr.  George  W.  Bean,  Fort 
Worth;  Dr.  Earl  J.  Brewer,  Jr.,  Wharton;  Dr.  Victor  C. 
Calma,  Galveston;  Dr.  Stuart  K.  Cohan,  Houston;  Dr. 
Thomas  E.  Cook,  Lake  Jackson;  Dr.  Irvin  J.  Goldfarb,  El 
Paso;  Dr.  Frederick  W.  Grover,  Dallas;  Dr.  William  J. 
Halden,  Austin;  Dr.  Robert  D.  Hill,  Fort  Worth;  Dr. 
Marjorie  G.  Lawlis,  Austin;  Dr.  Ernesto  M.  Sanchez,  Cor- 
pus Christi;  and  Dr.  William  A.  Sellars,  Dallas. 

Valley  Gets  Poison  Control  Center 

Newly  established  in  the  emergency  room  of  Valley 
Baptist  Hospital,  Harlingen,  is  a poison  control  center  for 
use  by  the  lower  Rio  Grande  Valley  population  area.  Medi- 
cal supervisor  of  the  center  is  Dr.  George  L.  Gallaher  and 
administrative  controller  is  Henry  Morrison. 
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MOTION  PICTURES  NEWLY  ACQUIRED 

The  Texas  Medical  Association  Memorial  Library  has 
recently  obtained  the  motion  pictures  described  hereafter, 
all  of  which  are  ready  for  loan. 

Early  Detection  and  Medical 
Management  of  Ulcerative  Colitis — 1959 

This  film  documents  a case  of  chronic  ulcerative  colitis,  its 
diagnosis,  immediate  therapy,  and  management  over  the 
course  of  a year.  By  so  doing  it  aims  to  give  the  clinician 
a general  view  of  the  important  principles  involved.  (31 
min.) 

Fire  and  Explosion  Hazards 

From  Flammable  Anesthetics — 1958 

Static-electricity  hazards  are  treated  comprehensively  in 
the  film,  which  also  discusses  other  ignition  sources,  such 
as  electrical  power  arcs  and  sparks,  heated  surfaces,  and 
open  flames.  Examples  of  conductive  and  nonconductive 
materials  encountered  in  hospitals  and  many  different  types 
of  safety  devices  and  practices  are  shown.  (30  min.) 

The  Hidden  Tear — 1959 

This  is  a film  which  documents  the  development  of  a 
unique  training  and  rehabilitation  program  for  asthmatic 
children.  (20  min.) 

How  to  Do  Rescue  Breathing — 1959 

Attempts  are  made  to  teach  a lay  audience  how  to  use 
the  rescue  breathing  technique  of  artificial  respiration. 
Emphasis  is  on  actual  technique  rather  than  background  and 
explanation.  ( 5 min. ) 

The  Human  Body:  Reproductive  System — 1959 

Through  animation  and  photomicrography,  including 
fertilization  of  the  human  ovum,  the  film  presents  a clear 
and  objective  description  of  the  human  reproductive  system. 
It  shows  similarities  and  differences  between  male  and 
female  reproductive  organs,  locates  them  in  the  body,  and 
describes  the  specific  functions  of  each  in  the  creation  of 
new  life.  (13  min.) 

Lift  Thine  Eyes — 1958 

The  story  of  a girl,  Vivian  Morton,  smdent  nurse  at 
the  Evanston  Hospital  School  of  Nursing,  the  film  sum- 
marizes her  3 years  at  the  hospital  as  a smdent  with  ever 
increasing  responsibility  and  ends  with  the  graduation 
ceremony  held  with  Northwestern  University.  (20  min.) 

On  Call  to  a Nation — 1958 

This  film  is  on  socialized  medicine  in  England  today. 
Taken  from  a BBC  television  program,  the  film  is  avail- 
able to  county  medical  societies.  (72  min.) 
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Routine  Pelvic  Examination 
And  Cytologic  Method — 1958 

This  film  for  general  practitioners  is  designed  to  stress 
the  importance  of  obtaining  vaginal  and  cervical  smears 
as  a routine  practice  in  the  physical  examination  of  all 
adult  women.  (16  min.) 

Tonsillectomy  and  Adenoidectomy — 1958 

The  Memorial  Library  was  presented  the  film  by  its 
producer,  Dr.  Joe  A.  Izen  of  Pasadena.  The  film  reviews 
the  author’s  procedures.  (10  min.) 


Gifts  to  the  Library 

Dr.  Robert  B.  Caraway,  Wharton,  158  journals. 

The  Children’s  Clinic,  Austin,  110  journals,  5 bound 
journals,  6 books. 

Dr.  Leslie  C.  Colwell,  Austin,  753  journals,  283  books, 
13  bound  journals. 

Dr.  M.  A.  Estep,  Lufkin,  486  journals. 

Dr.  Robert  W.  Loveless,  Bastrop,  16  journals,  1 book. 

Dr.  James  R.  Maxfield,  Sr.,  Dallas,  6 journals. 

Dr.  Robert  G.  McCorlde,  Austin,  5 journals. 

Dr.  Thomas  R.  McElhenney,  Austin,  20  journals. 

Dr.  William  F.  McLean,  Austin,  103  journals. 

Mrs.  Sam  E.  Thompson,  Kerrville,  2 books. 

Dr.  Travis  Smith,  Abilene,  36  books. 

Dr.  David  R.  Womack,  Austin,  74  journals. 

Dr.  and  Mrs.  M.  D.  McCauley,  Austin,  monetary  gift  in 
memoriam  for  Mr.  Oscar  G.  Eckhardt,  father  of  Dr.  James 
Eckhardt  of  Austin. 


★ Books 


Books  Newly  Acquired 

Transactions  of  the  American  Ophthalmological  Society: 
vol.  56,  Toronto,  University  of  Toronto  Press,  1959. 

DeWeese,  David  D.,  and  Saunders,  William  H.:  Text- 
book of  Otolaryngology,  St.  Louis,  C.  V.  Mosby,  I960. 

Drugs  of  Choice,  1960-61,  editor,  Walter  Modell,  St. 
Louis,  C.  V.  Mosby,  I960. 

Grotjahn,  Martin:  Beyond  Laughter,  New  York,  Blakis- 
ton,  1957. 

Kobler,  John:  Reluctant  Surgeon,  Garden  City,  N.  Y., 
Doubleday  and  Co.,  I960. 

Kuhne,  Paul:  Home  Medical  Encyclopedia,  New  York, 
Fawcett,  I960. 

Lauge-Hansen,  Niels:  Development  and  the  Embryonic 
Anatomy  of  the  Human  Gastro-lntestinal  Tract,  Eindhoven, 
Holland,  Centrex  Publishing  Co.,  I960. 

Raven,  R.  W.,  ed.:  Cancer,  vol.  6,  London,  Butterworth 
and  Co.,  1959. 

Roth,  Arthur:  The  Teen-Age  Years,  Garden  City,  N.  Y., 
Doubleday  and  Co.,  I960. 

Seletz,  Jeanette:  Hope  Deferred,  New  York,  Vantage 
Press,  1959. 

Sterling,  Julian  A.:  Practical  Guide  for  General  Surgical 
Management,  New  York,  Vantage  Press,  1959- 

Timakov,  V.  D.,  ed.:  Microbial  Variation,  London,  Per- 
gamon  Press,  1959. 

Van  Liere,  Edward  J.:A  Doctor  Enjoys  Sherlock  Holmes, 
New  York,  Vantage  Press,  1959. 

Wilmer  Ophthalmological  Institute  of  the  Johns  Hopkins 


University  and  Hospital  Collected  Reprints,  vol.  14, 
1957-59,  Baltimore,  1959. 

Year  Book  of  Drug  Therapy,  1959-60,  Chicago,  Year 
Book  Publishers,  I960. 

Year  Book  of  Ophthalmology,  1959-60,  Chicago,  Year 
Book  Publishers,  I960. 

BOOK  NOTES 

That1  the  Patient  May  Know 

Harry  F.  Dowling,  M.D.,  Sc.D.,  Professor  of  Medicine. 
University  of  Illinois,  assisted  by  Virginia  Samter.  139  pages. 
§7.50.  Philadelphia  and  London,  W.  B.  Saunders  Company, 
1959- 

This  atlas  for  use  by  the  physician  in  explaining  to  the 
patient  is  a fine  contribution  to  the  literature  and  one  that 
will  save  many  a busy  practitioner  and  specialist  alike  much 
time  in  explanations  to  his  patient. 

It  furnishes  a graphic  visual  method  in  his  method  of 
patient  instruction,  and  it  will  impress  the  patient  that  his 
physician  has  enough  consideration  for  him  that  he  pro- 
vides understandable  and  informative  diagrams  that  give 
the  patient  himself  a grasp  of  what  his  physician  is  trying 
to  explain.  It  adds  materially  to  the  mental  satisfaction  of 
the  patient  and  diminishes  his  fear  of  the  prospects  of  un- 
familiar surgical  or  medical  procedures  with  which  he  will 
have  to  cope,  and  it  secures  the  cooperation  so  necessary 
between  the  patient  and  his  physician.  This  book  will  do 
more  for  good  public  relations  than  many  a high  and 
mighty  lecture  by  learned  authorities. 

The  use  of  these  illustrations  helps  the  physician  to  fix 
in  the  mind  of  his  patient  in  an  accurate  way  the  informa- 
tion he  needs  to  impart.  The  division  of  the  book  into 
illustrations  of  the  anatomy  by  systems  is  a very  fine  one, 
such  as  the  skin,  nervous  system,  osseous  system,  cardio- 
vascular system,  muscular  system,  respiratory  system,  and 
digestive  tract. 

The  illustrations  are  of  such  size  and  fine  quality  that 
they  may  be  easily  reproduced  on  color  slides,  and  the 
print  is  large  enough  to  be  picked  up  for  projection.  It 
will  be  useful  in  teaching  technicians  or  even  lay  groups 
where  one  wishes  understandable  illustrations. 

In  the  reviewer’s  opinion,  this  book  fulfills  a need  of 
long  standing.  Any  general  practitioner  or  specialist  to 
whom  time  is  a valuable  asset  would  do  well  to  look  over 
this  book,  for  it  is  likely  that  he  would  find  valuable  use 
for  it. 

—Joe  C.  Rude,  M.D.,  Austin. 

Fundamentals  of  Otolaryngology 

Lawrence  R.  Boies,  M.D.,  Professor  of  Otolaryngology  and 
Chairman,  Department  of  Otolaryngology,  University  of  Min- 
nesota Medical  School,  ed.  3-  510  pages.  $8.  Philadelphia 
and  London,  W.  B.  Saunders  Company,  1959- 

Dr.  Boies  and  his  associates  have  revised  this  splendid 
textbook  and  brought  it  up  to  date  with  advances  in  oto- 
laryngology, especially  in  otology.  This  book  is  especially 
beneficial  for  the  medical  student  or  general  practitioner. 
The  anatomy  and  physiology  section  is  excellent  and  ready 
for  quick  reference  with  many  illustrations.  In  attempting 
to  cover  the  entire  ear,  nose  and  throat  field,  the  book  is 
unable  to  go  into  details  on  all  subjects,  but  the  general 
aspects  are  well  covered,  and  for  the  common  diseases  and 
operative  procedures,  the  book  is  thorough.  Methods  of 
therapy  and  new  medications  have  been  brought  up  to 
date,  and  the  chapters  by  Dr.  Boies’  associates  have  made 
this  new  edition  somewhat  improved  since  the  last  edition 
in  1954. 

— J.  Patrick  Moran,  M.D.,  Corpus  Christi. 


210 


TEXAS  State  Journal  of  Medicine,  MARCH,  1960 


Now  or  Never 

Smiley  Blanton,  M.D.,  with  Arthur  Gordon.  273  pages. 

$4.95.  Englewood  Cliffs,  N.  J.  Prentice-Hall,  Inc.,  1959. 

"A  hundred  years  ago  men  and  women  were  considered 
worn  out  at  forty  or  forty-five.  Today,  at  such  an  age  they 
are  just  beginning  to  live,”  says  noted  psychiatrist  Dr. 
Smiley  Blanton  in  his  new  book,  "Now  or  Never:  The 
Promise  of  the  Middle  Years.”  Dr.  Blanton  is  the  author  of 
the  best  seller,  "Love  or  Perish.” 

In  "Now  or  Never,”  which  Dr.  Blanton  wrote  with 
Arthur  Gordon  for  men  and  women  between  35  and  60, 
he  shows  that  it  is  the  middle  years  which  are  best  suited 
for  achieving  new  goals.  Youth,  he  feels,  is  remarkably 
overrated.  At  forty,  the  best  years  still  lie  ahead.  Dr.  Blan- 
ton should  know,  because  it  was  at  that  age  he  entered  the 
field  of  psychiatry  in  which  he  has  become  highly  success- 
ful. 

Anxiety  is  the  one  basic  and  universal  enemy  of  personal 
progress  in  these  years,  according  to  Dr.  Blanton.  Normally, 
anxieties  tend  to  grow  stronger  as  we  move  through  life. 
He  describes  the  three  kinds  of  anxiety  (existential,  situa- 
tional, and  neurotic)  and  gives  practical  suggestions  for 
minimizing  them. 

The  areas  of  living  in  which  these  tensions  arise  are 
discussed  by  the  author  as  he  reveals  methods  for  reducing 
the  energy  destroying  conflicts  caused  by  sex  and  marriage, 
work,  the  raising  of  children,  excessive  drinking,  and  the 
quest  for  money. 

To  the  person  who  has  entered  middle  age  with  the  fear 
of  declining  powers,  Dr.  Blanton  says,  "Cast  fears  aside, 
you  have  reached  the  magnificent  middle  years.  The  best 
is  yet  to  be.  In  'Now  or  Never’  1 have  charted  a path  to 
what  can  be  the  most  rewarding  and  enjoyable  years  of 
your  life.” 

Diseases  of  the  Colon  and  Anorectum 

Robert  TURELL,  M.D.,  Associate  Surgeon  and  Chief,  Rectal 
Clinic,  Mount  Sinai  and  Montefiore  Hospitals;  Associate  Pro- 
fessor of  Clinical  Surgery,  Albert  Einstein  College  of  Medicine, 
New  York.  vol.  1,  608  pages;  vol.  2,  629  pages.  $35  per  set. 
Philadelphia  and  London,  W.  B.  Saunders  Company,  1 959- 

This  set  of  volumes  would  seem  at  first  to  fulfill  the 
need  for  a strict  authoritative  reference  on  proctology.  It 
presents  the  experiences  of  82  eminent  contributors,  but, 
unfortunately,  only  a few  are  proctologists;  therefore  the 
work  does  not  represent  the  strict  proctologic  surgical  phil- 
osophy. Valuable  background  material  is  presented  on  the 
applied  basic  sciences  as  they  pertain  to  proctology. 

The  volumes  are  beautifully  illustrated,  especially  the 
operative  techniques.  There  is  an  elaborate  164  page  section 
on  cancer  of  the  colon  and  anorectum  which  gives  a thor- 
ough coverage  of  pathology,  prophylactic  and  adjuvant 
measures,  radiotherapy,  coagulation — radon  seed  implanta- 
tion, and  selection  of  operation.  Special  chapters  are  devoted 
to  pediatric  and  adolescent  considerations,  proctologic  sur- 
gery in  the  aged,  obstetric  and  gynecological  considerations, 
and  occupational  aspects  of  proctologic  diseases. 

Bibliographies  are  extensive  and  fully  up  to  date.  An 
author  index  and  a subject  index  for  both  volumes  are 
included  in  each  volume  facilitating  fast  location  of  any 
subject. 

While  this  work  is  a commendable  contribution  to  proc- 
tologic literature,  it  is  disappointing  in  many  details,  a 
classic  example  of  which  is  the  author’s  archaic  practice 
of  inserting  a tube  drain  (plug)  in  the  rectum  following 
hemorrhoidectomy  for  which  he  immediately  apologizes. 
This  practice  has  long  ago  been  discarded  by  proctologic 
surgeons  utilizing  modern  surgical  principles. 

— John  McGivney,  M.D.,  Galveston. 


Health  in  the  Mexican-American  Culture; 

A Community  Study 

Margaret  Clark.  253  pages.  $5.  Berkeley  and  Los  Angeles, 

University  of  California  Press,  1959- 

"The  study  on  which  this  book  is  based  was  designed  to 
secure  sociocultural  information  that  would  be  helpful  to 
professional  persons  in  the  United  States  working  with 
people  of  Mexican  background  who  have  not  yet  been  fully 
assimilated  into  American  culture.”  Dr.  Clark,  a graduate 
student  in  anthropology  at  the  time  the  book  was  written, 
was  employed  to  make  the  basic  study.  The  field  research 
was  made  possible  by  a grant  from  the  Rosenberg  Founda- 
tion of  San  Francisco,  and  the  work  supervised  by  a com- 
mittee working  under  the  director  of  the  foundation.  The 
study  was  made  in  an  unincorporated  community  near  San 
Jose,  Santa  Clara  County,  Calif.  Relations  between  public 
health  personnel  and  Spanish-speaking  people  were  ob- 
served in  homes  and  clinics,  and  Mexican-American  patients 
were  interviewed  in  hospitals  and  sanatoriums  in  order  to 
obtain  information  on  how  clients  feel  about  medical,  hos- 
pital, and  public  health  service. 

Dr.  Clark  attempts  to  describe  some  aspect  of  the  lives 
of  the  community,  their  jobs,  houses,  religion,  and  com- 
munity life.  She  feels  that  out  of  an  understanding  of 
their  culture  some  solution  can  be  made  of  their  medical 
problems. 

Principles  of  Disability  Evaluation 

Wilmer  Cauthorn  Smith,  M.D.,  Chief  Medical  Advisor, 

Oregon  State  Industrial  Accident  Commission.  210  pages.  $7. 

Philadelphia  and  Montreal,  J.  B.  Lippincott  Company,  1 95 9- 

The  author  has  attempted  to  give  to  the  practicing  physi- 
cian a workable  understanding  of  the  principles  involved 
in  evaluating  industrial  accidents.  He  has  used  his  own 
Oregon  State  Accident  Commission  regulations  as  the  basis 
for  this  book.  The  book  serves  to  point  out  that  the  physi- 
cian who  knows  the  fundamental  principles  which  under- 
lie rational  medical  concept  of  disability  will  be  able  soon 
to  rate  it  correctly  and,  by  so  doing,  will  strengthen  his 
stand  on  his  report  of  an  industrial  accident  disability 
percentage. 

The  author  has  divided  the  book  into  four  primary 
divisions.  The  first,  or  introductory  section,  deals  with  the 
growing  importance  of  disability  evaluation  and  the  atti- 
tude of  the  physician  toward  its  various  facets.  The  second 
section  is  devoted  to  defining  and  elaborating  the  concept 
of  medically  ratable  industrial  disability.  In  this  section 
the  author  has  stressed  the  basic  relationship  between  the 
workman  and  industrial  employment  as  this  applies  to 
disability  compensation.  Section  three  stresses  the  relation- 
ship of  an  injury  as  being  a prerequisite  to  disability 
evaluation.  In  the  section  he  deals  with  etiologic  relation- 
ship between  injury  and  disability  or  disease.  The  final 
section  is  concerned  with  the  actual  evaluation  of  industrial 
disability,  including  a presentation  and  discussion  of  the 
concepts  and  principles  which  necessarily  must  underlie  a 
rational  approach  to  such  appraisal. 

Certainly,  any  physician  who  undertakes  to  treat  indus- 
trial accident  injuries  which  subsequently  may  require 
proper  disability  evaluation  should  have  previously  familiar- 
ized himself  with  state  regulations  as  regards  reporting  of 
such  total  or  permanent  partial  disabilities.  This  book 
would  give  a reader  this  basic  understanding  so  that  he 
might  properly  handle  such  cases.  The  book  is  easily  read, 
well  written,  and  comprehensive  in  its  scope. 

— Garland  O.  Wellman,  M.D.,  Texas  City. 
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Alcoholism — The  Nutritional  Approach 

Roger  J.  Williams,  Ph.D.  118  pages.  $2.50.  Austin,  Uni- 
versity of  Texas  Press,  1959- 

Dr.  Williams  is  a distinguished  professor  of  chemistry 
and  director  of  the  Clayton  Foundation  Biochemical  Insti- 
tute at  the  University  of  Texas.  The  author  has  done  an 
enormous  amount  of  outstanding  work  in  nutrition  and 
alcoholism.  Therefore,  he  speaks  with  great  authority  and 
experience. 

Dr.  Williams  states  that  alcoholism  is  the  only  malady 
in  which  physicians  refer  patients  to  a lay  organization, 
namely  Alcoholics  Anonymous.  This  is  largely  true.  How- 
ever, in  the  American  Journal  of  Public  Health , August, 
1959,  an  article  by  Myron  A.  Block,  M.D.,  chairman  of 
the  Committee  on  Alcoholism  of  the  American  Medical 
Association,  calls  attention  to  the  important  role  of  the 
physician  in  the  treatment  and  prevention  of  alcoholism. 
In  this  new  book,  Dr.  Williams  avoids  the  implication 
that  alcoholics  may  sometimes  safely  consume  alcohol  in 
limited  amounts  and  states  that  they  should  observe  total 
abstinence.  Indeed,  he  dedicates  his  present  book  to  Alco- 
holics Anonymous.  Furthermore,  all  royalties  are  assigned 
to  the  National  Council  on  Alcoholism. 

The  first  part  of  the  book  is  devoted  to  a philosophical 
and  experimental  approach  in  preparation  for  the  nutrition- 
al one.  The  psychological,  spiritual,  and  philosophical  fac- 
tors are  mentioned  as  important.  Later,  discussion  centers 
on  nutrition,  which  is  evidently  the  main  thesis  in  this 
particular  treatise  on  alcoholism. 

Although  one  might  develop  some  differences  with  the 
author  as  to  particular  statements  and  would  like  to  have 
more  evidence  of  experiments  in  animals  that  might  be 
applied  to  human  beings,  yet  the  fact  remains  that  an 
enormous  amount  of  serious  work  and  thinking  have  been 
focused  on  alcoholism. 

There  is  suggested  a specific  formula  for  the  amount 
and  particular  kind  of  vitamins  as  well  as  minerals  which 
are  used.  Dr.  Williams  has  increased  the  amount  of  ascorbic 
acid,  niacin,  and  pantothenic  acid  and  gives  reasons  for 
so  doing.  In  addition,  he  has  added  glutamine  and  lipoic 
acid,  which  latter  was  first  found  in  the  author’s  laboratory. 
Although  Dr.  Williams  does  not  discount  the  findings  of 
the  future,  and  indeed  welcomes  them,  yet  he  feels  that 
there  is  enough  present  knowledge  to  lay  the  basis  for 
good  nutrition  as  the  basis  for  any  type  of  successful  medi- 
cal endeavor.  An  interesting  point  is  the  fact  that  the  so- 
called  appetite  center  in  the  hypothalamus  is  affected  by 
its  nourishment  and,  when  poor,  may  lead  to  a craving  for 
alcohol. 

The  detection  of  "alcoholism-proneness”  makes  possible 
the  avoidance  of  this  malady,  and  prevention  is  rightly 
considered  by  Dr.  Williams  to  be  even  more  important  than 
cure.  The  entire  book  is  well  worth  reading  by  anybody 
seriously  interested  in  alcoholism  and  its  treatment  by 
proper  nutrition. 

— John  W.  Spies,  M.D.,  Austin. 

The  Merchants  of  Life 

Tom  Mahoney.  278  pages.  $3-75.  New  York,  Harper  and 
Brothers,  Publishers,  1959. 

Sir  William  Osier  once  wrote,  "The  desire  to  take  medi- 
cine is  perhaps  the  greatest  feature  that  distinguishes  man 
from  animals.”  This  book  is  a lay  account  of  the  various 
firms  which  attempt  to  satisfy  this  desire  of  the  human 
race.  Chapters  are  devoted  to  Squibb,  Parke-Davis,  Lilly, 
Burroughs  Wellcome,  Upjohn,  Abbott,  Searle,  Lederle, 
Penick,  Merck,  Sterling,  Pfizer,  Schering,  and  the  foreign 
companies. 


To  the  professional  reader  a few  facts  are  gleaned  by 
reading  this  book.  Notable  to  this  reviewer  were  the  inter- 
locking relationships  between  the  so-called  ethical  and  pro- 
prietary firms  as  well  as  the  foreign  origin  of  many  of 
today’s  pharmaceutical  houses.  However,  to  glean  these  few 
interesting  facts  from  this  book,  the  reader  must  wade 
through  a large  mass  of  names,  from  stray  salesmen  up  to 
executive  members  throughout  the  history  of  each  of  the 
firms,  statistics  of  gross  and  net  income  of  sales,  numbers 
of  shareholders,  and  irrelevant  anecdotes  of  the  eccentricities 
of  various  personages  in  each  firm. 

On  the  whole,  this  reviewer  did  not  feel  that  this  book 
warranted  the  time  to  read  it  for  a professional  person. 

— James  T.  Cook,  M.D.,  Ballinger. 

Observations  on  Direct  Analysis 

Morris  W.  Brody,  M.D.  104  pages.  $2.95.  New  York, 
Washington,  and  Hollywood,  Vantage  Press,  1959- 

If  one  were  to  formulate  what  would  be  the  most  terrible 
of  illnesses,  it  would  be  one  which  would  painfully  in- 
capacitate a patient  and  yet  not  kill  him.  Because  the  dis- 
ease would  usually  not  be  fatal,  it  would  have  the  ability 
to  make  an  otherwise  self-sustaining  individual  a life  long 
patient.  Certainly,  this  is  what  occurs  in  a sizable  number 
of  cases  of  schizophrenia. 

In  1949,  Dr.  John  N.  Rosen  of  New  York  began  pub- 
lishing papers  on  a new  treatment  of  this  disorder.  He  used 
the  term  "direct  analysis”  to  describe  the  technique  of 
psychotherapy  which  he  used  for  schizophrenia.  He  implied 
that  this  technique  was  different  from  psychoanalysis  and 
from  all  previous  types  of  treatment  of  schizophrenia.  He 
further  implied  that  the  treatment  gave  the  psychotherapist 
direct  access  to  the  most  schizophrenic  patient  and  that 
the  treatment  was  highly  successful  in  the  relief  of  the 
illness.  His  publication  aroused  a storm  of  positive  and 
negative  controversy.  The  use  of  four  letter  Anglo-Saxon 
terms  in  scientific  literature  in  itself  created  controversy. 
The  controversy  has  clouded  the  issue  and  made  it  difficult 
to  know  whether  Dr.  Rosen’s  techniques  should  be  widely 
copied  or  should  be  ignored. 

Dr.  Brody’s  book  is  one  of  a series  of  monographs  which 
attempts  to  spell  out  the  essence  of  what  the  technique  is 
and  its  effectiveness.  This  particular  monograph,  by  an 
outstanding  analyst  and  teacher  of  psychiatry,  does  not  try 
to  assess  ultimate  effectiveness  but  rather  to  give  objective 
determination  to  the  process  involved  and  the  significance 
of  elements  of  the  process. 

Dr.  Brody  is  as  well  known  for  his  integrity  and  forth- 
rightness as  he  is  for  his  ability.  The  extensive  contacts 
between  him  and  Dr.  Rosen  at  the  Institute  for  Direct 
Analysis  at  Temple  University  Medical  Center  did  not 
prevent  him  from  commenting  frankly  on  Dr.  Rosen’s 
personality,  on  the  group  attitudes  of  Dr.  Rosen’s  col- 
leagues, or  aspects  of  the  "cure”  which  are  not  necessarily 
flattering  to  the  therapist. 

This  is  a brief  book  which  should  be  of  great  interest 
to  those  who  have  a professional  and  scientific  interest 
in  the  massive  problem  of  schizophrenia  and  its  treatment. 
Dr.  Brody  quotes  Dr.  Rosen  directly  and,  therefore,  there 
are  obscene  words  in  the  text  itself.  If  this  is  offensive,  the 
reader  should  go  to  other  literature. 

Both  Dr.  Rosen  for  his  efforts  and  Dr.  Brody  for  his 
analysis  of  Dr.  Rosen’s  efforts  are  to  be  commended.  I have 
the  impression  that  Dr.  Brody  did  not  feel  that  a final 
commentary  or  an  unqualified  one  can  be  made  on  the 
advisability  of  the  method  at  this  time. 

— John  A.  Boston,  Jr.,  M.D.,  Austin. 
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Textbook  of  Surgery 

Edited  by  H.  FRED  MOSELEY,  D.M.,  M.Ch.  (Oxon.), 
F.A.C.S.,  Assistant  Professor  of  Surgery,  McGill  University; 
Associate  Surgeon,  Royal  Victoria  Hospital,  Montreal,  Canada, 
ed.  3.  1336  pages.  §17.  St.  Louis,  C.  V.  Mosby  Company, 
1959. 

Within  the  inherent  limitations  of  a textbook,  this  vol- 
ume is  an  excellent  presentation  of  a large  mass  of  ma- 
terial. It  includes  43  chapters,  covering  about  1,300  pages, 
and  has  40  contributors,  all  from  the  McGill  University. 

The  chapters  generally  follow  anatomic  regions  after  the 
first  few  chapters  on  fundamental  subjects.  The  material 
usually  covered  in  general  surgery  and  all  of  the  subspecial- 
ties of  surgery  is  included,  except  that  pertaining  to  eye, 
ear,  nose,  and  throat. 

There  is  good  integration  of  the  anatomy,  embryology, 
physiology,  and  pathology  relating  to  each  clinical  entity 
before  the  diagnosis  and  treatment  are  discussed.  At  the 
end  of  each  chapter,  adequate  references  are  found  includ- 
ing available  films. 

The  illustrative  material  is  excellent,  consisting  of  color 
plates,  black  and  white  photographs,  and  competent  draw- 
ings. However,  on  page  368,  the  labels  on  the  internal  and 
external  carotid  arteries  are  switched. 

The  inclusion  of  neurosurgery,  urology,  orthopedic  sur- 
gery, and  cardiac  surgery  is  somewhat  unusual,  but  makes 
it  possible  for  a single  volume  to  be  useful  for  a student 
reference. 

The  chief  value  of  the  book  is  in  its  clear  style  and  the 
method  of  including  discussion  of  the  pertinent  basic  sci- 
ence material  with  each  chapter.  The  presentation  of  therapy 
is  necessarily  brief,  but  generally  includes  the  basic  ap- 
proach. 

"This  book  is  of  primary  interest  to  the  student,  intern, 
or  resident,  but  also  will  be  of  great  value  to  the  practicing 
surgeon,”  although  a trite  statement,  is  nevertheless  an 
appropriate  description  of  this  volume. 

— William  H.  Williams,  M.D.,  Abilene. 

The  Medical  Examiner  in  Texas 

Wayland  D.  Pilcher.  65  pages.  §1.50.  Austin,  University 
of  Texas,  Institute  of  Public  Affairs,  1959- 

The  purpose  of  this  study  is  to  describe  the  development 
and  operation  of  the  medical  examiner  plan  in  Bexar  and 
Harris  Counties  and  to  present  possible  adaptions  of  it  in 
meeting  the  future  needs  of  this  state  for  a better  coroner 
system.  The  Institute  of  Public  Affairs  is  one  of  the  re- 
search, training,  and  service  organizations  operated  by  the 
Univesrity  of  Texas.  Among  its  functions  are  research  in 
problems  having  significance  to  governmental  units  and 
publication  of  studies  based  on  the  research,  as  well  as 
furnishing  consultative  services  in  the  solution  of  public 
problems.  The  view  and  opinions  remain  the  responsibility 
of  the  author. 

Therapeutic  Radiology 

William  T.  Moss,  M.D.,  Assistant  Professor  of  Radiology, 
Northwestern  University  School  of  Medicine,  Department  of 
Radiology,  Chicago;  Director,  Department  of  Therapeutic 
Radiology,  Chicago  Wesley  Memorial  Hospital;  Chief,  De- 
partment of  Therapeutic  Radiology,  Veterans  Administration 
Research  Hospital,  Chicago.  403  pages.  $12.50.  St.  Louis, 
C.  V.  Mosby  Company,  1959. 

This  is  a concise  laying  down  of  the  principles  of  radia- 
tion therapy  by  a single  author  and  as  such  has  coherence, 
consistency,  and  the  logical  opinions  of  a single  person.  It 
gives  a solid  point  of  view  and  a rational  approach  to 
therapy  which  gives  the  resident  or  anyone  in  training  a 
substantial  point  of  view  with  which  to  compare  with  the 


opinions  of  other  workers  in  the  field  of  radiation  therapy. 

One  is  impressed  with  the  regional  arrangement  in  dis- 
cussing tumors  of  importance  in  radiation  therapy.  The 
general  characteristics  of  tumors  of  each  region  or  area  are 
given  and  a discussion  of  the  relative  merits  of  surgery,  irra- 
diation, or  other  measures  and  an  indication  of  the  results 
that  one  may  expect  are  set  forth. 

The  reaction  of  normal  tissues  as  well  as  the  tumor  tis- 
sues being  treated  serves  to  give  a more  secure  foundation 
or  understanding  of  the  complicated  processes  physio- 
logically and  pathologically  that  take  place  with  irradiation 
therapy.  The  author  is  to  be  commended  in  giving  the 
principles  governing  radiation  therapy  and  the  general  tech- 
nical principles  and  avoiding  detailed  procedures. 

An  effort  has  been  made  to  present  all  sides  in  an 
equitable  manner  in  the  case  of  controversial  topics,  and 
one  feels  that  the  approach  is  conservative  and  sound  in 
its  principles  of  application  and  management. 

It  can  be  read  with  a great  deal  of  profit  by  both  resi- 
dents in  radiology,  radiologists,  and  other  physicians  inter- 
ested in  the  subject  of  neoplastic  diseases  and  their  manage- 
ment. The  illustrations  are  excellent  and  the  reviewer  com- 
mends it  to  any  interested  physician  as  enjoyable  and  in- 
formative reading  and  reference  material. 

—Joe  C.  Rude,  M.D.,  Austin. 

A History  of  Ophthalmology 

GEORGE  E.  Arrington,  Jr.,  M.D.,  Associate  in  Ophthalmol- 
ogy, Medical  College  of  Virginia;  Attending  Ophthalmologist, 
Medical  College  of  Virginia  Hospital,  Richmond.  Foreword  by 
Felix  Marti-Ibanez,  M.D.,  Professor  and  Director  of  the  De- 
partment of  the  History  of  Medicine,  New  York  Medical  Col- 
lege, Flower  & Fifth  Avenue  Hospitals,  New  York.  174 
pages.  $4.  New  York,  MD  Publications,  Inc.,  1959- 

This  book  is  recommended  reading  for  all  ophthalmol- 
ogists and  medical  historians.  It  gives  a well  written  record 
of  important  events  in  the  history  of  ophthalmology  in  the 
light  of  general  historical  events.  The  author  contends  that 
developments  in  ophthalmology  are  in  accordance  with  de- 
velopments in  religious,  philosophical,  ethical,  and  technical 
thought,  with  only  a few  notable  exceptions.  Dr.  Arrington 
feels  that  in  the  past  the  eye  was  the  meeting  place  of  many 
disciplines  such  as  neurology,  physiology,  religion,  and 
philosophy. 

Later  in  the  book  the  author  makes  a plea  that  the 
ophthalmologist  not  lose  himself  in  his  work,  but  view 
his  profession  or  specialty  against  an  appropriate  back- 
ground of  cultural  knowledge.  He  seems  to  depLore  the 
present  trend  to  favor  the  group  or  mass  attitudes  over  that 
of  the  individual. 

A chronological  table,  a partially  complete  directory  of 
ophthalmological  periodicals,  and  a list  of  ophthalmological 
societies  and  associations  are  found  at  the  end  of  the  book. 

Vascular  Surgery 

GEZA  DE  Takats,  M.D.,  F.A.C.S.,  Clinical  Professor  of  Sur- 
gery, University  of  Illinois,  College  of  Medicine,  Chicago. 
726  pages.  $17.50.  Philadelphia  and  London,  W.  B.  Saunders 
Company,  1959. 

The  present  volume  fills  a great  need  in  the  field  of 
peripheral  vascular  surgery.  The  organization  is  good  and 
the  writing  concise.  The  illustrations  are  numerous  and  well 
selected.  Because  the  book  is  written  from  personal  experi- 
ences, the  chapters  on  fundamental  principles  and  diagnosis 
are  particularly  well  done.  The  author  includes  chapters  on 
essential  hypertension  and  places  undue  emphasis  on  sympa- 
thectomy— all  of  which  is  based  on  his  personal  experience. 
Of  special  interest  is  the  inclusion  in  the  appendix  of 
simple  illustrations  of  surgical  incisions  and  operative  pro- 
cedures. 
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SERVICES 

Registration,  Information,  and  Messages 

The  Registration  Desk  in  the  lobby  of  Hotel  Texas  will 
be  open  daily  Saturday  through  Tuesday,  April  9-12,  from 
8 a.m.  to  5:30  p.m.  In  addition,  there  will  be  registration, 
especially  for  members  of  the  House  of  Delegates  but  open 
to  all,  at  the  entrance  to  the  Ballroom  of  Hotel  Texas  from 
7 to  8 p.m.  Saturday,  immediately  preceding  the  first  meet- 
ing of  the  House. 

Information  may  be  obtained  at  or  near  the  Registration 
Desk  in  the  Hotel  Texas  lobby  or  from  the  Message  Center 
in  the  Longhorn  Room  of  Hotel  Texas.  The  Message  Center 
will  accept  emergency  messages  for  physicians  and  post 
lists  of  those  receiving  such  messages  at  the  Center  and 
in  the  lobbies  of  Hotel  Texas,  the  Hilton  Hotel,  and  the 
Worth  Hotel.  Those  seeing  a notice  that  they  have  mes- 
sages are  asked  to  check  promptly  with  the  Center.  Physi- 
cians are  asked  to  encourage  offices,  families,  and  patients 
to  keep  their  calls  to  the  Message  Center  at  a minimum  and 
to  check  with  their  offices  or  homes  at  intervals  so  that  such 
messages  as  do  come  to  the  Message  Center  can  be  handled 
expeditiously. 

The  Texas  Medical  Association  Message  Center  telephone 
at  Hotel  Texas  will  be  supplemented  by  a telephone  at 
the  same  location  manned  by  the  Fort  Worth  Doctors  Ex- 
change. Telephones  which  physicians  may  use  without 
charge  for  calls  within  the  hotel  and  for  local  calls  will 
be  available  in  the  John  L.  Ashe  booth  adjacent  to  the 
Message  Center. 

The  Texas  Medical  Association  will  maintain  an  office 
in  the  El  Paso  Room  of  the  Hilton  Hotel  at  periods  during 
the  annual  session  when  Association  meetings  are  being 
held  in  that  hotel. 

Mail  and  telegrams  may  be  addressed  in  care  of  the 
Texas  Medical  Association,  Hotel  Texas,  during  the  period 
of  the  annual  session. 


PRESIDENTS  AND  PRESIDENTS-ELECT 


Dr.  Franklin  W.  Yeager,  Dr.  May  Owen, 

Corpus  Christi,  President,  Fort  Worth,  President-Elect, 
Texas  Medical  Association.  Texas  Medical  Association. 


Hotel  Accommodations 

Hotel  and  motel  reservations  are  being  made  directly 
with  the  hotel  or  motel  of  choice.  Association  activities  are 
scheduled  at  the  Texas,  Hilton,  and  Worth  Hotels  and 
Auxiliary  events  at  the  Hilton.  A list  of  suggested  facilities 
follows : 

Hotels 

Hilton  Hotel,  601  Main,  $9.50-$12.50. 

Holiday  Inn  Hotel,  U S.  Highways  80  and  183  West,  P.  O.  Box 
12217,  $11. 

Loring  Hotel,  3101  Camp  Bowie,  $7.50-$8.50. 

Texas  Hotel,  815  Main,  $8.50-$16. 

Westbrook  Hotel,  408  Main,  $7-$9- 

Western  Hills  Hotel,  6451  Camp  Bowie,  $9  up. 

Western  Hills  Inn,  U.S.  Highway  183  and  F.M.  157,  Box  356, 
Euless,  $11  up. 

Worth  Hotel,  310  W.  Seventh,  $9.50-$ll. 
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Motels 

Caravan  Motel,  2601  Jacksboro  Highway. 

City  Center,  3520  Camp  Bowie,  $8-S9. 

Desert  Village  Motel,  6651  Camp  Bowie,  $9412. 

Downtown  Motel,  600  N.  Henderson,  $10412  (double). 
Landmark  Lodge,  7501  Bankhead  Highway,  $9- 
Park  Plaza  Motel,  1815  E.  Lancaster,  $7413.50. 

Rio  Motel,  6600  Camp  Bowie. 

Facilities  for  Negroes 

Flint  Hotel,  310  E.  Thirteenth. 

Ranch  House  Hotel,  910  Jones. 

Reservations  in  private  homes  can  be  secured  by  writing  the  Hous- 
ing Chairman,  Texas  Medical  Association  Annual  Session,  700 
Throckmorton,  Fort  Worth. 

The  local  Hotels  Committee  is  headed  by  Dr.  George  Y. 
Siddons  of  Fort  Worth,  chairman,  and  Dr.  J.  M.  Burnett 
of  Fort  Worth,  co-chairman.  A representative  will  be  on 
duty  in  the  area  of  the  Registration  Desk  during  the  session. 

Press  Room  and  TMA  Action 

A Press  Room  will  be  maintained  in  Room  332  of  Hotel 
Texas. 

Headquarters  for  TMA  Action  newsbulletin  will  be  Room 
336,  Hotel  Texas. 


President's  Party 

A dinner  followed  by  entertainment  and  dancing  honor- 
ing the  President  will  be  held  Tuesday  at  8 p.m.  at  Ridglea 
Country  Club.  Les  Elgart  and  his  Columbia  Recording  Or- 
chestra will  be  featured  with  additional  entertainment  by 
Curly  Broyles’  Dixieland  Band  and  the  Pitch  Pirates  Bar- 
bershop Quartet.  Setups  will  be  available  in  the  cocktail 
lounge  beginning  at  6:30  p.m.  Tickets  at  $7.50  each  will 
be  on  sale  near  the  Registration  Desk  in  the  lobby  of 
Hotel  Texas.  They  may  be  bought  in  advance  through  Dr. 
James  W.  Short,  811  Fifth  Avenue,  Fort  Worth. 

Association  and  Auxiliary  members  and  guests  are  invited 
to  the  President’s  Party.  Dress  is  optional. 

Past  Presidents  Association  and  Fifty  Year  Club 

The  Past  Presidents  Association  will  have  a reserved  table 
at  the  General  Meeting  Luncheon  on  Monday  and  the  Fifty 
Year  Club  a reserved  table  at  the  General  Meeting  Lunch- 
eon on  Tuesday.  Both  luncheons  will  be  at  12:30  p.m.  in 
the  Ballroom,  Hotel  Texas,  and  tickets  at  $3  each  will  be 
on  sale  near  the  Registration  Desk  in  the  lobby  of  Hotel 
Texas. 


Stenographers 

A Stenographers  Room  will  be  set  up  in  Room  331, 
Hotel  Texas.  Stenographers  will  be  furnished  for  Associa- 
tion business  upon  request  at  the  Message  Center  in  the 
Longhorn  Room,  Hotel  Texas. 


LOCATION  OF  MEETING  AND  EXHIBIT  ROOMS 


Hilton  Hotel 

Austin  Room,  third  floor. 
Continental-Terrace  Room, 
fifth  floor. 

Corrida  Club,  lobby  floor. 
Dallas  Room,  third  floor. 
Derrick-New  Orleans 
Rooms,  second  floor. 


El  Paso  Room,  third  floor. 
Petroleum  Club,  third  floor. 
Texas  Suite  (Houston,  Lub- 
bock, Midland,  and  Waco 
Rooms ) , third  floor. 


Hotel  Texas 

Ballroom,  fourteenth  floor. 
Dining  Room,  lobby  floor. 
Gold  Room,  fourteenth 
floor. 

Longhorn  Room,  second 
floor. 

Oak  Room,  second  floor. 
Parlor  R,  second  floor. 
Rooms  344-348,  third  floor. 


Rooms  359-363,  third  floor. 
Rooms  360-364,  third  floor. 
Royal  Room,  basement  level. 
Scientific  Exhibit  Hall,  across 
Commerce  Street  from  the 
hotel. 

Technical  Exhibit  Halls,  sec- 
ond and  fourteenth  floors. 
Town  Club,  basement  level. 


Worth  Hotel 

Blue  Room,  third  floor.  Tourmaline  A and  B, 

Dining  Room,  second  floor.  second  floor. 

ENTERTAINMENT 
General  Meeting  Luncheons 

The  Association  will  sponsor  two  General  Meeting 
Luncheons,  one  Monday  and  the  other  Tuesday,  both  at 
12:30  p.m.  and  both  in  the  Ballroom,  Hotel  Texas.  Mem- 
bers of  the  Association  and  Auxiliary  and  guests  are  invited. 
Tickets  will  be  required  for  admittance,  and  they  will  be 
on  sale  at  $3  each  near  the  Registration  Desk  in  the  lobby 
of  Hotel  Texas. 


Alumni  Banquets 

Alumni  banquets,  scheduled  for  6:30  p.m.  Monday  unless 
noted  otherwise,  are  being  arranged  under  the  general  direc- 
tion of  Dr.  J.  H.  Grammer  of  Fort  Worth.  Tickets  will  be 
on  sale  in  the  registration  area  in  the  lobby  of  Hotel  Texas. 
Events  planned,  together  with  the  location  and  the  Fort 
Worth  physician  in  charge,  are  as  follows: 

Baylor  University  College  of  Medicine,  Ballroom,  Hotel 
Texas,  Drs.  Frank  Cohen  and  C.  P.  Lipscomb. 

Baylor  University  Class  of  1930,  reception  5:30  p.m., 
Gold  Room,  Hotel  Texas,  Drs.  Frank  Cohen  and  C.  P. 
Lipscomb. 

Baylor  University  Class  of  1950,  reception  5:30  p.m., 
Hilton  Hotel,  Drs.  Frank  Cohen  and  C.  P.  Lipscomb. 

Medical  College  of  Virginia,  Rooms  360-364,  Hotel 
Texas,  Dr.  W.  V.  Bradshaw. 

Tulane  University  School  of  Medicine,  Blue  Room  (re- 
ception) and  Tourmaline  B (dinner),  Worth  Hotel,  Dr. 
Grant  F.  Begley. 

University  of  Arkansas,  Western  Hills  Hotel,  Drs.  Har- 
old Beasley  and  Durwood  Neal. 

University  of  Texas  Medical  Branch,  Continental-Terrace, 
Hilton  Hotel,  Dr.  J.  W.  Tottenham,  Jr. 


Fraternity  Parties  and  Women  Physicians 

Fraternity  parties  and  a party  for  women  physicians  are 
planned  for  6:30  p.m.  Tuesday,  immediately  preceding  the 
President’s  Party.  Tickets  will  be  on  sale  in  the  registration 
area  in  the  lobby  of  Hotel  Texas.  Dr.  J.  H.  Grammer  of 
Fort  Worth  is  the  general  chairman  for  these  events.  Indi- 
vidual receptions  and  the  Fort  Worth  physician  making 
arrangements  follow;  all  parties  are  at  Ridglea  Country 
Club  unless  otherwise  noted: 

Alpha  Kappa  Kappa,  Dr.  Franklin  Campbell. 

Nu  Sigma  Nu,  Dr.  Emory  Davenport. 

Phi  Beta  Pi,  Dr.  Nathan  Carpenter. 

Phi  Chi,  Dr.  Walter  Edwards. 

Phi  Rho  Sigma,  Dr.  Frank  Daugherty. 

Theta  Kappa  Psi,  Western  Hills  Hotel,  Dr.  M.  C.  Isbell. 

Women  Physicians,  Western  Hills  Hotel,  Dr.  Alice 
Gambill. 
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Sports 

Seven  sports  will  be  available  to  physicians  Tuesday 
afternoon,  and  prizes  will  be  awarded  in  all  events,  ac- 
cording to  arrangements  made  by  the  general  chairman, 
Dr.  Dolphus  E.  Compere  of  Fort  Worth.  Information  on 
the  sporting  program  will  be  available  in  the  registration 
area  in  the  lobby  of  Hotel  Texas,  but  interested  physicians 
are  invited  to  write  in  advance  to  Dr.  Compere  or  the 
Fort  Worth  physicians  listed  in  charge  of  individual  events: 

Boating,  Fort  Worth  Boat  Club,  Dr.  T.  C.  Lauder- 
dale. Racing  or  pleasure;  guest  boats  welcome. 

Bowling,  Forest  Park  Bowling  Lanes,  Dr.  Dolphus  E. 
Compere.  In  case  of  bad  weather,  all  outdoor  sports  will 
be  replaced  by  bowling. 

Golf,  Ridglea  Country  Club,  Dr.  Dolphus  E.  Compere. 

Handball,  YMCA,  Dr.  Roy  E.  Snyder. 

Sailing,  Fort  Worth  Boat  Club,  Dr.  Fred  Aurin.  Racing 
or  pleasure;  guest  boats  welcome. 

Skeet  Shooting,  Fort  Worth  Gun  Club,  Dr.  Ted  Lace. 

Tennis,  River  Crest  Country  Club,  Dr.  Harry  H. 
Womack. 

BUSINESS  ACTIVITIES 
House  of  Delegates 

The  House  of  Delegates  will  hold  its  first  meeting  Satur- 
day at  8 p.m.  in  the  Ballroom  of  Hotel  Texas.  The  House 
probably  will  reconvene  Sunday  at  8 p.m.  in  the  Ballroom 
and  again  Tuesday  at  3 p.m.  in  the  Town  Club  of  Hotel 
Texas.  The  agenda,  with  reports  and  resolutions  available 
at  press  time  and  a list  of  officers  and  committees,  are 
included  in  a Handbook  for  Delegates  and  may  be  obtained 
by  others  upon  request.  All  members  of  the  Association  may 
attend  meetings  of  the  House  but  may  not  participate  in 
discussion  or  voting  unless  designated  as  delegates. 

Reference  Committees 

Reference  Committees  will  hold  their  first  meetings  to 
consider  business  assigned  to  them  by  the  Speaker  of  the 
House  of  Delegates  at  9 a.m.  Sunday.  Additional  meetings 
will  be  at  such  other  times  as  the  chairmen  of  the  com- 
mittees find  necessary.  Meeting  places  other  than  for  the 
first  meetings  will  be  assigned  at  the  Message  Center  in 
the  Longhorn  Room  of  Hotel  Texas.  Committee  chairmen 
are  urged  to  inform  the  Message  Center  staff  when  they 
have  called  meetings  so  that  inquiries  can  be  answered. 

Any  member  of  the  Association  may  arrange  with  a refer- 
ence committee  for  appearance  in  defense  of  or  opposition 
to  items  referred  to  it  from  the  House  of  Delegates. 

Meetings  of  reference  committees  Sunday  at  9 a.m.  will 
be  held  in  Hotel  Texas  with  chairmen  as  follows: 

Reports  of  Officers  and  Committees,  Rooms  359-363,  Dr. 
William  Klingensmith,  Amarillo. 

Scientific  Work,  Parlor  R,  Dr.  Sam  Gainer,  San  Angelo. 

Legislation  and  Public  Relations,  Rooms  344-348,  Dr. 
Jack  N.  Partain,  San  Antonio. 

Medical  Service  and  Insurance,  Oak  Room,  Dr.  David 
W.  Carter,  Dallas. 

Constitution  and  By-Laws,  Ballroom,  Dr.  John  F.  Thom- 
as, Austin. 

Miscellaneous  Business,  Rooms  360-364,  Dr.  Denton 
Kerr,  Houston. 

Board  of  Trustees,  Room  532,  Dr.  R.  W.  Kimbro,  Cle- 
burne. 

Board  of  Councilors,  Room  302,  Dr.  C.  E.  Oswalt,  Jr., 
Fort  Stockton. 


Chairmen  of  reference  committees  are  asked  to  attend 
a breakfast  meeting  with  the  Speaker  of  the  House  of 
Delegates  at  7:30  a.m.  Sunday  in  Rooms  359-363  of  Hotel 
Texas  to  discuss  procedures  and  expedite  business. 

Committee  Meetings 

A number  of  Texas  Medical  Association  board,  council, 
and  committee  meetings  are  being  scheduled  during  the 
annual  session.  Those  directly  concerned  will  receive  sepa- 
rate notices. 

Blue  Cross-Blue  Shield  Luncheon 

Blue  Cross-Blue  Shield  of  Texas  will  have  a luncheon  for 
members  of  the  House  of  Delegates  on  Sunday  at  12  noon 
in  the  Ballroom  of  Hotel  Texas.  W.  R.  McBee,  executive 
director,  Dallas,  is  in  charge  of  arrangements. 

Dr.  John  B.  Reckless,  Duke  University,  Durham,  N.  C., 
will  speak  on  "Britain’s  National  Health  Insurance  Pro- 
gram.” 

ANNUAL  SESSION  COMMITTEES 

The  Council  on  Annual  Session,  which  has  coordinated 
plans  for  the  annual  session,  consists  of  Drs.  L.  Bonham 
Jones,  San  Antonio;  Mavis  P.  Kelsey,  Houston;  B.  H.  Wil- 
liams, Temple;  Herman  C.  Sehested,  Fort  Worth;  and 
Dennis  M.  Voulgaris,  Wharton;  with  Dr.  F.  W.  Yeager, 
Corpus  Christi,  and  C.  Lincoln  Williston,  Austin,  serving 
ex  officio. 

The  Committee  on  General  Arrangements  for  the  Annual 
Session,  all  members  from  Fort  Worth,  includes  Drs.  Joseph 
H.  Steger,  chairman;  William  M.  Crawford;  R.  V.  Brasher; 
R.  D.  Moreton;  Walter  B.  West;  and  May  Owen;  and 
Mrs.  William  W.  McKinney,  convention  chairman  for  the 
Woman’s  Auxiliary. 

ALSO  WATCH  FOR— 

Condensed  Program,  arranged  by  days,  to  be  distributed 
at  registration. 

Scientific  Exhibits  folder  with  exhibit  descriptions  to  be 
distributed  at  registration. 

Technical  Exhibits  folder  with  exhibit  descriptions  to  be 
distributed  at  registration. 

TMA  Action  newsbulletin  to  be  mailed  to  all  members 
before  and  after  annual  session  and  distributed  daily  at  the 
session. 

Memorial  Services  program,  with  names  of  those  paid 
tribute,  to  be  distributed  at  the  services. 

Handbook  for  Delegates,  containing  agenda  of  House  of 
Delegates,  annual  reports  of  committees,  and  officer  and 
committee  list,  to  be  mailed  to  delegates  before  annual  ses- 
sion and  available  for  distribution  at  registration.  (Officer 
and  committee  list  follows  the  annual  session  program  in 
this  Journal.) 

Woman’s  Auxiliary  Program,  containing  convention  de- 
tails, to  be  distributed  at  Auxiliary  registration  in  Fort 
Worth,  also  is  published  elsewhere  in  this  Journal. 


See 

Woman's  Auxiliary 
Convention  Program 
Pages  249-253 
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GUEST  SPEAKERS 


Dr.  W.  H.  Bickel, 
Professor  of 
Orthopedic  Surgery, 
Mayo  Foundation, 
Graduate  School, 
University  of 
Minnesota, 
Rochester,  Minn. 


Postirridation  Fractures  of  the  Neck 
of  the  Femur,  Texas  Orthopedic 
Association,  Monday,  4 p.m. 

Acute  Complications  of  Fractures, 
Refresher  Course,  Tuesday,  8:30 
a.m. 


Sponsor:  Rex  J.  Howard,  Fort  Worth. 

Co-Sponsor:  R.  A.  Murray,  Temple. 

Guest  of  Texas  Orthopedic  Association 
and  Texas  Medical  Association. 


Graduate  and  Postgraduate  Psychi- 
atric Education,  Texas  Neuropsy- 
chiatric Association,  Sunday, 
10:40  a.m. 

Studies  in  Parkinsonism;  Graphic 
Measurements  in  Tone,  Tremor, 
and  Voice,  Section  on  Neurology, 
Neurosurgery,  and  Allied  Fields 
of  Texas  Neuropsychiatric  Associ- 
ation, Sunday,  2 p.m. 

Traumatic  Disturbances  of  the  Spin- 
al Cord,  Texas  Traumatic  Surgical 
Society,  Texas  Industrial  Medical 
Association,  and  Texas  Physical 
Medicine  and  Rehabilitation  So- 
ciety, Sunday,  2:55  p.m. 

Evaluation  of  the  T ranquilizing 
Drugs,  General  Meeting,  Monday, 
10:30  a.m. 

Sponsor:  Edgar  S.  Ezell,  Fort  Worth. 
Co-Sponsor:  Stephen  Weisz,  Dallas. 

Guest  of  Texas  Neuropsychiatric 

Association  and  Texas  Medical  Association. 


Dr.  Benjamin 
Boshes, 

Chairman, 
Department  of 
Neurology  and 
Psychiatry, 
Northwestern 
University  Medical 
School,  Chicago,  111. 


Dr.  James 
Barrett  Brown, 
Professor  of 
Clinical  Surgery, 
Washington 
University  School 
of  Medicine, 
Saint  Louis,  Mo. 


Plastic  Surgical  Principles  in  Farm, 
Industrial,  and  Traffic  Accidents, 
Texas  Traumatic  Surgical  Society, 
Texas  Industrial  Medical  Associa- 
tion, and  Texas  Physical  Medicine 
and  Rehabilitation  Society,  Sun- 
day, 2:15  p.m. 

Surgical  Management  of  Radiation 
Injuries,  Section  on  Radiology, 
Monday,  2:30  p.m. 

Plastic  Surgical  Principles  in  the  Re- 
pair of  Defects  of  the  Extremities, 
Section  on  Surgery,  Monday,  3 
p.m. 

Sponsor:  John  B.  Patterson,  Fort  Worth. 
Co-Sponsor:  Dean  C.  Kipp,  Dallas. 

Guest  of  Texas  Traumatic  Surgical  Society 
and  Texas  Medical  Association. 


Electrocardiography , Refresher 
Course,  Monday,  8:30  a.m. 

Early  Recognition  of  Coronary  Dis- 
eases, General  Meeting,  Monday, 
11:30  a.m. 

Clinical  Application  of  Spatial  Vec- 
torcardiography, Section  on  Inter- 
nal Medicine,  Monday,  3 p.m. 

Sponsor:  Robert  W.  Brown,  Fort  Worth. 

Co-Sponsor:  Gates  R.  Barker,  Cleburne. 

Guest  courtesy  of  Texas  Heart  Association. 


Dr.  George  E. 
Burch, 

Henderson  Professor 
and  Chairman, 
Department  of 
Medicine,  Tulane 
University  School 
of  Medicine, 
New  Orleans,  La. 


Management  of  Diaphragmatic  Her- 
nia, Section  on  General  Practice, 
Monday,  2:30  p.m. 

Routine  Radical  Mastectomy  Fol- 
lowed by  X-Ray  Therapy  When 
Indicated,  Section  on  Surgery, 
Monday,  4 p.m. 

Carcinoma  of  the  Lung,  Section  on 
Surgery,  Tuesday,  3 p.m. 

DR.  O.  THERON  Sponsor:  Burgess  Sealy,  Fort  Worth. 

CLAGETT, 

Head  of  Section,  Co-Sponsor:  John  F.  Thomas,  Austin. 

Division  of  Surgery,  Guest  of  Texas  Medical  Association. 
Mayo  Clinic, 

Rochester,  Minn. 


Carotid  Artery  Disease  with  Empha- 
sis on  Ophthalmodynamometry , 
Refresher  Course,  Monday,  8:30 
a.m. 

Simplified  Dacryocystorhinostomy, 
Section  on  Eye,  Ear,  Nose,  and 
Throat,  Monday,  4:20  p.m. 

Cyclodiathermy,  Texas  Ophthalmo- 
logical  Association,  Tuesday,  11 
a.m. 


Sponsor:  Joe  L.  Bussey,  Fort  Worth. 

Co-Sponsor:  Alfred  A.  Nisbet, 
San  Antonio. 

Guest  of  Texas  Medical  Association. 


Dr.  Frank  H. 
CONSTANTINE, 
Director  of 
Ophthalmic  Surgery, 
Manhattan  Eye,  Ear 
and  Throat  Hospital, 
New  York,  N.  Y. 


Plan  to  Visit 

Scientific  Exhibits 
Technical  Exhibits 

Exhibit  Halls  Open 
Beginning  Sunday  Afternoon 
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Dr.  William 
Dameshek, 
Professor  of 
Medicine,  Tufts 
University  School 
of  Medicine, 
Boston,  Mass. 


The  Present  Status  of  Bone  Marrow 
Transplantation,  Section  on  Inter- 
nal Medicine,  Monday,  3:30  p.m. 

Panel  Discussion:  Treatment  of  Leu- 
kemias, Section  on  Internal  Medi- 
cine, Monday,  4:30  p.m. 

The  Differential  Diagnosis  of  the 
Anemias,  General  Meeting,  Tues- 
day, 10  a.m. 

Panel  Discussion : Autoimmunization 
and  Leukemia;  Possible  Relation- 
ship, Section  on  Pathology,  Tues- 
day, 3:15  p.m. 

Sponsor:  E.  Richard  Halden,  Fort  Worth. 

Co-Sponsor:  Winfrey  W.  Goldman,  Jr., 
Arlington. 

Guest  of  Texas  Medical  Association. 


Radiotherapy  in  Selected  Lesions  of 
the  Head  and  Neck,  Refresher 
Course,  Monday,  8:30  a.m. 

An  Improved  Method  for  the  Diag- 
nosis of  Solitary  Pulmonary  Nod- 
ules, Section  on  Radiology,  Mon- 
day, 3:30  p.m. 

Simple  Mastectomy  Followed  by 
Radiation  in  Cancer  of  the  Breast, 
Section  on  Surgery,  Monday,  4:30 
p.m. 

Sponsor:  Robert  D.  Moreton,  Fort  Worth. 

Co-Sponsor:  Frederick  J.  Bonte,  Dallas. 
Guest  of  Texas  Medical  Association. 


Dr.  L.  Henry 
Garland, 
Clinical  Professor  of 
Radiology,  Stanford 
University  Medical 
School, 

San  Francisco,  Calif. 


Dr.  Sydney  S. 

Gellis, 
Professor  and 
Chairman, 
Department  of 
Pediatrics,  Boston 
University  School 
of  Medicine, 
Boston,  Mass. 


Odd-Looking  Children,  General 
Meeting,  Monday,  10  a.m. 
Lipodystrophy,  Section  on  Pediatrics, 
Monday,  2:30  p.m. 

Clinical  Use  of  Gamma  Globulin, 
Section  on  General  Practice,  Mon- 
day, 4 p.m. 

Sponsor:  Stephen  G.  Maddox,  Jr., 

Fort  Worth. 

Co-Sponsor:  W.  Pierre  Robert,  Beaumont. 
Guest  of  Texas  Medical  Association. 


Recent  Advances  in  Gynecology  and 
Obstetrics,  Refresher  Course,  Mon- 
day, 8:30  a.m. 

The  Diagnosis  and  Management  of 
Pelvic  Endometriosis,  Section  on 
General  Practice,  Tuesday,  2:30 
p.m. 

Hysterectomy — Normal  Uterus,  Sec- 
tion on  Obstetrics  and  Gynecol- 
ogy, Tuesday,  4 p.m. 

Sponsor:  Dalton  C.  Hartnett,  Fort  Worth. 

Co-Sponsor:  James  H.  Sammons, 
Highlands. 

Guest  of  Texas  Medical  Association. 


Dr.  Joseph  A. 
Hardy, 
Director, 
Department  of 
Gynecology  and 
Obstetrics,  Saint 
Louis  University 
School  of  Medicine, 
Saint  Louis,  Mo. 


Dr.  Edward  O. 
Harper, 

Associate  Professor, 
Department  of 
Psychiatry,  Western 
Reserve  University, 
School  of  Medicine, 
Cleveland,  Ohio. 


Prolonged  Narcosis  in  Certain  Psy- 
chosomatic Disorders;  A Prelimi- 
nary Report,  Texas  Neuropsychi- 
atric Association,  Sunday,  10:10 
a.m. 

Psychological  Problems  in  Adoles- 
cence, Refresher  Course,  Tuesday, 
8:30  a.m. 

U nderstanding  the  Adolescent,  Sec- 
tion on  Pediatrics,  Tuesday,  2:30 
p.m. 

Sponsor:  Bruce  H.  Beard,  Fort  Worth. 

Co-Sponsor:  Howard  M.  Burkett,  Dallas. 

Guesr  of  Texas  Neuropsychiatric 
Association  and  Texas  Pediatric  Society. 


Epidemiology  in  Cancer  Control, 
General  Meeting  Luncheon,  Mon- 
day, 12:30  p.m. 

Sponsor:  John  J.  Andujar,  Fort  Worth. 

Co-Sponsor:  David  A.  Todd,  San  Antonio. 

Guest  courtesy  of  National  Institutes 
of  Health. 


Dr.  J.  R.  Heller, 
Director,  National 
Cancer  Institute, 
Bethesda,  Md. 


TAKE  IN  A RELATED  SOCIETY  PROGRAM  WHILE  AT  ANNUAL  SESSION 
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Dr.  Peter  C. 
Kronfeld, 
Professor  of 
Ophthalmology  and 
Head  of 
Department  of 
Ophthalmology, 
University  of 
Illinois, 
Chicago,  111. 


New  Drugs  in  Ophthalmology,.  Tex- 
as Ophthalmological  Association, 
Monday,  11  a.m. 

The  Surgical  Treatment  of  Retinal 
Detachment:  Current  Techniques, 
Refresher  Course,  Tuesday,  8:30 
a.m. 

Modern  Concepts  of  Glaucoma,  Sec- 
tion on  Eye,  Ear,  Nose,  and 
Throat,  Tuesday,  2:30  p.m. 

Sponsor:  Harold  Beasley,  Fort  Worth. 

Co-Sponsor:  Henry  N.  Ricci,  San  Angelo. 

Guest  of  Texas  Ophthalmological 

Association  and  Texas  Medical  Association. 


Treatment  of  Musculotendinous  In- 
juries to  the  Athlete,  Texas  Soci- 
ety of  Athletic  Team  Physicians, 
Saturday,  2:20  p.m. 

Treatment  of  Injuries  About  the 
Ankle,  Refresher  Course,  Monday, 
8:30  a.m. 

Surgical  Treatment  of  Ligament  In- 
juries to  the  Knee,  Texas  Ortho- 
pedic Association,  Monday,  11 
a.m. 


Sponsor:  Louis  J.  Levy,  Fort  Worth. 

Co-Sponsor:  Charles  F.  Gregory,  Dallas. 

Guest  of  Texas  Society  of  Athletic  Team 
Physicians  and  Texas  Medical  Association. 


Dr.  Don  H. 
O'Donoghue, 
Professor  of 
Orthopaedic  Surgery 
and  Fractures, 
University  of 
Oklahoma  Medical 
School,  Oklahoma 
City,  Okla. 


Current  Concepts  in  the  Manage- 
ment of  Diverticulosis  of  the 
Colon,  Texas  Society  of  Gastro- 
enterologists and  Proctologists, 
Sunday,  3 p.m. 

Regional  'Enteritis  and  Presentation 
of  Cases,  General  Meeting,  Tues- 
day, 10:30  a.m. 

Recent  Therapeutic  Advances  in 
Gastroenterology,  Section  on  In- 
ternal Medicine,  Tuesday,  4 p.m. 

Sponsor:  Charles  Robinson,  Fort  Worth. 
Co-Sponsor:  John  W.  Fisher,  Dallas. 

Guest  of  Texas  Society  of 
Gastroenterologists  and  Proctologists 
and  Texas  Medical  Association. 


Dr.  Gordon 
McHardy, 
Clinical  Professor 
of  Medicine, 
Louisiana  State 
University  School 
of  Medicine, 
New  Orleans,  La. 


Dr.  Russell 
Meyers, 

Professor  of  Surgery 
and  Chairman, 
Division  of 
Neurosurgery,  State 
University  of  Iowa, 
Iowa  City,  Iowa. 


On  the  Nosologic  Dichotomy  Be- 
tween Organic  and  Function- 
al Diseases,  Section  on  Neurol- 
ogy, Neurosurgery,  and  Allied 
Fields  of  Texas  Neuropsychiatric 
Association,  Sunday,  2 p.m. 

Uses  and  Potentials  of  Ultrasonics 
in  Surgery  and  the  Surgical  Spe- 
cialties, Refresher  Course,  Mon- 
day, 8:30  a.m. 

Neurosurgical  Measures  of  Value  in 
Cerebral  Palsy,  General  Meeting, 
Monday,  11  a.m. 

Sponsor:  Frederick  C.  Rehfeldt, 

Fort  Worth. 

Co-Sponsor:  Charles  M.  Wilson,  Dallas. 

Guest  courtesy  of  United  Cerebral  Palsy 
of  Texas,  Inc. 


Address,  General  Meeting  Luncheon, 
Tuesday,  12:30  p.m. 

Sponsor:  Walter  B.  West,  Fort  Worth. 
Co-Sponsor:  Lester  H.  Quinn,  Dallas. 


Dr.  Louis  M.  Orr, 
President,  American 
Medical  Association, 
Orlando,  Fla. 


Guest  courtesy  of  American  Medical 
Association. 


Panel  Discussion:  The  Interpretation 
of  Cervical  Epithelial  Atypias  in 
the  Pregnant  and  Nonpregnant 
Patient,  Section  on  Pathology, 
Monday,  3 p.m. 

Abnormalities  of  the  Uterine  Cervix 
in  Pregnancy,  Section  on  Obstet- 
rics and  Gynecology,  Monday,  4 
p.m. 

A Logical  Approach  to  Abnormal 
Uterine  Bleeding,  General  Meet- 
ing, Tuesday,  1 1 a.m. 

Cone  Biopsy  and  Cytologic  Smear  in 
the  Management  of  Cervical  Car- 
cinoma, Section  on  General  Prac- 
tice, Tuesday,  3:30  p.m. 

Sponsor:  James  G.  Stouffer,  Fort  Worth. 

Co-Sponsor:  Jack  A.  Pritchard,  Dallas. 
Guest  of  Texas  Medical  Association. 


Dr.  Ben  M. 
Peckham, 
Professor  and 
Chairman, 
Department  of 
Gynecology  and 
Obstetrics, 
University  of 
Wisconsin  Medical 
School, 

Madison,  Wis. 


WATCH  FOR  FURTHER  ANNUAL  SESSION  INFORMATION  BY  MAIL 
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Dr.  Eugene  P. 
Pendergrass, 
Professor  of 
Radiology,  School 
of  Medicine  and 
Graduate  School  of 
Medicine, 
University  of 
Pennsylvania, 
Philadelphia,  Pa. 


Roentgen  Diagnosis  of  Carcinoma  of 
the  Lung , General  Meeting,  Tues- 
day, 11:30  a.m. 

The  Role  of  the  Radiologist  in  the 
Diagnosis  of  Carcinoma  of  the 
Colon,  Section  on  Surgery,  Tues- 
day, 2 : 30  p.m. 

Sponsor:  W.  H.  Neil,  Fort  Worth. 

Co-Sponsor:  Glenn  D.  Carlson,  Dallas. 

Guest  courtesy  of  Texas  Division, 
American  Cancer  Society. 


Current  Developments  in  Public 
Health , Texas  Association  of  Pub- 
lic Health  Physicians,  Sunday, 
6:30  p.m. 

New  Information  on  the  Problem  of 
Chronic  Disability,  Section  on 
Public  Health,  Monday,  2:30  p.m. 

Medical  Implications  of  Health  Haz- 
ards in  Our  Environment,  Confer- 
ence of  City  and  County  Health 
Officers,  Tuesday,  2:30  p.m. 

Sponsor:  W.  V.  Bradshaw,  Jr., 

Fort  Worth. 

Co-Sponsor:  J.  E.  Peavy,  Austin. 

Guest  of  Conference  of  City  and  County 

Health  Officers  and  Texas  Medical 
Association. 


Dr.  John  D. 
Porterfield, 
Deputy  Surgeon 
General  of  the 
United  States 
Public  Health 
Service, 

Washington,  D.  C. 


Dr.  Mark  M. 
Ravitch, 
Associate  Professor 
of  Surgery,  Johns 
Hopkins  University, 
Baltimore,  Md. 


Thoracic  Deformities  in  Relation  to 
Cardiac  Disease,  Texas  Chapter, 
American  College  of  Chest  Physi- 
cians, Sunday,  2 p.m. 

Indications  for  Correction  of  Tho- 
racic Deformities  in  Infants  and 
Children,  Section  on  Pediatrics, 
Monday,  3:10  p.m. 

Neonatal  Emergencies,  Refresher 
Course,  Tuesday,  8:30  a.m. 

The  Operations  for  Inguinal  Hernia, 
Section  on  General  Practice,  Tues- 
day, 4 p.m. 

Sponsor:  Robert  D.  Bickel,  Fort  Worth. 

Co-Sponsor:  J.  Warner  Duckett,  Dallas. 

Guest  courtesy  of  Texas  Division, 
American  Cancer  Society. 


The  Importance  of  Cytology  in  Cer- 
vical Cancer  in  Relation  to  Cell 
Type,  Section  on  Pathology,  Mon- 
day, 2:30  p.m. 

Pathology  of  the  Uterine  Cervix  in 
Pregnancy,  Section  on  Obstetrics 
and  Gynecology,  Monday,  3:30 
p.m. 

A Reevaluation  of  the  Cervical  Bi- 
opsy Technique,  Refresher  Course, 
Tuesday,  8:30  a.m. 

Experimental  Carcinogenesis  in  the 
Mouse  Cervix,  Section  on  Pathol- 
ogy, Tuesday,  2:30  p.m. 

Sponsor:  John  L.  Wallace,  Jr., 

Fort  Worth. 

Co-Sponsor:  Charles  T.  Ashworth,  Dallas. 
Guest  of  Texas  Medical  Association. 


Dr.  James  W. 
Reagan, 
Professor  of 
Pathology,  Western 
Reserve  University, 
Cleveland,  Ohio. 


Fenestration  of  the  Oval  Window, 
Texas  Otolaryngological  Associa- 
tion, Monday,  10  a.m. 

Myringoplasty  and  Tympanoplasty 
with  Vein  Graft  Closure  of  the 
Ear  Drum  Perforation,  Texas  Oto- 
laryngological Association,  Mon- 
day, 11:15  a.m. 

Sponsor:  W.  P.  Anthony,  Jr.,  Fort  Worth. 


Dr.  John  J. 
Shea,  Jr., 
Otolaryngologist, 
Memphis,  Tenn. 


Co-Sponsor:  J.  L.  Turner,  Odessa. 

Guest  of  Texas  Otolaryngological 
Association  and  Texas  Medical  Association. 


Anesthetics  and  Adrenal  F unction, 
Texas  Society  of  Anesthesiologists, 
Sunday,  10:30  a.m. 

Present  Status  of  Hypothermia, 
Texas  Society  of  Anesthesiologists, 
Sunday,  1:30  p.m. 

Effects  of  Anesthetics  on  Circulation 
and  Respiration,  Refresher  Course, 
Tuesday,  8:30  a.m. 

Effects  of  Anesthetics  and  Drugs  on 
Coronary  Blood  Flow,  Section  on 
Internal  Medicine,  Tuesday,  4:30 
p.m. 

Sponsor:  A.  N.  Heinrichs,  Fort  Worth. 

Co-Sponsor:  David  O.  Johnson,  Austin. 

Guest  of  Texas  Society  of  Anesthesiologists 
and  Texas  Medical  Association. 


Dr.  Leroy  D. 
Vandam, 

Clinical  Professor  of 
Anesthesia, 
Harvard  Medical 
School, 
Boston,  Mass. 


SEE  HOTEL  RESERVATION  CARD  ON  INSERT  OPPOSITE  PAGE  252 
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Dr.  J.  Walter 
Wilson, 
Clinical  Professor 
of  Medicine 
(Dermatology) , 
University  of 
Southern  California, 
Los  Angeles,  Calif. 


The  Diagnosis  and  Treatment  of 
Fungous  Diseases,  Refresher 
Course,  Monday,  8:30  a.m. 
Immunologic  Aspects  of  Fungous 
Diseases,  Texas  Dermatological 
Society,  Monday,  10  a.m. 

Sponsor:  Edmund  N.  Walsh,  Fort  Worth. 

Guest  of  Texas  Dermatological  Society 
and  Texas  Medical  Association. 


Differential  Diagnosis  of  Masses  of 
the  Neck,  Refresher  Course,  Mon- 
day, 8:30  a.m. 

Widefield  Laryngectomy,  Texas  Oto- 
laryngological  Association,  Mon- 
day, 12  noon. 

Functional  Hearing  Losses,  Section 
on  Eye,  Ear,  Nose,  and  Throat, 
Monday,  3 pm. 

Sponsor:  William  Skokan,  Fort  Worth. 

Co-Sponsor:  E.  A.  Blackburn,  Jr., 
Houston. 

Guest  of  Texas  Otolaryngological 

Association  and  Texas  Medical  Association. 


Dr.  Walter  P. 
Work, 

Associate  Clinical 
Professor,  Stanford 
University  School 
of  Medicine, 

San  Francisco,  Calif. 


SPECIAL  SPEAKERS 


ROYCE  L.  ASHCRAFT,  Director,  Division  of  Hospital  Li- 
censing, State  Department  of  Health,  Austin. 

The  New  Hospital  Licensing  Program. 

Conference  of  City  and  County  Health  Officers,  Tuesday, 
3:30  p.m. 

Dr.  M.  BLASHY,  Director  of  Vocational  Rehabilitation, 
Veterans  Administration  Center,  Temple. 

Vocational  Rehabilitation  of  the  Aged. 

Texas  Society  on  Aging,  Tuesday,  2:15  p.m. 

Paul  H.  Boatman,  Chief,  Air  Traffic  Control  Division, 
Federal  Aviation  Agency,  Fort  Worth. 

Air  Traffic  Control. 

Texas  Air-Medics  Association,  Sunday,  3:30  p.m. 

W.  H.  BRUBAKER,  Flight  Standards  Division,  Federal  Avi- 
ation Agency,  Region  2,  Fort  Worth. 

Flight  Standards. 

Texas  Air-Medics  Association,  Monday,  1:30  p.m. 

Federal  Aviation  Agency  Forum. 

Texas  Air-Medics  Association,  Monday,  2 p.m. 


Dr.  George  F.  Cahill,  Jr.,  Director,  Endocrine  Metabolic 
Unit,  Peter  Bent  Brigham  Hospital,  Boston,  Mass. 

Adipose  Tissue,  Its  Relationship  to  Diabetes. 

Texas  Diabetes  Association,  Sunday,  10:15  a.m. 

Panel  Discussion. 

Texas  Diabetes  Association,  Sunday,  1:15  p.m. 

Experiments  on  the  Use  of  Other  Sugars,  Such  as  Man- 
nose, in  Diabetes  Mellitus. 

Texas  Diabetes  Association,  Sunday,  3:30  p.m. 

George  R.  Clark,  Investigator  in  Charge,  Civil  Aviation 
Board,  Fort  Worth. 

Civil  Aviation  Board  Accident  Investigation. 

Texas  Air-Medics  Association,  Sunday,  2:30  p.m. 

L.  C.  ELLIOTT,  Regional  Manager,  Federal  Aviation  Agency, 
Region  2,  Fort  Worth. 

Welcome  Address. 

Texas  Air-Medics  Association,  Sunday,  10:30  a.m. 

Dr.  James  L.  Goddard,  Civil  Air  Surgeon,  Federal  Avia- 
tion Agency,  Washington,  D.  C. 

Federal  Aviation  Agency’s  Medical  Program. 

Texas  Air-Medics  Association,  Sunday,  1:30  p.m. 

Dr.  Lewis  Gunther,  Regional  Flight  Surgeon,  Federal 
Aviation  Agency,  Region  4,  Los  Angeles,  Calif. 

The  A-B-C’s  of  Spatial  Vectorcardiography. 

Texas  Air-Medics  Association,  Sunday,  2 p.m. 

William  B.  Heroy,  Sc.D.,  Geotechnical  Corporation,  Dal- 
las. 

Problems  Associated  with  Disposal  of  High-Level  Radio- 
active Wastes  in  Deep  Geologic  Formations — Natural 
Salt  Formations. 

Symposium  on  Nuclear  Medicine,  Sunday,  4:30  p.m. 

JOHN  S.  Hunter,  Regional  Attorney,  Federal  Aviation 
Agency,  Region  2,  Fort  Worth. 

Legal  Aspects. 

Texas  Air-Medics  Association,  Monday,  11  a.m. 

Federal  Aviation  Agency  Forum. 

Texas  Air-Medics  Association,  Monday,  2 p.m. 

Hardin  B.  Jones,  Ph.D.,  Associate  Director,  Donner  Lab- 
oratory, University  of  California  Radiation  Laboratory, 
Berkeley,  Calif. 

Problems  Arising  from  Fallout  from  a Russian  Nuclear 
Detonation  on  Berkeley,  Calif.,  in  March,  1958. 

Symposium  on  Nuclear  Medicine,  Sunday,  3:05  p.m. 

Jack  S.  Krohmer,  M.A.,  Assistant  Professor  of  Radiology, 
University  of  Texas  Southwestern  Medical  School,  Dal- 
las. 

Scintillation  Scanning  of  the  Liver. 

Section  on  Radiology,  Monday,  3 p.m. 

Panel  Discussion:  Carcinoma  of  the  Esophagus. 

Section  on  Radiology,  Tuesday,  3:30  p.m. 

Dr.  Wright  H.  Langham,  Biomedical  Research  Group, 
Los  Alamos  Scientific  Laboratory,  Los  Alamos,  N.  Mex. 

Fallout — Is  It  a Hazard  to  Man? 

Symposium  on  Nuclear  Medicine,  Sunday,  2 p.m. 

Dr.  Jack  Lapides,  Associate  Professor  of  Surgery,  Depart- 
ment of  Urology,  University  Medical  Center,  Ann 
Arbor,  Mich. 

Effects  of  General  Anesthesia  on  Renal  Functions. 

Texas  Society  of  Anesthesiologists,  Sunday,  9 a.m. 
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Dr.  Louis  W.  Lewis,  Assistant  Professor  of  Anesthesia, 
University  of  California  School  of  Medicine,  San  Fran- 
cisco, Calif. 

Effects  of  General  Anesthesia  on  Renal  Functions. 

Texas  Society  of  Anesthesiologists,  Sunday,  9 a.m. 

Joseph  A.  Lieberman,  Dr.  Eng.,  Division  of  Reactor  De- 
velopment, United  States  Atomic  Energy  Commission, 
Washington,  D.  C. 

The  Problem  of  Radioactive  Waste — Present  and  Future. 

Symposium  on  Nuclear  Medicine,  Sunday,  3:50  p.m. 

Frank  PASCHAL,  Health  Physics  Department,  Convair, 
Fort  Worth. 

Radioactive  Liquid  Waste  at  Convair,  Division  of  General 
Dynamics,  Fort  Worth. 

Symposium  on  Nuclear  Medicine,  Sunday,  4:50  p.m. 

A.  B.  Rich,  D.V.M.,  Director,  Division  of  Veterinary  Pub- 
lic Health,  State  Department  of  Health,  Austin. 

The  Municipal  and  State  Cooperative  Meat  Inspection 
Program. 

Conference  of  City  and  County  Health  Officers,  Tuesday, 
4 p.m. 

Dr.  James  S.  Robertson,  Medical  Physics  Division, 
Brookhaven  National  Laboratory,  Upton,  N.  Y. 

Radioactive  Fallout  on  Marshallese  and  Japanese  Fisher- 
men— Five  Year  Follow-Up. 

Symposium  on  Nuclear  Medicine,  Sunday,  2:40  p.m. 

Charles  A.  Smith,  Deputy  Regional  Attorney,  Federal 
Aviation  Agency,  Region  2,  Fort  Worth. 

Legal  Problems  Associated  with  Certification  of  Airmen. 

Texas  Air-Medics  Association,  Monday,  11:30  a.m. 

Federal  Aviation  Agency  Forum. 

Texas  Air-Medics  Association,  Monday,  2 p.m. 

Dr.  Frederick  C.  Swartz,  Chairman,  Committee  on  Ag- 
ing, American  Medical  Association,  Lansing,  Mich. 

American  Medicine  and  Its  Responsibilities  in  the  Care 
of  the  Aged. 

University  of  Texas  Postgraduate  School  of  Medicine 
Conference,  Wednesday,  9:15  a.m. 

Lt.  Col.  Wilfred  T.  Tumbusch,  Chief  of  the  Clinical 
Division  of  the  Surgical  Research  Unit  Burn  Team, 
Brooke  General  Hospital,  Fort  Sam  Houston. 

Symposium  on  Burns:  Wound  Care  and  Burns  of  the 
Eland. 

Texas  Traumatic  Surgical  Society,  Texas  Industrial  Medi- 
cal Association,  and  Texas  Physical  Medicine  and  Re- 
habilitation Society,  Sunday,  10  and  11:15  a.m. 

Col.  Edward  H.  Vogel,  Jr.,  Chief  of  the  Surgical  Re- 
search Unit  Burn  Team,  Brooke  General  Hospital, 
Fort  Sam  Houston. 

Symposium  on  Burns:  Resuscitation  and  Infection. 

Texas  Traumatic  Surgical  Society,  Texas  Industrial  Medi- 
cal Association,  and  Texas  Physical  Medicine  and  Re- 
habilitation Society,  Sunday,  9:30  and  10:45  a.m. 

STERLING  Ward,  Air  Carrier  Safety  Division,  Federal 
Aviation  Agency,  Region  2,  Fort  Worth. 

Jet  Airplanes. 

Texas  Air-Medics  Association,  Sunday,  3 p.m. 

Federal  Aviation  Agency  Forum. 

Texas  Air-Medics  Association,  Monday,  2 p.m. 


DR.  Wallace  M.  Yater,  Yater  Clinic,  Washington,  D.  C. 
Outlook  for  the  Postmyocardial  Infarction  Patient. 
University  of  Texas  Postgraduate  School  of  Medicine 
Conference,  Wednesday,  10:30  a.m. 

Peripheral  Vascular  Disease. 

University  of  Texas  Postgraduate  School  of  Medicine 
Conference,  Wednesday,  11:10  a.m. 


MEMORIAL  SERVICES 

Sunday,  April  10,  5:00  p.m. 

Continental-Terrace,  Hilton  Hotel 

Joseph  F.  McVeigh,  Fort  Worth,  Chairman, 

Mrs.  Guy  E.  Knolle,  Houston,  Co-Chairman, 
Committees  on  Memorial  Services,  Presiding. 

1.  Organ  Prelude.  Feliks  Gwozdz,  Fort  Worth. 

2.  Invocation.  ROBERT  Earnest  NAYLOR,  D.D., 

Fort  Worth,  President, 

Baptist  Theological  Seminary. 

3.  Special  Music.  BAPTIST  HOUR  CHOIR. 

4.  Memorial  Address  for  Deceased  Physicians. 

Milford  O.  Rouse,  Dallas. 

5.  Memorial  Address  for  Deceased  Members  of  the 
Woman’s  Auxiliary.  Mrs.  John  King  Glen,  Houston. 

6.  Benediction.  Dr.  Naylor. 

7.  Lord’s  Prayer.  MISS  Joe  Ann  SHELTON,  Director, 

Baptist  Hour  Choir. 

8.  Organ  Postlude.  Dr.  GWOZDZ. 


GENERAL  MEETINGS 

Monday,  April  11,  10:00  a.m. 

Ballroom,  Hotel  Texas 

F.  W.  Yeager,  Corpus  Christi,  President,  Presiding. 

1.  (10:00)  Odd-Looking  Children. 

Sydney  S.  Gellis,  Boston,  Mass. 

There  is  a fairly  large  group  of  conditions  in  childhood  which 
are  diagnosable  by  the  facial  appearance  alone.  In  some,  the  odd 
appearance  is  diagnostic  of  a systemic  disorder.  This  talk  will  pre- 
sent a number  of  such  children  by  means  of  lantern  slides  and  will 
discuss  in  detail  the  diagnostic  features  and  their  significance,  treat- 
ment, and  prognosis. 

2.  (10:30)  Evaluation  of  the  T ranquilizin g Drugs. 

Benjamin  Boshes,  Chicago,  111. 

3.  (11:00)  Neurosurgical  Measures  of  Value  in  Cere- 

bral Palsy. 

Russell  Meyers,  Iowa  City,  Iowa. 

Certain  manifestations  of  cerebral  palsy  are  at  present  susceptible 
of  neurosurgical  alleviation.  These  include  spasticity,  rigidity,  hyper- 
kinesia (choreatic,  athetotic,  dystonic,  ballistic,  and  tremor),  con- 
vulsions, and  antisocial  behavior  disorders.  Peripheral  operations 
embrace  all  neurectomies  and  rhizotomies.  Central  operations  em- 
brace extirpations  and/or  sections  of  cerebral  cortex,  corticofugal 
pathways  in  the  capsule,  peduncles,  and  spinal  cord,  and  certain 
nuclei  and  tracts  in  the  basal  ganglionic  and  pretectal  regions,  in- 
cluding the  dorsal  thalamus.  Indications,  contraindications,  compli- 
cations, and  sequelae  will  be  discussed. 
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4.  (11:30)  Early  Recognition  of  Coronary  Diseases. 

George  E.  Burch,  New  Orleans,  La. 


Tuesday,  April  12,  12:30  p.m. 
Ballroom,  Hotel  Texas 


Coronary  disease  with  associated  ischemic  heart  disease  is  one 
of  the  major  diseases  of  man.  Early  recognition  is  necessary  for 
most  effective  treatment  and  for  the  prevention  of  some  of  the 
serious  complications  such  as  myocardial  infarction,  angina  pectoris, 
and  congestive  heart  failure.  The  finer  points  of  early  diagnostic 
recognition  of  coronary  disease  and  differential  diagnoses  will  be 
discussed,  including  the  use  of  the  electrocardiogram. 

Tuesday,  April  12,  10:00  a.m. 

Ballroom,  Hotel  Texas 

F.  W.  Yeager,  Corpus  Christi,  President,  Presiding. 

1.  (10:00)  The  Differential  Diagnosis  of  the  Anemias. 

WILLIAM  Dameshek,  Boston,  Mass. 

2.  (10:30)  Regional  Enteritis  and  Presentation  of  Cases. 

Gordon  McHardy,  New  Orleans,  La. 

Regional  enteritis  is  relatively  infrequent.  Pathology  is  essentially 
that  of  obstructive  lymphedema.  Clinical  manifestations  may  present 
as  an  acute  abdomen,  chronic  ulcerative  colitis,  chronic  partial  in- 
testinal obstruction,  fever  of  undetermined  origin,  gastrointestinal 
neurosis,  blind-loop  syndrome,  or  complications  of  other  conditions. 
Newer  therapy  has  included  antimicrobial  agents,  steroids,  and  radi- 
ation. A controversy  exists  between  the  resectionist  and  surgeons 
who  wish  to  shunt,  with  recent  recognition  of  increased  frequency 
of  malignancy  supporting  the  resectionist. 

3.  (11:00)  A Logical  Approach  to  Abnormal  Uterine 

Bleeding. 

Ben  M.  Peckham,  Madison,  Wis. 

Patients  exhibiting  abnormal  uterine  bleeding  can  generally  be 
divided  into  two  groups:  (1)  etiology  is  clear  and  management  is 
that  of  the  underlying  cause;  ( 2 ) etiology  is  obscure  and  manage- 
ment is  empiric  or  on  theoretical  grounds.  In  the  first  group,  the 
cause  of  abnormal  bleeding  can  be  tracked  down  in  almost  every 
instance.  The  most  serious  cause,  malignancy,  can  be  detected  and 
treated.  In  the  second  group  (dysfunctional  endocrinopathies)  the 
basic  etiology  usually  is  obscure.  A simple  approach  to  diagnosis  and 
management  of  both  groups  will  be  presented. 

4.  (11:30)  Roentgen  Diagnosis  of  Carcinoma  of  the 

Lung. 

Eugene  P.  Pendergrass,  Philadelphia,  Pa. 


GENERAL  MEETING  LUNCHEONS 


F.  W.  Yeager,  Corpus  Christi,  President,  Presiding. 

1.  (12:30)  Luncheon. 

Invocation. 

Introductions: 

Registrants  for  Orientation  Program. 
Fifty  Year  Club. 

Civic  Guests. 


2.  (1:15)  Presentation  of  Anson  Jones  Award  for  Lay 

Medical  Reporting. 

Joe  R.  Donaldson,  Pampa, 
Chairman,  Council  on  Public  Relations 
and  Public  Service. 

3.  (1:20)  Announcement  of  Scientific  Exhibits 

Awards. 


4.  (1:25) 


Address  of  President,  American  Medical  As- 
sociation. 

Louis  M.  Orr,  Orlando,  Fla. 


REFRESHER  COURSES 

The  refresher  course  program  for  the  I960  annual  ses- 
sion will  include  14  courses,  each  consisting  of  an  hour 
of  lecture  plus  15  minutes  of  questions  and  answers.  The 
courses,  to  be  presented  by  out-of-state  medical  leaders,  are 
primarily  for  the  benefit  of  physicians  doing  general  prac- 
tice, but  also  are  of  value  to  specialists.  Category  II  (in- 
formal) hour-for-hour  credit  will  be  granted  by  the  Texas 
Academy  of  General  Practice  for  each  course. 

The  schedule  runs  from  8:30  to  9:45  a.m.,  Monday  and 
Tuesday,  April  11-12,  each  course  being  complete  in  a 
single  day.  Complimentary  coffee  will  be  served  from  7:45 
to  8:15  a.m.  at  Hotel  Texas.  No  tickets  will  be  required 
for  attendance  at  courses. 

Following  is  the  list  of  courses  and  instructors,  together 
with  room  assignments: 


Monday,  April  11,  12:30  p.m. 

Ballroom,  Hotel  Texas 

F.  W.  Yeager,  Corpus  Christi,  President,  Presiding. 

1.  (12:30)  Luncheon. 

Invocation. 

Introductions: 

General  Practitioner  of  the  Year. 

Dr.  Joseph  H.  Steger,  Fort  Worth, 
Chairman,  Committee  on  General  Ar- 
rangements. 

Past  Presidents  Association. 

2.  (1:20)  Epidemiology  in  Cancer  Control. 

J.  R.  Heller,  Bethesda,  Md. 

Epidemiological  research  can  assess  the  efficacy  of  cancer  control 
measures  and  identify  ways  in  which  they  may  be  improved.  Sta- 
tistical studies  provide  information  on  environmental  cancer  hazards, 
many  of  which  can  be  eliminated  or  minimized.  Full  scale  applica- 
tion of  the  cytologic  test  for  asymptomatic  carcinoma  of  the  uterine 
cervix  among  adult  females  would  drastically  reduce  mortality  from 
this  form  of  cancer.  The  survival  rate  of  cancer  patients  is  rising, 
largely  as  a result  of  improvement  of  therapy,  and  complete  applica- 
tion of  available  diagnostic  and  therapeutic  measures  could  increase 
the  survival  rate  another  50  per  cent. 


MONDAY,  APRIL  11,  8:30  to  9:45  a.m. 

1.  Electrocardiography. 

George  E.  Burch,  New  Orleans,  La. 
(Dining  Room,  Hotel  Texas.) 

Practical  clinical  applications  of  electrocardiography  will  be  pre- 
sented in  an  informal  fashion.  Electrocardiographic  problems  will 
be  demonstrated  along  with  the  discussions.  Audience  participation 
in  the  form  of  questions  and  free  discussions  will  be  encouraged. 

2.  Carotid  Artery  Disease  with  Emphasis  on  Ophthalmo- 

dynamometry. 

Frank  H.  Constantine,  New  York,  N.  Y. 
(Rooms  359-363,  Hotel  Texas.) 

3.  Radiotherapy  in  Selected  Lesions  of  the  Head  and 

Neck. 

L.  Henry  Garland,  San  Francisco,  Calif. 
(Rooms  360-364,  Hotel  Texas.) 

4.  Recent  Advances  in  Gynecology  and  Obstetrics. 

Joseph  A.  Hardy,  Saint  Louis,  Mo. 
(Town  Club,  Hotel  Texas.) 
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5.  Uses  and  Potentials  of  Ultrasonics  in  Surgery  and  the 

Surgical  Specialties. 

Russell  Meyers,  Iowa  City,  Iowa. 
(Rooms  344-548,  Hotel  Texas.) 

The  physical  characteristics  of  sonic  and  of  low-  and  high- 
frequency  ultrasonic  energies  will  be  described  as  they  bear  upon 
the  growing  uses,  both  diagnostic  and  therapeutic,  to  which  these 
agents  recently  have  been  put  in  physical  medicine  and  surgery. 
High  frequency,  focused  sonic  energies,  coupled  with  stereotaxic 
methods,  up  to  the  present  have  reached  their  farthest  development 
in  the  neurosurgical  realm.  However,  comparable  developments  in 
orthopedics,  ophthalmology,  otolaryngology,  urology,  gynecology, 
endocrinology,  oncology,  and  the  basic  medical  sciences  of  anatomy, 
physiology,  and  pathology  either  are  or  are  on  the  verge  of  being 
implemented.  A current  evaluation  and  a prospectus  of  the  use  of 
ultrasound  will  be  offered. 

6.  Treatment  of  Injuries  About  the  Ankle. 

DON  H.  O’DonoGHUE,  Oklahoma  City,  Okla. 
(Gold  Room,  Hotel  Texas.) 

The  author  will  point  out  the  application  of  forces  which  may 
cause  an  anticipated  chain  reaction,  noting  that  if  a certain  type 
of  injury  is  present,  one  would  expect  to  find  others  in  the  same 
chain.  This  gives  a good  diagnostic  aid  and  often  may  prevent 
overlooking  a second  injury  perhaps  more  severe  than  the  obvious 
one.  General  principles  will  be  stressed.  Also,  specific  treatment 
methods  will  be  given.  Emphasis  will  be  upon  the  importance  of 
early,  complete  diagnosis  and  prompt,  definitive  care  to  prevent 
crippling  residual  deformities. 

7.  The  Diagnosis  and  Treatment  of  Fungous  Diseases. 

J.  Walter  Wilson,  Los  Angeles,  Calif. 
(Parlor  R,  Hotel  Texas.) 

8.  Differential  Diagnosis  of  Masses  of  the  Neck. 

WALTER  P.  Work,  San  Francisco,  Calif. 
(Oak  Room,  Hotel  Texas.) 

Routine  and  special  diagnostic  studies  will  be  stressed  as  they 
pertain  to  neck  lesions.  The  embryological  development  of  the  nor- 
mal neck  structures  will  be  outlined.  Lesions  of  the  neck  will  be 
considered  in  the  following  categories:  (1)  embryological;  (2)  neo- 
plastic— benign  and  malignant,  primary  and  metastatic;  (3)  infectious 
— acute  and  chronic;  (4)  metabolic. 


TUESDAY,  APRIL  12,  8:30  to  9:45  a.m. 

9.  Acute  Complications  of  Fractures. 

W.  H.  BlCKEL,  Rochester,  Minn. 
(Rooms  359-363,  Hotel  Texas.) 

If  the  possibilities  of  acute  complications  of  fractures  are  under- 
stood, the  treatment  frequently  is  obvious.  If  the  mode  of  production 
is  known,  the  dangers  of  producing  these  complications  while 
treating  fractures  is  lessened.  On  occasions  the  complications  of  a 
fracture  assume  such  importance  to  limb  and  function  that  the 
fracture  itself  is  best  disregarded  and  attention  focused  on  treatment 
of  the  complication.  Fractures  in  themselves  do  not  require  emer- 
gency treatment,  but  the  complications  may.  Emphasis  will  be  on 
the  early  recognition  of  soft  tissue  complications  of  fractures  and 
their  immediate  handling. 

10.  Psychological  Problems  in  Adolescence. 

Edward  O.  Harper,  Cleveland,  Ohio. 
(Parlor  R,  Hotel  Texas.) 

11.  The  Surgical  Treatment  of  Retinal  Detachment:  Cur- 

rent Techniques  (for  ophthalmologists  primarily). 

Peter  C.  Kronfeld,  Chicago,  111. 
(Tourmaline  A,  Worth  Hotel.) 

Principle  of  retinal  detachment  surgery  remains  unchanged.  Cur- 
rent techniques  for  tear  closure  trend  toward  firm,  lasting,  surgical- 
ly produced  inward-protrusions  or  buckles  which  press  the  diatherm- 
ized  choroid  against  the  torn  retina  and  reduce  the  volume  of  the 
vitreous  chamber.  Most  eye  surgeons  aim  at  almost  complete  release 
of  subretinal  fluid  during  operation.  The  limited  indication  for 
vitreous  implantations  has  been  recognized.  The  percentage  of  cures 
by  retinal  detachment  surgery  has  increased  significantly  the  past 
2 years. 


12.  Neonatal  Emergencies. 

Mark  M.  Ravitch,  Baltimore,  Md. 
(Rooms  344-348,  Hotel  Texas.) 

13.  A Reevaluation  of  the  Cervical  Biopsy  Technique. 

James  W.  Reagan,  Cleveland,  Ohio. 
(Rooms  360-364,  Hotel  Texas.) 

Biopsy  will  be  considered  in  view  of  present  knowledge  of  dis- 
ease in  the  uterine  cervix.  This  involves  consideration  of  biopsy 
in  a patient  having  gross  abnormality  of  the  uterine  cervix  and  also 
in  the  patient  whose  cervix  has  no  significant  disease.  Under  certain 
circumstances  the  cervix  may  be  more  difficult  to  sample  or  the 
sampling  may  be  more  hazardous  on  the  basis  of  present  knowledge. 
The  more  widely  used  sampling  techniques  will  be  considered  in 
relation  to  the  disease  processes  which  may  be  encountered.  The  more 
significant  sources  of  error  in  sampling,  processing,  and  interpreta- 
tion will  be  discussed.  The  reliability  of  certain  forms  of  sampling 
will  be  considered  as  well  as  the  immediate  and  long  term  conse- 
quences of  biopsy. 

14.  Effects  of  Anesthetics  on  Circulation  and  Respiration. 

Leroy  D.  Vandam,  Boston,  Mass. 
(Oak  Room,  Hotel  Texas.) 

The  chief  concern  in  anesthesia  has  always  been  the  adverse  effect 
of  anesthetics  on  respiration  and  circulation.  Respiration  and  circula- 
tion are  interrelated  functions.  Some  common  effects  of  anesthetics 
on  respiration  and  circulation  will  be  presented. 


SECTION  MEETINGS 


SECTION  ON  GENERAL  PRACTICE 

Chairman — Woodrow  M.  Avent,  Waco. 

Secretary — Thomas  L.  York,  Corpus  Christi. 

Monday,  April  11,  2:30  to  5:00  p.m. 

Ballroom,  Hotel  Texas 

1.  (2:30)  Management  of  Diaphragmatic  Hernia. 

O.  Theron  Clagett,  Rochester,  Minn. 

Diaphragmatic  hernias  occur  commonly.  They  may  be  congenital 
or  acquired  and  may  result  from  trauma.  They  can  occur  in  either 
sex  and  at  any  age.  Depending  upon  their  location,  size,  and 
etiology  they  can  manifest  themselves  by  a great  variety  of  symptoms 
and  roentgenographic  abnormalities.  The  diagnosis  and  treatment  of 
the  various  types  of  diaphragmatic  hernia  will  be  reviewed. 

2.  (3:00)  Advances  in  the  Surgery  of  Children. 

Luke  W.  Able,  Houston. 

Adequate  sedation,  intubation,  good  anesthesia,  blood  transfusions, 
and  attention  to  surgical  physiology  have  contributed  greatly  to 
children's  surgery.  The  radiologist,  hematologist,  and  anesthesiolo- 
gist are  important  members  of  the  surgical  program.  Specific  men- 
tion will  be  made  of  advances  in  treatment  of  congenital  defects, 
vascular  surgery,  abdominal  surgery,  tumors,  and  splenic  disease. 

3.  (3:30)  Ears  and  Antibiotics. 

Louis  E.  Adin,  Jr.,  Dallas. 

The  anatomic  peculiarities  of  otitis  media  will  be  dealt  with  along 
with  differences  in  this  infection  in  child  and  adult.  Sequelae,  eti- 
ologic  agents,  cultural  and  sensitivity  studies,  and  therapeutic  agents 
will  be  discussed.  Indications  for  myringotomy,  technique,  and  the 
importance  of  anesthesia  will  be  considered.  Emphasis  will  be  on 
caution  in  the  use  of  drugs  which  may  damage  the  hearing  ap- 
paratus. 

4.  (4:00)  Clinical  Use  of  Gamma  Globulin. 

Sydney  S.  Gellis,  Boston,  Mass. 

This  talk  will  summarize  the  uses  of  gamma  globulin  in  measles, 
German  measles,  chickenpox,  mumps,  pertussis,  hepatitis,  eczema 
vaccination,  herpes  simplex,  and  agammaglobulinemia.  Details  of 
dosage  and  timing  of  administration  will  be  given.  The  protection 
of  patients  receiving  large  doses  of  steroids  will  be  discussed. 
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5.  (4:30)  The  Management  and  Treatment  of  Allergy 

to  Stinging  Insects. 

Richard  L.  Etter,  Houston. 

The  history,  mortality,  and  rationale  of  treatment  of  the  critical 
insect-sensitive  patient  is  discussed  along  with  the  method  of  the 
preparation  of  antigens  and  the  method  of  desensitization.  The  proper 
diagnosis  and  management  of  the  insect-sensitive  individual  can  be 
life  saving. 

Tuesday,  April  12,  2:30  to  5:00  p.m. 

Ballroom,  Hotel  Texas 

6.  (2:30)  The  Diagnosis  and  Management  of  Pelvic 

Endometriosis. 

Joseph  A.  Hardy,  St.  Louis,  Mo. 

7.  (3:00)  Current  Concepts  of  the  Malabsorption 

Syndrome. 

A.  C.  Broders,  Jr.,  Temple. 

Details  of  the  symptomatology  and  physical  signs  of  the  mal- 
absorption syndrome  will  be  given,  with  emphasis  on  its  early  de- 
tection. Diagnostic  methods  will  be  discussed.  A discussion  of  the 
gluten-free  diet  will  be  given,  illustrated  with  slides.  A report  of 
approximately  a dozen  cases  will  be  given  with  follow-up  studies. 

8.  (3:30)  Cone  Biopsy  and  Cytologic  Smear  in  the 

Management  of  Cervical  Carcinoma. 

Ben  M.  Peckham,  Madison,  Wis. 

In  recent  years  there  has  been  considerable  confusion  as  to  the 
appropriate  place  for  each  of  these  diagnostic  procedures  in  the 
management  of  cervical  malignancy.  The  key  to  success  lies  in  the 
full  utilization  of  the  capabilities  of  each  procedure  with  recognition 
that  the  now  popular  cold-knife  cone  should  not  replace  biopsy  but 
rather  complement  this  procedure.  A diagrammatic  presentation  of 
the  appropriate  order  of  application  of  these  procedures,  utilizing  the 
principle  of  the  flowsheet,  will  be  presented  and  discussed. 

9.  (4:00)  The  Operations  for  Inguinal  Hernia. 

Mark  M.  Ravitch,  Baltimore,  Md. 

10.  (4:30)  Diagnosis  and  Treatment  of  Prostatitis. 

Elgin  Ware,  Dallas. 


SECTION  ON  INTERNAL  MEDICINE 

Chairman — J.  Wilson  David,  Corsicana. 

Secretary — W.  W.  Bondurant,  Jr.,  San  Antonio. 

Monday,  April  11,  2:30  to  5:00  p.m. 

Gold  Room,  Hotel  Texas 

1.  (2:30)  Management  of  Chronic  Pulmonary  Dys- 

function. 

R.  J.  Carabasi,  Temple. 

Successfully  managing  chronic  pulmonary  dysfunction  requires  an 
organized  plan  based  on  ( 1 ) employment  of  therapeutic  measures, 
( 2 ) patient  education  and  training,  ( 3 ) the  daily  application  of 
(1)  and  (2)  indefinitely.  Major  therapeutic  endeavors  include 
cessation  of  smoking,  postural  drainage,  and  bronchodilators.  Patient 
education  and  training  require  efforts  of  the  physician  and  are  best 
carried  out  in  the  hospital  with  assistance  of  the  nursing  staff, 
supplemented  by  a printed  manual. 

Discussion — John  A.  Wiggins,  Jr.,  Fort  Worth. 

2.  (3:00)  Clinical  Application  of  Spatial  Vectorcardi- 

ography. 

George  E.  Burch,  New  Orleans,  La. 

Vectorcardiography  remains  in  the  developmental  stage  and  is 
primarily  a research  procedure.  Nevertheless,  recent  studies  and 
correlations  with  clinical  and  autopsy  data  indicate  possible  clinical 
applications.  This  is  especially  true  in  the  diagnosis  of  infarction 
in  areas  of  the  heart  depolarized  late  in  the  electric  cycle  as  well 
as  in  the  diagnoses  of  congenital  cardiac  defects  and  'diffuse  and 
complex  lesions.  Vectorcardiograms  will  be  presented  to  show  clinical 
applications  of  spatial  vectorcardiography. 


3.  (3:30)  The  Present  Status  of  Bone  Marrow  Trans- 

plantation. 

William  Dameshek,  Boston,  Mass. 

4.  (4:00)  Recognition  and  Treatment  of  Shock  in 

Acute  Myocardial  Infarction. 

Howard  E.  Heyer,  Dallas. 

Changes  in  blood  pressure  following  acute  myocardial  infarction 
in  a series  of  patients  will  be  presented.  Variations  in  pressure 
during  hospitalization  for  acute  coronary  occlusion,  both  in  normo- 
tensive  and  hypertensive  subjects,  will  be  presented.  Importance  of 
early  recognition  and  treatment  of  shock  and  hypotension  will  be 
emphasized.  The  prognostic  value  of  certain  findings,  as  well  as  use 
and  relative  value  of  various  therapeutic  agents,  will  be  discussed. 

Discussion — E.  Ross  Kyger,  Jr.,  Fort  Worth. 

5.  (4:30)  Panel  Discussion:  Treatment  of  the  Leu- 

kemias. 

E.  Richard  Halden,  Fort  Worth,  Moderator; 

William  Dameshek,  Boston,  Mass.; 
Robert  A.  Hettig,  Houston;  and 
J.  M.  Hill,  Dallas. 

Tuesday,  April  12,  2:30  to  5:00  p.m. 

Gold  Room,  Hotel  Texas 

6.  (2:30)  Disseminated  Lupus  Erythematosus;  A Sur- 

vey. 

Robert  W.  Griffin,  San  Antonio. 

A review  of  charts  of  35  patients  with  lupus  erythematosus 
treated  in  four  general  hospitals  summarizes  symptoms,  physical 
findings,  laboratory  tests,  and  treatment.  Pertinent  findings  are  dis- 
cussed showing  striking  frequency  of  incidence  of  lupus  erythema- 
tosus in  Latin  American  females  with  joint,  pulmonary,  renal,  and 
hematological  abnormalities.  These  findings  are  compared  to  other 
series.  The  paper  ends  with  a general  discussion  as  to  etiology, 
course,  and  treatment  of  lupus  erythematosus. 

Discussion — Warren  W.  Moorman,  Fort  Worth. 

7.  (3:00)  Syncope. 

James  V.  Warren,  Galveston. 

Many  types  of  disturbances  may  produce  temporary  loss  of  con- 
sciousness and  must  be  distinguished  from  disorders  of  the  central 
nervous  system.  The  most  common  type  of  faint,  vasodepressor  syn- 
cope, probably  is  caused  by  a sudden  loss  in  peripheral  vascular  tone 
producing  an  abrupt  fall  in  blood  pressure,  cerebral  ischemia,  and 
unconsciousness.  Two  other  types  of  syncope  will  be  discussed:  ortho- 
static hypotension  of  the  chronic  type  and  carotid  sinus  syncope. 

Discussion — Laurence  E.  Lamb,  San  Antonio. 

8.  (3:30)  Therapeutic  Use  of  Radio  Iodine  for  Heart 

Disease. 

Earl  F.  Beard,  Alfred  E.  Leiser, 
Mavis  P.  Kelsey,  and 
Raymond  G.  Rose,  Houston. 

This  article  will  include  experience  in  100  or  more  cardiac  pa- 
tients who  have  been  treated  with  radio  iodine.  The  patients  fall 
into  four  categories:  thyrocardiacs,  congestive  heart  failure  in 
euthyroid  patients,  angina  in  euthyroid  individuals,  and  paroxysmal 
superventriCular  tachycardia  in  euthyroid  patients.  The  results  of 
this  experience  and  evaluation  of  the  indications  for  radio  iodine 
therapy  in  heart  disease  will  be  presented. 

Discussion — Milton  R.  Hejtmancik,  Galveston. 

9.  (4:00)  Recent  Therapeutic  Advances  in  Gastroen- 

terology. 

Gordon  McHardy,  New  Orleans,  La. 

Evaluation  of  the  therapeutic  efficiency  of  agents  and  procedures 
currently  used  in  clinical  gastroenterology  is  extremely  difficult,  even 
when  an  exacting  program  is  followed  and  every  effort  is  made  to 
avoid  misinterpretation.  An  effort  will  be  made  to  evaluate  the 
claims  made  for  some  of  the  more  prominent,  newer  products  and 
to  depict  their  applicability,  limitation,  and  disadvantages  in  clinical 
gastroenterology. 
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10.  (4:30)  The  Effects  of  Anesthetics  and  Drugs  on 

Coronary  Blood  Flow. 

Leroy  D.  Vandam,  Boston,  Mass. 

Normal  myocardial  function  depends  upon  adequate  oxygenation, 
which  in  turn  is  the  result  of  coronary  arterial  blood  flow.  Recent 
studies  of  coronary  blood  flow  in  animals  and  man  have  delineated 
the  main  determinants  of  the  coronary  circulation.  Some  common 
effects  of  anesthetic  agents  and  techniques  on  coronary  arterial  blood 
flow  will  be  discussed. 


SECTION  ON  SURGERY 


Chairman — Ridings  E.  Lee,  Dallas. 
Secretary — Joe  T.  Gilbert,  Austin. 


Monday,  April  11,  2:30  to  5:00  p.m. 
Parlor  R,  Hotel  Texas 


1. 


(2:30) 


Surgical  Management  of  the  Thyroid  Nod- 
ule. 

John  F.  Thomas,  Austin. 


The  incidence  of  carcinoma  occurring  in  nodules  in  the  thyroid 
gland  has  been  variously  reported.  Statistical  studies  purport  to  show 
that  the  true  incidence  of  malignant  change  is  small,  while  in  sur- 
gical series  the  incidence  is  from  6 to  15  per  cent.  A surgical 
series  is  here  presented.  Several  cases  are  photographically  presented 
to  show  that  individualization  of  management  is  necessary. 

Discussion — Mavis  P.  Kelsey,  Houston. 


2.  (3:00)  Plastic  Surgical  Principles  in  Repair  of  De- 

fects of  the  Extremities . 

James  Barrett  Brown,  St.  Louis,  Mo. 

No  extremity  should  be  shortened,  even  in  extensive  injury,  until 
every  effort  has  been  made  to  try  to  preserve  its  length  and  to  return 
it  to  its  most  normal  functional  level.  Whenever  free  skin  grafts  can 
be  used  for  restoration  of  hand  or  foot,  they  are  thought  to  be  best. 
The  earliest  possible  repair  of  radiation  burns  gives  the  best  func- 
tion and  protects  the  patient  best  from  carcinoma. 


3.  (3:30)  Recent  Advances  in  Surgical  Treatment  of 

Arterial  Occlusive  Lesions. 

Denton  A.  Cooley,  Houston. 

In  less  than  a decade  a new  concept  of  definitive  surgical  treat- 
ment of  aortic  and  arterial  occlusive  disease  has  been  introduced 
and  established  as  the  treatment  of  choice  wherever  local  condi- 
tions permit.  This  presentation  will  be  concerned  with  the  clinical 
manifestations  of  arterial  occlusive  lesions  of  surgical  significance 
with  a consideration  of  techniques  and  results  of  treatment. 

Discussion — Jesse  E.  Thompson,  Dallas. 

4.  (4:00)  Routine  Radical  Mastectomy  Followed  by 

X-Ray  Therapy  When  Indicated. 

O.  Theron  Clagett,  Rochester,  Minn. 

Radical  mastectomy  has  been  the  treatment  of  choice  for  carci- 
noma of  the  breast  for  60  years.  Recently  doubts  have  been  raised 
as  to  whether  it  is  the  best  available  treatment.  The  various  methods 
of  treating  carcinoma  of  the  breast  will  be  reviewed.  Evidence  indi- 
cating that  radical  mastectomy  followed  in  appropriate  cases  by  radi- 
ation therapy  remains  the  most  effective  treatment  of  carcinoma  of 
the  breast  will  be  presented. 

5.  (4:30)  Simple  Mastectomy  Followed  by  Radiation 

in  Cancer  of  the  Breast. 

L.  Henry  Garland,  San  Francisco,  Calif. 


Tuesday,  April  12,  2:30  to  5:00  p.m. 

Parlor  R,  Hotel  Texas 

6.  (2:30)  The  Role  of  the  Radiologist  in  the  Diag- 

nosis of  Cancer  of  the  Colon. 

Eugene  P.  Pendergrass,  Philadelphia,  Pa. 


7.  (3:00)  Carcinoma  of  the  Lung. 

O.  Theron  Clagett,  Rochester,  Minn. 

There  has  been  an  alarming  increase  in  the  incidence  of  carci- 
noma of  the  lung  in  recent  years.  It  is  predominantly  a disease  of 


men  over  40  years  of  age  who  are  or  have  been  heavy  smokers. 
Surgery  provides  the  only  effective  treatment  available  and  is  most 
effective  if  used  early  in  the  disease.  The  lungs  are  accessible  to 
diagnostic  investigation,  and  available  methods  of  diagnosis  will 
permit  early  diagnosis  of  most  lung  carcinoma.  Improvement  in  the 
results  of  surgical  treatment  of  carcinoma  of  the  lung  can  be  ac- 
complished if  established  diagnostic  procedures  are  used  more 
effectively. 

8.  (3:30)  Plastic  Surgery  Observed  in  Russia. 

Truman  G.  Blocker,  Jr.,  Galveston. 

During  June-July,  1959,  a small  group  of  plastic  surgeons,  includ- 
ing the  author,  went  for  2 weeks  to  the  Soviet  Union  to  observe 
surgical  techniques  and  research  work  in  a number  of  medical  insti- 
tutes. A summary  of  postgraduate  medical  training  is  to  be  included 
along  with  a report  of  the  type  of  care  provided  in  the  various 
facilities  and  the  general  areas  of  research  interest  which  were  noted. 

9.  (4:00)  Malignant  Carcinoid  Syndrome. 

Raleigh  R.  White,  Temple. 

Interest  in  carcinoid  tumors  was  enhanced  in  1953  by  description 
of  a syndrome  associating  these  tumors  with  ( 1 ) paroxysmal  flush- 
ing, (2)  chronic  diarrhea,  (3)  respiratory  distress,  and  (4)  valvu- 
lar heart  disease.  Symptoms  of  the  carcinoid  syndrome  develop  when 
increased  levels  of  serotonin  enter  the  systemic  circulation.  Diagnosis 
and  surgical  management  of  functioning  carcinoid  tumors  are  de- 
scribed, and  a case  is  reported. 

Discussion — R.  J.  White,  Fort  Worth. 

10.  (4:30)  Evaluation  of  the  Sphincter  Preservation 

Operations  for  Cancer  of  the  Rectum. 

Robert  J.  Rowe,  Dallas. 

Since  1949  approximately  103  patients  with  cancer  of  the  sigmoid 
colon  and  rectum  have  been  subjected  to  resection.  Abdominoperi- 
neal resection  with  permanent  colostomy  was  performed  on  47  pa- 
tients. Sphincter  preservation  procedures  were  used  on  44  (21  "pull- 
through”  and  23  anterior  resections).  From  this  small  personal 
series,  one  is  able  to  evaluate  the  result  of  these  procedures.  In  addi- 
tion the  literature  has  been  reviewed  to  evaluate  the  published  5 -year 
survival  rates. 

Discussion — O.  P.  Griffin,  Fort  Worth. 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 

Chairman — Milton  A.  Davison,  Marlin. 

Secretary — J.  Glenn  Terry,  Dallas. 

Monday,  April  11,  2:30  to  4:30  p.m. 

Houston  and  Lubbock  Rooms,  Hilton  Hotel 

1.  (2:30)  ABO  Isoimmunization ; Use  of  Specific 

Coombs  and  Heat  Elution  Tests  in  Detection 
and  Treatment  of  Hemolytic  Diseases. 

James  Krafft,  Dallas. 
Discussion — Sol  Haberman,  Ph.D.,  Dallas. 

2.  (3:00)  Suprapubic  Vesicourethral  Suspension. 

E.  B.  Mendel,  Dallas. 

3.  (3:30)  Pathology  of  the  Uterine  Cervix  in  Preg- 

nancy. 

James  W.  Reagan,  Cleveland,  Ohio. 

The  epithelium  and  the  stroma  of  the  uterine  cervix  undergo 
marked  alterations  in  pregnancy.  In  6 per  cent  of  gravid  women, 
abnormal  proliferative  reactions  are  observed  in  the  surface  epitheli- 
um. In  3 per  cent  of  patients,  the  abnormality  may  simulate  carci- 
noma in  situ  but  is  considered  a dyspiastic  change.  The  mean  age 
of  gravid  women  with  dysplasia  is  25  years;  prevalence  of  the  ab- 
normality increases  with  parity.  Biologically  about  68  per  cent  of 
the  dyspiastic  lesions  either  regress  or  at  least  are  not  demonstrated 
in  long  term  follow-up  studies. 

4.  (4:00)  Abnormalities  of  the  Uterine  Cervix  in 

Pregnancy. 

Ben  M.  Peckham,  Madison,  Wis. 

The  major  and  minor  abnormalities  encountered  in  the  cervix  of 
the  pregnant  woman  will  be  discussed  with  emphasis  upon  their 
clinical  importance  and  management.  Data  supporting  the  contention 
that  pregnancy  is  not  ordinarily  a confusing  factor  in  the  tissue  diag- 
nosis of  cervical  abnormality  will  be  presented. 
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Tuesday,  April  12,  2:30  to  5:00  p.m. 
Houston  and  Lubbock  Rooms,  Hilton  Hotel 


5.  (2:30)  Nutritional  Implications  of  Pregnancy. 

William  J.  McGanity,  Galveston. 

6.  (3:00)  Review  of  Patients  with  Pour  or  More  Ce- 

sarean Sections  at  St.  Joseph’s  Hospital. 

Matthew  H.  Talty,  Jr.,  Houston. 

7.  (3:30)  Uterine  Phlebography. 

Dean  D.  Curtis,  Houston. 

8.  (4:00)  Hysterectomy — Normal  Uterus. 

Joseph  A.  Hardy,  St.  Louis,  Mo. 

9.  (4:30)  Fluorescence  Microscopy  in  Exfoliative  Cy- 

tology. 

H.  Frank  Connally,  Jr.,  Waco. 


SECTION  ON  EYE,  EAR,  NOSE,  AND  THROAT 

Chairman — Vance  Terrell,  Stephenville. 

Secretary — E.  A.  Blackburn,  Jr.,  Houston. 

Monday,  April  11,  2:30  to  6:00  p.m. 

Blue  Room,  Worth  Hotel 

Ear,  Nose,  and  Throat  Program 

(A  refresher  course  on  "Differential  Diagnosis  of  Masses 
of  the  Neck”  will  be  conducted  by  Walter  P.  Work,  San 
Francisco,  Calif.,  from  8:30  to  9:45  a.m.  on  Monday  in 
the  Oak  Room,  Hotel  Texas.  The  Texas  Otolaryngological 
Association  will  have  a program  and  luncheon  Monday  be- 
tween 10:00  a.m.  and  2:00  p.m.  in  the  Dining  Room  of 
the  Worth  Plotel.  See  the  Refresher  Course  and  Specialty 
Program  sections  for  details.) 

1.  (2:30)  En  Bloc  Resection  of  Mandible  (motion 

picture) . 

Herbert  H.  Harris,  Houston. 


4.  (4:00)  Iliac  Bone  Graft  in  Nasal  Reconstruction. 

Norman  E.  Wright,  Amarillo. 

This  procedure  is  well  established  in  the  correction  of  nasal 
deformity.  A variation  of  technique  in  the  procurement  of  the  graft 
is  outlined  which  has  been  helpful  in  early  ambulation  and  prompt 
healing  of  the  donor  site. 

Discussion — Ben  T.  Withers,  Houston. 

5.  (4:30)  Therapy  of  External  Otitis. 

Charles  R.  Heare,  Beaumont. 

Factors  important  in  the  incidence  of  external  otitis  are  reviewed. 
Avoidance  of  these  factors  is  necessary  in  many  cases  to  clear  up 
the  lesions.  Therapeutic  principles  are  outlined  as  to  control  of  pain, 
choice  of  antibiotics,  and  methods  of  cleaning  the  ear  canal.  Classi- 
fication of  the  more  common  types  as  suggested  by  Dr.  Ben  Senturia 
is  used.  A review  of  cases  treated  by  the  author  the  past  season 
is  made  indicating  the  incidence,  the  occurrence  of  drug  sensitivity, 
and  morbidity. 

Discussion — J.  M.  Anthony,  Dallas. 

6.  (5:00)  Cocktail  Hour,  Informal. 

Tuesday,  April  12,  2:30  to  5:00  p.m. 

Tourmaline  A,  Worth  Hotel 

Eye  Program 

(A  refresher  course  on  "Carotid  Artery  Disease  with 
Emphasis  on  Ophthalmodynamometry”  will  be  conducted 
by  Frank  H.  Constantine,  New  York,  N.  Y.,  from  8:30  to 
9:45  a.m.  on  Monday  in  Rooms  359-363,  Hotel  Texas;  a 
course  on  "The  Surgical  Treatment  of  Retinal  Detachment; 
Current  Techniques”  [for  ophthalmologists  primarily]  will 
be  conducted  by  Peter  C.  Kronfeld,  Chicago,  111.,  from 
8:30  to  9:45  a.m.  on  Tuesday  in  Tourmaline  A,  Worth 
Hotel.  The  Texas  Ophthalmological  Association  will  meet 
Monday  and  Tuesday  beginning  at  10  a.m.  in  the  Worth 
Hotel.  See  the  Refresher  Course  and  Specialty  Program 
section  for  details.) 

7.  (2:30)  Modern  Concepts  of  Glaucoma. 

Peter  C.  Kronfeld,  Chicago,  111. 

Classification  of  primary  glaucomas  into  angle-closure  and  chronic 
simple  types  is  receiving  wider  acceptance,  even  though  combinations 
of  the  two  types  have  been  reported.  The  mechanisms  of  angle- 
closure  are  now  fairly  well  understood.  There  are  still  wide  gaps 
in  our  understanding  of  chronic  simple  glaucoma.  It  is,  however, 
clearly  established  as  a disturbance  of  aqueous  outflow.  The  outflow 
disturbance  is  characterized  by  gradual  onset  and  slow  progression. 
It  precedes  actual  glaucoma  by  a number  of  years.  Ophthalmological 
examinations  of  all  adults  every  2 years  should  disclose  the  presence 
of  chronic  glaucoma  before  serious  visual  damage  occurs. 


The  film  shows  the  patient  preoperatively,  including  the  lesion 
in  the  region  of  the  tongue  and  adjacent  portions  of  the  mandible 
and  floor  of  the  mouth.  Then  are  shown  the  radical  neck  dissec- 
tion excision,  and  then  closure.  The  final  portion  shows  the  patient 
postoperatively  about  3 or  4 months.  The  film  will  be  narrated  by 
the  author. 

2.  (3:00)  Functional  Hearing  Losses. 

Walter  P.  Work,  San  Francisco,  Calif. 

Nonorganic  hearing  losses  will  be  discussed  as  they  pertain  to 
the  child  and  the  adult.  Special  emphasis  will  be  placed  on  the 
newer  diagnostic  methods  available. 

3.  (3:30)  Otologic  Findings  in  Nasopharyngeal  Car- 

cinoma. 


8.  (3:10)  Anatomical  Details  of  the  Surgical  Limbus 

Important  in  Cataract  Surgery. 

J.  L.  MIMS,  San  Antonio. 

Recent  improvements  in  the  anatomical  description  of  the  superior 
limbal  area  important  to  the  proper  placement  of  the  incision  in 
cataract  surgery  will  be  discussed.  Drawings,  anatomical  specimens, 
photographs,  and  a review  of  the  literature  on  the  anatomy  of  this 
area  and  on  wound  healing  will  be  presented.  The  relative  advantages 
and  disadvantages  of  the  three  most  commonly  used  incision  routes 
will  be  summarized.  A short  analysis  of  cases  will  be  given. 

9-  (3:40)  Intermission. 

10.  (3:50)  Practical  Points  in  the  Fitting  of  Contact 

Lenses  by  the  Ophthalmologist. 

P.  W.  Malone,  Big  Spring. 


H.  E.  Maddox,  III,  Galveston. 

Thirty-six  cases  of  carcinoma  of  the  nasopharynx  seen  at  the 
University  of  Texas  Medical  Branch  during  the  past  several  years 
are  reviewed  with  special  emphasis  on  otologic  findings  and  early 
diagnosis.  The  need  for  aggressive  persistent  diagnostic  measures  is 
stressed  for  those  cases  with  typical  symptoms  of  nasopharyngeal 
carcinoma,  but  few  confirmatory  signs. 

Discussion — John  Barrett,  Houston. 


The  newer  plastics  have  greatly  expanded  the  use  of  contact  lenses. 
The  large  scleral  lens  has  been  almost  replaced  by  the  small  corneal 
lens,  and  wearing  time  has  been  prolonged  in  most  cases  to  16 
hours.  The  ready  availability  of  excellent  contact  lens  laboratory 
facilities,  the  ease  and  short  time  required  for  successful  fitting  and 
adjusting,  and  the  increased  patient  satisfaction  make  the  fitting  of 
contact  lenses  a worthy  addition  to  ophthalmic  practice. 

11.  (4:20)  A Simplified  Dacryocystorhinostomy. 

Frank  H.  Constantine,  New  York,  N.  Y. 
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SECTION  ON  RADIOLOGY 

Chairman — C.  W.  Yates,  Rosenberg. 
Secretary — Otto  H.  Grunow,  Fort  Worth. 


7. 


(3:00) 


Photoscanning  and.  Its  Application  in  Thy- 
roid Disease. 

R.  E.  Collier,  Dallas. 


Discussion. 


Monday,  April  11,  2:30  to  5:00  p.m. 

Rooms  360-364,  Hotel  Texas 

1.  (2:30)  Surgical  Management  of  Radiation  Injuries. 

James  Barrett  Brown,  St.  Louis,  Mo. 

Excessive  exposure  to  x-rays,  radium,  and  other  radioactive  sub- 
stances may  cause  severe  changes  in  skin  and  tissue  and  require 
excision  and  repair.  Deep  excision  of  the  lesion,  with  or  without 
primary  repair,  usually  offers  dramatic  relief  from  the  severe  pain 
in  these  burns.  Cathode-ray  machines  for  study  of  plastics  and  solids 
are  creating  skin  damage,  usually  delayed,  that  seems  dependent  on 
some  destructive  element  other  than  the  thermal  effect. 

Discussion. 

2.  (3:00)  Scintillation  Scanning  of  the  Liver. 

Frederick  J.  Bonte,  Dallas; 

Mr.  Jack  S.  Krohmer,  Dallas; 

Marion  C.  L.  Baldwin,  Dallas;  and 
E.  Bryan  Harris,  Waco. 

Scintillation  scanning  of  the  liver  following  deposition  of  gamma- 
emitting  radioisotope  tracers  is  becoming  an  important  medical  tech- 
nique, for  it  will  afford  unique  information  about  the  size,  shape, 
and  internal  pattern  of  the  liver  not  available  by  any  other  safe 
technique.  Displacement  of,  and  space-occupying  lesions  within,  the 
liver  caused  by  primary  and  metastatic  neoplastic  disease  will  be 
stressed. 

Discussion. 

3.  (3:30)  An  Improved  Method  for  the  Diagnosis  of 

Solitary  Pulmonary  Nodules. 

L.  Henry  Garland,  San  Francisco,  Calif. 

Discussion. 

4.  (4:00)  Roentgen  Signs  Suggesting  Fetal  Death  in 

Utero. 

Claude  Williams,  Arlington. 

The  following  radiological  appearances  should  give  rise  to  a sus- 
picion that  fetal  death  in  utero  has  occurred:  ( 1 ) an  unduly  small 
fetus  for  the  period  of  gestation;  ( 2 ) absence  of  continued  fetal 
growth;  (3)  Spaulding's  sign;  (4)  hyperflexion  sign;  (5)  air 
embolism;  (6)  Deuel’s  halo.  These  signs  with  respect  to  possible 
etiology,  interpretation,  expected  time  of  onset  following  fetal  death, 
and  reliability  will  be  discussed. 

Discussion. 

5.  (4:30)  The  Roentgen  Diagnosis  of  Pyloric  Stenosis 

in  Infants. 

J.  E.  Miller  and  O.  L.  McCleskey,  Dallas. 

A careful  and  complete  radiographic  examination  of  the  upper 
gastrointestinal  tract,  properly  interpreted,  in  suspected  pyloric 
stenosis  is  invaluable  and  highly  accurate.  The  demonstration  of 
the  "string  sign”  resulting  from  the  narrowed  and  elongated  pyloric 
canal  is  pathognomonic  of  this  abnormality.  The  radiological  exam-, 
ination  should  be  employed  more  frequently  in  evaluating  infants 
presenting  with  the  clinical  picture  of  pyloric  stenosis. 

Discussion. 

Tuesday,  April  12,  2:30  to  5:00  p.m. 

Rooms  360-364,  Hotel  Texas 


8.  (3:30)  Panel  Discussion:  Carcinoma  of  the  Esoph- 

agus. 

John  T.  Mallams,  Dallas; 
Charles  Robinson,  Fort  Worth; 
Robert  E.  Carr,  Fort  Worth; 
Vincent  P.  Collins,  Houston;  and 
Mr.  Jack  S.  Krohmer,  Dallas. 

Discussion. 

9.  (4:30)  Visualization  of  the  Cystic  and  Common 

Ducts  as  an  Adjunct  to  Oral  Cholecystog- 
raphy. 

W.  Q.  Budd,  Amarillo. 

This  paper  will  discuss  a method  of  doing  oral  cholecystograms 
that  is  economical  in  office  time  and  materials,  has  a high  prob- 
ability of  demonstrating  calculi,  and  will  demonstrate  the  cystic  and 
common  ducts  in  75  per  cent  or  more  of  cases  in  which  the  gall- 
bladder is  visualized. 

Discussion. 

SECTION  ON  PUBLIC  HEALTH 

Chairman — W.  V.  Bradshaw,  Jr.,  Fort  Worth. 

Secretary — David  M.  Cowgill,  San  Benito. 

(The  Conference  of  City  and  County  Health  Officers 
will  be  held  Tuesday  at  2:30  p.m.  in  Rooms  359-363, 
Hotel  Texas.  The  Texas  Association  of  Public  Health  Physi- 
cians will  have  a dinner  meeting  Sunday  at  6:30  p.m.  in 
Rooms  359-363,  Hotel  Texas.  See  Specialty  Programs  sec- 
tion for  details.) 

Monday,  April  11,  2:30  to  4:30  p.m. 

Rooms  359-363,  Hotel  Texas 

1.  (2:30)  New  Information  on  the  Problem  of  Chronic 

Disability. 

John  D.  Porterfield,  Washington,  D.  C. 

This  paper  will  present  some  new  information  on  the  prevalence 
and  character  of  chronic  disability  in  the  United  States  today,  suggest 
possible  approaches  for  prevention  and  control,  and  indicate  some 
of  the  ways  in  which  needed  health  resources  can  be  developed  and 
how  they  might  best  be  applied  to  the  disability  problem. 

2.  (3:00)  Report  on  the  Follow-Up  Clinic  of  the 

Harlingen  State  Tuberculosis  Hospital. 

C.  J.  Quintanilla,  Harlingen. 

The  importance  of  the  follow-up  clinic  will  be  presented  by 
documentary  one  year's  results,  illustrating  remarkable  acceptance 
of  the  discharged  patient,  ease  of  continuing  postdischarge  anti- 
tuberculous therapy,  and  constant  control  of  patient's  course  by  the 
staff  conference  method. 

Discussion. 


6.  (2:30)  A Consideration  of  the  Acute  Abdomen. 

JOE  C.  rude,  Austin. 

There  is  a tendency  to  sort  the  acute  abdomen  into  groups  such 
as  congenital,  mechanical,  foreign  bodies,  inflammatory,  perforations 
or  ruptures  of  a hollow  viscus,  vascular  accidents  of  either  traumatic 
or  disease  etiologies,  infections,  neoplasms,  and  a miscellaneous  group 
that  defies  classification.  Other  systemic  or  local  lesions  may  mimic 
the  acute  abdomen  so  that  the  entire  patient  must  be  fully  evaluated. 
A discussion  of  each  group  will  be  followed  by  illustrations. 

Discussion. 


3.  (3:30)  Multicounty  Health  Departments  in  Texas. 

Reinhold  E.  Johnson,  Midland. 

This  paper  describes  the  organization  and  operation  of  multi- 
county health  departments  in  Texas  with  comment  on  advantages 
and  disadvantages.  The  1945  Haven  Emerson  report,  "Local  Health 
Units  for  the  Nation,”  is  discussed  as  it  applies  to  Texas.  Senate 
Bill  206,  recently  passed  by  the  Fifty-Sixth  Legislature,  also  is 
discussed. 

Discussion. 
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4.  (4:00)  A Local  Health  Department  Employs  a 

Physical  Therapist. 

Fj  t7.arf.th  Gentry,  Austin. 

Employment  of  a physical  therapist  on  a temporary  basis  demon- 
strated that  she  is  an  important  member  of  the  health  team.  Her 
salary  can  be  justified  in  terms  of  releasing  people  from  the  burden 
of  caring  for  the  patient  and  of  making  the  patient  more  inde- 
pendent. She  also  has  increased  the  skills  of  the  public  health 
nurses.  These  achievements  led  to  establishment  of  a permanent  full 
time  salary  and  employment  of  a second  physical  therapist. 

Discussion. 


4.  (3:00)  A Study  of  Neoplastic  Invasiveness. 

Charles  T.  Ashworth,  Dallas. 

Discussion — Alice  Lorraine  Smith,  Dallas. 

5.  (3:15)  Autoimmunization  and  Leukemia — Possible 

Relationship. 

WILLIAM  Dameshek,  Boston,  Mass. 

6.  (3:30)  Some  Effects  of  Aging  on  the  Human  Brain. 

Kenneth  M.  Earle,  Galveston. 

Discussion — William  O.  Russell,  Houston. 


SECTION  ON  PATHOLOGY 

Chairman — Alvin  O.  Severance,  San  Antonio. 

Secretary — Joseph  M.  Hill,  Dallas. 

(Monday  the  Texas  Society  of  Pathologists,  Inc.  will 
hold  a business  meeting  immediately  following  the  section 
program. ) 


SECTION  ON  PEDIATRICS 

Chairman — Harold  H.  Bevil,  Beaumont. 

Secretary — George  Willeford,  Harlingen. 

(The  Texas  Chapter,  American  Academy  of  Pediatrics 
will  have  luncheon  Monday,  April  11,  at  12:30  p.m.  in  the 
Corrida  Club,  Hilton  Hotel.) 


Monday,  April  11,  2:30  to  5:00  p.m. 

Rooms  344-348,  Hotel  Texas 

1.  (2:30)  The  Importance  of  Cytology  in  Cervical 

Cancer  in  Relation  to  Cell  Type. 

James  W.  Reagan,  Cleveland,  Ohio. 

Using  a random  sample  an  analysis  was  made  of  the  cellular  char- 
acteristics of  10,000  abnormal  cells  in  preparations  from  100  women 
with  proven  cancer  of  the  uterine  cervix.  This  population  of  ab- 
normal cells  contained  at  least  two  and  possibly  three  universes. 
When  the  histopathological  material  was  separated  on  the  basis  of 
the  cellular  groupings,  three  fundamental  types  of  neoplasm  were 
observed:  a large  cell  keratinizing  carcinoma,  a nonkeratinizing 
carcinoma,  and  a small  cell  malignant  tumor.  On  correlating  the  cell 
type  and  the  tumor  of  origin  with  the  survival  it  was  found  that 
the  neoplasms  had  significantly  different  survivals. 

2.  (3:00)  Symposium  on  Cytology. 

a.  (3:00)  The  Interpretation  of  Cervical  Epithelial 
Atypias  in  the  Pregnant  and  Nonpreg- 
nant Patient. 

BEN  M.  PECKHAM,  Madison,  Wis. 

Data  suggesting  that  cervical  epithelial  atypias  in  the  pregnant  pa- 
tient, with  few  exceptions,  should  not  be  interpreted  differently  from 
those  appearing  in  the  nonpregnant  patient  will  be  presented. 


b. 

(3:15) 

The  Respiratory  Tract  Secretion. 

H.  W.  Neidhardt,  Houston. 

c. 

(3:30) 

Body  Fluids. 

John  L.  Wallace,  Fort  Worth. 

d. 

(3:45) 

Vaginal  Secretions. 

Jarrett  E.  Williams,  Abilene. 

e. 

(4:00) 

Discussion. 

Tuesday, 

, April  1 

12,  2:30  to  5:00  p.m. 

Rooms  344-348, 

Hotel  Texas 

3.  (2:30)  Experimental  Carcinogenesis  in  the  Mouse 

Cervix. 

James  W.  Reagan,  Cleveland,  Ohio. 


Monday,  April  11,  2:30  to  4:40  p.m. 

Midland  and  Waco  Rooms,  Hilton  Hotel 

1.  (2:30)  Lipodystrophy. 

Sydney  S.  Gellis,  Boston,  Mass. 

In  this  condition  there  is  a gradual  but  progressive,  painless 
disappearance  of  subcutaneous  fat  from  the  face,  neck,  and  shoulder 
girdle.  The  disease  is  more  common  than  has  bee.i  realized  hitherto. 
It  begins  in  childhood  and  affects  both  males  and  females.  Its 
etiology  is  unknown.  Although  the  disease  is  considered  compatible 
with  normal  life  expectancy,  data  will  be  presented  which  indicate 
that  the  prognosis  must  be  guarded  in  view  of  a high  incidence 
of  associated  renal  disease. 

(3:00)  Questions  and  Answers. 

2.  (3:10)  Indications  for  Correction  of  Thoracic  De- 

formities in  Infants  and  Children. 

Mark  M.  Ravitch,  Baltimore,  Md. 

3.  (3:40)  Pediatric  Indications  for  Tonsillectomy. 

W.  Price  Killingsworth,  Port  Arthur. 

Discussion. 


4.  (4:10) 


Adolescent  Problems  Confronting  the  Pedi- 
atrician. 

John  G.  Young,  Dallas. 


Discussion. 


Tuesday,  April  12,  2:30  to  4:40  p.m. 
Terrace  Room,  Hilton  Hotel 


5.  (2:30) 

(3:00) 

6.  (3:10) 


Discussion. 


Understanding  the  Adolescent. 

Edward  O.  Harper,  Baltimore,  Md. 

Questions  and  Answers. 

Unusual  Urologic  Problems  in  Infants  and 
Children. 

Edward  B.  Singleton,  Houston. 


Cancer  can  be  readily  induced  in  the  uterine  cervix  of  C3H  mice. 
In  carcinogenesis  there  are  three  basic  phases:  dysplasia,  infiltration, 
and  cancer.  These  stages  are  reflected  in  the  desquamated  cells.  Al- 
most all  animals  which  are  ultimately  proved  to  have  cancer  have 
evidence  of  a preexisting  dysplasia,  but  all  animals  with  induced 
dysplasia  do  not  necessarily  develop  cancer.  Surface  changes  analogous 
to  those  designated  as  in  situ  cancer  in  the  human  have  not  been 
observed  to  antedate  cancer  in  the  experimental  animals.  Stimulus 
withdrawal  at  various  stages  of  carcinogenesis  provides  information 
about  the  so-called  reversibility  or  irreversibility  of  the  process  in 
the  experimental  animal. 


7.  (3:40)  Hirschsprung’s  Disease  of  Early  Infancy; 

Recognition  and  Treatment. 

George  Dorman,  Dallas. 


Discussion. 


8.  (4:10) 

Discussion. 


Primary  Myocardial  Disease  of  Infancy. 

Alvis  Johnson,  Jr.,  Dallas. 
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EXHIBITS 

MOTION  PICTURES 

Monday,  April  11,  10:00  o.m. 

Gold  Room,  Hotel  Texas 

1.  (10:00)  A Complete  Office  Gynecological  Examina- 

ation — 1957. 

This  film,  prepared  by  Dr.  Frederick  J.  Hofmeister  of  Milwaukee, 
demonstrates  the  author's  concept  of  what  constitutes  a complete 
office  gynecological  examination.  Included  are  examination  of  the 
breasts,  Papanicolaou  endometrial  biopsy,  the  recto-vaginal-abdominal 
examination,  and,  where  necessary,  a demonstration  of  a cervical 
biopsy. 

2.  (10:20)  The  Early  Detection  and  Medical  Manage- 

ment of  Ulcerative  Colitis — 1959- 

Prepared  by  Drs.  Nicholas  C.  Hightower,  Jr.,  A.  Compton  Brod- 
ers,  Jr.,  Henry  Laurens,  and  Richard  D.  Haines  of  Scott  and  White 
Clinic,  Temple,  this  film  documents  a case  of  chronic  ulcerative 
colitis,  its  diagnosis,  immediate  therapy,  and  management  over  the 
course  of  a year.  By  so  doing  it  aims  to  give  the  clinician  a gen- 
eral view  of  the  important  principles  involved. 

3.  (11:00)  Routine  Pelvic  Examination  and  Cytologic 

Method — 1958. 

This  film  for  general  practitioners  is  designed  to  stress  the  im- 
portance of  obtaining  vaginal  and  cervical  smears  as  a routine  prac- 
tice in  the  physical  examination  of  all  adult  women.  It  was  pre- 
pared by  Dr.  S.  B.  Gusberg  of  New  York. 

4.  (11:20)  Staphylococcal  Infections  in  Surgery — 1958. 

Dr.  H.  Rocke  Robertson  of  Vancouver,  B.  C.,  illustrates  in  this 
film  the  various  types  of  staphylococcal  infections  encountered  in 
surgical  patients,  and  some  of  the  means  by  which  contamination 
that  eventually  leads  to  a wound  infection  can  occur.  An  attempt  is 
made  to  illustrate  some  of  the  faults  in  ward  and  theater  technique, 
and  means  of  correcting  these  errors  are  suggested. 

5.  (11:50)  Radiation:  Physician  and  Patient — 1959. 

This  motion  picture  from  the  American  College  of  Radiology 
strives  to  achieve  a better  understanding  of  the  radio-biologic,  gen- 
etic, and  physical  effects  of  radiation. 

6.  (12:25)  Tonsillectomy  and  Adenoidectomy — 1958. 

Produced  by  Dr.  Joe  A.  Izen  of  Pasadena,  this  film  reviews  the 
author's  procedures. 

7.  (12:50)  l Am  A Doctor— 1959- 

"I  Am  A Doctor”  was  produced  by  the  American  Medical  As- 
sociation to  interest  more  high  school  and  college  students  in  be- 
coming doctors. 

8.  (1:25)  The  Intraperitoneal  Repair  of  Incisional 

Hernias  with  Marlex  Mesh — 1959- 

The  intraperitoneal  repair  of  a large  incisional  hernia  with  Marlex 
mesh  is  demonstrated  by  Dr.  Francis  C.  Usher  of  Houston.  Because 
of  its  flexibility  and  soft  texture,  this  new  plastic  mesh  may  be 
sutured  to  the  under  surface  of  the  abdominal  wall  as  an  "inner 
lining.”  In  this  intraperitoneal  position  it  has  greater  mechanical 
advantage  than  if  it  were  sutured  in  a subcutaneous  position  as  an 
"onlay"  graft.  By  placing  the  mesh  directly  in  contact  with  omentum 
the  rich  vascular  supply  of  this  organ  provides  for  more  rapid 
fibroplasia  through  the  mesh  and  consequently  a stronger  reinforce- 
ment of  fibrous  tissue. 

Tuesday,  April  12,  10:00  a.m. 

Gold  Room,  Hotel  Texas 

9.  (10:00)  Hospital  Sepsis — A Communicable  Disease 

—1958. 

This  film,  prepared  by  the  American  Medical  Association,  Ameri- 
can College  of  Surgeons,  and  American  Hospital  Association,  is  de- 
signed to  educate  all  levels  of  hospital  personnel  in  the  many  ave- 
nues by  which  infection  can  be  spread  throughout  a hospital. 

10.  (10:30)  Synthetic  Knitted  Mesh  in  Hernia  Repair — 

1958. 

The  technique  of  using  knitted  mesh  made  of  either  nylon  or 


dacron  in  the  repairing  of  recurrent  hernias  is  shown  by  Dr.  John 
R.  Paine  and  Dr.  Richard  H.  Adler  of  Buffalo,  N.  Y. 

11.  (11:00)  Carcinoma  of  the  Stomach:  Gastrectomy — 

1959. 

In  this  film,  prepared  by  Dr.  Waltman  Walters  and  Dr.  William 
H.  ReMine  of  Rochester,  Minn.,  a radical  subtotal  and  radical 
total  gastrectomy  with  removal  of  omenta,  lymph  glands,  and  spleen 
is  shown.  The  authors  give  a preliminary  discussion  of  advances  in 
the  treatment  of  carcinoma  of  the  stomach. 

12.  (11:30)  Eire  and  Explosion  Hazards  from  Flam- 

mable Anesthetics — 1958. 

This  picture  presents  by  animation  and  live  action  the  problems 
and  causes  of  operating  room  fires  and  explosions.  Practical  methods 
of  preventing  fires  and  explosions  are  presented  as  well  as  labora- 
tory demonstrations  of  problems  involved  such  as  the  effects  of 
static  electricity,  dangers  of  improper  electrical  connections,  and  the 
explosiveness  of  gas  mixtures.  The  film  was  prepared  by  Dr. 
George  J.  Thomas  of  Pittsburgh,  Pa. 

13.  (12:05)  Just  Pour  Minutes — 1958. 

Dr.  Lenore  R.  Zohman  of  Valhalla,  N.  Y.,  illustrates  the  "team” 
approach  to  resuscitation  during  cardiac  arrest  and  shows  actual  re- 
suscitation with  induced  arrest. 

14.  (12:30)  Open  Fractures — 1959- 

This  motion  picture  by  Dr.  William  A.  Larmon  of  Chicago  be- 
gins with  an  open  fracture  of  the  tibia  occurring  in  the  street.  The 
emergency  on  the  spot  treatment  is  shown  as  well  as  the  treatment 
in  the  emergency  room.  Definitive  surgery  is  carried  out  in  the 
operating  room  in  two  types  of  cases,  one  treated  by  the  open 
method  and  one  treated  by  primary  closure.  Principles  of  treatment 
of  open  fractures  are  stressed  with  animation  and  actual  surgery. 

15.  (1:00)  Respiratory  Resuscitation  Techniques;  How 

to  Do  Rescue  Breathing — 1959. 

The  film  is  designed  through  simple,  clear  exposition  to  teach 
anyone,  expert  or  inexpert,  young  or  old,  this  greatly  improved  re- 
suscitation method.  The  method  is  demonstrated  by  Dr.  Ray  T. 
Smith  of  Springfield,  Mass.,  expert  in  resuscitation  methods. 

16.  (1:10)  Physical  Examination  of  the  Newborn — 

1959. 

Prepared  by  Dr.  Mary  B.  Olney,  San  Francisco,  this  film  demon- 
strates the  steps  of  a complete  routine  examination  as  it  is  per- 
formed for  a baby  a few  hours  old.  Part  II  shows  special  examina- 
tion techniques  and  some  of  the  more  common  abnormal  findings 
as  well  as  normal  findings  which  can  be  mistaken  for  anomalies. 


SCIENTIFIC  EXHIBITS 

Scientific  exhibits  will  be  displayed  in  the  Scientific  Ex- 
hibit Hall,  across  Commerce  Street  from  Hotel  Texas.  Ex- 
hibits will  be  shown  Sunday  from  1 p.m.  to  5:30  p.m.,  and 
on  Monday  and  Tuesday  from  9 a.m.  to  5:30  p.m. 

First,  second,  and  honorable  mention  awards  will  be 
given  in  three  categories  of  exhibits:  (1)  individual,  (2) 
group,  (3)  institutional.  A fourth  category,  educational- 
promotional,  will  not  be  eligible  for  awards. 

In  addition  to  official  awards,  determined  by  the  judg- 
ing committee,  members  of  the  Association  will  be  given 
ballots  on  which  they  may  indicate  the  exhibit  they  feel 
is  most  outstanding.  Ballots  in  the  "popularity  poll”  will 
be  available  at  the  entrance  to  the  exhibit  areas.  Designed 
as  a method  of  giving  recognition  to  outstanding  exhibits 
by  popular  vote,  the  poll  also  is  expected  to  be  helpful  to 
the  Committee  on  Scientific  Exhibits  in  arranging  future 
annual  session  exhibits. 

For  the  first  time  this  year,  separate  folders  on  the 
scientific  exhibits  will  be  available  at  the  registration  desk 
and  upon  entrance  to  the  Scientific  Exhibit  Hall.  Exhibitors 
may  be  recognized  by  special  ribbons  attached  to  their 
identification  badges. 

Following  is  a list  of  exhibitors  and  their  exhibits, 
alphabetically  within  categories: 
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INDIVIDUAL  EXHIBITS 

24.  Dr.  Jasper  H.  Arnold,  Houston.  "Cystitis,  Its  Diag- 
nosis and  Treatment.” 

14.  Dr.  Dale  J.  Austin  and  Dr.  Jesse  E.  Thompson, 
Dallas.  "Arterial  Surgery  for  Arteriosclerotic  Occlusions.” 

2.  Dr.  Louis  W.  Breck,  Dr.  W.  Compere  Basom, 
Dr.  Morton  H.  Leonard,  Dr.  Mario  Palafox,  and 
Dr.  W.  Kosicki,  El  Paso  Orthopaedic  Surgery  Group. 
"Fate  of  Lead  in  Synovial  Fluid.” 

I.  Dr.  H.  H.  Brindley,  Dr.  R.  A.  Murray,  and  Dr. 
W.  A.  ROSS,  Temple.  "Surgical  Treatment  of  the  Hip  in 
the  Adult.” 

7.  Dr.  J.  Robert  Cochran,  Fort  Worth.  "Surgery  of 
the  Hand.” 

23.  Dr.  Perry  C.  Talkington,  Dallas.  "The  Modern 
Psychiatric  Hospital.” 

GROUP  EXHIBITS 

20.  Dr.  W.  P.  Anthony,  Fort  Worth.  "Renaissance 
in  Otology.” 

II.  Dr.  W.  Crockett  Chears,  Jr.  and  Dr.  C.  T.  Ash- 
worth, Dallas.  "Nontropical  Sprue.” 

25.  Dr.  Robert  B.  CROUCH,  Houston.  "From  Parenteral 
Digitalization  to  Oral  Maintenance.” 

31.  Dr.  Daniel  E.  Jenkins,  Dr.  Irving  Chofnas, 
and  Dr.  David  Bahar,  Baylor  University  College  of 
Medicine,  Houston.  "Human  Disease  Caused  by  Atypical 
Mycobacteria.” 

15.  Dr.  Robert  Shaw,  Dr.  Donald  L.  Paulson,  and 
Dr.  John  L.  Kee,  Jr.,  Dallas.  "Bronchogenic  Carcinoma.” 

10.  Dr.  Dennis  M.  Voulgaris,  Wharton.  "Dysmenor- 
rhea Cramps  or  Psyche.” 

16.  Dr.  Ellison  F.  White  and  Dr.  Carlos  J.  Quin- 
tanilla, Harlingen  State  Tuberculosis  Hospital,  Harlingen. 
"Treatment  of  Pulmonary  Tuberculosis.” 

21.  Dr.  McClure  Wilson  and  Dr.  S.  R.  Snodgrass, 
University  of  Texas  Medical  Branch,  Galveston.  "Positive 
Contrast  Ventriculography.” 

INSTITUTIONAL  EXHIBITS 

3.  American  Cancer  Society,  Texas  Division,  Inc., 
Austin,  "Examination  of  the  Colon  and  Rectum.” 

30.  Armed  Forces  Institute  of  Pathology,  Wash- 
ington, D.  C.  "Hematopoietic  System  in  Radiation  Injury.” 

29.  Texas  Academy  of  General  Practice,  Austin. 
"Texas  Academy  of  General  Practice.” 

1.  United  Cerebral  Palsy  Association  of  Texas, 
Inc.,  Austin.  "The  Role  of  the  Family  Doctor  in  Cerebral 
Palsy.” 

8.  United  States  Army  Surgical  Research  Unit, 
Brooke  Army  Medical  Center,  Fort  Sam  Houston. 
"The  Treatment  of  Burns  of  the  Hands.” 

6.  University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Dr.  John  S.  Stehlin,  Jr.,  Dr.  R. 
Lee  Clark,  and  others.  "Regional  Perfusion  of  Cancer.” 

4.  University  of  Texas  Medical  Branch,  Dr.  Rob- 
ert N.  Cooley,  Dr.  John  R.  Derrick,  and  Dr.  Colvin  H. 
Agnew.  "Selective  Visceral  Arteriography.” 

EDUCATIONAL-PROMOTIONAL  EXHIBITS 

26.  Association  of  American  Physicians  and  Sur- 
geons, Inc.,  Chicago.  "Association  of  American  Physicians 
and  Surgeons,  Inc.” 

33.  Division  of  Occupational  Health,  Texas 


State  Department  of  Health,  Austin.  "A  Radiological 
Service  for  Texas  Physicians.” 

13.  Harris  County  Medical  Society,  Houston. 
"Gulf  Coast  Poison  Information  Center  Exhibit.” 

5.  National  Medical  Foundation  for  Eye  Care 
and  Texas  Medical  Association,  Section  on  Eye, 
Ear,  Nose,  and  Throat.  "What  Is  an  Ophthalmologist?” 

19.  State  Commission  for  the  Blind,  Austin.  "Re- 
habilitation of  the  Blind  with  the  Assistance  of  Texas 
Doctors.” 

22.  Texas  Commission  on  Alcoholism,  Austin. 
"Texas  Commission  on  Alcoholism.” 

28.  Texas  Heart  Association,  Houston.  "Rheumatic 
Fever  Can  Be  Prevented.” 

9.  Texas  Medical  Association,  Committee  on 
MEDICAL  HISTORY.  "History  of  the  Texas  Medical  Associ- 
ation.” 

27.  Texas  Medical  Association,  Committee  on 
Spas.  "Modern  Spa  Therapy  or  What  Is  a Spa?” 

32.  Texas  Medical  Association,  Council  on  Pub- 
lic Relations  and  Public  Services.  "The  Anson  Jones 
Award.” 

12.  Texas  Society  of  X-Ray  Technicians,  San  An- 
tonio. "The  Texas  Society  of  X-Ray  Technicians.” 


TECHNICAL  EXHIBITS 

Technical  exhibits  1-42  will  be  displayed  on  the 
fourteenth  floor  of  Hotel  Texas  and  exhibits  43-92  will  be 
shown  on  the  mezzanine  floor.  Exhibits  should  be  of  inter- 
est to  all  practicing  physicians  and  will  be  shown  Sunday 
from  1 p.m.  to  5:30  p.m.  and  on  Monday  and  Tuesday 
from  9 a.m.  to  5:30  p.m.  Definite  time  periods  have  been 
left  open  on  Monday  and  Tuesday  for  visits  to  the  exhibit 
areas.  Folders  on  the  exhibits  will  be  available  at  registra- 
tion and  at  entrances  to  the  exhibit  areas. 

Following  is  an  alphabetical  list  of  exhibits: 

Abbott  Laboratories,  North  Chicago,  Booth  74. 

Alcon  Laboratories,  Fort  Worth,  Booth  7. 

A.  S.  Aloe  Company,  St.  Louis,  Booth  80. 

American  Ferment  Company,  Inc.,  New  York,  Booth  49. 
John  L.  Ashe,  Fort  Worth,  Booth  5. 

Arnar-Stone  Laboratories,  Inc.,  Mt.  Prospect,  111.,  Booth  55. 
Audio-Digest  Foundation,  Glendale,  Calif.,  Booth  89. 

Ayerst  Laboratories,  Atlanta,  Booth  66. 

Bentex  Pharmaceutical  Company,  Houston,  Booth  32. 
Borcherdt  Company,  Chicago,  Booth  2 IB. 

Borden  Company,  Houston,  Booth  22. 

Bristol  Laboratories,  New  York,  Booth  35. 

Burroughs  Wellcome  & Company,  Tuckahoe,  N.  Y.,  Booth 

33. 

Carnation  Company,  Los  Angeles,  Booth  71. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  N.  J.,  Booth 
39. 

Coca-Cola  Company,  Atlanta,  Booths  9 and  10. 

Curtis  Surgical  Company,  Waco,  Booth  8. 

Cutter  Laboratories,  Dallas,  Booth  75. 

Dallas  Radionics,  Dallas,  Booth  62. 

Davies,  Rose  & Company,  Ltd.,  Boston,  Booth  54. 

Desitin  Chemical  Company,  Providence,  R.  I.,  Booth  73. 
Devereux  Schools,  Victoria,  Booth  68. 

Doho  Chemical  Corporation,  New  York,  Booth  16. 

Eaton  Laboratories,  Inc.,  Norwich,  N.  Y.,  Booth  41. 
Emerson  Laboratories,  Dallas,  Booth  36. 

Encyclopaedia  Britannica,  Dallas,  Booth  61. 

Charles  O.  Finley  and  Company,  Austin,  Booth  46. 

First  Texas  Pharmaceuticals,  Inc.,  Dallas,  Booth  52. 
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Geigy  Pharmaceuticals,  Yonkers,  N.  Y.,  Booth  51. 

General  Electric  Company,  Dallas,  Booth  64. 

Gerber  Products  Company,  Fremont,  Mich.,  Booth  77. 
Gilbert  X-Ray  Company  of  Texas,  Dallas,  Booth  44. 
Graham  Laboratories,  Inc.,  Dallas,  Booth  59. 

Gray  Audograph,  Dallas,  Booth  12. 

Great  American  Reserve  Insurance  Company,  Dallas,  Booth 
78. 

J.  E.  Hanger,  Inc.  of  Texas,  Dallas,  Booth  37. 

Health  Insurance  Association  of  America,  New  York, 
Booth  53. 

Investors  Diversified  Services,  Dallas,  Booth  13. 

Johnson  & Johnson,  New  Brunswick,  N.  J.,  Booth  38. 
Kastoff,  Inc.,  Dallas,  Booth  67. 

C.  B.  Kendall  Company,  Indianapolis,  Booth  83. 

Knoll  Pharmaceutical  Company,  Orange,  N.  J.,  Booth  26. 
Lederle  Laboratories,  Pearl  River,  N.  Y.,  Booth  86. 

Eli  Lilly  and  Company,  Indianapolis,  Booth  29. 

J.  B.  Lippincott  Company,  Philadelphia,  Booth  79. 

Lloyd  Brothers,  Inc.,  Cincinnati,  Booth  82. 

Loma  Linda  Food  Company,  Arlington,  Calif.,  Booth  2. 
Maltbie  Laboratories  Division,  Newark,  N.  J.,  Booth  57. 
Wm.  S.  Merrill  Company,  Cincinnati,  Booth  23. 

J.  A.  Majors  Company,  Dallas,  Booth  63- 
Marion  Laboratories,  Inc.,  Kansas  City,  Booth  17. 

S.  E.  Massengill  Company,  Kansas  City,  Booth  24. 

Medco  Products  Company,  Tulsa,  Booth  42. 

Medical  Protective  Company,  Fort  Wayne,  Ind.,  Booth  47. 
Mead  Johnson  & Company,  Evansville,  Ind.,  Booth  90. 
Merck  Sharp  & Dohme,  Philadelphia,  Booth  88. 

Metro  Med,  Inc.,  Houston,  Booth  11. 

Miller  Surgical  Company,  Chicago,  Booth  48. 

Mission  Pharmacal  Company,  San  Antonio,  Booth  45. 

C.  V.  Mosby  Company,  St.  Louis,  Booth  34. 

Nordson  Pharmaceutical  Laboratories,  Irvington,  N.  J., 
Booth  30. 

Ortho  Pharmaceutical  Corp.,  Raritan,  N.  J.,  Booth  25. 
Parke,  Davis  & Company,  Detroit,  Booth  1. 

Wm.  P.  Poythress  & Company,  Richmond,  Va.,  Booth  69. 
Pepsi  Cola  Company,  Dallas,  Booth  91. 

Purdue  Frederick  Company,  New  York,  Booth  81. 

R.  J.  Reynolds  Tobacco  Company,  Winston-Salem,  N.  C., 
Booth  15. 

Rhinopto  Company,  Dallas,  Booth  27. 

A.  H.  Robins  Company,  Inc.,  Richmond,  Va.,  Booth  76. 
Roche  Laboratories,  Nutley,  N.  J.,  Booth  58. 

William  H.  Rorer,  Inc.,  Philadelphia,  Booth  72. 

Ross  Laboratories,  Columbus,  Ohio,  Booth  85. 

Savage  Laboratories,  Inc.,  Bellaire,  Booth  4. 

Schering  Corporation,  Bloomfield,  N.  J.,  Booth  14. 

G.  D.  Searle  & Company,  Chicago,  Booth  28. 

Seven-Up  Developers  of  Texas,  Waco,  Booths  20  and  21. 
Smith  Kline  & French  Laboratories,  Philadelphia,  Booth  70. 
Tarcadu  Company,  Dallas,  Booth  40. 

Terrell  Supply  Company,  Inc.,  Fort  Worth,  Booth  31. 
Texas  Employers’  Insurance  Association,  Dallas,  Booth  19. 
Texas  Pharmacal  Company,  San  Antonio,  Booth  50. 

Texas  Rehabilitation  Center  of  Gonzales  Warm  Springs 
Foundation,  Inc.,  Gonzales,  Booth  18. 

Upjohn  Company,  Kalamazoo,  Mich.,  Booth  60. 

Uniform  Manufacturing  Company,  Fort  Worth,  Booth  84. 
U.  S.  Vitamin  & Pharmaceutical  Corp.,  New  York,  Booth 
87. 

Wallace  Laboratories,  New  Brunswick,  N.  J.,  Booth  3. 
Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J.,  Booth 
92. 

White  Laboratories,  Inc.,  Kenilworth,  N.  J.,  Booth  43. 
Winthrop  Laboratories,  New  York,  Booth  65. 

Westwood  Pharmaceuticals,  Buffalo,  N.  Y.,  Booth  56. 


SPECIAL  PROGRAMS 

CONFERENCE  OF  CITY  AND  COUNTY  HEALTH  OFFICERS 
(Related  Organization) 

Chairman- — J.  E.  Peavy,  Austin. 

(The  Section  on  Public  Health  of  the  Texas  Medical 
Association  will  have  a program  Monday  from  2:30  to  4:30 
p.m.  in  Rooms  359-363,  Hotel  Texas.  The  Texas  Associa- 
tion of  Public  Health  Physicians  will  have  a dinner  meeting 
Sunday  at  6:30  p.m.  in  Rooms  359-363,  Hotel  Texas.  See 
the  Section  Meetings  section  and  elsewhere  in  this  Specialty 
Programs  section  for  details.) 

Tuesday,  April  12,  2:30  p.m. 

Rooms  359-363,  Hotel  Texas 

1.  (2:30)  Medical  Implications  of  Health  Hazards  in 

Our  Environment. 

John  D.  Porterfield,  Washington,  D.  C. 

The  paper  will  discuss  what  is  happening  to  our  air,  our  water, 
and  our  living  habits  as  we  grow  more  numerous,  more  urban, 
and  more  industrialized;  what  diseases  and  conditions  may  be  ex- 
pected to  result  from  this  changing  environment;  and  finally,  some 
of  the  ways  in  which  we  may  be  able  to  adjust  the  environment  to 
man  as  well  as  man  to  the  environment. 

2.  (3:00)  Posthospital  Care  of  Mental  Patients. 

C.  J.  Ruilmann,  Austin. 

Texas  mental  hospitals  are  returning  about  14,000  patients  from 
mental  hospitals  each  year.  The  readmission  rate  is  unnecessarily 
high.  Relatively  uncomplicated  measures  can  be  adopted  to  decrease 
sharply  the  readmission  rate.  The  most  significant  difference  in  the 
mental  hospital  picture  in  the  past  10  years  has  been  in  rejoining 
the  community  and  becoming  a part  of  the  stream  of  life  again. 
Dealing  effectively  with  preventable  readmissions  has  become  a 
prime  necessity. 

Discussion. 

3.  (3:30)  The  New  Hospital  Licensing  Program. 

Fred  P.  Helm  and 
Mr.  Royce  L.  Ashcraft,  Austin. 

Recently  the  Governor  signed  into  law  a bill  which  seems  to  be 
another  great  step  forward  to  provide  better  patient  care  by  the  hospitals 
in  Texas.  This  act  provides  for  an  Advisory  Council  appointed  by 
the  Governor  to  advise  the  Board  of  Health  in  setting  up  mini- 
mum requirements  for  a hospital  to  be  licensed.  The  primary  func- 
tion of  the  Licensing  Division  is  to  assist  hospitals  in  meeting  and 
exceeding  the  standards  set  forth  in  this  act  and  to  work  with  them 
for  better  facilities. 

Discussion. 

4.  (4:00)  The  Municipal  and  State  Cooperative  Meat 

Inspection  Program. 

Howard  E.  Smith  and 
A.  B.  Rich,  D.V.M.,  Austin. 

A brief  history  of  meat  inspection  in  Texas  will  be  given.  The 
provisions  of  the  meat  inspection  law,  and  the  Attorney  General's 
opinion  relating  thereto,  will  be  discussed.  Background  need  for 
improvement  in  industry  coverage  and  for  standardization  of  ordi- 
nance requirements  will  be  shown  by  colored  slides  and  discussion. 
Comparison  of  the  program  to  the  present  milk  program  with  a brief 
discussion  of  meat  industry  economics  and  how  they  will  contribute 
to  much  needed  inspection  coverage  and  standardization  will  be  made. 

Discussion. 


President's  Party 
Featuring 

Les  Elgart  and  His  Orchestra 
8 p.m.,  Tuesday,  April  12 
Ridglea  Country  Club 
Tickets:  $7.50 
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ORIENTATION  PROGRAM  OF 
TEXAS  MEDICAL  ASSOCIATION 

Executive  Secretary — Mr.  C.  Lincoln  '$7 il  listen,  Austin. 

Tuesday,  April  12,  8:00  a.m. 

Continental-Terrace,  Hilton  Hotel 


1.  (8:00)  Registration  and  Coffee. 

2.  (8:30)  Call  to  Order. 

Barton  E.  Park,  Dallas. 

3.  (8:35)  An  Accounting  of  Stewardship;  Association 

Finances — What  Happens  to  Your  $45 
Dues? 

R.  W.  KlMBRO,  Cleburne. 


4.  (9:00)  The  Best  Medical  Care  for  All  Texans. 

Mr.  C.  Lincoln  Williston,  Austin. 


5.  (9:30)  Medical  Ethics  Considerations  in  the  Prac- 

tice of  Medicine. 

C.  E.  Oswalt,  Jr.,  Fort  Stockton. 

6.  (9:50)  Medical  Etiquette;  Obligations  of  the  Physi- 

cian to  Colleagues  and  to  the  Profession. 

R.  MAYO  Tenery,  Waxahachie. 


7.  (10:10)  Coffee. 

8.  (10:25)  Serving  the  Doctors  of  Texas. 

Mr.  Donald  M.  Anderson,  Austin. 


9.  (10:45)  Workmen’s  Compensation  Laws;  Charges, 
Obligations,  and  the  Law. 

Mr.  Smith  Pettigrew,  Dallas. 


10.  (11:05)  Legal  Aspects  of  Medical  Practice;  Malprac- 
tice— How  to  Avoid  It. 

Philip  R.  Overton,  LL.B.,  Austin. 


12:30  p.m..  Ballroom,  Hotel  Texas 
General  Meeting  Luncheon 

F.  W.  Yeager,  Corpus  Christi,  President,  Presiding. 

11.  (12:30)  Luncheon. 

Invocation. 

Introductions: 

Registrants  for  Orientation  Program. 
Fifty  Year  Club. 

Civic  Guests. 

12.  (1:15)  Presentation  of  Anson  dories  Award  for  Lay 

Medical  Reporting. 

Joe  R.  Donaldson,  Pampa,  Chairman, 
Council  on  Public  Relations  and  Public  Service. 

13.  (1:20)  Announcement  of  Scientific  Exhibit  Awards. 

14.  (1:25)  Address  of  President,  American  Medical 

Association. 

Louis  M.  Orr,  Orlando,  Fla. 


SOCIETY  OF  LIFE  INSURANCE 
MEDICAL  DIRECTORS  OF  TEXAS 

Secretary-Treasurer — Chester  E.  Cook,  Dallas. 

Tuesday,  April  12,  12:15  p.m. 

New  Orleans  Room,  Hilton  Hotel 

1.  (12:15)  Luncheon. 


SYMPOSIUM  ON  NUCLEAR  MEDICINE 

Medical  Significance  of  Fallout  and 
Problems  of  Radioactive  Waste  Disposal 

Chairman,  Committee  on  Nuclear  Medicine,  Texas  Medical 

Association — Herbert  C.  Allen,  Jr. 

(Interested  physicians  will  tour  the  reactor  facilities  at 
Convair,  Division  of  General  Dynamics,  Fort  Worth,  from 
11:00  a.m.  to  12:30  p.m.  Saturday;  a bus  will  leave  from 
Hotel  Texas  at  10:00  a.m.  J.  K.  Leverett,  chief  physician 
at  Convair,  will  conduct  the  tour.  Two  swimming  pool  type 
reactors  will  be  displayed.  Name,  address,  nationality,  and 
citizenship  information  will  be  required  of  each  physician 
so  that  clearance  may  be  obtained  from  the  United  States 
Air  Force.) 

(Scientific  exhibits  prepared  for  the  symposium,  to  be 
displayed  in  the  Scientific  Exhibit  Hall  across  Commerce 
Street  from  Hotel  Texas  beginning  Sunday  afternoon,  in- 
clude: "Hematopoietic  System  in  Radiation  Injury,”  Armed 
Forces  Institute  if  Pathology,  booth  30;  "A  Radiological 
Service  for  Texas  Physicians,”  Division  of  Occupational 
Health,  Texas  State  Department  of  Health,  booth  33.) 


Saturday,  April  9,  2:00  p.m. 
Parlor  R,  Hotel  Texas 


1.  (2:00)  Fallout — Is  It  a Hazard  to  Man? 

Wright  H.  Langham,  Ph.D.,  Los  Alamos,  N.  Mex. 

2.  (2:40)  Radioactive  Fallout  on  Marshallese  and  Jap- 

anese Fisherman;  Five  Year  Follow-Up. 
James  S.  Robertson,  M.D.,  Ph.D.,  Upton,  N.  Y. 


3.  (3:05)  Problems  Arising  from  Fallout  from  a Rus- 

sian Nuclear  Detonation  on  Berkeley,  Calif., 
in  March,  1958. 

Hardin  B.  Jones,  Ph.D.,  Berkeley,  Calif. 

4.  (3:35)  Coffee  Break. 


5. 


(3:50)  The  Problem  of  Radioactive  Waste;  Present 
and  Future. 

Joseph  A.  Lieberman,  Dr.Eng.,  Washington,  D.  C. 


6.  (4:30)  Problems  Associated  with  Disposal  of  High- 

Level  Radioactive  Wastes  in  Deep  Geologic 
Formations — Natural  Salt  F ormations . 

William  B.  Heroy,  Sc.D.,  Dallas. 


7.  (4:50)  Radioactive  Liquid  Waste  at  Convair,  Divi- 

sion of  General  Dynamics,  Fort  Worth. 

Frank  Paschal,  Fort  Worth. 


TEXAS  ACADEMY  OF  GENERAL  PRACTICE  COMMITTEES 

President — E.  Sinks  McLarty,  Galveston. 

Executive  Secretary — Mr.  Donald  C.  Jackson,  Austin. 

Sunday,  April  10,  9:00  a.m.  and  2:00  p.m. 

Dallas  Room,  Hilton  Hotel 

1.  (9:00)  Legislative  and  Public  Policy  Committee. 

2.  (2:00)  Annual  Scientific  Assembly  Program  Com- 

mittee. 


Monday,  April  11,  10:00  a.m. 

Dallas  Room,  Hilton  Hotel 

1.  (10:00)  Constitution  and  By-Laws  Committee. 
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TEXAS  AIR-MEDICS  ASSOCIATION 


(Related  Organization) 

President — Wendell  W.  Sumner,  Fort  Worth. 
Secretary — C.  F.  Miller,  Waco. 

Saturday,  April  9,  12:00  noon  to  4:30  p.m. 
Tourmaline  A,  Worth  Hotel 


1.  (12:00)  Registration. 

2.  (2:00)  F.A.A.  Medical  Problems.  General  Discus- 

sion. 

W.  A.  Ostendorf,  Fort  Worth,  Moderator. 


3.  (3:30)  Executive  Council  Meeting. 

4.  (4:00)  Business  Meeting.  Election  of  Officers. 

5.  (6:30)  Cocktail  Party. 

7:30  p.m..  Tourmaline  B,  Worth  Hotel 


6.  (7:30)  Dinner,  Ranch  Style. 


Sunday,  April  10,  9:00  a.m.  to  4:00  p.m. 
Tourmaline  A,  Worth  Hotel 


7.  (9:00) 

8.  (10:00) 


9.  (10:30) 
10.  (11:00) 

11.  (11:30) 

12.  (1:30) 

13.  (2:00) 

14.  (2:30) 

15.  (3:00) 

16.  (3:30) 


Registration. 

Opening  Session. 

D.  P.  LAUGENOUR,  Dallas,  Moderator. 

a.  Invocation. 

P.  W.  Malone,  Big  Spring. 

b.  Introduction  of  Guests  and  Visitors. 

W.  A.  Ostendorf,  Fort  Worth. 

Welcome  Address. 

Mr.  L.  C.  Elliott,  Fort  Worth. 

President’s  Address. 

Wendell  W.  Sumner,  Fort  Worth. 

Intermission  for  Lunch. 

Federal  Aviation  Agency’s  Medical  Program. 
James  L.  Goddard,  Washington,  D.  C. 

The  A-B-C’s  of  Spatial  Vectorcardiography. 
Lewis  Gunther,  Los  Angeles,  Calif. 

Civil  Aviation  Board  Accident  Investigation. 
Mr.  George  R.  Clark,  Fort  Worth. 

Jet  Airplanes. 

Mr.  Sterling  Ward,  Fort  Worth. 

Air  Traffic  Control. 

Mr.  Paul  H.  Boatman,  Fort  Worth. 


6:00  p.m.,  Ridglea  Country  Club 

17.  (6:00)  Dinner.  Transportation  will  be  furnished. 


Monday,  April  11,  10:00  a.m. 
Ballroom,  Hotel  Texas 


18.  (10:00)  Texas  Medical  Association  Opening  Session. 

Monday,  April  11,  10:30  a.m.  to  4:00  p.m. 

Tourmaline  A,  Worth  Hotel 


19.  (10:30)  Highlights,  F.A.A.  Accomplishments. 

W.  A.  Ostendorf,  Fort  Worth. 


20.  (11:00) 


21.  (11:30)  Legal  Problems  Associated  with  Certification 

of  Airmen. 

Mr.  Charles  A.  Smith,  Fort  Worth. 

22.  (12:00)  Intermission  for  Lunch. 

23.  (1:30)  Flight  Standards. 

Mr.  W.  H.  Brubaker,  Fort  Worth. 

24.  (2:00)  Federal  Aviation  Agency  Forum. 

W.  A.  Ostendorf,  Moderator, 
Mr.  John  Hunter, 
Mr.  Charles  A.  Smith, 
Mr.  W.  H.  Brubaker,  and 
Mr.  Sterling  Ward,  Fort  Worth. 

25.  (4:00)  Presentation  of  Officers  for  Next  Year. 


TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHYSICIANS 
(Related  Organization) 

President — Fred  K.  Laurentz,  Houston. 

Secretary — B.  M.  Primer,  Austin. 

(The  Section  on  Public  Health  of  the  Texas  Medical 
Association  will  have  a program  Monday  from  2:30  to 
4:30  p.m.  in  Rooms  359-363,  Hotel  Texas.  The  Conference 
of  City  and  County  Health  Officers  will  be  held  Tuesday 
at  2:30  p.m.  in  Rooms  359-363,  Hotel  Texas.  See  the 
Section  Meetings  section  and  elsewhere  in  this  Specialty 
Programs  section  for  details.) 

Sunday,  April  10,  6:30  p.m. 

Rooms  359-363,  Hotel  Texas 

1.  (6:30)  Dinner  Meeting. 

Current  Developments  in  Public  Health. 
John  D.  Porterfield,  Washington,  D.  C. 

TEXAS  CHAPTER,  AMERICAN  ACADEMY  OF  PEDIATRICS 

President — J.  T.  Bennett,  El  Paso. 

Secretary — W.  W.  Kelton,  Austin. 

(The  Section  on  Pediatrics  of  the  Texas  Medical  Associ- 
ation will  have  a program  Monday  and  Tuesday  from  2:30 
to  4:30  p.m.  in  the  Hilton  Hotel,  on  Monday  in  the  Mid- 
land and  Waco  Rooms,  on  Tuesday  in  the  Terrace  Room. 
See  the  Section  Meetings  section  for  details.) 

Monday,  April  11,  12:30  p.m. 

Corrida  Club,  Hilton  Hotel 

1.  (12:30)  Luncheon. 


President's  Party  Tickets  Now  on  Sale 

Write:  James  W.  Short,  M.D. 

811  Fifth  Avenue 
Fort  Worth,  Texas 

See  details  page  215 
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Mr.  John  S.  Hunter,  Fort  Worth. 
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TEXAS  CHAPTER,  AMERICAN  COLLEGE 
OF  CHEST  PHYSICIANS 

(Related  Organization) 

President — Lawrence  M.  Shefts,  San  Antonio. 

First  Vice-President — Hiram  M.  Anderson,  San  Angelo. 
Second  Vice-President — Carlos  J.  Quintanilla,  Harlingen. 
Secretary-Treasurer — John  W.  Middleton,  Galveston. 
Regent — George  R.  Herrmann,  Galveston. 

Governor — Henry  R.  Hoskins,  San  Antonio. 

Program  Chairman. — John  S.  Chapman,  Dallas. 


Sunday,  April  10,  9:00  a.m. 

Gold  Room,  Hotel  Texas 

John  A.  Wiggins,  Fort  Worth,  Presiding 


1.  (9:00)  Spontaneous  Pneumothorax. 

H.  Frank  Carman,  Dallas. 


2.  (9:30) 


The  Use  of  Fume  Fixation  in  Tuberculous 
Lungs. 

David  Bahar,  Houston. 


3.  (10:00)  The  Effect  of  Smoking  on  Pulmonary  Func- 
tion. 

Russell  H.  Wilson,  Dallas. 


4.  (10:30)  Recess. 


TEXAS  DERMATOLOGICAL  SOCIETY 

(Related  Organization) 

President — Edmund  N.  Walsh,  Fort  Worth. 

Secretary — D.  Shelton  Blair,  Dallas. 

Program  Chairman — William  F.  Spiller,  Houston. 

Monday,  April  11,  10:00  a.m. 

Parlor  R,  Hotel  Texas 

1.  (10:00)  Immunologic  Aspects  of  Fungous  Diseases. 

J.  Walter  Wilson,  Los  Angeles,  Calif. 

(10:30)  Discussion. 

2.  (10:40)  An  Unusual  Occurrence  of  Sporotrichosis; 

Eight  Cases  in  One  Residence. 

H.  D.  Garrett  and  J.  B.  Robbins,  El  Paso. 

(10:55)  Discussion. 

3.  (11:00)  Biological  False  Positive  Tests  for  Syphilis. 

Morris  Polsky,  Austin. 

(11:15)  Discussion. 

4.  (11:20)  Relationship  of  Elevated  Blood  Glucose  Lev- 

els to  Acne  Vulgaris. 

Donald  Naylor  and  J.  Fred  Mullins,  Galveston. 
(11:35)  Discussion. 

5.  (11:40)  Experimental  Ultraviolet  Car  Anagenesis. 

Earl  Cockerell,  Jr.  and  John  M.  Knox,  Houston. 

(11:55)  Discussion. 


5.  (10:45)  The  Role  of  Pulmonary  Function  Testing  in 

the  Clinical  Management  of  Patients  with 
Severe,  Acute  Respiratory  Insufficiency. 

William  F.  Miller,  Dallas. 

6.  (11:15)  Diaphragmatic  Hernia. 

Theodore  Chuang  and  Lawrence  M.  Shefts, 

San  Antonio. 

7.  (11:45)  Pulmonary  Disease  Associated  with  Congen- 

ital Absence  or  Acquired  Hypoplasia  of  One 
Pulmonary  Artery. 

Milton  V.  Davis,  Ben  F.  Mitchel,  and 
Maurice  Adam,  Dallas. 

12:15  p.m.,  Parlor  R,  Hotel  Texas 

Lawrence  M.  Shefts,  San  Antonio,  Presiding 

8.  (12:15)  Luncheon  and  Business  Meeting. 

2:00  p.m..  Gold  Room,  Hotel  Texas 

John  W.  Middleton,  Galveston,  Presiding 

9.  (2:00)  Charles  M.  Hendricks  Memorial  Lecture: 

Thoracic  Deformities  in  Relation  to  Cardiac 
Disease. 

Mark  M.  Ravitch,  Baltimore,  Md. 

10.  (3:00)  The  Effort  Syndrome. 

William  H.  Gordon,  Lubbock. 

11.  (3:30)  Blastomycosis  of  Nasal  Sinus. 

Alvis  E.  Greer,  Houston. 


TEXAS  DIABETES  ASSOCIATION 

(Related  Organization) 

President — Ralph  G.  Greenlee,  Midland. 

Secretary -Treasurer — Warren  W.  Moorman,  Fort  Worth. 

Sunday,  April  10,  8 a.m. 

Dining  Room,  Hotel  Texas 

1 . (8:00)  R egistration. 

2.  (9:00)  Some  Aspects  of  the  Relationships  Between 

Carbohydrates  and  Fat  Metabolism. 

Marvin  Siperstein,  Dallas. 

3.  (9:30)  Vascular  Disease  in  Latent  Diabetes. 

Alberto  Daysog  and  Harold  Dobson,  Houston. 

4.  (10:00)  Coffee  Break. 

5.  (10:15)  Adipose  Tissue,  Its  Relationship  to  Diabetes. 

George  F.  Cahill,  Jr.,  Boston. 

Recent  studies  have  suggested  that  fat  (adipose)  tissue  is  the 
major  site  of  insulin  action,  as  evidenced  both  by  the  minute  quan- 
tities of  insulin  which  alter  the  metabolism  of  the  adipose  tissue 
cell  and  by  the  degree  of  response  of  adipose  tissue  when  compared 
to  other  body  tissues  affected  by  insulin. 

6.  (11:00)  Prolonged  Oral  Hypoglycemic  Therapy  with 

Salicylates  in  Diabetes  of  Maturity -Onset 
Type. 

Holbrooke  S.  Seltzer,  Dallas. 

Mild  elderly  diabetics  of  "Orinase-responsive"  type  are  equally 
controllable  by  diet  plus  salicylate  blood  levels  between  25  and  35 
mg.  per  100  cc.  achieved  with  5 to  8 Gm.  of  sodium  salicylate 
daily.  Gradual  increase  to  therapeutic  levels  prevents  salicylism,  and 
faking  blood  sugar  remains  normal  indefinitely  in  patients  main- 
taining dietary  discipline. 
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7.  (11:30)  Body  Mechanisms  Controlling  Water  and 

Electrolytes. 

James  V,  Warren,  Galveston. 

Normal  physiologic  states  are  maintained  by  a variety  of  monitor- 
ing or  homeostatic  mechanisms.  Disease  states,  such  as  diabetic  aci- 
dosis, cause  a disruption  of  this  normal  control,  particularly  as  it 
relates  to  water  and  electrolyte  metabolism.  Knowledge  of  these 
mechanisms  and  their  disturbed  function  is  important  in  under- 

standing and  treating  dehydration  and  electrolyte  depletion. 

8.  (12:30)  Luncheon. 

9.  (1:15)  Panel  Discussion. 

George  F.  Cahill,  Jr.,  Boston; 
Holbrooke  S.  Seltzer,  Dallas; 
Roger  H.  Unger,  Dallas; 
Leonard  L.  Madison,  Dallas; 
and  Harold  Dobson,  Houston. 

10.  (2:00)  New  Concepts  and  Methods  in  the  Diag- 

nosis of  Mild  Diabetes. 

Roger  H.  Unger,  Dallas. 

Efforts  to  determine  the  specificity  and  prognostic  implications 
of  the  oral  glucose  tolerance  test  will  be  discussed,  and  its  relative 
nonspecificity  as  determined  by  10  year  follow-up  studies  will  be 
demonstrated.  The  advantages  of  the  intravenous  tolbutamide  response 
test  in  respect  to  specificity  in  diagnosis  will  be  explained. 

11.  (2:30)  Hemochromatosis;  An  Abnormality  in  Iron 

Metabolism. 

J.  D.  Bonnet,  Temple. 

Hemochromatosis  is  a rare  disease  characterized  by  cirrhosis  and 
excessive  deposits  of  iron.  The  excessive  iron  deposits  must  be  due 
to  an  increase  in  iron  absorption.  Although  rare,  hemochromatosis 
is  of  great  interest  because  it  represents  a defect  in  iron  metabolism. 
Whether  or  not  this  defect  is  primary  or  secondary  is  debatable. 

12.  (3:00)  Overins ulinization  and  the  Problem  of  Para- 

doxical Hyperglycemia. 

Leonard  L.  Madison,  Dallas. 

Hyperglycemia  and  glycosuria  usually  means  inadequate  insulin 
administration.  If,  however,  hypoglycemic  episodes  punctuate  the 
course,  a reduction  of  insulin  dose  leads  to  a reduction  in  the 
blood  glucose  and  glycosuria.  The  mechanisms  whereby  this  occurs 
will  be  discussed. 

13.  (3:30)  Experiments  on  the  Use  of  Other  Sugars, 

Such  as  Mannose,  in  Diabetes  Mellitus. 

George  F.  Cahill,  Jr.,  Boston. 

Studies  using  mannose  ( a sugar  identical  to  glucose  except  for  a 
modification  of  a group  on  the  second  carbon)  in  both  experimental 
animals  and  humans  have  shown  that  it  responds  to  insulin,  similar 
to  glucose,  but  yet  does  not  stimulate  the  beta-cell  of  the  pancreas 
to  produce  insulin. 

14.  (4:00)  Spontaneous  Hypoglycomia  as  a Manifesta- 

tion of  Diabetes  Mellitus. 

JOHN  T.  Scogin,  Houston. 

Cases  of  spontaneous  hypoglycemia  as  found  by  the  glucose  tol- 
erance test  are  divided  into  groups  according  to  the  type  of  tolerance 
curve.  These  groups  are  then  related  to  diabetes  as  to  clinical  mani- 
festations and  results  of  cortisone  glucose  tolerance  tests. 

15.  (4:30)  Business  Meeting. 


TEXAS  HEART  ASSOCIATION 

(Related  Organization) 

President — Robert  E.  Leslie,  El  Campo. 

Executive  Director — Mr.  Ernest  T.  Guy,  Houston. 

Sunday,  April  10,  9:00  a.m. 

Blue  Room,  Worth  Hotel 

1.  (9:00)  Executive  Board  Meeting. 

2.  (12:30)  Luncheon. 


TEXAS  NEUROPSYCHIATRIC  ASSOCIATION 
(Related  Organization) 

President — Hamilton  Ford,  Galveston. 

Vice-President — Henry  G.  Gardiner,  Jr.,  Fort  Worth. 
Secretary — E.  Ivan  Bruce,  Jr.,  Galveston. 

(An  "Early  Bird  Party’’  will  be  held  at  8:00  p.m. 
Saturday,  April  9,  at  the  Petroleum  Club,  Hilton  Hotel.) 

Sunday,  April  10,  8:30  a.m. 

Terrace  Room,  Hilton  Hotel 

1.  (8:30)  Registration. 

Hamilton  Ford,  Galveston,  Presiding. 

2.  (8:50)  Call  to  Order  and  Opening  Remarks. 

3.  (9:00)  Toxic  Effects  of  Nialamide  (Niamid)  on 

the  Liver. 

Sam  A.  Hoerster,  Jr.,  Coleman  de  Chenar, 
and  Jedd  H.  GREEN,  Austin. 
Discussion — Irvin  M.  Cohen,  Houston. 

4.  (9:30)  Present  Status  of  Insulin  Coma  Treatment  in 

the  Rusk  State  Hospital  and  the  Use  of 
Glucagon. 

Charles  W.  Castner,  L.  D.  Hancock, 
Roy  Noble,  and  James  Kreimer,  Rusk. 
Discussion — Charles  Mitis,  Odessa. 

5.  (10:00)  Coffee  Break. 

6.  (10:10)  Prolonged  Narcosis  in  Certain  Psychosomatic 

Disorders;  A Preliminary  Report. 

Edward  O.  Harper,  Cleveland,  Ohio. 
Discussion — Perry  C.  Talkington,  Dallas. 

7.  (10:40)  Graduate  and  Postgraduate  Psychiatric  Edu- 

cation. 

Benjamin  Boshes,  Chicago,  111. 
Discussion — William  T.  Lhamon,  Houston. 

8.  (11:10)  Business  Session — Texas  District  Branch  So- 

ciety of  the  American  Psychiatric  Associa- 
tion. 

9.  (11:30)  Business  Session — Texas  Neuropsychiatric 

Association. 

12:00  noon.  Petroleum  Club,  Hilton  Hotel 

10.  (12:00)  Luncheon  for  Members  and  Wives.  Regis- 

trants Other  Than  Members  Welcome. 

Section  on  Neurology,  Neurosurgery,  and  Allied  Fields 
2:00  p.m..  Continental  Room,  Hilton  Hotel 

James  Greenwood,  Houston,  Presiding. 

11.  (2:00)  On  the  Nosologic  Dichotomy  Between  Or- 

ganic and  Functional  Diseases. 

Russell  Meyers,  Iowa  City,  Iowa. 
Discussion — Samuel  R.  Snodgrass,  Galveston. 

12.  (2:30)  Studies  in  Parkinsonism;  Graphic  Measure- 

ments in  Tone,  Tremor,  and  Voice. 

Benjamin  Boshes,  Chicago,  111. 
Discussion — Israel  Schulemann,  Houston. 

13.  (3:00)  Lumbar  Subarachnoid-Peritoneal  Shunt  in 

Treatment  of  Hydrocephalus. 

Morris  Sanders,  Dallas. 
Discussion — Richard  D.  Price,  San  Antonio. 
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14.  (3:30)  Cine-Fluro-Radiography  of  the  Cervical 

Spine  in  Abnormal  States. 

Kemp  Clark  and  J.  R.  Reynolds,  Dallas. 
Discussion — Harry  Starr,  Beaumont. 

Section  on  Psychiatry  and  Psychoanalysis 
2:00  p.m.(  Terrace  Room,  Hilton  Hotel 

Henry  G.  Gardiner,  Jr.,  Fort  Worth,  Presiding. 

15-  (2:00)  An  Experience  with  Small  Group  Discussion 

as  a Method,  of  Postgraduate  Education. 
Robert  L.  Leon,  James  K.  Peden,  and 
Jerry  M.  Lewis,  Jr.,  Dallas. 

Discussion — Eugene  McDanald,  Galveston. 

16.  (2:30)  The  Establishment  of  a Psychiatric  Research 

Division  in  a Medical  School. 

William  P.  Wilson,  Galveston. 
Discussion — C.  J.  Ruilmann,  Austin. 

17.  (3:00)  Survey  of  Problem  Children  in  a Large 

School  District. 

Irvin  Kraft,  Houston. 
Discussion — George  Constant,  Victoria. 

18.  (3:30)  Subtle  Organic  Factors  in  Behavior  Dis- 

orders in  Children. 

Don  Morris,  Dallas. 
Discussion — Brooks  Mullins,  San  Antonio. 

4:00  p.m.(  Midland  and  Waco  Rooms,  Hilton  Hotel 

19-  (4:00)  Business  Meeting — Texas  Neuropsychiatric 

Association  and  Texas  District  Branch  of  the 
American  Psychiatric  Association. 

Election  of  Officers. 

7:30  p.m..  Town  Club,  Hotel  Texas 

20.  (7:30)  Reception  for  Members,  Guests,  and  Wives. 

21.  (8:00)  Dinner. 


TEXAS  OPHTHALMOLOGICAL  ASSOCIATION 

(Related  Organization) 

President — Max  Baldridge,  Texarkana. 

Secretary — James  H.  Scruggs,  Waco. 

Program  Chairman — Otto  Lippmann,  Austin. 

(The  Executive  Council  will  meet  at  2:00  p.m.,  Sunday, 
April  10,  in  the  Worth  Hotel.  All  members  are  invited  to 
visit  scientific  and  technical  exhibits.) 

(Refresher  courses  of  interest  to  ophthalmologists  will  be 
held  Monday  and  Tuesday  mornings  between  8:30  and 
9:45  a.m.  by  Frank  H.  Constantine,  New  York,  N.  Y. 
[Monday]  and  Peter  C.  Kronfeld,  Chicago,  111.  [Tuesday]. 
The  eye  program  of  the  Section  on  Eye,  Ear,  Nose,  and 
Throat  of  the  Texas  Medical  Association  will  be  held 
Tuesday  from  2:30  to  5:00  p.m.  in  Tourmaline  A,  Worth 
Hotel.  See  the  Refresher  Course  and  Section  Meeting  sec- 
tions for  details.) 


Monday,  April  11,  10:00  o.m. 

Blue  Room,  Worth  Hotel 

1.  (10:00)  President’s  Address:  Malignant  Melanomas 

of  the  Iris. 

Max  Baldridge,  Texarkana. 

In  handling  the  patient  with  an  iris  melanoma:  ( 1 ) Leave  no 
stone  unturned  in  attempting  to  judge  the  extent  of  the  growth; 
seldom  is  there  a reason  for  haste.  ( 2 ) If  local  excision  is  to  be 
carried  out,  discuss  with  the  patient  the  possibility  of  enucleation  if 
it  becomes  necessary.  ( 3 ) In  carrying  out  the  surgery,  the  approach 
should  be  optimal.  ( 4 ) Remember  that  age  has  a bearing  on  the 
advisable  handling  of  these  tumors. 

2.  (10:30)  Entoptic  Phenomena  and  the  Aging  Eye. 

A.  E.  Meisenbach,  Jr.,  Dallas. 

Visual  phenomena  reported  include  migraine,  scotoma  scintillans, 
entoptic  visualization  of  the  optic  nerve  and  retinal  nerve  fibers, 
early  lenticular  changes,  and  postaphakic  phenomena  as  well  as 
vitreous  opacities.  Peripheral  light  flashes  include  four  distinct 
types.  Kodachrome  slides  illustrate  the  phenomena.  The  variety  of 
symptoms,  sometimes  vaguely  described  by  patients,  may  be  better 
appreciated  and  visualized. 

3-  (11:00)  New  Drugs  in  Ophthalmology. 

Peter  C.  Kronfeld,  Chicago,  111. 

The  past  5 years  there  have  come  to  the  fore  agents  which  lower 
the  intraocular  pressure  by  improving  the  aqueous  outflow  or  by 
reducing  the  aqueous  production.  Individually  adjusted  combinations 
of  such  agents  effect  true  normalization  of  the  intraocular  pressure 
in  a greater  proportion  of  glaucomas  than  ever  before.  The  new 
agents  have  brought  new  side  reactions  and  also  new  investigative 
possibilities.  The  new  vascular  hypotensives  may  offer  beneficial 
effects  on  the  course  of  some  retinopathies.  New  promising  agents 
among  the  antibacterials  and  antibiotics  are  the  derivatives  of  coli- 
mycin  and  the  new  fungicides.  Indications  for  topical  and  systemic 
steroid  therapy  in  ocular  inflammation  are  becoming  more  definitely 
established. 

2:15  p.m. 

4.  (2:15)  Tour  of  Alcon  Laboratories.  (Transportation 

will  be  available.) 

Tuesday,  April  12,  10:00  a.m. 

Tourmaline  A,  Worth  Hotel 

5 . (10:00)  Evisceration. 

Joe  L.  Bussey,  Fort  Worth 
(by  invitation). 

The  following  will  be  included:  (1)  A review  of  literature  as 
to  types  of  procedures  done  in  the  past  and  the  indications  and 
contraindications.  (2)  The  recent  reinvestigation  of  evisceration  as 
a surgical  procedure  in  which  a better  cosmetic  result  can  be  ob- 
tained over  enucleation.  (3)  Presentation  of  cases  done  in  the  past 
year  by  the  author’s  group.  (4)  Color  film  showing  the  technique 
for  evisceration. 

6.  (10:30)  Autopsy  Specimen  of  Two  Fresh  Uncompli- 

cated Cataract  Extractions. 

JACK  B.  Lee,  San  Antonio. 

This  is  the  presentation  of  a patient  who  was  operated  on  for 
bilateral  cataracts,  the  2 eyes  being  operated  on  a week  apart.  Both 
operations  were  uncomplicated.  While  the  patient  was  in  the  hos- 
pital he  was  discovered  to  have  aneurysm  of  the  aorta.  Surgical 
graft  of  the  aorta  was  performed  shortly  after  the  cataract  operation, 
but  the  patient  did  not  survive.  Both  eyes  were  obtained  postmortem 
for  study. 

7.  (11:00)  Cyclodiathermy. 

Frank  H.  Constantine,  New  York,  N.  Y. 

12:30  p.m..  Tourmaline  B,  Worth  Hotel 

8.  (12:30)  Luncheon,  Followed  by  Annual  Membership 

Meeting. 

9-  (2:00)  Visit  to  Scientific  and  Technical  Exhibits. 
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TEXAS  ORTHOPEDIC  ASSOCIATION 

(Related  Organization) 


and  the  modes  of  treatment  were  analyzed  and  the  results  formulated, 
with  some  conclusions  drawn  as  to  what  is  the  pathology  and  best 
mode  of  treatment. 


President — David  M.  Cameron,  El  Paso. 

Secretary — Margaret  Watkins,  Dallas. 

Program  Chairman — Rex  J.  Howard,  Fort  Worth. 

(A  cocktail  party  for  members  of  the  Texas  Orthopedic 
Association  will  be  held  at  the  Ridglea  Country  Club  Sun- 
day, April  10,  from  6 to  8 p.m.) 


Monday,  April  11,  9:30  a.m. 

New  Orleans  and  Derrick  Rooms,  Hilton  Hotel 


1.  (9:30) 

(9:50) 


Experimental  Fetal  Bone  Transplant. 

Philip  M.  Overton,  Dallas. 
Discussion — Charles  F.  Gregory,  Dallas. 


2.  (10:00) 
(10:20) 


Dual-Lock  Hip  Prosthesis. 

P.  M.  Girard,  Dallas. 
Discussion — Russ  B.  Graham  and  A.  O. 
Loiselle,  Dallas. 


3.  (10:25) 

4.  (10:30) 

(10:50) 


Intermission.  Coffee  served. 

Two-Plane  Fixation  of  Femoral  Fractures. 

E.  Burke  Evans  and 
George  W.  N.  Eggers,  Galveston. 
Discussion — Louis  Breck,  El  Paso. 


5.  (11:00)  Surgical  Treatment  of  Ligament  Injuries  to 
the  Knee. 

Don  H.  O’Donoghue,  Oklahoma  City,  Okla. 


This  discussion  will  cover  recommendations  for  management  of 
acute  ligament  injuries  to  the  knee.  The  end  result  study  will 
emphasize  the  importance  of  prompt  diagnosis  and  adequate  treat- 
ment. Special  emphasis  will  be  placed  upon  the  importance  of  con- 
sideration of  surgical  treatment  in  cases  of  complete  ligament  tear, 
stress  being  placed  on  the  value  of  early  repair  as  opposed  to  late 
reconstruction.  This  material  will  be  documented  by  end  result  studies. 
A movie  showing  operative  technique  will  be  shown  if  time  allows. 


6.  (11:40)  Louis  J.  Levy,  Fort  Worth,  Moderator. 


12:00  noon.  Empire  Club,  703V2  Main  Street 

7.  (12:00)  Luncheon  and  Business  Meeting.  (Members 
only.) 


2:00  p.m..  New  Orleans  and  Derrick  Rooms,  Hilton  Hotel 

8.  (2:00)  President's  Address:  Orthopedic  Surgery — 

An  Art. 

David  M.  Cameron,  El  Paso. 

9.  (2:30)  Management  of  Crush  Injuries  of  the  Hand. 

Royce  C.  Lewis,  Jr.,  Lubbock. 

(2:50)  Discussion — Robert  Cochran,  Fort  Worth. 

10.  (3:00)  Follow-Up  Evaluation  of  Fractured  Heels. 

Louis  J.  Levy,  Fort  Worth. 

(3:20)  Discussion — Jack  Maxfield,  Wichita  Falls. 

11.  (3:30)  Study  of  the  Biomechanics  of  Whiplash  In- 

juries of  the  Neck. 

Bruce  Cameron,  Houston. 

(3:50)  Discussion — Ruth  Jackson,  Dallas,  and 

George  W.  N.  Eggers,  Galveston. 

12.  (4:00)  Postirradiation  Fractures  of  the  Neck  of  the 

Femur. 

W.  H.  BlCKEL,  Rochester,  Minn. 

The  postirradiation  fractures  of  the  neck  of  the  femur  which  were 
treated  at  the  Mayo  Clinic  were  studied.  The  irradiation  in  most 
cases  was  given  for  a malignancy  about  the  pelvis.  The  pathology 


13.  (4:40)  Robert  A.  Murray,  Temple,  Moderator. 


TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION 
(Related  Organization) 

President — Herbert  H.  Harris,  Houston. 

Vice-President  and  Program  Chairman — J.  L.  Turner,  Odessa. 
Secretary — Louis  E.  Adin,  Dallas. 

(A  refresher  course  on  "Differential  Diagnosis  of  Masses 
of  the  Neck”  will  be  conducted  by  Walter  P.  Work,  San 
Francisco,  Calif.,  from  8:30  to  9:45  a.m.  Monday  in  the 
Oak  Room,  Hotel  Texas.  The  ear,  nose,  and  throat  program 
of  the  Section  on  Eye,  Ear,  Nose,  and  Throat  of  the  Texas 
Medical  Association  will  be  held  Monday  from  2:30  to 
5:00  p.m.  in  Tourmaline  A,  Worth  Hotel.  See  the  Refresh- 
er Course  and  Section  Meeting  sections  for  details.) 

Monday,  April  11,  10:00  a.m. 

Dining  Room,  Worth  Hotel 

1.  (10:00)  Fenestration  of  the  Oval  Window. 

John  J.  Shea,  Jr.,  Memphis,  Tenn. 

(by  invitation). 

Approximately  1,000  fenestrations  of  the  oval  window  have  been 
done.  This  is  a direct  attack  upon  the  otosclerotic  obstruction  in  the  oval 
window  in  which  the  stapes  is  removed  together  with  the  otoscler- 
otic new  bone  formation  in  the  oval  window.  The  fenestra  is  cov- 
ered by  a vein  graft  from  the  back  of  the  patient's  hand,  and  the 
sound  conducting  mechanism  is  rebuilt  with  polyethylene  90  tubing 
between  the  lower  end  of  the  incus  and  the  center  of  the  vein  graft. 
The  air-bone  gap  has  been  closed  in  approximately  70  per  cent  of 
cases.  The  difficulties  have  been  few  and  the  complications  not 
severe.  It  appears  that  the  long-term  results  will  be  good. 

2.  (10:45)  Use  of  Prostheses  in  Middle  Ear  Surgery. 

W.  P.  Anthony,  Fort  Worth. 

The  fenestration  operation  has  been  abandoned  in  favor  of  direct 
oval  window  techniques  involving  introduction  of  foreign  material 
into  the  middle  ear.  An  attempt  to  evaluate  the  rationale,  practicabil- 
ity, and  safety  of  such  procedures  will  be  presented.  Clinical  and 
pathological  material  will  support  conclusions.  The  use  of  anti- 
inflammatory agents  in  an  attempt  to  prevent  dangerous  labyrinthine 
reactions  resulting  from  this  type  surgery  will  be  discussed. 

3.  (11:15)  Myringoplasty  and  Tympanoplasty  with 

Vein  Graft  Closure  of  the  Ear  Drum  Perfo- 
ration. 

John  J.  Shea,  Jr.,  Memphis,  Tenn. 

(by  invitation). 

Vein  graft  closure  of  ear  drum  perforations  was  first  tried  during 
an  operation  in  which  a laceration  of  the  drum  occurred  in  the 
posterior  inferior  quadrant  of  the  drum  at  the  annulus.  At  the  end 
of  the  procedure  a small  piece  of  vein  was  inserted  beneath  the 
drum,  which  promptly  healed.  Since  that  time  this  technique  has 
been  extended  to  myringoplasty  and  tympanoplasty  so  that  even 
large  perforations  of  the  drum,  present  for  a long  period,  have  been 
closed.  This  new  technique  holds  great  promise  and  is  free  of  the 
bothersome  complications  that  often  follow  use  of  a free  graft  of 
skin. 

4.  (12:00)  Widefield  Laryngectomy. 

Walter  P.  Work,  San  Francisco,  Calif. 

(by  invitation). 

The  correlation  of  the  diagnostic  aids  in  cancer  of  the  larynx  will 
be  discussed.  The  working  classification  of  cancer  of  the  larynx 
will  be  outlined.  Finally,  widefield  laryngectomy  will  be  discussed, 
not  only  from  the  technical  standpoint,  but  also  from  that  of  the 
suitability  of  cases. 

1 :00  p.m..  Tourmaline  B,  Worth  Hotel 

5.  (1:00)  Luncheon,  with  Annual  Election  of  Officers. 
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TEXAS  REHABILITATION  CENTER  OF 
GONZALES  WARM  SPRINGS  FOUNDATION, 

MEDICAL  ADVISORY  COUNCIL 

Medical  Director — Odon  F.  von  Werssowetz,  Gonzales. 

Sunday,  April  10,  10:30  a.m. 

Waco  Room,  Hilton  Hotel 

1.  (10:30)  Business  Meeting. 


TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS 
(Related  Organization) 

President — David  O.  Johnson,  Austin. 

Secretary — M.  T.  Jenkins,  Dallas. 

Program  Chairman — A.  N.  Heinrichs,  Fort  Worth. 

(Saturday,  April  9,  at  6:30  p.m.,  there  will  be  a cocktail 
party  and  dinner  at  the  Ridglea  Country  Club.) 

Sunday,  April  10,  9:00  a.m. 

Town  Club,  Hotel  Texas 

1.  (9:00)  Effects  of  General  Anesthesia  on  Renal 

Functions. 

Louis  W.  Lewis,  Berkeley,  Calif.,  and 

Jack  Lapides,  Ann  Arbor,  Mich. 

After  induction  of  anesthesia,  but  before  surgery,  kidney  func- 
tion was  determined  using  the  15  minute  phenolsulfonphthalein 
(PSP)  excretion  test  in  a series  of  afternoon  surgical  patients.  In 
each  case,  the  value  was  compared  with  a control  PSP  study  run  at 
least  3 hours  earlier  the  same  day.  On  the  basis  of  changes  in  PSP 
excretion,  effects  of  the  various  anesthetic  agents  on  kidney  function 
could  be  evaluated. 

2.  (9:30)  Recognition  and  Management  of  Postopera- 

tive Respiratory  Depression. 

William  F.  Miller,  Dallas. 

Most  postoperative  pulmonary  complications  are  related  either  di- 
rectly or  indirectly  to  diminished  ventilation.  The  onset  of  hypo- 
ventilation is  particularly  subtle  in  sedated  patients,  so  that  routine 
measures  should  be  undertaken  to  prevent  its  occurrence.  Proper  pre- 
operative  preparation  of  patients  with  postoperative  deep  breathing 
or  respiratory  stimulation  should  be  employed.  These  methods  will 
be  discussed. 

3.  (10:15)  Coffee  Break. 

4.  (10:30)  Anesthetics  and  Adrenal  Function. 

Leroy  D.  Vandam,  Boston,  Mass. 

It  has  been  known  for  a long  time  that  anesthetics  may  act  as 
a stimulus  to  adrenal  medullary  and  cortical  secretions.  Recent 
studies  defining  the  adrenal  response  to  anesthesia  will  be  discussed 
in  relation  to  preparation  for  operation,  choice  of  anesthesia,  and 
management  of  patients  for  adrenal  surgery. 

5.  (11:15)  Clinical  Observations  with  the  Intrathecal 

Use  of  Lidocaine. 

Gunter  Corssen  and 
Morris  S.  Miehl,  Galveston. 

Hyperbaric  Lidocaine  was  administered  intrathecally  to  over  100 
patients  undergoing  surgical  procedures  involving  the  pelvis,  perine- 
um, and  lower  extremities.  In  contrast  to  previous  experience  with 
procaine  and  tetracaine,  levels  of  analgesia  obtained  with  intrathecal 
Lidocaine  were  unpredictable.  The  superior  diffusibility  of  Lido- 
caine, which  appeared  to  be  responsible  for  its  tendency  to  spread 
beyond  the  desired  limits,  seems  to  be  disadvantageous  and  dangerous 
in  spinal  anesthesia. 

6.  (12:00)  Luncheon. 

7.  (1:30)  Present  Status  of  Hypothermia. 

Leroy  D.  Vandam,  Boston,  Mass. 

The  deliberate  cooling  of  man  as  a therapeutic  and  anesthetic 
procedure  was  reintroduced  by  Bigelow  in  1950.  After  considerable 


trial  for  cardiac  surgery  this  technique  was  largely  abandoned,  only 
to  be  revived  in  connection  with  extracorporeal  circulation.  The  other 
major  area  of  application  has  been  in  the  field  of  neurosurgery. 
The  current  practice  of  hypothermia  will  be  discussed. 

8.  (2:30)  Business  Meeting. 


TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSICIANS 
(Related  Organization) 

President — Harry  Ledbetter,  Wichita  Falls. 

Secretary — Jack  G.  Brannan,  Houston. 

Program  Chairman — Louis  J.  Levy,  Fort  Worth. 

Saturday,  April  9,  1:00  to  5:30  p.m. 

Houston  and  Lubbock  Rooms,  Hilton  Hotel 

1.  (1:00)  Presidents  Remarks  and  Paper:  Ruptured 

Plantaris  Tendon — An  Overlooked  Entity. 

Harry  Ledbetter,  Wichita  Falls. 

A ruptured  plantaris  muscle  occurs  at  sufficient  frequency  to 
justify  a review  of  its  symptoms.  Since  it  is  a rudimentary  muscle, 
its  presence  is  not  emphasized  and  may  be  forgotten  by  those  whose 
work  does  not  require  review  of  anatomy.  Since  it  is  being  presented 
to  this  particular  society,  the  entity  will  be  illustrated  by  using  case 
reports  of  three  athletic  coaches. 

2.  (1:30)  The  Present  Status  of  Physical  Fitness  in 

Our  Schools. 

Nathan  Mann,  Corpus  Christi. 

This  topic  will  embrace  a paper  and  film.  Measures  that  have 
been  taken  and  measures  that  should  be  taken  for  best  results  will 
be  emphasized. 

(1:50)  Discussion. 

3.  (1:55)  Preseason  Physical  Examination  of  High 

School  Football  Players. 

Fredric  B.  Faust,  Earth. 

Five  seasons  of  examinations  are  reported,  ages  ranging  from 
14  to  17  years;  weights  88  to  260  pounds;  heights  50  to  76  inches; 
blood  pressure  88  to  154  mm.  of  mercury  systolic  and  60  to  100 
mm.  diastolic.  Pulse  pressure,  age,  and  diastolic  pressure  are  corre- 
lated by  a new  mathematical  linear  function.  Electrocardiograms  re- 
veal variations  and  relate  T-U  waves  to  vigorous  youth;  10  W-P-W 
syndromes,  2 definite  types.  Mild  hypertension  distinguishes  person- 
alities with  esprit  de  corps. 

(2:15)  Discussion. 

4.  (2:20)  Treatment  of  Musculotendinous  Injuries  to 

the  Athlete. 

Don  H.  O’Donoghue,  Oklahoma  City,  Okla. 

Much  attention  is  given  to  treatment  of  major  injuries  to  the 
athlete  while  relatively  little  has  been  said  about  the  common  variety 
of  injury  which  happens  every  day.  The  author  will  discuss  the 
importance  of  prompt  diagnosis  and  definitive  treatment,  recom- 
mending that  an  analysis  of  the  condition  be  made  and  that  treat- 
ment be  instituted.  By  a few  days  or  weeks  of  definitive  treatment, 
a season  of  frustration  may  be  avoided.  Specific  details  for  treatment 
of  various  conditions  will  be  recommended.  This  will  include  hema- 
toma, strain,  sprain,  and  tenosynovitis. 

5.  (3:00)  Coffee  Break. 

6.  (3:10)  Athletic  Injuries  to  the  Costal  Cage. 

R.  G.  McCORKLE,  Austin. 

Injuries  to  the  chest  wall  are  common  in  athletics.  These  injuries 
may  be  simple  or  complicated  leading  to  partial  or  permanent  dis- 
ability. Proper  protective  equipment  and  training  are  important  for 
prevention.  Early  diagnosis  and  treatment  are  essential  for  cure 
and  prevention  of  permanent  disability. 

> (3:30)  Discussion. 
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7.  (3:35)  Nonpenetrating  Wounds  of  the  Abdomen. 

Louis  R.  Robey,  Houston. 

These  wounds  may  be  the  result  of  athletic  injuries,  falls,  auto- 
mobile accidents,  and  so  forth.  They  are  associated  with  a high 
mortality  rate  if  not  recognized  early.  The  clinical  characteristics, 
diagnosis,  pitfalls  in  the  management  of  blunt  injuries  to  the  ab- 
dominal viscera,  and  the  indications  for  surgical  intervention  are 
discussed. 

(3:55)  Discussion. 

8.  (4:00)  Surgical  Correction  of  Acromioclavicular 

Separations. 

Joe  Woodward,  Waco. 

This  paper  will  seek  to  point  out  the  damage  done  when  the 
acromioclavicular  joint  is  separated  by  a violent  thrust  on  the  point 
of  the  shoulder,  and  to  offer  a dependable  method  of  repair.  In 
athletes  suffering  a complete  joint  separation,  the  introduction  of  the 
Bosworth  lag  screw  has  been  a reliable  means  of  fixation  rendering 
good  cosmetics,  no  loss  of  strength,  and  a full  range  of  painless 
motion.  Details  of  the  operative  procedure  will  be  illustrated  by 
slides. 

(4:20)  Discussion. 

9.  (4:25)  New  Instrument  for  the  Nontraumatic  In- 

sertion of  Intramedullary  Pins. 

John  T.  Lowry,  Laredo. 

This  is  a discussion  of  the  usual  methods  of  inserting  and  ex- 
tracting intramedullary  pins  in  the  long  bones,  particularly  the  femur. 
A somewhat  different  technique  utilizing  an  instrument  which  allows 
better  control  and  more  scientific  physical  principles  is  depicted. 

(4:45)  Discussion. 

10.  (4:50)  Business  Meeting. 


TEXAS  SOCIETY  OF  GASTROENTEROLOGISTS 
AND  PROCTOLOGISTS 

(Related  Organization) 

President — Marcel  Patterson,  Galveston. 

Secretary — A.  C.  Broders,  Jr.,  Temple. 

Sunday,  April  10,  2:00  p.m. 

Rooms  360-364,  Hotel  Texas 

1.  (2:00)  Resection  of  Sigmoid  Colon  for  Carcinoma: 

Refinements  in  Technique  (motion  picture). 

Robert  J.  Rowe,  Dallas. 

During  the  past  5 to  10  years  a number  of  innovations  in  tech- 
nique have  been  introduced  in  an  attempt  to  improve  the  5 year 
survival  rates  following  resection  of  the  colon  for  carcinoma.  These 
include  ( 1 ) preliminary  high  ligation  of  the  inferior  mesenteric 
vessels;  (2)  aortoiliac  node  dissection;  (3)  isolation  of  the  lesion; 
( 4 ) extensive  use  of  cancericidal  solutions  such  as  clorpactin  XCB; 
and  ( 5 ) wide  resection  of  the  bowel.  The  use  of  all  of  these  pro- 
cedures has  been  incorporated  in  the  film,  which  will  be  narrated 
by  the  author. 

2.  (2:30)  Studies  on  the  Pancreatic  Response  to  Stim- 

ulation with  Secretin  and  Pancreozymin. 

A.  H.  Petty,  Temple. 

3.  (3:00)  Current  Concepts  in  the  Management  of 

Diverticulosis  of  the  Colon. 

Gordon  McHardy,  New  Orleans,  La. 

Diverticulosis  has  gained  clinical  importance  in  recent  years  be- 
cause of  four  factors:  (1)  General  applicability  of  improved  colonic 
radiologic  study  has  increased  diagnostic  incidence  and  significance. 
( 2 ) In  our  increasing  aged  population  frequency,  symptomatology, 
and  complication  of  this  entity  are  most  significant.  ( 3 ) Effective 
antimicrobial  therapy  for  the  colon  in  medical  management  and  in 
the  preparation  of  the  patient  for  definitive  surgery  has  altered  our 
therapeutic  perspective.  ( 4 ) A controversy  exists  as  to  the  rationaliza- 
tion for  elective  prophylactic  resection  of  uncomplicated  localized 
diverticulosis.  The  present  status  of  diverticulosis  and  its  complica- 
tions will  be  reviewed  with  analysis  of  the  diagnostic  and  therapeutic 
features  that  have  demanded  intense  clinical  interest  in  the  true 
significance  of  this  entity. 


4. 

5. 

6. 


(3:45)  Intermission. 

(4:00)  A Reappraisal  of  Post-Gastrectomy  Steator- 
rhea. 

W.  Crockett  Chears,  Jr.,  Dallas. 

(4:30)  Gastroscopic  Color  Photography  in  the  Dif- 
ferentiation of  Benign  and  Malignant  Gas- 
tric Ulcer. 

Robert  S.  Nelson,  Houston. 


7.  (5:15)  Business  Meeting. 


6:30  p.m..  Parlor  R,  Hotel  Texas 


8.  (6:30)  Cocktails. 
9-  (7:30)  Dinner. 


TEXAS  SOCIETY  OF  PATHOLOGISTS,  INC. 

(Related  Organization) 

President — O.  J.  Wollenman,  Jr.,  Fort  Worth. 

Secretary — Vernie  A.  Stembridge,  Dallas. 

(This  society  will  have  its  scientific  session  with  the 
Section  on  Pathology  Monday  and  Tuesday,  April  11  and 
12,  from  2:30  to  5:00  p.m.  in  Rooms  344-348  of  Hotel 
Texas.) 

Monday,  April  11,  5:00  p.m. 

Rooms  344-348,  Hotel  Texas 

1.  (5:00)  Business  Meeting. 

TEXAS  SOCIETY  OF  PLASTIC  SURGEONS 
(Related  Organization) 

President — Willard  W.  Schuessler,  El  Paso. 

Secretary — Raymond  Brauer,  Houston. 

Program  Chairman — Dean  C.  Kipp,  Dallas. 

Saturday,  April  9,  8:30  a.m. 

Waco  Room,  Hilton  Hotel 

1 . (8:30)  Registration. 

2.  (9:15)  Circus  Lion  Claw  and  Pang  Injury  of  a 

Child’s  Arm. 

Sanford  Glanz,  Corpus  Christi. 
Discussion,  5 minutes. 

3.  (9:40)  Post-Traumatic  Infraorbital  Neuralgia. 

Bromley  S.  Freeman,  Houston. 

Discussion,  5 minutes. 

4.  (10:00)  Fatal  Pseudomonas  Septicemia  in  a Severe 

Burn. 

Lt.  Col.  William  T.  Tumbusch, 
M.C.,  San  Antonio. 

Discussion,  5 minutes. 

5.  (10:20)  One  Approach  to  the  Nostril  Problem  in 

Cleft  Lips. 

Y.  C.  Smith,  Jr.,  Corpus  Christi. 

Discussion,  5 minutes. 

6.  (10:45)  Duplication  of  Vulva  and  Rectum. 

COL.  John  Tenery,  M.C.,  San  Antonio. 
Discussion,  5 minutes. 
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7.  (11:05)  Early  Plastic  Repair  of  Finger  Tip  Injuries 

in  Children  (color  sound  motion  picture). 

Bromley  S.  Freeman,  Houston. 

Discussion,  10  minutes. 

12:00  noon 

8.  (12:00)  Luncheon. 

1 :30  p.m.,  Waco  Room,  Hilton  Hotel 


TEXAS  TRAUMATIC  SURGICAL  SOCIETY, 

TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION,  AND 
TEXAS  PHYSICAL  MEDICINE  AND 
REHABILITATION  SOCIETY 

(Related  Organization) 

Texas  Traumatic  Surgical  Society 

President — W.  D.  Marrs,  Fort  Worth. 

Secretary — W.  E.  Crump,  Wichita  Falls. 


9.  (1:30)  Business  Meeting  (members  only). 

TEXAS  SOCIETY  ON  AGING, 

CLINICAL  MEDICINE  SECTION 

President — Ernest  W.  Keil,  Temple. 

Tuesday,  April  12,  9:00  a.m. 

Dining  Room,  Worth  Hotel 

1.  (9:00)  Registration. 


Texas  Industrial  Medical  Association 

President — Max  E.  Johnson,  San  Antonio. 
Secretary — J.  G.  Burdick,  Pasadena. 

Texas  Physical  Medicine  and  Rehabilitation  Society 
President — Edward  M.  Krusen,  Dallas. 

Secretary — Oscar  Selke,  Houston. 

Sunday,  April  10,  9:00  a.m. 

New  Orleans  and  Derrick  Rooms,  Hilton  Hotel 


2.  (9:40)  Call  to  Order. 

Ernest  W.  Keil,  Temple. 

3.  (9:50)  Activities  of  the  Committee  on  Aging  of 

the  Texas  Medical  Association. 

Elizabeth  Thomason,  Corpus  Christi. 


1.  (9:00)  Registration. 

2.  (9:15)  President’s  Remarks. 

W.  D.  Marrs,  Fort  Worth. 

3.  (9:30)  Symposium  on  Burns. 


(10:10) 

Physical  Rehabilitation  of  the  Aged  and 
the  Use  of  Spas. 

BURN  Team,  Brooke  General  Hospital, 
Fort  Sam  Houston. 

(10:30) 

Neil  Buie,  Marlin. 

The  Pathologist  Looks  at  the  Aging  Process. 

a. 

(9:30) 

Resuscitation. 

Col.  Edward  H.  Vogel,  Jr. 

(10:50) 

Charles  Phillips,  Houston. 

We  Need  to  Improve  Our  Nursing  Homes. 

b. 

(10:00) 

Wound  Care. 

Lt.  Col.  Wilfred  T.  Tumbusch. 

Elizabeth  Gentry,  Austin. 

c. 

(10:30) 

Intermission. 

(11:10) 

The  General  Practice  of  Medicine  and  the 
Aging  Population. 

d. 

(10:45) 

Infection. 

Colonel  Vogel. 

J.  O.  S.  HOLT,  Dallas. 

e. 

(11:15) 

Burns  of  the  Hand. 

Lt.  Colonel  Tumbusch. 

8.  (12:15) 

9.  (2:15) 

10.  (2:35) 


The  Importance  of  the  White  House  Con- 
ference on  Aging. 

J.  E.  Peavy,  Austin. 

Vocational  Rehabilitation  of  the  Aged. 

M.  Blashy,  Temple. 

Psychiatric  Problems  of  the  Aged  and  Ag- 
ing. 


4.  (2:00)  Presidents’  Remarks. 

Max  E.  Johnson,  San  Antonio,  and 
Edward  M.  Krusen,  Dallas. 

5.  (2:15)  Plastic  Surgical  Principles  in  Farm,  Indus- 

trial, and  Traffic  Accidents. 

James  Barrett  Brown,  Saint  Louis,  Mo. 


Charles  M.  Gaitz,  Houston. 

11.  (2:55)  Homemaker  Services  and  Their  Importance 

in  the  Over-All  Health  Care  of  the  Aged. 

Speaker  pending. 

12.  (3:10)  Business  Meeting  of  Clinical  Medicine  Sec- 

tion, Texas  Society  on  Aging. 


When  the  full  thickness  of  skin  has  been  lost  over  an  appreciable 
area,  it  is  nearly  always  necessary  to  replace  it  to  avoid  distorting 
scar  and  dysfunction.  Early  repairs  afford  the  best  form  and  func- 
tion, and  when  accidents  occur,  early  evaluation  by  a plastic  surgeon 
may  be  advantageous.  Long  and  expensive  hospitalization  may  be 
avoided  by  cleansing  burned  areas  and  replacing  what  has  been  lost. 
Loss  of  the  skin  of  the  genitals  in  farm  machinery  accidents,  injuries 
from  electrical  current  and  from  mine  and  traffic  accidents,  and 
lesions  involving  resurfacing  of  the  hand  and  using  cross-leg  flaps 
will  be  discussed. 


GENERAL  MEETING  LUNCHEONS 

Monday,  April  11 
Dr.  John  R.  Heller,  Speaker 

Tuesday,  April  12 
Dr.  Louis  M.  Orr,  Speaker 


6.  (2:55)  Traumatic  Disturbances  of  the  Spinal  Cord. 

Benjamin  Boshes,  Chicago,  111. 

7.  (3:35)  Clinical  Value  of  Electromyography. 

J.  R.  Oates,  Houston. 

Electromyography  is  the  recording  of  electrical  potentials  of 
skeletal  muscles.  It  is  in  many  ways  unique  in  the  diagnosis  of 
disease  or  dysfunction  of  lower  motor  neurons  or  skeletal  muscles. 
The  theory  and  construction  of  the  electromyograph  are  briefly  ex- 
plained, then  a survey  of  clinical  uses  of  electromyography  is  made. 
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8.  (4:15)  Separate  Annual  Business  Meetings. 

Texas  Traumatic  Surgical  Society,  Derrick 
Room,  Hilton  Hotel. 

Texas  Industrial  Medical  Association,  New 
Orleans  Room,  Hilton  Hotel. 

Texas  Physical  Medicine  and  Rehabilitation 
Society,  Austin  Room,  Hilton  Hotel. 

6:00  p.m..  New  Orleans  and  Derrick  Rooms,  Hilton  Hotel 

9.  (6:00)  Cocktail  Party  for  Members  and.  Their 

Wives. 

UNITED  CEREBRAL  PALSY  ASSOCIATION  OF  TEXAS,  INC., 
MEDICAL-PROFESSIONAL  ADVISORY  BOARD 

Chairman — Edward  M.  Krusen,  Dallas. 

Executive  Director — Mr.  L.  H.  Prodoehl,  Austin. 

Sunday,  April  10,  10:00  a.m. 

Dining  Room,  Worth  Hotel 

1.  (10:00)  Quarterly  Business  Meeting  and  Luncheon. 

(The  Medical-Professional  Advisory  Board 
of  Tarrant  County  United  Cerebral  Palsy 
will  meet  in  conjunction  with  the  state 
board. ) 

UNIVERSITY  OF  TEXAS  POSTGRADUATE 
SCHOOL  OF  MEDICINE  CONFERENCE 

Medical  Problems  of  the  Elderly — What  Can  Be  Done 

Dean — Grant  Taylor,  Houston. 

Wednesday,  April  13,  8:30  a.m. 

Continental-Terrace,  Hilton  Hotel 


1. 

(8:30) 

Announcements  and  Introductions. 

2. 

(8:45) 

Socioeconomic  Impact  of  an  Aging  Popula- 
tion. 

3. 

(9:15) 

American  Medicine  and  Its  Responsibilities 
in  the  Care  of  the  Aged. 

Frederick  C.  Swartz,  Lansing,  Mich. 

4. 

(9:45) 

Metabolic  Disturbances  in  the  Elderly  Pa- 
tient. 

James  V.  Warren,  Galveston. 

5. 

(10:15) 

Intermission. 

6. 

(10:30) 

Outlook  for  the  Postmyo cardial  Infarction 
Patient. 

WALLACE  M.  Yater,  Washington,  D.  C. 

7. 

(10:50) 

Outlook  for  the  Stroke  Patient. 

William  S.  Fields,  Houston. 

8. 

(11:10) 

Peripheral  Vascular  Disease. 

Dr.  Yater. 

9. 

(11:30) 

Parkinsonism — Medical  or  Surgical  Treat- 
ment? 

Dr.  Fields. 

10. 

(11:50) 

Management  of  Nutritional  Problems  in  the 
Aged. 

11. 

(2:00) 

Surgical  Advances  in  Arterial  Disease. 

12. 

(2:30) 

Management  of  Bronchopulmonary  Disease 
in  the  Elderly  Patient. 

John  S.  Chapman,  Dallas. 

13. 

(3:00) 

Urological  Problems  in  the  Chronically  111. 

Russell  Scott,  Jr.,  Houston. 

14. 

(3:30) 

Intermission. 

15. 

(3:45) 

Emotional  Problems  of  the  Elderly. 

16. 

(4:15) 

Rehabilitation  of  the  Chronically  111. 

17. 

(5:00) 

How  to  Age  Gracefully. 

18. 

(5:30) 

Discussion. 

Officers,  Councils, 

And  Committees 

Officers,  boards,  councils,  and  committees  of  the  Texas 
Medical  Association  for  the  year  1959-1960  follow.  The 
year  in  which  their  terms  of  office  expire  is  indicated  in 
parentheses. 

Officers,  Boards,  and  AMA  Delegates 

Officers 

F.  W.  Yeager,  Corpus  Christi,  President. 

May  Owen,  Fort  Worth,  President-Elect. 

Barton  E.  Park,  Dallas,  Vice-President. 

J.  M.  Travis,  Jacksonville,  Secretary  (1962). 

C.  Lincoln  Williston,  Austin,  Executive  Secretary. 

T.  H.  Thomason,  Fort  Worth,  Treasurer  (1962). 

Charles  P.  Hardwicke,  Austin,  Speaker  of  the  House  of 
Delegates. 

James  D.  Murphy,  Fort  Worth,  Vice-Speaker  of  the 
House  of  Delegates. 

Board  of  Trustees 

R.  W.  Kimbro,  Cleburne,  Chairman  (1962). 

G.  V.  Brindley,  Temple,  Vice-Chairman  (I960). 

Byron  P.  York,  Houston,  Secretary  (1963). 

Troy  A.  Shafer,  Harlingen  (1964). 

J.  B.  Copeland,  San  Antonio  (1961). 

Board  of  Councilors 

First  District:  C.  E.  Oswalt,  Jr.,  Fort  Stockton,  Chairman 
(1961);  Russell  Holt,  El  Paso,  Vice-Councilor. 

Second  District:  Henrie  E.  Mast,  Midland  (I960);  A.  H. 
Daniell,  Brownfield,  Vice-Councilor. 

Third  District: *  1William  H.  Gordon,  Lubbock  (1962). 

Fourth  District:  O.  H.  Chandler,  Ballinger  (1961); 
2S.  Braswell  Locker,  Brownwood,  Vice-Councilor. 

Fifth  District:  Walter  Walthall,  San  Antonio  (1962); 
George  H.  Hermann,  Jr.,  Del  Rio,  Vice-Councilor. 

Sixth  District:  Stanley  W.  Bohmfalk,  Weslaco  (1962); 
Harold  E.  Griffin,  Corpus  Christi,  Vice-Councilor. 

Seventh  District:  David  Wade,  Austin  (I960);  Ray  L. 
Shepperd,  Burnet,  Vice-Councilor. 

Eighth  District:  Carlos  E.  Fuste,  Jr.,  Alvin,  Secretary 
(I960);  George  Glover,  Victoria,  Vice-Councilor. 

Ninth  District:  Herbert  H.  Duke,  Baytown  (I960); 
James  H.  Sammons,  Highlands,  Vice-Councilor. 

Tenth  District:  Stephen  B.  Tucker,  Nacogdoches  (I960); 
Gail  Medford,  Jr.,  Lufkin,  Vice-Councilor. 


1 Appointed  Councilor  on  September  15,  1959,  to  fill  a 
vacancy  created  by  the  resignation  of  Dr.  Robert  A.  Neblett, 
Canyon. 

1 Appointed  Vice-Councilor  on  September  26,  1959,  to 
fill  a vacancy  created  by  the  resignation  of  Dr.  James  P. 
Anderson,  Brady. 
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Eleventh  District:  R.  H.  Bell,  Palestine  (1961);  William 
C.  Smith,  Carthage,  Vice-Councilor. 

Twelfth  District:  Tom  M.  Oliver,  Waco  (1962);  Dick 
Cason,  Hillsboro,  Vice-Councilor. 

Thirteenth  District:  Travis  Smith,  Abilene,  Vice-Chair- 
man (1961);  W.  P.  Higgins,  Jr.,  Fort  Worth,  Vice- 
Councilor. 

Fourteenth  District:  R.  Mayo  Tenery,  Waxahachie 

(1961). 

Fifteenth  District:  James  E.  Ball,  Mt.  Pleasant  (1962). 

Delegates  to  the  American 
Medical  Association  and  Alternates 

T.  C.  Terrell,  Fort  Worth  (1961). 

Alternate:  Denton  Kerr,  Houston  (1961). 

M.  O.  Rouse,  Dallas  (1961). 

Alternate:  J.  W.  Rainer,  Odessa  (1961). 

J.  B.  Copeland,  San  Antonio,  Chairman  (1961). 

Alternate:  George  Turner,  El  Paso  (1961). 

J.  C.  Terrell,  Stephenville  (1961). 

Alternate:  J.  L.  Cochran,  San  Antonio  (1961). 

Troy  A.  Shafer,  Harlingen  (I960). 

Alternate:  John  L.  Otto,  Galveston  (I960). 

John  K.  Glen,  Houston  (I960). 

Alternate:  Robert  W.  Kimbro,  Cleburne  (I960). 

G.  W.  Cleveland,  Austin  (I960). 

Alternate:  Ridings  E.  Lee,  Dallas  (I960). 

James  H.  Wooten,  Columbus  (I960). 

Alternate:  E.  P.  Hall,  Jr.,  Fort  Worth  (I960). 

Executive  Board 

Ex  officio:  President,  Vice-President,  President-Elect, 
Secretary,  Treasurer,  Speaker  of  the  House  of  Dele- 
gates, Vice-Speaker  of  the  House  of  Delegates,  Trus- 
tees, Councilors,  Texas  delegates  and  alternate  delegates 
to  the  American  Medical  Association,  Council  on 
Medical  Jurisprudence,  and  chairmen  of  councils. 


Councils 

(The  President  and  Executive  Secretary  are  ex  officio  mem- 
bers of  all  councils.) 

Council  on  Annual  Session 

L.  Bonham  Jones,  San  Antonio,  Chairman  (1962) 
Mavis  P.  Kelsey,  Houston  (1962) 

B.  H.  Williams,  Temple  (1961) 

Herman  C.  Sehested,  Fort  Worth  (1961) 

3Dennis  M.  Voulgaris,  Wharton  (I960) 

Council  on  Constitution  and  By-Laws 

John  F.  Thomas,  Austin,  Chairman  (1962) 

William  R.  Klingensmith,  Jr.,  Amarillo  (1962) 

J.  T.  Billups,  Houston  (1961) 

George  M.  Jones,  Dallas  (1961) 

Wickliffe  R.  Curtis,  El  Paso  (I960) 

Council  on  Medical  Education  and  Hospitals 

John  L.  Matthews,  San  Antonio,  Chairman  (1962) 
John  W.  Lanius,  Dallas  (1962) 

G.  V.  Brindley,  Jr.,  Temple  (1962) 

Olin  B.  Gober,  Temple  (1961) 


s Appointed  July  18,  1959,  to  fill  a vacancy  on  the  coun- 


ts. J.  Gill,  Dallas  (1961) 

M.  H.  Crabb,  Fort  Worth  (I960) 

Truman  G.  Blocker,  Jr.,  Galveston  (I960) 

Council  on  Medical  Jurisprudence 

Robert  D.  Moreton,  Fort  Worth,  Chairman  ( 1962 ) 
John  M.  Smith,  Jr.,  San  Antonio  (1962) 

Hampton  Robinson,  Houston  (1961) 

J.  W.  Rainer,  Odessa  (1961) 

A.  H.  Daniell,  Brownfield  (I960) 

Council  on  Medical  Service  and  Insurance 

Harvey  Renger,  Hallettsville,  Chairman  (1962) 

Charles  D.  Bussey,  Dallas  (1962) 

A.  G.  Barsh,  Lubbock  (1962) 

Gail  Medford,  Lufkin  (1961) 

4George  B.  Barnes,  Corpus  Christi  (1961) 

C.  F.  Jorns,  Houston  (I960) 

J.  G.  Rodarte,  Temple  (I960) 

Council  on  Public  Relations  and  Public  Service 

Joe  R.  Donaldson,  Pam  pa,  Chairman  (1962) 

Glenn  D.  Carlson,  Dallas  (1962) 

Foy  H.  Moody,  Corpus  Christi  (1962) 

A.  F.  Clark,  Jr.,  San  Antonio  (1961) 

Thomas  Royce,  Houston  (1961) 

Van  D.  Goodall,  Clifton  (I960) 

James  Hallmark,  Fort  Worth  (I960) 

Council  on  Scientific  Advancement 

J.  E.  Miller,  Dallas,  Chairman  (1962) 

Herbert  C.  Allen,  Jr.,  Houston  (1962) 

Elliott  Mendenhall,  Dallas  (1962) 

Paul  Gray,  Corpus  Christi  (1961) 

P.  C.  Talkington,  Dallas  (1961) 

George  E.  Clark,  Jr.,  Austin  (I960) 

Stewart  A.  Fish,  Dallas  (I960) 

Committees 

Committees  Serving  Under  the  Board  of  Councilors: 

Committee  on  Contract  Medicine  (standing) 

J.  Layton  Cochran,  San  Antonio,  Chairman 
(1962) 

N.  L.  Barker,  Paris  (1962) 

Jack  Lee,  San  Antonio  (1962) 

5R.  B.  Johns,  Abilene  (1961) 

E.  Peter  Garber,  Galveston  (1961) 

Paul  M.  Wheelis,  Brownwood  (1961) 

H.  W.  Kilpatrick,  III,  Baytown  (I960) 

Homer  V.  Hedges,  Hico  (I960) 

J.  H.  McAlister,  Odessa  (I960) 

Committee  on  Liaison  with  the  State  Bar  of 
Texas  (standing) 

Frederick  C.  Lowry,  Chairman,  Austin  (1962) 
John  J.  Andujar,  Fort  Worth  (1962) 

Edward  T.  Driscoll,  Midland  (1961) 

D.  W.  Carter,  Dallas  (1961) 

C.  E.  Willingham,  Tyler  (I960) 

'‘Appointed  July  16,  1959,  to  fill  a vacancy  on  the  com- 
mittee. 

6 Five  physicians,  Dr.  Dudley  Smith,  Broivnsville;  Dr. 
Andrew  B.  Small,  Dallas;  Dr.  B.  H.  Denman,  Lufkin;  Dr. 
Irving  Richmond,  Beaumont;  and  Dr.  Tom  Shindler,  Hous- 
ton, were  extended  invitations  to  become  committee  mem- 
bers by  Dr.  Franklin  W.  Yeager,  President,  but  declined 
Association  appointments. 
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Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Trustees 
Chairman,  Board  of  Councilors 
Chairman,  Council  on  Medical  Service  and 
Insurance 

Chairman,  Council  on  Medical  Jurisprudence 
Chairman,  Council  on  Public  Relations  and  Pub- 
lic Service 

Committee  Serving  Under  the  Board  of  Trustees: 

Advisory  Committee  to  the  Woman’s  Auxiliary 
(standing) 

H.  O.  Padgett,  Marshall,  Chairman  (1962) 

R.  B.  G.  Cowper,  Big  Spring  (1961) 

Robert  B.  Homan,  El  Paso  (I960) 


H.  E.  Whigham,  McAllen  (1961) 

J.  C.  Terrell,  Stephenville  (I960) 

Edward  D.  McKay,  Amarillo  (I960) 

Advisers  to  Student  American  Medical  Asso- 
ciation in  Texas 

Hiram  P.  Arnold,  Houston,  Baylor 
George  V.  Launey,  Jr.,  Dallas,  Southwestern 
E.  Sinks  McLarty,  Galveston,  University  of 
Texas  Medical  Branch 

Committee  on  Patient  Care  (standing) 

Joseph  F.  McVeigh,  Fort  Worth,  Chair- 
man (1962) 

G.  V.  Brindley,  Jr.,  Temple  (1962) 

7Vacancy  (1961) 

Joe  A.  Shepperd,  Burnet  (1961) 

G.  E.  Brereton,  Dallas  (I960) 


Committee  on  Medical  History  (standing) 

William  M.  Crawford,  Fort  Worth, 

Chairman  (1962) 

J.  M.  Coleman,  Austin  (1962) 

W.  D.  Thames,  Jr.,  Lufkin  (1962) 

Pat  I.  Nixon,  San  Antonio  (1961) 

Morris  Polsky,  Austin  (1961) 

H.  Reid  Robinson,  Galveston  (1961) 

L.  H.  Reeves,  Fort  Worth  (I960) 

Hall  Shannon,  Dallas  (I960) 

W.  B.  Russ,  San  Antonio  (I960) 

Committees  Serving  Under  the  Council  on  Annual  Session: 

Committee  on  General  Arrangements  for  Annual  Ses- 
sion 

J.  H.  Steger,  Fort  Worth,  Chairman 
William  M.  Crawford,  Fort  Worth 
R.  V.  Brasher,  Fort  Worth 
R.  D.  Moreton,  Fort  Worth 
Walter  B.  West,  Fort  Worth 
May  Owen,  Fort  Worth 

Mrs.  William  W.  McKinney,  Fort  Worth,  Con- 
vention Chairman  for  Woman’s  Auxiliary 

Committee  on  Memorial  Services 

Joseph  F.  McVeigh,  Fort  Worth,  Chairman 

Committee  on  Scientific  Exhibits  (standing) 

J.  Edward  Johnson,  Austin,  Chairman  (1962) 
Joseph  G.  Klotz,  Corpus  Christi  (1962) 

Jack  M.  Partain,  San  Antonio  (1962) 

Jasper  H.  Arnold,  Houston  (1961) 

R.  R.  White,  Temple  (1961) 

Ira  Budwig,  El  Paso  (1961) 

Asher  R.  McComb,  San  Antonio  (I960) 

Herbert  Hipps,  Waco  (I960) 

“O.  R.  Hand,  Lubbock  (I960) 

Committees  Serving  Under  the  Council  on  Medical  Edu- 
cation and  Hospitals: 

Committee  for  American  Medical  Education  Founda- 
tion (standing) 

D.  J.  Sibley,  Fort  Stockton,  Chairman  (1962) 

A.  L.  Delaney,  Liberty  (1962) 

S.  W.  Thorn,  Houston  (1962) 

Herbert  Bailey,  Dallas  (1961) 


6 Appointed  July  18,  1959,  to  fill  a vacancy  left  by  Dr. 
Dennis  M.  Voulgaris.  Wharton,  who  resigned  to  accept 
another  committee  appointment. 


Committee  to  Encourage  and  Assist  Hospitals  in 
Securing  Accreditation 

R.  L.  Shepperd,  Burnet,  Chairman 
Harvey  Renger,  Hallettsville 
Walter  Cook,  San  Antonio 
Drue  O.  D.  Ware,  Fort  Worth 
Charles  Durham,  Houston 
C.  B.  Marcum,  Big  Spring 
Paul  Murphey,  Waco 
A.  W.  Bronwell,  Lubbock 
Hugh  F.  Rives,  Jacksonville 

Committees  Serving  Under  the  Council  on  Medical  Juris- 
prudence: 

Committee  on  Military  and  Veterans  Affairs  (standing) 

Milton  V.  Davis,  Dallas,  Chairman  (1962) 
James  S.  Reitman,  Laredo  (1962) 

Joseph  N.  Bader,  Edna  (1962) 

M.  D.  Thomas,  El  Paso  (1961) 

Bert  E.  Davis,  Denton  (1961) 

Charles  L.  Liggett,  Baytown  (1961) 

Norman  L.  West,  Waxahachie  (I960) 

Dickson  K.  Boyd,  Denton  (I960) 

W.  H.  Hamrick,  Houston  (I960) 

Committees  Serving  Under  the  Council  on  Medical  Servtce 
and  Insurance: 

Committee  on  Association  Insurance  Pro- 
grams (standing) 

A.  R.  Hazzard,  Giddings,  Chairman  (1962) 

5G.  J.  Pruitt,  Lufkin  (1962) 

°C.  J.  McCollum,  Victoria  (1961) 

C.  C.  Shotts,  San  Antonio  (1961) 

Braswell  Locker,  Brownwood  (I960) 

Committee  on  Bracer o Insurance  and  Medical 
Service  (standing) 

J.  G.  Rodarte,  Temple,  Chairman  (1962) 

J.  W.  Matthews,  Edinburg  (1962) 

J.  A.  Garcia,  Corpus  Christi  (1962) 

G.  A.  Hoffman,  Fort  Stockton  (1961) 

John  F.  Lubben,  Jr.,  McAllen  (1961) 

V.  L.  Puig,  Jr.,  Laredo  (I960) 

Jack  R.  Ellis,  Weslaco  (I960) 


'Dr.  Russell  D.  Holt,  Jr.,  Meridian,  died  December  8, 
1959,  and  has  not  been  replaced. 
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Committee  on  Health  Insurance  (standing) 

Russell  L.  Deter,  El  Paso,  Chairman  (1962) 
Gerald  Ahern,  Corpus  Christi  (1962) 

A.  Rex  Kirkley,  Belton  (1962) 

John  H.  Wootters,  Houston  (1961) 

H.  D.  Gilliam,  McAllen  (1961) 

L.  G.  Cigarroa,  Laredo  (1961) 

George  M.  Hilliard,  Jacksonville  (I960) 

Rider  E.  Stockdale,  Jasper  (I960) 

SC.  U.  Callan,  Rotan  (I960) 

Committee  on  Liaison  with  Blue  Shield  (standing) 
Everett  C.  Fox,  Dallas,  Chairman  (1962) 

R.  W.  Kimbro,  Cleburne  (1962) 

Harvey  Renger,  Hallettsville  (1962) 

Allen  T.  Stewart,  Lubbock  (1961) 

Robert  B.  Homan,  El  Paso  (1961) 

J.  B.  Copeland,  San  Antonio  (1961) 

E.  A.  Rowley,  Amarillo  (I960) 

Denton  Kerr,  Houston  (I960) 

Tom  Bond,  Fort  Worth  (I960) 

Appointees  to  Hospital-lnsurance-Physicians 
Joint  Advisory  Committee 
G.  W.  Cleveland,  Austin 
C.  D.  Bussey,  Dallas 

Committee  on  Professional  Insurance  (standing) 

“George  Barnes,  Corpus  Christi,  Chairman  (1962) 
10A.  W.  Bronwell,  Lubbock  (1962) 

“D.  O.  Johnson,  Austin  (1961) 

Louis  W.  Breck,  El  Paso  (1961) 

John  L.  Otto,  Galveston  (I960) 

Committee  on  Workmen’s  Compensation 
Insurance  (standing) 

Edward  T.  Smith,  Houston,  Chairman  (1962) 

J.  B.  Chester,  Dallas  (1962) 

Sam  N.  Key,  Jr.,  Austin  (1961) 

Frederick  C.  Rehfeldt,  Fort  Worth  (1961) 

M.  H.  Morris,  San  Antonio  (I960) 

Committees  Serving  Under  the  Council  on  Public  Relations 
and  Public  Service: 

Committee  on  Aging  (standing) 

Elizabeth  Thomason,  Corpus  Christi,  Chair- 
man (1962) 

T.  T.  Sponsel,  Houston  (1961) 

J.  W.  Atchison,  Gainesville  (1961) 

J.  C.  Allensworth,  Mineral  Wells  (1961) 

W.  D.  Gingrich,  Galveston  (I960) 

Ernest  W.  Keil,  Temple  (I960) 

Edwin  E.  Middleton,  Abilene  (I960) 

Committee  on  Emergency  Medical  Service  (standing) 
“T.  E.  Dodd,  Austin,  Chairman  ( 1962 ) 

13C.  W.  Castle,  Liberty  (1962) 


8 Appointed  September  14,  1959,  to  fill  a vacancy  created 
by  the  resignation  July  29,  1959,  of  Dr.  Milton  Spark, 
Waco. 

0 Appointed  as  Chairman  on  October  15,  1959. 

10 Appointed  October  15,  1959,  to  fill  a vacancy. 

11  Appointed  July  15,  1959,  to  fill  a vacancy  created  by 
the  death  on  May  28,  1959,  of  Dr.  P.  M.  Kuykendall, 
Ranger. 

11 Appointed  Chairman  on  January  26,  I960,  to  fill  a 
vacancy  created  by  the  resignation  of  Dr.  Ralph  E.  Gray, 
Velasco. 

13 Appointed  January  29,  1960,  to  fill  a vacancy  created 
by  the  resignation  of  Dr.  Ralph  E.  Gray,  Velasco. 


James  R.  Schofield,  Houston  (1962) 

James  F.  Fitch,  McAllen  (1961) 

Kurt  Lekisch,  Midland  (1961) 

Ben  J.  Wilson,  Dallas  (I960) 

Ralph  A.  Munslow,  San  Antonio  (I960) 

Committee  on  Industrial  Health  (standing) 

Val  C.  Baird,  Houston,  Chairman  (1962) 
Ralph  G.  Greenlee,  Midland  (1962) 

William  E.  Sharp,  Baytown  ( 1962 
Carl  A.  Nau,  Galveston  (1961) 

S.  W.  Bradford,  Tyler  (1961) 

R.  H.  Thomason,  Corpus  Christi  (1961) 

G.  B.  Stephenson,  Beaumont  (I960) 

Robert  J.  Potts,  Dallas  (I960) 

Max  E.  Johnson,  San  Antonio  (I960) 

Committee  on  Public  Health  (standing) 

Sam  H.  Gainer,  San  Angelo,  Chairman  (1962) 
Guy  T.  Denton,  Dallas  (1962) 

Morris  E.  Malakoff,  Laredo  (1962) 

William  E.  Lockhart,  Jr.,  Alpine  (1961) 
Austin  Hill,  Houston  (1961) 

Ben  Primer,  Sr.,  Austin  (1961) 

“Sam  A.  Nixon,  Nixon  (I960) 

Thomas  H.  Diseker,  San  Antonio  (I960) 

J.  E.  Peavy,  Austin  (I960) 

Committee  on  Rural  Health  (standing) 

“Curtis  Haley,  San  Augustine,  Chairman  (I960) 
10J.  G.  Sanders,  Bremond  (1962) 

Leta  N.  Boswell,  Canyon  (1962) 

John  B.  Miller,  El  Paso  (1962) 

R.  Henry  Harrison,  Bryan  (1961) 

John  S.  Primomo,  Dilley  (1961) 

Roy  E.  Wilson,  Seymour  (1961) 

“Clifford  R.  Haynes,  Malakoff  (I960) 

E.  W.  Schmidt,  Pecos  (I960) 

Appointee  to  Texas  Farm  and  Ranch 
Safety  Council 

T.  Charles  McCormick,  Jr.,  Buda 

Committee  on  School  Health  (standing) 

R.  K.  Arnett,  Lufkin,  Chairman  (1962) 

P.  D.  Terrell,  McAllen  (1962) 

J.  Collier  Rucker,  Jacksonville  (1962) 

Jay  J.  Johns,  Taylor  (1961) 

E.  E.  Addy,  Jr.,  Cisco  (1961) 

Edwin  L.  Rippy,  Dallas  (1961) 

M.  T.  Braswell,  Henderson  (I960) 

Paul  H.  Mitchell,  Corsicana  (I960) 

L.  H.  Leberman,  Commerce  (I960) 

Adviser  to  State  Board  of  Education 
J.  J.  Johns,  Taylor 


14 Appointed  January  29,  I960,  to  fill  a vacancy  created 
by  the  resignation  of  Dr.  James  E.  Ball,  Mt.  Pleasant,  on 
October  10,  1959. 

15 Appointed  Chairman  February  3,  I960,  following  the 
resignation  of  Dr.  T.  Charles  McCormick,  Jr.,  Buda,  on  De- 
cember 12,  1959- 

16 Appointed  January  28,  I960,  to  fill  a vacancy  created 
by  the  resignation  of  Dr.  T.  Charles  McCormick,  Jr. 

Appointed  September  16,  1959,  to  fill  a vacancy  created 
by  the  resignation  of  Dr.  William  L.  Wilson  of  Austin. 
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Committee  on  Transportation  Safety  (standing) 

Heinrich  Lamm,  Harlingen,  Chairman  (1962) 
Otto  Lippmann,  Austin  (1962) 

William  H.  Neil,  Fort  Worth  (1962) 

1SD.  R.  Knapp,  Kerrville  (1961) 

Linwood  H.  Denman,  Lufkin  (1961) 

Boyd  D.  Alexander,  Waco  (1961) 

William  T.  Payne,  Odessa  (I960) 

Thomas  A.  Searcy,  Hearne  (I960) 

Mario  Palafox,  El  Paso  (I960) 

Committees  Serving  Under  the  Council  on  Scientific  Ad- 
vancement: 

Committee  on  Blood  Banks  (standing) 

le0.  J.  Wollenman,  Jr.,  Fort  Worth,  Chairman 
(1961) 

“Vacancy  (1962) 

Charles  F.  Pelphrey,  Austin  (1962) 

George  Turner,  El  Paso  (1962) 

John  M.  Travis,  Jr.,  Beaumont  (1961) 

K.  P.  Wittstruck,  Waco  (I960) 

Robert  H.  Mitchell,  Plainview  (I960) 

Committee  on  Cancer  (standing) 

Paul  Gray,  Corpus  Christi,  Chairman  (1962) 
Tom  B.  Bond,  Fort  Worth  (1962) 

Howard  R.  Dudgeon,  Jr.,  Waco  (1962) 

R.  Lee  Clark,  Jr.,  Houston  (1961) 

Richard  G.  Granbery,  Marshall  (1961) 

Albert  W.  Hartman,  San  Antonio  (1961) 

J.  L.  Goforth,  Dallas  (I960) 

David  H.  Allen,  Wichita  Falls  (I960) 

Samuel  J.  Merrill,  Brownsville  (I960) 

Committee  on  Cardiovascular  Diseases  (standing) 

George  E.  Clark,  Jr.,  Austin,  Chairman  (1962) 
George  R.  Herrmann,  Galveston  (1962) 

Robert  E.  Leslie,  El  Campo  (1962) 

W.  Frank  McKinley,  Jr.,  Marlin  (1961) 

H.  H.  Latson,  Amarillo  (1961) 

Fred  D.  Spencer,  Jr.,  Brownwood  (1961) 

Paul  V.  Ledbetter,  Houston  (I960) 

P.  K.  Smith,  Wichita  Falls  (I960) 

James  B.  Stubbs,  Galveston  (I960) 

Committee  on  Maternal  Mortality  (standing) 

Stewart  A.  Fish,  Dallas,  Chairman  (1962) 

E.  K.  Blewett,  Austin  (1962) 

Donald  M.  Gready,  Houston  (1962) 

C.  P.  Hawkins,  Fort  Worth  (1961) 

W.  H.  Jondahl,  Harlingen  (1961) 

R.  E.  Moon,  San  Angelo  (1961) 

Garth  L.  Jarvis,  Galveston  (I960) 

William  R.  Knight,  III,  Houston  (I960) 

Carl  F.  Moore,  Jr.,  Austin  (I960) 


18 Appointed  September  16,  1959,  to  fill  a vacancy  on  the 
committee. 

10 Appointed  Chairman  on  September  14,  1959,  to  fill 
a vacancy  left  by  Dr.  E.  E.  Muirhead,  Dallas,  who  resigned 
August  4,  1959- 

t0 Vacancy  created  by  the  resignation  of  Dr.  E.  E.  Muir- 
head. 


Committee  on  Mental  Health  (standing) 

P.  C.  Talkington,  Dallas,  Chairman  (1962) 
Frank  S.  Schoonover,  Fort  Worth  (1962) 

Robert  W.  Johnson,  Corpus  Christi  (1962) 

A.  D.  Pattillo,  Austin  (1961) 

Dorothy  Wyvell,  Midland  (1961) 

P.  C.  Palasota,  Abilene  (1961) 

Joseph  C.  Gallagher,  Hearne  (I960) 

Robert  L.  Johnson,  Pittsburg  (I960) 

Holland  C.  Mitchell,  Waco  (I960) 

Mental  Health  Adviser  to  State  Board  for  Hos- 
pitals and  Special  Schools 

P.  C.  Talkington,  Dallas 

Committee  on  Nuclear  Medicine  (standing) 

Herbert  C.  Allen,  Jr.,  Houston,  Chairman  (1962) 
E.  E.  Anthony,  Jr.,  Fort  Worth  (1962) 

C.  C.  Shullenberger,  Houston  (1962) 

J.  Allen  Chamberlin,  Houston  (1961) 

Lloyd  R.  Hershberger,  San  Angelo  (1961) 
^Elbert  DeCoursey,  San  Antonio  (I960) 

J.  R.  Maxfield,  Jr.,  Dallas  (I960) 

Committee  on  Rehabilitation  (standing) 

C.  W.  Tennison,  San  Antonio,  Chairman  (1962) 
Kermit  W.  Fox,  Austin  (1962) 

Richard  Woods,  Corpus  Christi  (1961) 

5Odon  F.  von  Werssowetz,  Gonzales  (1961) 
6Oscar  Selke,  Houston  (I960) 

Committee  on  Spas 

Neil  D.  Buie,  Marlin,  Chairman 
John  B.  Barnett,  Marlin 
Waldo  B.  Lasater,  Mineral  Wells 
W.  K.  Logsdon,  Corsicana 
Edward  F.  Yeager,  Mineral  Wells 

Committee  on  Tuberculosis  (standing) 

Elliott  Mendenhall,  Dallas,  Chairman  (1962) 

R.  B.  Morrison,  Austin  (1962) 

William  R.  Metzger,  Corpus  Christi  (1962) 
John  A.  Wiggins,  Fort  Worth  (1961) 

C.  B.  Young,  Tyler  (1961) 

John  H.  Selby,  Lubbock  (1961) 

O.  Edward  Egbert,  Jr.,  El  Paso  (I960) 

Daniel  E.  Jenkins,  Houston  (I960) 

John  W.  Middleton,  Galveston  (I960) 

Appointee  to  Advisory  Committee  to  Texas  Tu- 
berculosis Association 

Elliott  Mendenhall,  Dallas 

Appointees  to  the  State  Coordinating  Council  on 
Tuberculosis 

William  R.  Metzger,  Corpus  Christi 
Elliott  Mendenhall,  Dallas 

Tuberculosis  Adviser  to  State  Board  for  Hospitals 
and  Special  Schools 

Elliott  Mendenhall,  Dallas 


S1  Appointed  December  15,  1959,  to  fill  a vacancy  created 
by  the  resignation  on  September  27,  1959,  of  Dr.  J.  E. 
Miller,  Dallas. 
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Other  Special  Committees: 

President’s  Advisory  Committee 

Howard  O.  Smith,  Marlin,  Chairman 
Milford  O.  Rouse,  Dallas 
Denton  Kerr,  Houston 
J.  Layton  Cochran,  San  Antonio 
George  Turner,  El  Paso 

Committee  on  Reorganization 

John  F.  Thomas,  Austin,  Chairman 
R.  W.  Kimbro,  Cleburne 
C.  E.  Oswalt,  Jr.,  Fort  Stockton 

L.  Bonham  Jones,  San  Antonio 
Robert  D.  Moreton,  Fort  Worth 
Joe  R.  Donaldson,  Pampa 
John  L.  Matthews,  San  Antonio 
J.  E.  Miller,  Dallas 

Harvey  Renger,  Hallettsville 

Charles  P.  Hardwicke,  Austin 

James  D.  Murphy,  Fort  Worth 

F.  W.  Yeager,  Corpus  Christi  (ex  officio) 

C.  Lincoln  Williston,  Austin  (ex  officio) 

Fraternal  Delegate  to  Louisiana  State  Medical  Society 
H.  O.  Padgett,  Marshall 

Fraternal  Delegate  to  New  Mexico  Medical  Society 

M.  D.  Thomas,  El  Paso 

Section  Officers: 

Eye,  Ear,  Nose,  and  Throat 

Vance  Terrell,  Stephenville,  Chairman. 

E.  A.  Blackburn,  Jr.,  Houston,  Secretary. 

General  Practice 

W.  M.  Avent,  Waco,  Chairman. 

Thomas  L.  York,  Corpus  Christi,  Secretary. 

Internal  Medicine 

J.  Wilson  David,  Corsicana,  Chairman. 

W.  W.  Bondurant,  Jr.,  San  Antonio,  Secretary. 

Obstetrics  and  Gynecology 

M.  A.  Davison,  Marlin,  Chairman. 

J.  Glenn  Terry,  Dallas,  Secretary. 

Pathology 

A.  O.  Severance,  San  Antonio,  Chairman. 

Joseph  M.  Hill,  Dallas,  Secretary. 

Pediatrics 

Harold  H.  Bevil,  Beaumont,  Chairman. 

George  Willeford,  Harlingen,  Secretary. 

Public  Health 

W.  V.  Bradshaw,  Fort  Worth,  Chairman. 

David  M.  Cowgill,  San  Benito,  Secretary. 

Radiology 

C.  W.  Yates,  Rosenberg,  Chairman. 

Otto  H.  Grunow,  Fort  Worth,  Secretary. 


Surgery 

Ridings  E.  Lee,  Dallas,  Chairman. 

Joe  T.  Gilbert,  Austin,  Secretary. 

Local  Committees 

(All  from  Fort  Worth.) 

Alumni  and  Fraternity  Parties. — J.  H.  Grammer,  chairman. 
Alumni  Dinners. — Frank  Cohen  and  C.  P.  Lipscomb 
(Baylor);  J.  W.  Tottenham,  Jr.  (University  of  Tex- 
as Medical  Branch);  Grant  F.  Begley  (Tulane); 
Harold  Beasley  and  Durwood  Neal  (Arkansas); 
W.  V.  Bradshaw  (Medical  College  of  Virginia). 

Fraternity  Parties. — Franklin  Campbell  (Alpha  Kappa 
Kappa);  Emory  Davenport  (Nu  Sigma  Nu);  Nath- 
an Carpenter  (Phi  Beta  Pi);  Walter  Edwards  (Phi 
Chi);  Frank  Daugherty  (Phi  Rho  Sigma);  M.  C. 
Isbell  (Theta  Kappa  Psi) . 

Women  Physicians. — Alice  Gambill. 

Entertainment. — James  W.  Short,  chairman;  William  M. 
Crawford,  co-chairman. 

Halls  and  Lanterns. — Thomas  L.  Lauderdale. 

Hotels.— George  Y.  Siddons,  chairman;  J.  M.  Burnett,  co- 
chairman. 

Information. — Edgar  L.  Etier,  Jr. 

Memorial  Services. — Joseph  F.  McVeigh. 

Public  Lectures. — R.  D.  Moreton. 

Publicity. — Durwood  E.  Neal,  chairman;  James  D.  Murphy, 
co-chairman. 

Scientific  Exhibits. — Thomas  L.  Shields. 

Sports.- — Dolphus  E.  Compere,  chairman;  O.  P.  Griffin, 
co-chairman. 

Transportation. — John  H.  Richards. 


Medical  Students'  Day  Held 
At  University  of  Texas  Medical  Branch 

Medical  Students’  Day  was  held  at  the  University  of 
Texas  Medical  Branch  in  Galveston,  March  1,  under  spon- 
sorship of  the  Texas  Medical  Association. 

Among  those  participating  on  the  program  were  Dr. 
E.  Sinks  McLarty,  Galveston;  Dr.  Thomas  L.  Royce,  Hous- 
ton; Dr.  Carlos  E.  Fuste,  Jr.,  Alvin;  Dr.  John  B.  Truslow, 
Galveston;  Dr.  Harvey  Renger,  Hallettsville;  Dr.  Kenneth 
M.  Earle,  Galveston;  Dr.  May  Owen,  Fort  Worth;  C.  Lin- 
coln Williston,  Austin,  Executive  Secretary,  Texas  Medical 
Association;  Donald  M.  Anderson,  Austin,  Assistant  Execu- 
tive Secretary,  Texas  Medical  Association;  and  Philip  R. 
Overton,  Austin,  General  Counsel,  Texas  Medical  Associa- 
tion. 

A special  luncheon  honoring  Mrs.  Sam  E.  Thompson  of 
Kerrville  was  held  during  the  day,  with  the  33  students 
who  had  either  received  or  applied  for  loans  from  the  Dr. 
Sam  E.  Thompson  Fund. 

Medical  Students’  Day  also  was  held  in  September  at 
Southwestern  Medical  School  of  the  University  of  Texas. 
It  w*lll  be  held  at  Baylor  University  College  of  Medicine 
later  in  the  spring. 
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School-Physicians  Conference 
Scheduled  April  4 in  Dallas 

Texas  Medical  Association  in  cooperation  with  the 
Dallas  Independent  School  District  will  present  on  April 
4 the  third  State  Conference  on  Physicians  and  Schools. 
Entitled,  ''The  Emotional  Growth  of  the  Child,”  the  con- 
ference will  be  held  at  the  Sheraton-Dallas  Hotel  in  Dallas. 
The  meeting  this  year  marks  the  first  time  the  conference 
has  been  held  outside  of  Austin. 

Carson  McGuire,  Ph.D.,  professor  of  educational  psychol- 
ogy at  the  University  of  Texas,  Austin,  will  be  the  first 
speaker  of  the  morning  following  opening  exercises.  An- 
other morning  speaker  will  be  Dr.  Robert  L.  Stubblefield, 
Dallas,  professor  of  psychiatry  at  the  University  of  Texas 
Southwestern  Medical  School.  He  will  discuss  profiles  of 
school  age  children.  Following  a coffee  break,  the  speaker 
will  be  Dr.  Paul  V.  Lemkau,  Baltimore,  professor  of  public 
health  administration  from  the  Johns  Hopkins  University 
School  of  Hygiene  and  Public  Health,  who  will  discuss  the 
emotionally  disturbed  child.  The  morning  session  will  con- 
clude with  a panel  discussion  on  roles  and  responsibilities 
of  the  parent,  the  educator,  and  the  physician.  Moderator 
will  be  the  chief  psychologist  of  the  Dallas  Independent 
School  District,  William  B.  Helton.  On  the  panel,  Mrs. 
Leon  Price,  Dallas,  will  represent  parents;  Richard  Stroud, 
Dallas,  principal  of  Thomas  Jefferson  High  School,  will 
represent  educators;  and  Dr.  Floyd  A.  Norman,  Dallas, 
will  represent  physicians. 

A panel  discussion  is  scheduled  also  for  the  luncheon 
program.  Participating  on  the  subject  of  emotional  im- 
maturity will  be  Dr.  Edwin  L.  Rippy,  chairman;  the  Rev. 
Thomas  J.  Shipp,  Dallas,  pastor  of  Lovers  Lane  Methodist 
Church;  Dr.  McGuire;  Judge  Paul  G.  Peurifoy,  Dallas, 
judge  of  the  ninety-fifth  district  court  of  Dallas  County  and 
a member  of  the  Juvenile  Board  of  Dallas  County. 

At  2:30  p.m.,  morning  discussions  will  be  summarized 
with  Dr.  James  S.  May,  chairman,  presiding.  At  3 p.m., 
"Mental  Health  Aspects  of  Everyday  Situations”  will  be 
the  general  subject  of  eight  individual  clinics,  each  attended 
by  a moderator  and  a consultant.  Moderators  are  Dr.  John 
C.  Young,  Dr.  Robert  L.  Moore,  Dr.  Floyd  A.  Norman, 
Dr.  Gordon  B.  McFarland,  Dr.  H.  Norman  Chandler,  Dr. 
O.  Rene  Caillet,  Dr.  Guy  A.  Tittle,  and  Dr.  P.  D.  Terrell, 
all  of  Dallas.  Consultants  are  Mrs.  Ruby  Morris,  Denton; 
Mrs.  Ertie  Lou  Rinehart,  Richardson;  Mrs.  Roy  Maxwell, 
Dallas;  Joseph  D.  Dameron,  Dallas;  Mrs.  Rubylin  S.  Sharp, 
Dallas;  Mrs.  Anna  H.  Reid,  Dallas;  and  Mrs.  Mary  Alex- 
ander, Palestine. 

Dinner  speaker  will  be  Dr.  Lemkau,  whose  topic  will  be 
"The  Swinging  Pendulum.”  Dr.  Perry  C.  Talkington,  Dal- 
las, chairman  of  the  Texas  Medical  Association  Committee 
on  Mental  Health,  will  be  presiding  officer  for  the  dinner, 
to  be  held  in  the  Republic  of  Texas  Suite. 

Program  chairman  for  the  conference  is  Dr.  Rippy,  who 
is  also  president  of  the  board  of  education  of  the  Dallas 
Independent  School  District.  He  is  a member  of  the  TMA 
Committee  on  School  Health,  which  sponsors  the  conference 
each  year.  Dr.  R.  Kenneth  Arnett,  Lufkin,  is  chairman  of 
the  committee  and  will  be  in  charge  of  the  general  assembly 
at  9 a.m. 

Invited  to  attend  the  conference  are  physicians,  school 
administrators,  teachers,  law  enforcement  authorities,  par- 
ents, and  other  interested  persons. 


★ American 

Medical  Association 


AMA  Appoints  Committee  to 
Initiate  Scholarship  Program 

A special  study  committee  has  been  appointed  by  the 
American  Medical  Association  for  the  purpose  of  establish- 
ing a scholarship  program  for  medical  students.  Named 
staff  director  of  the  committee  was  William  F.  Norwood, 
Ph.D.,  chairman  of  the  Division  of  Legal  and  Cultural 
Medicine  of  the  College  of  Medical  Evangelists,  Los  An- 
geles. 

Following  a resolution  adopted  in  December  by  the 
AMA  House  of  Delegates,  the  tasks  of  the  committee  will 
be  to  present  a scholarship  program,  its  development,  ad- 
ministration, and  the  role  of  the  American  Medical  Associa- 
tion in  fulfilling  it.  In  addition,  the  committee  is  to  ascer- 
tain the  maximum  to  which  medical  schools  could  expand 
their  student  bodies  while  maintaining  the  quality  of  medi- 
cal education;  to  ascertain  what  universities  can  support 
new  medical  schools  with  qualified  students  and  sufficient 
clinical  material  for  teaching  (either  on  a 2 year  or  a full 
4 year  basis);  to  investigate  the  securing  of  competent 
medical  facilities,  financing  of  expansion  and  establish- 
ment of  medical  schools,  financing  of  medical  education, 
showing  the  most  economical  methods  of  obtaining  high 
quality  medical  training.  Also,  to  develop  methods  of  get- 
ting well  qualified  students  to  undertake  the  study  of  medi- 
cine, and  finally,  to  investigate  the  possibility  of  relaxing 
rigid  geographic  restrictions  on  the  admission  of  students 
to  medical  schools. 

Committee  chairman  is  Dr.  L.  S.  McKittrick,  Brookline, 
Mass. 


Advertising  Series  for  Newspapers 

A 13  week  series  was  initiated  on  February  6 by  the 
American  Medical  Association  to  inform  newspaper  editors 
on  the  goals  and  services  of  the  AMA  and  to  brief  them 
on  issues  before  the  medical  profession. 

Printed  in  Editor  and  Publisher,  the  first  article  in  the 
series  was  captioned,  "What  do  you  mean — the  AMA  is  a 
lot  like  a newspaper!”  Explanation:  "Gathering  information 
and  disseminating  it;  working — and  sometimes  fighting — 
for  causes  it  believes  in.  This  is  what  a newspaper  does, 
and  this  is  what  the  American  Medical  Association  does. 
The  approach  may  be  different,  the  aims  are  the  same.” 
The  Association’s  programs  to  inform  the  public  then  are 
stated  briefly. 

50  Year  Club  for  AMA  Doctors 

A 50  year  club,  composed  of  physicians  who  have  been 
in  practice  for  50  or  more  years,  is  being  organized  by 
Dr.  J.  H.  McCurry  of  Cash,  Ark. 

Dr.  McCurry  received  approval  from  the  American 
Medical  Association  to  organize  the  club  within  the  AMA. 
First  meeting  is  to  be  held  in  Washington,  D.  C.,  at  the 
clinical  meeting  November  29  to  December  2,  I960.  Dr. 
McCurry  would  like  to  hear  from  physicians  who  are 
eligible  for  membership  and  who  would  like  to  become 
members  of  the  club.  Name  and  a complete  address  should 
be  included  in  information. 
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Forty-Second  Annual  Convention 
of  the 

WOMAN'S  AUXILIARY 

to  the 

TEXAS  MEDICAL  ASSOCIATION 

April  9-12,  1960— Fort  Worth 

Tickets  to  all  functions  may  be  obtained  upon  registra- 
tion. 


Saturday,  April  9 

12:00  noon-4: 00  p.m.  Registration,  Tickets,  and  Informa- 
tion, Lobby,  Hilton  Hotel. 

12:00  noon-4: 00  p.m.  Hospitality  Room  open,  Penthouse, 
Hilton  Hotel. 


Sunday,  April  10 

9:00  a.m.-4:00  p.m.  Registration,  Tickets,  and  Informa- 
tion, Lobby,  Hilton  Hotel. 

9:00  a.m.-4:00  p.m.  Hospitality  Room  open,  Penthouse, 
Hilton  Hotel. 

12:00  noon.  Executive  Board  of  Woman’s  Auxiliary  to 
Texas  Medical  Association  Luncheon  Meeting,  Cor- 
rida Club,  Hilton  Hotel.  Mrs.  Haskell  D.  Hatfield, 
El  Paso,  President,  presiding. 

Grace. — Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio. 
Welcome. — Mrs.  A.  B.  Pumphrey,  Fort  Worth. 
Response. — Mrs.  Russell  L.  Deter,  El  Paso,  Presi- 
dent, Woman’s  Auxiliary  to  the  El  Paso  County 
Medical  Society. 

Greetings. — Mrs.  Ramsay  H.  Moore,  Dallas,  Presi- 
dent-Elect. 

Greetings  from  the  Texas  Medical  Association. — Dr. 
H.  O.  Padgett,  Marshall,  Chairman,  Advisory 
Committee  to  Woman’s  Auxiliary  to  the  Texas 
Medical  Association. 

Business. 

Reports  and  Recommendations. — Officers,  Commit- 
tee Chairmen,  and  Council  Women. 

"My  Fair  Lady.” — Mrs.  O.  M.  Marchman,  Sr.,  Dal- 
las. 

3:00  p.m.  Annual  Conference  of  Council  Women  and 
Councilors,  Houston  and  Lubbock  Rooms,  Hilton 
Hotel,  Mrs.  G.  Bedford  Brown,  Angleton,  First 
Vice-President  and  Chairman  of  Organization  and 
Membership,  Presiding. 

5:00  p.m.  Memorial  Services  of  Texas  Medical  Associa- 
tion and  Woman’s  Auxiliary,  Continental-Terrace, 
Hilton  Hotel.  Dr.  Joseph  F.  McVeigh,  Fort  Worth, 
and  Mrs.  Guy  E.  Knolle,  Houston,  Chairmen,  Com- 
mittees on  Memorial  Services,  presiding. 


Organ  Prelude. — Dr.  Feliks  Gwozdz,  Fort  Worth. 
Invocation. — Dr.  Robert  Earnest  Naylor,  Fort 
Worth,  President,  Baptist  Theological  Seminary. 
Special  Music. — Baptist  Hour  Choir. 

Memorial  Address  for  Deceased  Physicians. — Dr. 

Milford  O.  Rouse,  Dallas. 

Memorial  Address  for  Deceased  Members  of  the 
Woman’s  Auxiliary. — Mrs.  John  King  Glen, 
Houston. 

Benediction. — Dr.  Naylor. 

Lord’s  Prayer. — Miss  Joe  Ann  Shelton,  Director, 
Baptist  Hour  Choir. 

Organ  Postlude. — Dr.  Gwozdz. 

7:00  p.m.  Past  Presidents  Dinner,  Shady  Oaks  Coun- 
try Club,  Mrs.  H.  S.  Renshaw,  Fort  Worth,  Chair- 
man. 


Monday,  April  11 

8:00  a.m.-4:00  p.m.  Registration,  Tickets,  and  Informa- 
tion, Lobby,  Hilton  Hotel. 

8:00  a.m.-4:00  p.m.  Hospitality  Room  open,  Penthouse, 
Hilton  Hotel. 

8:00  a.m.  First  Business  Meeting  of  the  Woman’s  Auxil- 
iary to  the  Texas  Medical  Association,  Texas  Suite, 
Hilton  Hotel.  Mrs.  Haskell  D.  Hatfield,  El  Paso, 
President,  Presiding. 

Invocation. — The  Reverend  John  R.  Leatherbury, 
Rector,  St.  John’s  Episcopal  Church,  Fort  Worth. 
National  Anthem. — Led  by  Mrs.  Frank  Halpin,  Fort 
Worth. 

Credo  and  Pledge. — Mrs.  V.  M.  Longmire,  Temple. 
Welcome. — Mrs.  William  W.  McKinney,  Fort 
Worth,  Convention  Chairman. 

Response. — Mrs.  Ralph  C.  Patrick,  Houston,  Presi- 
dent, Woman’s  Auxiliary  to  the  Harris  County 
Medical  Society. 

Greetings  from  the  Texas  Medical  Association. — Dr. 

Franklin  W.  Yeager,  Corpus  Christi,  President. 
Presentation  of  Past  Presidents. — Mrs.  Richard  C. 
Bellamy,  Liberty. 

Presentation  of  Mrs.  George  Turner,  Historian, 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation.— Mrs.  Frank  N.  Haggard,  San  Antonio. 
Greetings  from  the  Woman's  Auxiliary  to  the  Amer- 
ican Medical  Association. — Mrs.  George  Turner, 
El  Paso. 

Presentation  of  Mrs.  O.  W.  Robinson,  Parliamen- 
tarian, Southern  Medical  Association, — Mrs.  H.  S. 
Renshaw,  Fort  Worth,  Councilor. 

Greetings  from  the  Woman’s  Auxiliary  to  the  South- 
ern Medical  Association. — Mrs.  O.  W.  Robinson, 
Paris. 

Report  on  Voluntary  Health  Insurance. — Dr.  Russell 
L.  Deter,  El  Paso,  Chairman,  Committee  on 
Health  Insurance,  Texas  Medical  Association. 
Report  of  Governor’s  Conference. — Mrs.  Garland  G. 
Zedler,  Austin. 

Business  and  Recommendations  from  Executive 
Board. 

Reports  of  County  Presidents. 
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12:00  noon.  Luncheon  Honoring  County  Presidents  and 
Dr.  May  Owen,  Fort  Worth,  President-Elect  of  the 
Texas  Medical  Association,  Continental-Terrace,  Hil- 
ton Hotel.  Mrs.  Haskell  D.  Hatfield,  El  Paso,  Pres- 
ident, Presiding. 

Grace. — Mrs.  William  C.  Barksdale,  Borger,  Re- 
gional Vice-President. 

Medley  of  Songs  from  "My  Fair  Lady.” — The  Medi- 
Larks,  under  direction  of  Mrs.  Frank  Halpin,  Fort 
Worth,  with  Mrs.  Joseph  H.  Steger,  Fort  Worth, 
co-director,  accompanied  by  Mrs.  William  H. 
Neil,  Fort  Worth. 

Presentation  of  Guests  of  Honor. — Mrs.  Hatfield. 
Speaker. — Dr.  Granville  T.  Walker,  Minister,  Uni- 
versity Christian  Church,  Fort  Worth. 

2:30  p.m.  Tour  of  Decorator  Galleries.  Door  Prizes  and 
Refreshments  at  each.  (Leave  Hilton  Hotel  at  2:30 
p.m.  via  courtesy  transportation.) 


Tuesday,  April  12 

8:00  a.m.-4:00  p.m.  Registration,  Tickets,  and  Informa- 
tion, Lobby,  Hilton  Hotel. 

8:00  a.m.-4:00  p.m.  Hospitality  Room  open,  Penthouse, 
Hilton  Hotel. 

8:00  a.m.  Second  Business  Session  of  the  Woman’s  Auxil- 
iary to  the  Texas  Medical  Association,  Texas  Suite, 
Hilton  Hotel.  Mrs.  Haskell  D.  Hatfield,  El  Paso, 
President,  Presiding. 

Invocation. — Mrs.  L.  Bonham  Jones,  San  Antonio. 
Greetings  from  the  American  Medical  Association. — 
Dr.  Louis  M.  Orr,  Orlando,  Florida,  President. 
Reports  of  County  Presidents,  continued. 
Presentation  of  Awards. — Mrs.  Milton  J.  Loring, 
Midland,  Chairman,  Historical  Committee. 

Public  Relations  and  Public  Service. — Dr.  Joe  R. 
Donaldson,  Pampa,  Chairman,  Council  on  Public 
Relations  and  Public  Service,  Texas  Medical  As- 
sociation. 

Presentation  of  Slate  of  Officers  for  1960-1961. 
Election  of  Officers. — Mrs.  John  D.  Gleckler,  Deni- 
son, Chairman,  Nominating  Committee. 

Other  Business. 

Courtesy  Resolutions. — Mrs.  Roger  Q.  Harmon, 
Marshall. 

11:00  a.m.  Courtesy  cars  of  hostess  auxiliary  will  furnish 
transportation  to  River  Crest  Country  Club.  Meet 
in  front  of  Hilton  Hotel. 

12:00  noon.  "My  Fair  Lady.” — Musical  Style  Show  and 
Luncheon  Honoring  Mrs.  Haskell  D.  Hatfield,  El 
Paso,  Retiring  President,  and  Mrs.  Ramsay  H. 
Moore,  Dallas,  Incoming  President,  River  Crest 
Country  Club.  Mrs.  J.  R.  Cochran,  Fort  Worth,  pre- 
siding. 

Grace. — Mrs.  J.  C.  Terrell,  Stephenville. 

Installation  of  Officers. — Mrs.  H.  S.  Renshaw,  Fort 
Worth. 

Presentation  of  Gavel  and  President’s  Pin. — Mrs. 
Haskell  D.  Hatfield,  El  Paso. 


Acceptance  of  Gavel  and  President’s  Pin. — Mrs. 
Ramsay  H.  Moore,  Dallas. 

Presentation  of  Past  President’s  Pin. — Mrs.  Edward 
W.  Coyle,  San  Antonio. 

Style  Show. — Mrs.  H.  W.  Anderson,  Fort  Worth, 
and  Mrs.  J.  R.  Cochran,  Fort  Worth,  Co-Chair- 
men. 

Adjournment  of  the  1959-1960  Session. 

3:00  p.m.  Post-Convention  Executive  Board  Meeting, 
Midland  and  Waco  Rooms,  Hilton  Hotel,  Mrs. 
Ramsay  H.  Moore,  Dallas,  President,  Presiding. 
Invocation. — Mrs.  G.  V.  Brindley,  Temple. 
Introduction  of  Guests  and  Officers. 

Introduction  of  President-Elect. — Mrs.  John  D. 
Gleckler,  Denison. 

Greetings. — Dr.  May  Owen,  Fort  Worth,  President- 
Elect,  Texas  Medical  Association. 

Program  for  1960-1961. — Mrs.  R.  T.  Travis,  Jack- 
sonville. 

Business. 

Adjournment. 

8:00  p.m.  President’s  Party  Honoring  Dr.  Franklin  W. 
Yeager,  Corpus  Christi,  Retiring  President  of  Texas 
Medical  Association,  Ridglea  Country  Club. 


OFFICERS  AND  COMMITTEES 

Advisory  Committee,  Texas  Medical  Association. — Dr.  H.  O. 
Padgett,  Marshall,  Chairman;  Dr.  R.  B.  G.  Cowper,  Big 
Spring;  Dr.  Robert  B.  Homan,  El  Paso. 

President. — Mrs.  Haskell  D.  Hatfield,  El  Paso. 
President-Elect. — Mrs.  Ramsay  H.  Moore,  Dallas. 

First  Vice-President. — Mrs.  G.  Bedford  Brown,  Angleton. 
Western  Regional  Vice-President. — Mrs.  William  C.  Barks- 
dale, Borger. 

Southern  Regional  Vice-President. — Mrs.  Hamilton  Ford, 
LaMarque. 

Northern  Regional  Vice-President. — Mrs.  B.  C.  Wallace, 
Waxahachie. 

Eastern  Regional  Vice-President. — Mrs.  Forrest  C.  Orman, 
Lufkin. 

Recording  Secretary. — Mrs.  Thomas  J.  Vanzant,  Houston. 
Corresponding  Secretary. — Mrs.  H.  Dodson  Garrett,  El 
Paso. 

Treasurer. — Mrs.  Garland  G.  Zedler,  Austin. 

Publicity  Secretary. — Mrs.  Cuvier  P.  Lipscomb,  Fort  Worth. 
P arliamentarian. — Mrs.  Edward  W.  Coyle,  San  Antonio. 

Past  Presidents. — Mrs.  E.  H.  Cary,  Dallas;  *Mrs.  S.  C.  Red, 
Houston;  Mrs.  M.  L.  Graves,  Houston;  *Mrs.  W.  A. 
Wood,  Waco;  #Mrs.  J.  O.  McReynolds,  Dallas;  Mrs. 
S.  A.  Collom,  Texarkana;  Mrs.  Evarts  V.  DePew,  San  An- 
tonio; #Mrs.  H.  B.  Trigg,  Fort  Worth;  Mrs.  Joe  Gilbert, 
Austin;  *Mrs.  H.  C.  Haden,  Houston;  Mrs.  O.  M.  March- 
man,  Dallas;  Mrs.  H.  R.  Dudgeon,  Waco;  Mrs.  G.  V. 
Brindley,  Temple;  Mrs.  Frank  N.  Haggard,  San  Antonio; 
*Mrs.  Preston  Hunt,  Texarkana;  #Mrs.  S.  D.  Whitten, 
Greenville;  *Mrs.  John  T.  Moore,  Houston;  #Mrs.  R.  B. 
Homan,  El  Paso;  Mrs.  W.  R.  Thompson,  Fort  Worth; 
Mrs.  F.  F.  Kirby,  Waco;  *Mrs.  S.  H.  Watson,  Waxa- 
hachie; Mrs.  Scott  C.  Applewhite,  San  Antonio;  Mrs. 


* Deceased. 
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William  Hibbitts,  Texarkana;  Mrs.  S.  F.  Harrington, 
Dallas;  Mrs.  P.  R.  Denman,  Houston;  Mrs.  A.  B.  Pum- 
phrey,  Fort  Worth;  Mrs.  Sam  E.  Thompson,  Kerrville; 
*Mrs.  Charles  B.  Alexander,  San  Antonio;  Mrs.  George 
Turner,  El  Paso;  Mrs.  Edward  C.  Ferguson,  Beaumont; 
Mrs.  S.  M.  Hill,  Dallas;  Mrs.  Joseph  B.  Foster,  Houston; 
Mrs.  William  M.  Gambrell,  Hudson,  Wis.;  Mrs.  Oscar 
W.  Robinson,  Paris;  Mrs.  Robert  Farris  Thompson,  El 
Paso;  Mrs.  Edward  W.  Coyle,  San  Antonio;  Mrs.  Mark 
H.  Latimer,  Houston;  Mrs.  Joseph  H.  McCracken,  Jr., 
Dallas;  Mrs.  Richard  C.  Bellamy,  Liberty;  Mrs.  H.  S. 
Renshaw,  Fort  Worth;  Mrs.  John  D.  Gleckler,  Denison. 

Honorary  Life  Presidents. — Mrs.  S.  A.  Collom,  Texarkana; 
Mrs.  M.  L.  Graves,  Houston;  Mrs.  Frank  Haggard,  San 
Antonio;  Mrs.  Sam  E.  Thompson,  Kerrville;  Mrs.  George 
Turner,  El  Paso. 

Honorary  Life  Member. — Mrs.  H.  Leslie  Moore,  Dallas. 
Executive  Secretary. — Mrs.  Nola  Acton,  Austin. 

I 

Committees 

Advisory. — Mrs.  John  D.  Gleckler,  Denison;  Mrs.  H.  S. 
Renshaw,  Fort  Worth;  Mrs.  Richard  C.  Bellamy,  Liberty; 
Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas;  Mrs.  Mark  H. 
Latimer,  Houston;  Mrs.  George  Turner,  El  Paso,  Special 
Advisor. 

Civil  Defense. — Mrs.  P.  C.  Caldwell,  Beaumont. 

Convention.— Mrs.  William  W.  McKinney,  Fort  Worth. 

Courtesy  Resolutions. — Mrs.  Roger  Q.  Harmon,  Marshall. 

Finance. — Mrs.  Oscar  M.  Marchman,  Jr.,  Dallas;  Mrs.  G.  G. 
Zedler,  Austin;  Mrs.  James  C.  Terrell,  Stephenville; 
Mrs.  William  C.  Barksdale,  Borger;  Mrs.  John  D. 
Gleckler,  Denison. 

Historical. — Mrs.  Milton  J.  Loring,  Midland;  Mrs.  Albert 
Horne,  Midland;  Mrs.  Edward  Driscoll,  Midland;  Mrs. 
R.  E.  Johnson,  Midland. 

Legislation.— Mrs.  Dan  B.  Hamill,  Corsicana. 

Memorial  Service. — Mrs.  Guy  E.  Knolle,  Houston;  Mrs. 
W.  P.  Higgins,  Fort  Worth. 

Mental  Health. — Mrs.  Ben  H.  Griffin,  Frost. 

Nominating. — Mrs.  John  D.  Gleckler,  Denison;  Mrs.  Ralph 
B.  Payne,  Amarillo;  Mrs.  Walter  B.  West,  Fort  Worth; 
Mrs.  William  D.  Nicholson,  Freeport;  Mrs.  George  Tur- 
ner, El  Paso;  Mrs.  Edward  W.  Coyle,  San  Antonio;  Mrs. 
R.  C.  L.  Robertson,  Houston. 

Organization. — Mrs.  G.  Bedford  Brown,  Angleton;  regional 
vice-presidents  and  council  women. 

Philanthropic  Funds: 

American  Medical  Education  Foundation. — Mrs.  A.  O. 
Severance,  San  Antonio;  Mrs.  Alfred  H.  Hill,  San  An- 
tonio; Mrs.  D.  J.  Sibley,  Jr.,  Fort  Stockton. 

Library  Fund. — Mrs.  Robert  B.  Morrison,  Austin;  Mrs. 
Sam  E.  Thompson,  Kerrville;  Mrs.  S.  F.  Harrington, 
J)allas;  Mrs.  V.  R.  Hurst,  Longview;  Mrs.  Ben  Simms, 
Austin,  Editor,  Cookbook. 

Memorial  Fund. — Mrs.  Sydney  S.  Baird,  Dallas;  Mrs. 
O.  M.  Marchman,  Dallas;  Mrs.  G.  V.  Brindley,  Tem- 
ple; Mrs.  Paul  H.  Mitchell,  Corsicana;  Mrs.  Charles 
Warren,  Dallas. 


Student  Loan  Fund. — Mrs.  Robert  K.  Blair,  Houston; 
Chairman  Emeritus,  Mrs.  M.  L.  Graves,  Houston;  Mrs. 
John  H.  Wootters,  Houston;  Mrs.  Robert  Sparkman, 
Dallas;  Mrs.  Martin  L.  Towler,  Galveston. 

Program. — Mrs.  Newton  F.  Walker,  El  Paso. 

Public  Relations. — Mrs.  Travis  Smith,  Abilene. 

Publications: 

Bulletin. — Mrs.  Joe  R.  Donaldson,  Pampa. 

News  Letter. — Mrs.  Hal  V.  Norgaard,  Denton,  Editor; 

Mrs.  Scott  Haggard,  Denton,  Co-Editor. 

Today’s  Health. — Mrs.  T.  S.  Howell,  Baytown. 

Recruitment. — Mrs.  P.  D.  Terrell,  McAllen;  Mrs.  Milner  S. 
Thorne,  Austin,  Chairman,  Texas  Association  of  Future 
Nurses  Convention. 

Reference. — Mrs.  G.  V.  Brindley,  Temple;  Mrs.  Truman 
Terrell,  Fort  Worth;  Mrs.  Jacob  F.  Schultz,  Houston. 

Research  and  Romance  of  Medicine. — Mrs.  Walter  McCall, 
Ennis. 

Revisions. — Mrs.  R.  T.  Travis,  Jacksonville;  Mrs.  W.  Frank 
Armstrong,  Fort  Worth;  Mrs.  Troy  Shafer,  Harlingen. 

School  of  Instruction. — Mrs.  Allan  Shields,  Victoria;  Mrs. 
Ben  Simms,  Austin. 

Special  Appointments: 

Doctor’s  Day. — Mrs.  Thomas  H.  Diseker,  San  Antonio. 
Association  of  American  Physicians  and  Surgeons  Contest. 

— Mrs.  F.  Paul  Burow,  Killeen. 

Safety. — Mrs.  Emmett  Essin,  Sherman. 

Science  Fair. — Mrs.  Delphin  von  Briesen,  El  Paso. 
Voluntary  Health  Plans. — Mrs.  William  D.  Nicholson, 
Freeport. 

Councilor  to  the  Woman’s  Auxiliary  to  the  Southern 
Medical  Association. — Mrs.  H.  S.  Renshaw,  Fort 
Worth. 

Organization  Chairman,  Regional  Vice-Presidents, 
Council  Women,  and  County  Presidents. 

Organization  Chairman. — Mrs.  G.  Bedford  Brown,  First 
Vice-President,  Angleton. 

Western  Region. — Mrs.  William  C.  Barksdale,  Borger,  Vice- 
President. 

District  1. — Mrs.  Edwin  W.  Schmidt,  Pecos,  Council  Wo- 
man. 

El  Paso. — Mrs.  Russell  L.  Deter,  El  Paso. 

Pecos-Jeff  Davis-Presidio-Brewster. — Mrs.  Charles  E.  Os- 
walt, Jr.,  Fort  Stockton. 

Reeves-Ward-Winkler-Loving-Culberson-Hudspeth. — Mrs. 
Rufus  A.  Roberts,  Pecos. 

District  2. — Mrs.  C.  Ray  Cockrell,  Snyder,  Council  Woman. 
Andrews-Ector-Midland. — Mrs.  Z.  W.  Hutcheson,  Jr., 
Andrews. 

Borden-Scurry-Kent-Dickens-Garza-King-Stonewall. — Mrs. 
Wilton  N.  Jones,  Snyder. 

Dawson  - Lynn  - T erry  - Gaines  -Y  oakum.  — Mrs.  Douglas 
Black,  Lamesa. 

Howard-Martin-Glass  cock. — Mrs.  J.  M.  Woodall,  Big 
Spring. 

'Nolan-Fisher-Mitchell. — Mrs.  Robert  L.  Price,  Sweetwater. 
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District  3.— Mrs.  Lynwood  B.  Smith,  Lubbock,  Council 
Woman. 

Armstrong-Donley-Childress-Collingsworth  - Hall  - W heeler. 

— Mrs.  Dale  Watkins,  Wellington. 
Dallam-Hartley-Sherman-Moore. — Mrs.  Roscoe  A.  Gut- 
ekunst,  Dalhart. 

Deaf  Smith-Parmer-Castro-Oldham-Swisher. — Mrs.  Lee  S. 
Foreman,  Tulia. 

Gray-Hansford -Hemphill  - Lipscomb- Roberts-  Ochiltree  - 
Hutchinson-Carson. — Mrs.  Mahlon  E.  Ingham,  Borger. 
Hale-Floyd-Briscoe. — Mrs.  Robert  Mitchell,  Plainview. 
Hardeman-Cottle-F oard-Motley . — 

Lamb-Bailey  -Hockley-Cochran. — 

Lubbock-Crosby. — Mrs.  Robert  Moore,  Lubbock. 
Potter-Randall. — Mrs.  Harvey  K.  Jackson,  Amarillo;  Mrs. 
H.  Fred  Johnson,  Amarillo.  (January,  I960) 

District  4. — Mrs.  Charles  F.  Browne,  Sonora,  Council  Wo- 
man. 

Brown-Comanche-Mills-San  Saba. — Mrs.  Ernest  F.  Caden- 
head,  Brownwood. 

Coleman. — Mrs.  Joseph  C.  Young,  Coleman. 
Crane-JJpton-Reagan. — Mrs.  John  E.  Terry,  Crane. 
Kimble-Mason-Menard-McCulloch. — 

Runnels. — 

Tom  Green-Coke-Crockett-Concho-lrion  - Sterling  - Sutton- 
Schleicher. — Mrs.  Raymond  G.  Boster,  San  Angelo. 

Southern  Region. — Mrs.  Hamilton  Ford,  LaMarque,  Vice- 
President. 

District  5. — Mrs.  L.  Bonham  Jones,  San  Antonio,  Council 
Woman. 

Atascosa. — Mrs.  Ben  M.  Logan,  Jourdanton. 

Bexar. — Mrs.  Frank  M.  Posey,  Jr.,  San  Antonio. 

Comal. — 

Gonzales. — Mrs.  James  C.  Price,  Gonzales. 

Guadalupe. — Mrs.  Andrew  Raetzsch,  Seguin. 

Karnes-  Wilson. — 

Kerr -Kendall -Gillespie -Bandera.  — Mrs.  William  Earl 
Gregg,  Kerrville. 

LaSalle-Frio-Dimmit. — 

Medina-U valde-Maverick-V al  V erde-Edwards-Real-Kinney- 
T errell-Zavala. — Mrs.  R.  C.  Rankin,  Uvalde. 

District  6. — Mrs.  Claude  A.  Selby,  Sinton,  Council  Woman. 
Bee-Live  Oak-McMullen. — Mrs.  H.  E.  Lancaster,  Beeville. 
Brooks-Duval-Jim  Wells. — 

Cameron-W illacy. — Mrs.  Charles  Binney,  III,  Harlingen. 
Hidalgo-Starr. — Mrs.  Gerald  E.  Brandes,  McAllen. 
Kleberg-Kenedy. — Mrs.  Earl  Gaston,  Kingsville. 

Nueces. — Mrs.  Richard  L.  Hudson,  Corpus  Christi. 

San  Patricio-Aransas-Refugio. — Mrs.  James  L.  Pierce,  Sin- 
ton. 

Webb-Zapata-Jim  Hogg. — Mrs.  S.  H.  Graham,  Laredo. 

District  7. — Mrs.  Garland  Dansby,  Llano,  Council  Woman. 
Bastrop-Lee. — Mrs.  Chauncey  G.  Goddard,  Bastrop. 
Caldwell. — Mrs.  Otho  K.  DuBoise,  Lockhart. 
Hays-Bianco. — Mrs.  David  L.  White,  San  Marcos. 
Lampasas-Burnet-Llano. — Mrs.  Dan  Hoerster,  Llano. 
Travis. — Mrs.  R.  O.  Swearingen,  Austin. 

Williamson.- — Mrs.  Kirby  Vance,  Taylor. 


District  8. — Mrs.  Ern  C.  Mooney,  Victoria,  Council  Woman. 
Brazoria. — Mrs.  Elmer  Heimbigner,  Lake  Jackson. 
Colorado-Fayette. — Mrs.  Walter  E.  Mikesky,  Schulenburg. 
DeWitt-Lavaca. — Mrs.  Emil  H.  Marek,  Yoakum. 
Galveston. — Mrs.  M.  Lake  Fowler,  Jr.,  Galveston. 

V ictoria-Calhoun-Goliad. — Mrs.  Thomas  Martin,  Victoria. 
W barton-] ackson-Matagorda-F  ort  Bend. — Mrs.  Stanley  E. 
Thompson,  Richmond. 

Eastern  Region. — Mrs.  Forrest  Orman,  Lufkin,  Vice-Presi- 
dent. 

District  9. — Mrs.  Eugene  Addison,  Huntsville,  Council 
Woman. 

Austin-Waller. — Mrs.  Jubal  A.  Neely,  Bellville. 

Grimes. — Mrs.  Marius  Hansen,  Navasota. 

Harris. — Mrs.  Ralph  C.  Patrick,  Houston. 

East  Harris  Chapter. — Mrs.  Percy  R.  Fayle,  Baytown. 
Montgomery. — Mrs.  Emil  Carroll,  Conroe. 

Polk-San  Jacinto. — Mrs.  J.  T.  Dabney,  Livingston. 

W dlker-Madison-Trinity. — Mrs.  Raymond  B.  Blaloch, 
Huntsville. 

W ashington-Burleson. — Mrs.  Joel  H.  Johnson,  Brenham. 

District  10. — Mrs.  Stephen  Tucker,  Nacogdoches,  Council 
Woman. 

Angelina. — Mrs.  Dan  Spivey,  Lufkin. 

Hardin-Tyler. — Mrs.  Sam  P.  Copeland,  Silsbee. 
Jasper-Newton. — Mrs.  Claude  Mattingly,  Jasper. 
Jefferson. — Mrs.  Winston  Cochran,  Beaumont. 

Port  Arthur. — Mrs.  Barnette  E.  J.  Adams,  Port  Arthur. 
Liberty-Chambers. — Mrs.  Thomas  Lloyd  Fahring,  Ana- 
huac. 

Nacogdoches. — Mrs.  Charles  W.  Coussons,  Nacogdoches. 
Orange. — Mrs.  Wilson  E.  James,  Jr.,  Orange. 

Shelby-San  Augustine-Sabine. — 

District  11. — Mrs.  Griff  W.  Bilbro,  Jacksonville,  Council 
Woman. 

Anderson-Houston-Leon.SA.ts.  Ripley  H.  Hunter,  Pal- 
estine. 

Cherokee. — Mrs.  L.  Wayne  Ralston,  Jacksonville. 
Freestone. — Mrs.  Jack  Cox,  Teague. 

Henderson. — Mrs.  Melvin  Wilcox,  Jr.,  Athens. 
Rusk-Panola. — Mrs.  James  M.  Hamilton,  Overton. 

Smith. — Mrs.  Harold  B.  Cameron,  Tyler. 

Wood. — 

Northern  Region. — Mrs.  B.  C.  Wallace,  Waxahachie,  Vice- 
President. 

District  12. — Mrs.  R.  A.  Kooken,  Hamilton,  Council  Wo- 
man. 

Bell. — Mrs.  Everett  R.  Viers,  Temple. 

Bosque-Hamilton. — 

Brazos-Robertson. — Mrs.  Richard  B.  Grant,  Jr.,  Bryan. 
Coryell. — Mrs.  Kermit  R.  Jones,  Gatesville. 
Erath-Hood-Somervell. — Mrs.  Charles  T.  Cole,  Dublin. 
Falls. — Mrs.  Neil  Buie,  Jr.,  Marlin. 

Hill. — 

Johnson. — Mrs.  Marshall  T.  Knox,  Cleburne. 

Limestone. — 

McLennan. — Mrs.  Charles  E.  Gamble,  Waco. 

Milam. — 

Navarro. — Mrs.  Louis  Gibson,  Corsicana. 
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District  13 . — Mrs.  Preston  D.  Petty,  Abilene,  Council  Wo- 
man. 

Baylor-Knox-Haskell. — 

Clay-Montague-  W ise. — 

Eastland-Callahan-Stephens- Shackelford -Throckmorton. — 
Mrs.  Harold  James  Bulgerin,  Eastland. 

Palo  Pinto-Parker-Y oung-]ack- Archer. — 

Tarrant. — Mrs.  William  W.  McKinney,  Fort  Worth. 
Taylor- Jones. — Mrs.  Earl  R.  Cockerell,  Abilene. 

Wichita. — Mrs.  J.  Gordon  Holt,  Wichita  Falls. 
Wilbarger. — Mrs.  Alvin  L.  Borchardt,  Vernon. 

District  14. — Mrs.  Everett  C.  Fox,  Dallas,  Council  Woman. 
Collin. — Mrs.  J.  Emmett  Quattlebaum,  McKinney. 

Cooke. — Mrs.  Stanley  E.  Saiken,  Gainesville. 

Dallas. — Mrs.  Charles  D.  Bussey,  Dallas. 

Denton. — Mrs.  Scott  Haggard,  Denton. 

Ellis. — Mrs.  LaVerne  R.  Swanson,  Ferris. 

Fannin. — 

Grayson. — Mrs.  Donald  H.  Brandt,  Denison. 
Hopkins-Franklin. — 

Hunt-Rockwall-Rains. — Mrs.  E.  Truett  Crim,  Greenville. 
Kaufman. — 

Lamar-Delta. — Mrs.  David  Miesch,  Paris. 

V anZandt. — Mrs.  Horace  A.  Baker,  Wills  Point. 

District  15. — Mrs.  James  F.  Lee,  Daingerfield,  Council 
Woman. 

Bowie. — Mrs.  Charles  G.  Smith,  Texarkana. 
Camp-Morris-Titus. — Mrs.  James  F.  Lee,  Daingerfield. 
Cass-Marion. — Mrs.  Thomas  K.  Nichols,  Atlanta. 

Gregg. — Mrs.  Ray  Hudspeth,  Gladewater. 

Harrison. — Mrs.  James  H.  Harris,  Marshall. 

Red  River. — Mrs.  James  L.  Wright,  Clarksville. 

Upshur. — 

Convention  Chairmen  (All  of  Fort  Worth). 

Chairman. — Mrs.  William  W.  McKinney. 

Chairmen  of  the  Day: 

Saturday. — Mrs.  Lloyd  Gilliland. 

Sunday. — Mrs.  Ivan  H.  Readinger. 

Monday. — Mrs.  I.  L.  Van  Zandt. 

Tuesday. — Mrs.  Walter  B.  West. 


General  Chairmen: 

Business  Meetings. — Mrs.  Tom  B.  Bond. 

Courtesy. — Mrs.  A.  B.  Pumphrey. 

Decorations. — Mrs.  Nathan  C.  Carpenter  and  Mrs.  W.  V. 
Bradshaw. 

Favors  and  Door  Prizes. — Mrs.  Cuvier  P.  Lipscomb. 
Finances. — Mrs.  C.  Keith  Barnes  and  Mrs.  C.  K.  Hols- 
apple,  Jr. 

Hospitality. — Mrs.  Robert  D.  Bickel  and  Mrs.  Ted  Lace. 
Information. — Mrs.  W.  Frank  Armstrong  and  Mrs.  J.  F. 
Campbell. 

Pages. — Mrs.  Frank  L.  Bynum  and  Mrs.  Robert  Brown. 
Publicity. — Mrs.  John  B.  Patterson  and  Mrs.  T.  U.  Tay- 
lor, II. 

Registration. — Mrs.  O.  P.  Griffin  and  Mrs.  R.  V.  Brasher. 
Tickets. — Mrs.  Robert  G.  Lemon  and  Mrs.  Louis  J.  Levy. 

Special  Events  Chairmen: 

Annual  Conference  of  Councilors  and  Council  Women. 

— Mrs.  E.  H.  Chorn  and  Mrs.  Donald  S.  Gibbs. 
Executive  Board  Luncheon. — Mrs.  D.  O.  D.  Ware  and 
Mrs.  James  A.  Hallmark. 

Memorial  Service. — Mrs.  W.  P.  Higgins,  Jr. 

Past  Presidents  Dinner. — Mrs.  H.  S.  Renshaw. 

Luncheon  Honoring  County  Presidents  and  Dr.  May 
Owen. — Mrs.  A.  F.  Kauffman,  III  and  Mrs.  Nealie  E. 
Ross,  Jr. 

Decorators  Tour  and  Tea — Mrs.  Ronald  Smith  and  Mrs. 
Melvin  Johnson. 

Luncheon  and  Style  Show. — Mrs.  H.  W.  Anderson,  Jr. 
and  Mrs.  J.  R.  Cochran. 

Post-Convention  Executive  Board  Meeting. — Mrs.  T.  H. 

Thomason  and  Mrs.  W.  R.  Thompson. 

Art  and  Designing. — Mrs.  James  McBride. 

President’s  Party  Decoration. — Mrs.  Asa  Watson. 


County  Societies 


"Recipes" 

The  Auxiliary  Cookbook 

Will  Be  On  Sale  During  the  Convention. 
Copies  at  $2.50  Each 

Will  Be  Available  at  the  Registration  Desk 
In  the  Hilton  Hotel  Lobby. 

Profits  Will  Benefit 
The  Memorial  Library 
of  the 

Texas  Medical  Association 


Nueces  County  Initiates 
Coastal  Bend  Bulletin 

New  fledgling  of  the  Nueces  County  Medical  Society  is 
a monthly  newsbulletin,  Coastal  Bend  Medicine,  which  was 
initiated  by  the  society  in  January. 

Editor  of  the  6 by  9 inch  magazine  format  publication 
is  Dr.  James  G.  Gabbard.  His  assistants  are  Dr.  Gregory 
M.  McCaskey,  associate  editor;  Mrs.  L.  R.  Loving,  Jr.,  busi- 
ness manager;  and  Red  Moores,  photographer.  The  editorial 
advisory  board  is  composed  of  Dr.  J.  R.  Riley,  Dr.  J.  L. 
Barnard,  Dr.  Paul  Gray,  Dr.  Robert  Sigler,  Dr.  W.  C. 
Brown,  Dr.  C.  A.  Mella,  and  Dr.  H.  E.  Griffin. 

Content  of  the  publication  includes  an  up-to-date  calen- 
dar of  medical  events  in  the  area,  reports  of  the  minutes 
of  the  general  and  executive  meetings  of  the  society,  news 
stories  and  features,  editorials,  personality  sketches  of  doc- 
tors and  their  families,  and  a "sounding  board”  for  readers 
to  express  their  own  opinions. 

Correspondence  to  the  magazine  may  be  addressed  to  the 
editor,  Coastal  Bend  Medicine,  1001  Louisiana,  Corpus 
Christi. 
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County  Society  Briefs 

Program  for  the  February  1 meeting  of  the  Tom  Green- 
Eight  Counties  Society  featured  a tape  recorded  talk  by  Dr. 
Leslie  London,  faculty  member  of  the  University  of  Texas 
Southwestern  Medical  School,  Dallas,  whose  topic  was 
polyneuritis. 

Officers  were  elected  at  the  January  4 meeting  of  the 
San  Patricio-Aransas-Refugio  Counties  Society. 

Dr.  William  Carter  and  Dr.  Earl  Stadler,  both  of  Fort 
Worth,  were  speakers  at  the  February  12  meeting  of  the 
Hill  County  Society.  Dr.  Carter’s  topic  was  "Causes  of 
Urinary  Infection”  and  Dr.  Stadler  discussed  "Urinary 
Stones.” 

At  the  January  8 meeting  of  the  Hill  County  group,  Dr. 
Robert  Guy  of  Fort  Worth  spoke  on  "Emergency  Treat- 
ment of  the  Patient  with  Multiple  Injuries.” 

Dr.  Bruce  Beard,  chairman  of  the  mental  health  commit- 
tee of  the  Tarrant  County  Society,  reported  at  the  December 
1 meeting  and  urged  the  society  to  recommend  to  the  city 
government  of  Fort  Worth  that  a position  of  full-time 
psychiatrist  be  created  and  that  a physician  certified  by  the 
American  Board  of  Psychiatry  and  Neurology  or  one  eli- 
gible for  such  certification  be  employed.  The  society  ap- 
proved a motion  to  refer  the  matter  to  the  board  of  direc- 
tors for  concrete  recommendations. 

Other  committees  reported,  including  the  nominating 
committee,  whose  recommendations  were  chosen  by  acclama- 
tion. 

Frederick  C.  Fink,  Ph.D.,  a recognized  authority  on  anti- 
biotic-susceptibility testing,  and  coordinator  of  the  Hospital 
Laboratory  Advisory  Service  of  Charles  Pfizer  & Company, 
Inc.,  spoke  to  the  Bexar  County  Society,  February  9. 

The  February  26  meeting  of  the  Harris  County  Society 
was  centered  around  a symposium  entitled  "The  Peptic 
Ulcer,”  featuring  two  out-of-state  speakers.  They  were  Dr. 
Lester  R.  Dragstedt,  research  professor  of  surgery,  Univer- 
sity of  Florida,  Gainesville,  and  Dr.  G.  Gordon  McHardy, 
clinical  associate  professor  of  medicine,  Louisiana  State 
University  School  of  Medicine,  New  Orleans. 

The  Harris  County  Society  reports  that  Ray  Bratton, 
owner  of  the  Medical  Arts  Drug  Company  and  the  Medical 
Towers  Pharmacy,  sent  a check  for  $1,000  to  be  used  in 
furthering  the  work  of  the  society. 


County  Society  Officers 

Additional  officers  serving  county  medical  societies  this 
year  follow: 

Anderson-Houston-Leon. — Dr.  Robert  G.  Cox,  Palestine, 
president;  Dr.  Fred  E.  Felder,  Palestine,  vice-president;  Dr. 
J.  Weldon  Carter,  Palestine,  secretary-treasurer;  Dr.  John 
L.  Dean,  Jr.,  Crockett,  delegate. 

Angelina. — Dr.  Jack  Pruitt,  Lufkin,  president;  Dr.  J.  E. 
Martin,  Lufkin,  vice-president;  Dr.  E.  L.  Hoot,  Diboll, 
secretary;  Dr.  Gail  Medford,  Jr.,  Lufkin,  delegate. 

Austin-Waller. — Dr.  J.  A.  Neely,  Bellville,  president; 
Dr.  Virgil  Gordon,  Sealy,  vice-president;  Dr.  J.  E.  Justiss, 
secretary-treasurer;  Dr.  S.  C.  Walker,  Hempstead,  delegate. 

Bastrop-Lee. — Dr.  C.  G.  Goddard,  Bastrop,  president; 
Dr.  S.  M.  Hardt,  Bastrop,  vice-president;  Dr.  A.  R.  Haz- 
zard,  Giddings,  secretary-treasurer;  Dr.  James  W.  Thomas, 
Smithville,  delegate. 

Baylor-Knox-Haskell. — Dr.  Robert  L.  Newsom,  Munday, 
president;  Dr.  Joseph  A.  Massa,  Seymour,  vice-president; 
Dr.  Charles  G.  Markward,  Knox  City,  secretary-treasurer; 
Dr.  T.  S.  Edwards,  Knox  City,  delegate. 


Brazos-Robertson. — Dr.  Elvin  M.  Boyd,  Hearne,  presi- 
dent; Dr.  John  E.  Marsh,  Jr.,  Bryan,  vice-president;  Dr. 
Ray  Cruse,  Hearne,  secretary-treasurer;  Dr.  L.  O.  Wilkerson, 
Bryan,  delegate. 

Brown-Comanche-Mills-San  Saba. — Dr.  Patrick  T.  Mc- 
Gowan, Brownwood,  president;  Dr.  Ned  Snyder,  Brown- 
wood,  vice-president;  Dr.  S.  Braswell  Locker,  Brownwood, 
secretary-treasurer  and  delegate. 

Clay-Montague-Wise.  — Dr.  William  E.  Huddleston, 
Bridgeport,  president;  Dr.  Edward  D.  Morton,  Bridgeport, 
vice-president;  Dr.  Berry  N.  Squyres,  Bowie,  secretary- 
treasurer;  Dr.  James  T.  Darwin,  Decatur,  delegate. 

Erath-Hood-Somervell. — Dr.  Nathan  Cedars,  Stephenville, 
president;  Dr.  J.  C.  Terrell,  Stephenville,  vice-president; 
Dr.  Bruce  S.  Terrill,  Stephenville,  secretary;  Dr.  J.  C.  Ter- 
rell, delegate. 

Gonzales. — Dr.  Louis  J.  Stahl,  Gonzales,  president;  Dr. 
Walter  A.  Sievers,  Gonzales,  vice-president;  Dr.  Sam  A. 
Nixon,  Jr.,  Secretary;  Dr.  Stewart  M.  Ponder,  Waelder, 
delegate. 

Hale-Floyd-Briscoe. — Dr.  Eugene  G.  McCarthy,  Plainview, 
president;  Dr.  Herman  J.  Harvis,  Plainview,  vice-president; 
Dr.  Joe  J.  Horn,  Plainview,  secretary-treasurer;  Dr.  Marvin 
C.  Schlecte,  Plainview,  delegate. 

Harrison. — George  S.  McKay  has  been  named  executive 
secretary,  a newly  created  position. 

Henderson. — Dr.  Melvin  R.  Wilcox,  Jr.,  Athens,  presi- 
dent; Dr.  P.  T.  Kilman,  Malakoff,  vice-president;  Dr.  Nor- 
ris E.  Holt,  Athens,  secretary-treasurer;  Dr.  L.  L.  Cockerell, 
Athens,  delegate. 

Hidalgo-Starr. — Dr.  Gerald  S.  Livengood,  Mission,  presi- 
dent; Dr.  George  M.  Lancaster,  Weslaco,  vice-president; 
Dr.  Ronald  A.  Graham,  Pharr,  secretary;  Dr.  P.  D.  Ter- 
rell, McAllen,  delegate. 

Hill. — Dr.  J.  M.  Buie,  Hillsboro,  president;  Dr.  J.  E. 
Latham,  Jr.,  Whitney,  vice-president;  Dr.  Charles  A.  Gar- 
rett, Hillsboro,  secretary-treasurer;  Dr.  Dick  K.  Cason,  Hills- 
boro, delegate. 

Hopkins-Franklin. — Dr.  Samuel  W.  Swindell,  Sulphur 
Springs,  president-elect  and  vice-president;  Dr.  S.  B.  Lon- 
gino,  Jr.,  Sulphur  Springs,  secretary-treasurer;  Dr.  Earl 
Stirling,  Sulphur  Springs,  delegate.  Dr.  S.  Byrd  Longino, 
Sulphur  Springs,  became  president. 

Howard-Martin-Glasscock. — Dr.  E.  V.  Swift,  Big  Spring, 
president;  Dr.  Frederick  W.  Lurting,  Big  Spring,  vice-pres- 
ident; Dr.  Jack  H.  Burnett,  Jr.,  Big  Spring,  secretary- 
treasurer;  Dr.  R.  B.  G.  Cowper,  Big  Spring,  delegate. 

Hunt. — Dr.  Robert  F.  Jones,  Commerce,  president;  Dr. 
R.  A.  Hinkle,  Greenville,  vice-president;  Dr.  C.  C.  Sheldon, 
Greenville,  secretary-treasurer. 

Kaufman. — Dr.  James  L.  Patteson,  Terrell,  president; 
Dr.  Guy  G.  Shaw,  Jr.,  Kaufman,  vice-president;  Dr.  Ralph 
F.  Bowman,  Terrell,  secretary;  Dr.  G.  H.  Alexander,  Terrell, 
delegate. 

Kerr-Kendall-Gillespie-Bandera. — Dr.  Edward  F.  Stein, 
Jr.,  Fredericksburg,  president;  Dr.  G.  D.  Meador,  Bandera, 
vice-president;  Dr.  Luise  C.  Brandenstein,  Kerrville,  secre- 
tary; Dr.  Dan  W.  Bacon,  Kerrville,  treasurer;  Dr.  C.  B. 
Matthews,  Kerrville,  delegate. 

Jefferson.-— Dr.  W.  H.  Brandau,  Beaumont,  president- 
elect; Dr.  Houston  F.  Byrd,  Port  Neches,  vice-president; 
Dr.  G.  R.  Solis,  Port  Arthur,  secretary-treasurer;  Dr.  Paul 
R.  Meyer,  Port  Arthur;  Dr.  James  B.  Ivers,  Beaumont;  and 
Dr.  John  M.  White,  Jr.,  Port  Arthur,  delegates.  Dr.  Louian 
C.  Carter,  Port  Arthur,  became  president. 

Lamar-Delta. — Dr.  James  L.  Clifford,  Paris,  president- 
elect; Dr.  David  C.  Miesch,  Paris,  vice-president;  Dr.  F.  V. 
Breneman,  Paris,  secretary-treasurer;  Dr.  N.  L.  Barker,  Paris, 
delegate.  Dr.  O.  R.  O’Neill,  Paris,  became  president. 
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Palo  Pinto-Parker-Y oung-]ack- Archer. — Dr.  John  C.  Al- 
lensworth,  Mineral  Wells,  president;  Dr.  John  B.  Merrick, 
Weatherford,  vice-president  and  president-elect;  Dr.  W.  B. 
Allensworth,  Mineral  Wells,  secretary-treasurer;  Dr.  Jack  L. 
Eidson,  Weatherford,  delegate. 

Panola. — Dr.  Grundy  Cooper,  Carthage,  president-elect 
and  vice-president;  Dr.  K.  C.  Prince,  secretary;  Dr.  W.  C. 
Smith,  Carthage,  delegate.  Dr.  Smith  became  president. 

Pecos-Jeff  Davis-Presidio-Brewster. — Dr.  V.  A.  Sherrod, 
Iraan,  president;  Dr.  John  Hundley,  Fort  Stockton,  vice- 
president;  Dr.  William  Lockhart,  Alpine,  secretary;  Dr. 
Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  treasurer;  Dr.  D.  J. 
Sibley,  Jr.,  Fort  Stockton,  delegate. 

Runnels. — Dr.  Charles  F.  Bailey,  Ballinger,  president; 
Dr.  C.  T.  Rives,  Winters,  vice-president;  Dr.  John  E.  Grif- 
fin, Winters,  secretary-treasurer;  Dr.  O.  H.  Chandler,  Bal- 
linger, delegate. 

Smith. — Dr.  Robert  L.  Marshall,  Tyler,  president-elect; 
Dr.  Delbert  E.  Hughes,  Tyler,  vice-president;  Dr.  Norman 
E.  Halbrooks,  Tyler,  secretary-treasurer;  Dr.  Madison  J. 
Lee,  Jr.,  Tyler,  delegate.  Dr.  Carter  Anderson,  Jr.,  Tyler, 
became  president. 

Shelby-San  Augustine-Sabine. — Dr.  W.  S.  Warren,  Cen- 
ter, president-elect;  Dr.  T.  L.  Hurst,  Center,  vice-president; 
Dr.  W.  C.  Windham,  Center,  secretary-treasurer;  Dr.  W.  S. 
Warren,  Center,  delegate.  Dr.  L.  S.  Oates,  Center,  became 
president. 

Taylor-Jones. — Dr.  V.  H.  Shoultz,  Abilene,  president- 
elect; Dr.  R.  B.  Johns,  Abilene,  vice-president;  Dr.  Jarrett 
E.  Williams,  Abilene,  secretary-treasurer;  Dr.  W.  R.  Sibley, 
Jr.,  Abilene,  delegate.  Dr.  J.  D.  Magee,  Abilene,  became 
president. 

Deaf  Smith-Parmer-Castro-Oldham-Swisher. — Dr.  Roy  J. 
Grubbs,  Hereford,  president;  Dr.  Floyd  Lee  Spring,  Friona, 
vice-president;  Dr.  Clarence  E.  Hicks,  Hereford,  secretary- 
treasurer;  Dr.  Roy  J.  Grubbs,  Hereford,  delegate. 

Van  Zandt. — Dr.  H.  A.  Baker,  Wills  Point,  president; 
Dr.  George  B.  Marsh,  Jr.,  Grand  Saline,  vice-president;  Dr. 
R.  M.  Golladay,  Wills  Point,  secretary-treasurer;  Dr.  H.  A. 
Baker,  Wills  Point,  delegate. 

'Williamson. — Dr.  Crawford  J.  Daniel,  Taylor,  president; 
Dr.  Douglas  M.  Benold,  Georgetown,  vice-president;  Dr. 
H.  R.  Gaddy,  Jr.,  Georgetown,  secretary-treasurer;  Dr.  Jay 
J.  Johns,  Taylor,  delegate. 


'tr  District  Societies 

Dr.  Holt  Elected  President 
At  District  1 Meet  in  El  Paso 

Dr.  Franklin  W.  Yeager,  Corpus  Christi,  President  of 
Texas  Medical  Association,  was  principal  speaker  at  the 
annual  meeting  of  District  1,  held  on  February  1 in  Pecos. 

In  his  talk,  Dr.  Yeager  cited  the  need  for  more  family 
physicians  and  told  county  societies  to  inform  the  public 
about  the  availability  of  their  grievance  societies.  He  also 
warned  that  if  creeping  socialism  took  over  the  medical 
field,  it  would  soon  overpower  other  areas  until  the 
socialistic  system  was  complete. 

Dr.  Russell  Holt,  El  Paso,  was  named  president  of  Dis- 
trict 1 and  his  associates  will  be  Dr.  Harold  Lindley,  Pecos, 
vice-president;  and  Dr.  Gordon  L.  Black,  El  Paso,  secretary- 
treasurer. 

'Mrs.  Louis  W.  Breck,  El  Paso,  was  named  council  woman 
for  the  District  1 Auxiliary,  which  met  concurrently  with 
the  medical  society. 


DR.  WILLIAM  S.  WILSON,  JR. 


Dr.  William  Smart  Wilson,  Jr.,  Carrizo  Springs,  died 
February  3,  1960,  following  a heart  attack. 

Born  May  23,  1918,  in  Taylor,  Dr.  Wilson  was  the  son 
of  William  S.  and  Laura  (Ploeger)  Wilson.  His  prelimi- 
nary education  was  in  the  public  schools  of  Taylor  and  he 
was  later  graduated  from  the  University  of  Texas  with  a 
bachelor  of  arts  degree.  He  obtained  his  medical  degree 
from  the  University  of  Texas  Medical  Branch  at  Galveston 
and  served  his  internship  at  Robert  B.  Green  Hospital  in 
San  Antonio  and  King’s  Daughters  Hospital  at  Temple. 

From  1944  to  1946,  he  was  stationed  with  the  United 
States  Army  of  occupation  in  Germany,  after  which  he 
entered  medical  practice  in  Carrizo  Springs.  In  the  Army, 
he  had  held  the  rank  of  captain. 

A member  of  the  American  Medical  Association,  the 
Texas  Medical  Association,  and  the  La  Salle-Frio-Dimmit 
Counties  Medical  Society,  he  also  was  an  amateur  radio 
enthusiast  and  belonged  to  the  American  Radio  Relay 
League.  He  was  on  the  staff  of  the  Dimmit  Memorial  Hos- 
pital at  Carrizo  Springs.  His  church  affiliation  was  Meth- 
odist. 

Married  to  the  former  Miss  Florabelle  Anderson  on 
October  3,  1942,  Dr.  Wilson  was  the  father  of  three  chil- 
dren, William  Smart  Wilson  III,  Dennis  E.  Wilson,  and 
Condace  Ruth  Wilson,  all  of  whom  survive. 

Surviving  besides  his  wife  and  children  are  a brother, 
Dr.  Donald  E.  Wilson  of  Carrizo  Springs  and  a sister, 
Mrs.  Daurice  Frick, of  Fort  Worth. 


DR.  WILLIAM  S.  WILSON,  JR. 


An  obituary  ordinarily  will  not  be  published  more  than 
four  months  after  date  of  death.  Cooperation  in  reporting 
dearths  of  physicians  and  in  furnishing  appropriate  biograph- 
ical material  promptly  is  solicited. 
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DR.  JOSEPHINE  A.  SHELTON 

Dr.  Josephine  Annette  Shelton  (Mrs.  John  H.  Finn) 
died  December  25,  1959,  at  her  home  in  Refugio  of  a 
cerebral  hemorrhage.  She  and  her  husband  had  practiced 
together  there  nearly  20  years  before  her  retirement  about 
a year  ago. 

Dr.  Shelton  was  born  September  13,  1913,  in  Refugio, 
daughter  of  Ben  and  Isabella  Shelton.  After  receiving  a 
bachelor  of  arts  degree  from  Our  Lady  of  the  Lake  College 
in  San  Antonio,  she  took  her  medical  degree  from  Baylor 
University  College  of  Medicine  in  Dallas  in  1938.  She 
served  a residency  at  the  Hospital  for  Women  of  Maryland 
in  Baltimore  and  after  a few  months  of  practice  in  Kings- 
ville, she  opened  her  office  in  Refugio  in  1941. 

A member  of  the  San  Patricio-Aransas-Refugio  Counties 
Medical  Society,  Texas  Medical  Association,  and  American 
Medical  Association,  Dr.  Shelton  married  Dr.  John  H. 
Finn  in  1939.  He  survives,  as  do  one  daughter,  Miss 
Miguelita  Finn;  her  mother,  Mrs.  Ben  Shelton;  and  one 
brother,  F.  Ben  Shelton,  all  of  Refugio;  and  a sister,  Mrs. 
R.  E.  Elliff  of  Omaha,  Neb. 


DR.  G.  F.  GOFF 

Dr.  Gomer  Flow  Goff,  Dallas  gynecologist  and  surgeon, 
died  February  3,  I960,  following  a brief  illness. 

Dr.  Goff,  son  of  Martha  (Russell)  and  Thomas  Empson 
Goff,  was  born  January  12,  1895,  in  Trenton,  Texas,  but 
grew  up  in  Sherman,  where  he  attended  the  public  schools. 
Graduated  from  the  University  of  Texas  in  1917  and  Johns 
Hopkins  University  Medical  School  in  1921,  he  served  his 
internship  at  the  Hospital  for  Women  of  Maryland  at 
Baltimore  in  1922  and  completed  his  residency  there  in 
1923  and  1924.  He  was  elected  to  fellowship  in  the 
American  College  of  Surgeons  in  1934. 

He  had  practiced  in  Dallas  since  February,  1925,  except 
for  a short  interim  (March,  1928,  to  January,  1929)  when 
he  was  in  Mineral  Wells. 

At  the  time  of  his  death,  Dr.  Goff  was  president  of  the 


Northwest  Texas  District  of  the  American  College  of  Sur- 
geons. 

He  was  past  president  of  the  Texas  Association  of  Ob- 
stetricians and  Gynecologists,  of  the  Dallas-Fort  Worth  Ob- 
stetrical and  Gynecological  Society,  and  the  Society  of  Life 
Insurance  Medical  Directors  of  Texas.  He  also  was  a 
member  of  the  Dallas  Southern  Clinical  Society,  the  Texas 
Surgical  Society,  the  Central  Association  of  Obstetricians 
and  Gynecologists,  and  the  American  Academy  of  Obstetrics 
and  Gynecology. 

He  held  memberships  in  the  American  Medical  Associa- 
tion, the  Texas  Medical  Association,  the  Dallas  County 
Medical  Society,  and  Nu  Sigma  Nu  medical  fraternity.  He 
also  belonged  to  Park  Cities  Baptist  Church,  Trinity  Valley 
Masonic  Lodge,  Hella  Temple,  Northwood  Club,  and  Delta 
Kappa  Epsilon  fraternity. 

Dr.  Goff  served  as  medical  director  of  the  Praetorian- 
Mutual  Life  Insurance  Company  from  1952  to  the  time  of 
his  death. 

Surviving  are  his  wife,  the  former  Miss  Eva  Catherine 
Rayzor;  two  sons,  Thomas  A.  Goff  of  Austin  and  William 
R.  Goff  of  Midland;  a sister,  Mrs.  O.  B.  Kiel  of  Wichita 
Falls;  and  one  granddaughter,  Catherine  Louise  Goff  of 
Midland. 


DR.  HYLMAR  E.  KARBACH 

Dr.  Hylmar  E.  Karbach,  New  Braunfels,  died  there  on 
December  6,  1959. 

He  was  born  in  Maxwell  on  March  22,  1899,  and  was 
the  son  of  Julius  William  and  Hattie  (Flagge)  Karbach. 
After  attending  Lockhart  schools,  he  received  a bachelor  of 
arts  degree  from  the  University  of  Texas  in  1923  and  his 
medical  degree  from  the  University’s  Medical  Branch  in 
1924. 

Dr.  Karbach  interned  at  the  San  Francisco  Hospital,  San 
Francisco,  and  then  served  as  resident  surgeon  there.  He 
began  his  general  practice  in  New  Braufels  in  1926.  From 
1944  to  1946  he  served  as  a naval  commander  in  the 
Pacific. 


DR.  G.  F.  GOFF  DR.  HYLMAR  E.  KARBACH 
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The  physician  was  a member  of  the  American  Medical 
Association,  the  Texas  Medical  Association,  and  the  Amer- 
ican Academy  of  General  Practice.  He  was  an  associate 
fellow  of  the  International  College  of  Surgeons,  and  served 
the  Comal  County  Medical  Society  in  a number  of  offices 
including  president  (1930,  1936,  and  1939). 

Dr.  Karbach  belonged  to  the  New  Braunfels  Lions  Club, 
was  a thirty-second  degree  Mason  and  belonged  to  several 
fraternities  including  Alpha  Kappa  Kappa  medical  fra- 
ternity. He  was  a Methodist.  His  hobbies  were  hunting 
and  fishing. 

Dr.  Karbach  is  survived  by  his  wife,  the  former  Miss 
Katherine  Taylor  of  Dallas.  Other  survivors  include  one 
son,  Dr.  Hylmar  E.  Karbach,  Jr.,  San  Antonio,  and  three 
daughters,  Mrs.  Ben  Jack  Kinney,  Alameda,  Calif.;  Mrs. 
Layton  Lee  Leissner,  Austin;  and  Miss  Martha  Jo  Karbach 
of  Houston. 


DR.  ARTHUR  M.  WELLS,  JR. 


Dr.  Arthur  Marvin  Wells,  Jr.,  San  Antonio,  died  in 
that  city  on  January  9,  I960,  of  bacteremia,  cardiovascular 
collapse,  and  bilateral  diffuse  pneumonitis. 

Born  in  Greenville,  Ky.,  on  November  28,  1922,  Dr. 
Wells  was  the  son  of  Arthur  Marvin  and  Epps  (Hud- 
dleston) Wells.  After  attending  Greenville  schools,  he  re- 
ceived a bachelor  of  science  degree  in  1945  from  Western 
Kentucky  State  Teachers  College,  Bowling  Green.  His 
medical  education  was  received  at  Vanderbilt  University, 
Nashville,  Tenn.,  from  which  he  was  graduated  in  1947. 

Dr.  Wells  interned  at  the  University  of  California  Hos- 
pital in  San  Francisco  and  was  resident  in  general  surgery 
at  Baylor  University  Hospital,  Dallas,  from  1948  to  1951. 
After  a year  of  practice  in  Hereford,  he  entered  the  mili- 
tary service  as  a naval  lieutenant,  serving  first  at  the  United 
States  Naval  Hospital  in  Corpus  Christi  and  a second  year 
with  the  First  Marine  Division  in  Korea.  He  began  general 
practice  and  surgery  in  San  Antonio  in  1955. 

The  physician  was  a member  successively  of  the  Dallas, 
the  Randall-Deaf  Smith-Parmer-Castro-Oldham,  and  the 
Bexar  County  Medical  Societies.  He  also  belonged  to  the 


DR.  ARTHUR  M.  WELLS,  JR. 


Texas  and  American  Medical  Associations.  He  was  a mem- 
ber of  the  Catholic  Church.  His  hobby  was  hunting. 

Dr.  Wells  is  survived  by  his  wife,  the  former  Miss 
Martha  Ellen  Gunn  of  Crane,  whom  he  married  in  Nash- 
ville, Tenn.,  on  September  3,  1946.  His  other  survivors 
include  a daughter,  Kathleen  Wells,  16  months,  also  of 
San  Antonio;  his  parents  of  Greenville,  Ky.;  and  a sister, 
Mrs.  Lester  Shelor,  Kingsport,  Tenn. 


DR.  W.  D.  BLACK 

Dr.  Wilmer  DeWitt  Black,  practitioner  in  Barstow  for 
more  than  50  years,  died  January  3,  I960,  of  Kaposi’s 
sarcoma  at  Pecos,  where  he  had  moved  in  1957. 

The  son  of  C.  C.  and  Ella  (Hall)  Black,  Dr.  Black  was 
born  October  22,  1875,  in  Mount  Pleasant.  After  his  pre- 
liminary education  in  Mount  Pleasant,  Dr.  Black  attended 
the  College  of  Pharmacy  of  the  University  of  Texas,  then 
in  Galveston,  and  he  was  in  Galveston  at  the  time  of  the 
devastating  1900  flood.  He  transferred  to  old  Dallas  Medi- 
cal College  in  Dallas,  and  was  graduated  in  medicine  there 
in  1903.  After  3 years  of  practice  in  Titus  County,  Dr. 
Black  moved  to  Barstow,  where  he  became  one  of  two 
physicians  who  treated  the  ailments  of  people  in  the  whole 
area  between  El  Paso  and  Midland.  He  and  Dr.  Jim  Camp 
of  Pecos  often  would  be  out  several  days  at  a time  caring 
for  the  sick.  After  he  moved  to  Pecos,  Dr.  Black  returned 
twice  a week  to  Barstow  to  look  after  parents  until  his 
last  illness  disabled  him. 

Dr.  Black  was  one  of  the  organizers  of  the  old  Reeves- 
Ward  County  Medical  Society,  which  he  served  as  secre- 
tary for  about  15  years.  He  also  belonged  to  the  Texas 
and  American  Medical  Associations.  He  was  named  to 
honorary  membership  in  the  state  organization  in  1951. 
Ward  County  health  officer  for  more  than  22  years,  health 
officer  of  his  precinct  in  Barstow  until  his  death,  mayor  of 
Barstow,  president  of  the  Chamber  of  Commerce,  long  time 
ruling  elder  of  the  Presbyterian  Church  and  Sunday  school 
teacher — these  were  activities  for  which  Dr.  Black  found 
time.  During  World  Wars  I and  II  he  assisted  the  Selective 
Service  and  received  certificates  and  medals  for  his  work. 

Miss  Elizabeth  Y.  Green  of  Hillsboro  and  Dr.  Black 
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were  married  soon  after  he  moved  to  Barstow.  Mrs.  Black 
survives,  as  do  five  children,  Lane  Black  and  DeWitt  Black 
of  Albuquerque,  N.  Mex.;  Mrs.  John  Fielder  and  Mrs.  Mary 
Eleanor  Estes  of  Abilene;  and  Mrs.  Bill  Bingham  of  Pecos. 
Also  surviving  are  two  brothers,  Clyde  Black  of  El  Paso  and 
Preston  Black  of  Las  Cruces,  N.  Mex.,  14  grandchildren, 
and  two  great  grandchildren. 


DR.  RUSSELL  D.  HOLT 

Dr.  Russell  Daniel  Holt,  Meridian  general  practitioner 
and  surgeon,  died  in  a Dallas  hospital  December  8,  1959, 
after  a year  of  ill  health. 

The  son  of  Dr.  Russell  Devereaux  and  Ethel  (Olive) 
Holt,  Dr.  Holt  was  born  November  26,  1910,  at  Thomas- 
ville,  N.  C.  After  attending  public  schools  at  Albuquerque, 
N.  Mex.,  the  University  of  New  Mexico,  the  Wake  Forest 
College  and  Wake  Forest  School  of  Medicine  at  Wake 
Forest,  N.  C.,  he  was  graduated  from  Tulane  University 
School  of  Medicine  at  New  Orleans.  He  served  an  intern- 
ship at  the  United  States  Marine  Hospital  in  Norfolk,  Va., 
following  which  he  began  his  practice  at  Meridian.  In 
Meridian  he  operated  the  Holt  Hospital  and  Clinic. 

Active  throughout  the  years  both  in  medical  and  civic 
organizations,  Dr.  Holt  was  a past  president  of  the  Bosque 
County  Medical  Society,  the  Texas  Board  of  Vocational 
Nurse  Examiners  (of  which  he  was  an  original  member), 
and  the  Private  Clinics  and  Hospitals  Association  of  Texas. 
He  was  a member  of  the  Texas  Medical  Association  and  the 
American  Medical  Association  and  was  a representative  of 
the  Texas  Commission  on  Patient  Care.  A member  for  13 
years  and  past  president  of  the  Meridian  School  Board,  Dr. 
Holt  also  was  a member  of  the  city  council  and  mayor  of 
Meridian  for  8 years,  member  for  18  years  and  past  presi- 
dent of  the  Meridian  Chamber  of  Commerce,  and  a past 
president  of  the  Bosque  County  Sportsman’s  Club  and  the 
Waco  Journal  Club.  He  attended  the  Baptist  Church.  His 
favorite  sports  were  hunting  and  fishing. 

Dr.  Holt  married  the  former  Miss  Mildred  Wharton 
Wilson  at  Albuquerque,  N.  Mex.,  in  May,  1934.  They  had 
two  children,  Frances  Elizabeth,  now  Mrs.  Bill  Gardner, 
and  Judith  Ann.  Mrs.  Holt;  the  two  daughters;  a brother, 
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C.  J.  Holt  of  Staunton,  Va.;  two  sisters,  Mrs.  Olive  Couch 
of  Staunton,  Va.,  and  Mrs.  Leon  Cangiano  of  Boston;  and 
one  grandson,  Russell  Daniel  Gardner,  survive. 

Friends  have  established  a Dr.  Russell  D.  Holt  Memorial 
Fund  to  be  administered  by  the  Board  of  Trustees  of  the 
Texas  Medical  Association. 


DR.  OTHO  K.  DuBOISE 

Dr.  Otho  Kavanaugh  DuBoise,  Lockhart,  died  of  a heart 
attack  on  January  10,  I960,  a few  moments  after  complet- 
ing Sunday  morning  calls  to  his  patients. 

Born  in  Lockhart,  on  November  11,  1911,  Dr.  DuBoise 
was  the  son  of  Otho  K.  DuBoise,  Sr.  and  Ettie  (Holt)  Du- 
Boise. He  attended  Lockhart  public  schools  and  the  Uni- 
versity of  Texas,  after  which  he  received  his  medical  de- 
gree from  Tulane  University  Medical  School,  New  Orleans, 
in  1935.  He  interned  at  Touro  Infirmary,  New  Orleans, 
and  served  his  residency  at  the  El  Paso  City-County  Hos- 
pital, El  Paso,  in  1936. 

Dr.  DuBoise  began  his  practice  in  Lockhart  in  1936, 
interrupting  it  only  for  a 3 year  stint  with  the  armed  forces 
during  World  War  II. 
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He  married  the  former  Miss  Frances  Smith  of  Martindale 
in  a San  Marcos  ceremony  on  June  18,  1935. 

Dr.  DuBoise  was  a member  of  the  American  Medical 
Association,  Texas  Medical  Association,  American  Academy 
of  General  Practice,  and  Caldwell  County  Medical  Society, 
which  he  served  as  secretary  in  1937  and  president  for 
several  terms,  and  he  was  president  of  the  Caldwell  County 
Tuberculosis  Association.  He  was  a past  president  of  Omi- 
cron  Chapter,  Phi  Chi.  Dr.  DuBoise  was  the  first  president 
of  the  Lockhart  Junior  Chamber  of  Commerce. 

Active  in  medical  and  civic  affairs,  Dr.  DuBoise  was  a 
member  of  the  Lockhart  City  Hospital  board  and  was  county 
health  officer.  He  was  the  first  president  of  the  Lockhart 
Junior  Chamber  of  Commerce.  He  was  a member  of  the 
board  of  the  Lockhart  First  Christian  Church  and  a teacher 
of  a young  adult  class  in  its  Sunday  school.  He  had  led 
a recent  successful  church  building  campaign.  Dr.  DuBoise 
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was  a member  of  the  Masonic  Lodge.  In  addition,  he  was 
a camera  fan  and  a sportsman. 

Survivors  include  his  wife;  two  daughters,  Mrs.  W.  D. 
Powell,  Jr.  of  Jacksonville,  Ark.,  and  Miss  Mary  Frances 
DuBoise  of  Lockhart;  a son,  Otho  K.  DuBoise  III,  of  Lock- 
hart; and  a sister,  Mrs.  J.  J.  Robertson  of  Austin. 


DR.  JOHN  H.  HARRIS 


ing  and  golf  his  hobbies,  Dr.  Harris  was  active  in  the 
Palmer  Memorial  Church,  Kappa  Sigma  fraternity,  and  was 
a life  member  of  Kane  Lodge,  N.  Y.,  N.  Y. 

Survivors  include  his  wife;  two  sons,  William  McGregor 
and  Robert  Locke,  III,  all  of  Houston;  two  brothers,  Hunter 
P.  Harris  of  Fulshear  and  Dr.  Titus  H.  Harris  of  Galveston; 
three  sisters,  Mrs.  Frances  H.  Newcomer  and  Mrs.  Tennes- 
see H.  Sutton,  both  of  Laredo,  and  Mrs.  Joy  H.  Camp 
of  Saltillo,  Mexico. 


Dr.  John  Huggins  Harris,  Houston  dermatologist,  died 
November  11,  1959. 

Dr.  Harris  was  born  March  24,  1897,  at  Fulshear,  the 
son  of  Robert  Locke  and  Sally  Bright  (Holliday)  Harris. 
A graduate  of  the  University  of  Texas  Medical  School  at 
Galveston,  Dr.  Harris  also  was  a graduate  of  Southwestern 
University  at  Georgetown  and  had  attended  Coronal  Insti- 
tute at  San  Marcos.  His  internship  was  served  at  the 
Flower  Fifth  Avenue  Hospital  in  New  York  and  he  did 
postgraduate  work  for  3 years  at  the  Vanderbilt  Clinic, 
also  in  New  York.  Dr.  Harris  practiced  dermatology  in 
New  York  from  1926  until  1948.  He  was  certified  by  the 
American  Board  of  Dermatology  and  Syphilology  in  1940. 
During  his  period  of  practice  in  New  York,  Dr.  Harris 
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was  associate  professor  of  dermatology  and  syphilology  at 
the  New  York  Medical  College,  was  attending  dermatolo- 
gist and  syphilologist  at  the  Flower  Fifth  Avenue  Hospital 
and  the  Metropolitan  Hospital,  and  was  assistant  attending 
dermatologist  and  syphilologist  at  the  Post  Graduate  Hos- 
pital. Dr.  Harris,  his  wife,  the  former  Miss  Almeida  Mc- 
Gregor of  Waco,  and  two  children  had  lived  in  Houston 
since  1948.  During  World  War  I,  Dr.  Harris  served  for  a 
short  period  with  the  United  States  Naval  Reserve  at  the 
Massachusetts  Institute  of  Technology,  Cambridge,  Mass. 

A member  since  1949  of  the  Texas  Medical  Association 
and  the  Harris  County  Medical  Society,  Dr.  Harris  also 
belonged  to  the  American  Medical  Association,  the  Ameri- 
can Academy  of  Compensation  Medicine,  and  the  American 
Academy  of  Dermatology  and  Syphilology.  While  in  New 
York  he  held  membership  in  the  New  York  County  Medi- 
cal Society  and  the  New  York  Academy  of  Medicine.  Hunt- 
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Dr.  Loraine  Orr  Dutton,  El  Paso,  died  in  an  El  Paso 
hospital  January  23,  I960. 

Born  in  Waco  on  August  2,  1898,  Dr.  Dutton  was  the 
son  of  Lyman  Orr  and  Edna  (Bushnell)  Dutton.  He  at- 
tended Hillsboro  schools,  was  graduated  from  Texas  Chris- 
tian University  with  bachelor  and  master’s  degrees,  and 
received  his  medical  degree  from  the  University  of  Ten- 
nessee, Memphis,  in  1931. 

Previous  to  his  graduation  from  medical  school.  Dr. 
Dutton  held  positions  as  a field  investigator  for  the  United 
States  Public  Health  Service;  teaching  fellow  in  the  Uni- 
versity of  California  Department  of  Biology;  instructor  in 
the  University  of  Tennessee  Department  of  Anatomy;  bi- 
ology instructor  at  TCU;  assistant  director  of  laboratories 
of  Baptist  Hospital  and  director  of  laboratories  of  Method- 
ist Hospital,  both  in  Memphis;  and  consultant  director  of 
laboratories,  Gartly  Ramsay  Hospital,  Memphis. 

Dr.  Dutton  began  his  practice  in  El  Paso  in  1932,  special- 
izing in  pathology  and  allergy.  He  was  the  author  of  some 
45  published  articles,  chiefly  on  the  subject  of  allergic 
diseases.  During  the  1918-1920  period,  he  served  as  a 
sergeant  with  the  United  States  Medical  Corps  in  Siberia. 

The  physician  was  medical  director  of  the  Southwest 
Blood  Bank  and  director  of  the  clinical  laboratory  of 
Providence  Memorial  Hospital,  and  R.  E.  Thomason  Gen- 
eral Hospital,  El  Paso.  He  was  a member  of  the  American 
Medical  Association;  Texas  Medical  Association;  South- 
west Allergy  Forum,  of  which  he  was  president  in  1949; 
Texas  Society  of  Pathologists;  American  Association  of 
Blood  Banks;  American  College  of  Allergy,  of  which  he 
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was  a board  member  from  1946  to  1949;  and  the  El  Paso 
County  Medical  Society. 

Dr.  Dutton  was  a member  of  the  Christian  Church.  His 
hobby  was  golf. 

Surviving  Dr.  Dutton  is  his  wife,  the  former  Miss  Evelyn 
Davis  of  El  Paso,  whom  he  married  in  Nevada  on  Decem- 
ber 7,  1943.  Also  surviving  are  two  daughters,  Mrs.  Harry 
Hitt,  Midland,  and  Mrs.  William  Ramsey,  Pecos;  a son, 
Robert  A.  Dutton,  Los  Angeles;  one  sister,  Mrs.  Elizabeth 
Millen,  El  Paso;  two  brothers,  Lyman  E.  Dutton,  El  Paso, 
and  Robert  L.  Dutton,  Los  Angeles;  and  seven  grand- 
children. 


DR.  H.  H.  WHITE 

Dr.  Hal  Hugh  White,  Paris,  urology  department  head  of 
the  Sanitarium  of  Paris,  died  November  21,  1959 — the 
eighty-second  anniversary  of  his  birthdate. 

Born  November  21,  1877,  in  Jackson,  Tenn.,  Dr.  White 
was  the  son  of  Elizabeth  (Glenn)  White  and  Hugh  L. 
White.  His  preliminary  education  was  in  the  public  school 
and  Southwest  Baptist  University  in  Jackson,  Tenn.,  and 
he  was  a 1901  graduate  of  the  University  of  Louisville 
Medical  School.  He  served  his  internship  in  Louisville. 
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Somewhat  later  he  did  postgraduate  work  at  Cornell  Uni- 
versity Medical  College,  New  York.  In  1911-1912  he  was 
an  assistant  to  two  New  York  doctors. 

Married  to  Miss  Wayne  Thornton  on  May  20,  1902,  Dr. 
White  moved  with  his  wife  to  Hugo,  Okla.,  where  he 
practiced  medicine  for  23  years.  He  was  division  surgeon 
for  the  Frisco  Railroad  for  21  years  while  in  Hugo.  In 
addition,  he  served  as  Choctaw  County  health  officer  and 
was  medical  examiner  for  the  Selective  Service  Board  dur- 
ing World  War  I. 

In  1925,  he  became  head  of  the  urology  department  of 
the  Sanitarium  of  Paris,  which  he  later  served  as  president 
for  an  interim  period. 

Dr.  White,  who  was  a fellow  of  the  American  College 
of  Surgeons,  class  of  1929,  was  elected  an  honorary  mem- 
ber of  the  Texas  Medical  Association  in  1958.  He  was 
president  in  1933  of  the  Lamar  County  Medical  Society, 


of  which  he  was  a member,  and  was  first  president  of  the 
Southeastern  Oklahoma  Medical  Association,  which  he 
helped  found.  He  also  was  a member  of  the  American 
Medical  Association.  He  belonged  to  Phi  Chi  medical  fra- 
ternity. 

Active  in  civic  affairs,  Dr.  White  was  a member  of  the 
Chamber  of  Commerce,  was  a Mason,  and  belonged  to  the 
Episcopal  Church. 

Survivors  include  his  wife,  and  two  sisters,  Mrs.  A.  O. 
Reinhardt  of  Tunica,  Miss.,  and  Mrs.  Carl  Jones  of  Lake- 
land, Fla. 


DR.  WILLIAM  STUART  RED,  JR. 

Dr.  William  Stuart  Red,  Jr.,  Houston,  died  in  that  city 
January  17,  I960,  of  a heart  attack.  He  collapsed  and 
died  in  a hospital  delivery  room  moments  after  delivering 
a baby.  Felled  by  his  second  attack  in  2 years,  he  did  not 
respond  to  revival  attempts  by  doctors  who  opened  his 
chest  cavity  and  massaged  the  heart. 

Dr.  Red  was  born  August  28,  1898,  in  Austin,  the  son 
of  William  Smart  and  Rizpah  (Bowers)  Red.  He  attended 
Mercersburg  Academy  in  Pennsylvania  and  was  graduated 
from  Princeton  University  in  1920  and  from  the  University 
of  Texas  Medical  Branch  in  1925.  After  interning  at  John 
Sealy  Hospital,  Galveston,  Dr.  Red  began  his  Houston 
general  practice.  He  served  in  the  Marine  Corps  in  1918 
and  1919. 

He  was  a member  of  the  American  Medical  Association, 
Texas  Medical  Association,  Harris  County  Medical  Society, 
Southern  Medical  Association,  American  Society  of  Clinical 
Hypnosis,  the  Doctors’  Club  of  Houston. 

He  also  belonged  to  Phi  Rho  Sigma  and  Alpha  Omega 
Alpha  fraternities,  the  Forest  Club,  and  the  First  Presby- 
terian Church,  of  which  he  was  an  elder. 

Dr.  Red’s  uncle,  Dr.  Samuel  C.  Red,  was  one  of  the 
founders  of  the  Harris  County  Medical  Society. 

The  physician  is  survived  by  his  wife,  the  former  Miss 
Louise  Gardner,  whom  he  married  in  Fort  Worth  in  1925. 
Other  survivors  are  two  daughters,  Mrs.  Robert  G.  Barstow 
and  Mrs.  Hart  A.  King  of  Liberty;  a son,  William  Smart 
Red  III  of  Mexico;  and  eight  grandchildren. 
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Dr.  May  Owen 

Dr.  May  Owen,  Fort  Worth,  became  the  ninety -fifth 
President  of  the  Texas  Medical  Association  during  the  April 
annual  session  in  her  home  city.  She  is  the  first  woman  ever 
to  have  been  so  honored 
and  is  the  second  woman  physician  to  be  so  honored  by  any 
state  medical  association  in  the  United  States.  (Her  prede- 
cessor: Dr.  Leslie  S.  Kent,  1947-1948  president  of  the  Ore- 
gon Medical  Association.) 

One  of  a large  family,  Dr.  Owen  was  born  on  a 
farm  in  Falls  County.  Long  hours  and  hard  work  have 
been  her  way  of  life  since  she  earned  part  of  her  medical 
school  expenses  as  a part-time  medical  technician.  She 
received  her  bachelor  of  arts  degree  in  1917  from  Texas 
Christian  University,  obtained  her  medical  degree  in  1921 
from  the  Louisville  (Ky.)  Medical  School,  and  did  post- 
graduate work  at  the  Mayo  Clinic  Department  of  Surgical 
Pathology  and  New  York  Bellevue  Hospital’s  Medical 
Examiners  Department. 

Since  1928,  she  has  been  a pathologist — is  now  chief 
pathologist — for  Terrell’s  Laboratories  in  Fort  Worth.  Her 
deep  interest  in  her  work  has  led  to  a number  of  published 
papers,  and  she  has  received  awards  for  two  specific  pieces 
of  investigation. 

The  first  of  these  awards,  an  honorary  doctor  of  science 
degree  from  Texas  Christian  University  in  1936,  was  for 
what  she  has  said  she  feels  to  have  been  her  most  important 
piece  of  work:  discovery  that  a talc  powder  then  being  used 
in  surgical  gloves  was  not  absorbable  and  that  a speck  of 
it,  falling  into  a wound  during  an  operation,  might  cause 
scar  tissue,  adhesions,  and  peritonitis.  (Today  a major 
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national  pharmaceutical  house  manufactures  a 
glove  powder  which  is  absorbed  if  small 
amounts  of  it  sift  into  an  incision. ) Her  second 
honor  of  this  sort  came  to  Dr.  Owen  in  the 
early  1950’s  after  she  tramped  across  Tarrant 
County  pastures  with  veterinarians  to  study  the 
mysteries  of  a cattle  disease  now  recognized  and 
treated  as  chloro-naphthline. 

Her  honors  through  the  years  have  been 
many.  The  most  recent  include  her  1959  des- 
ignation as  a "distinguished  alumna”  by  the 
Texas  Christian  University  Ex-Students  Associ- 
ation, which  awarded  her  a plaque  for  her  "con- 
tributions in  the  field  of  medicine  and  her 
devotion  to  her  fellow  man,”  and  her  I960 
appointment  to  the  Governor’s  Advisory  Com- 
mittee for  the  forthcoming  Texas  Conference 
on  Aging  and  the  White  House  Conference  in 
1961. 

During  the  April  annual  session  of  the  Texas 
Medical  Association,  also,  she  was  named  an 
honorary  life  member  of  the  Woman’s  Auxil- 
iary in  a surprise  luncheon  ceremony. 

When  Dr.  Owen  was  elected  first  woman 
president  of  the  Tarrant  County  Medical  So- 
ciety in  1947,  the  only  dissenting  vote  was  her 
own.  Again,  in  1952,  this  predominantly  male 
group  awarded  her  its  annual  "Gold  Headed 
Cane,”  traditionally  reserved  for  "a  fellow  ad- 
mired by  other  men.  A doctor’s  doctor.” 

An  outstanding  pathologist  of  the  South- 
west, Dr.  Owen  is  a past  president  of  the  Texas 
Society  of  Pathologists  and  in  1958  received 
its  George  T.  Caldwell  Award.  In  1951  she 
was  named  one  of  Texas’  nine  outstanding 
women  and  honored  at  the  second  annual 
Party  of  the  Year  in  Mineral  Wells.  The  Fort 
Worth  Altrusa  Club  chose  her  as  "First  Lady 
of  Fort  Worth”  in  1948. 

Dr.  Owen  was  chairman  of  the  Texas  Medi- 
cal Association’s  Council  on  Scientific  Work 
for  9 years,  and  was  a member  of  its  Commit- 
tee on  Scientific  Exhibits  when  she  was  named 
President-Elect  last  year. 

She  is  a past  president  of  the  Thirteenth  Dis- 
trict Medical  Society  and  of  the  Tarrant  County 


Unit  of  the  Texas  Division,  American  Cancer 
Society;  in  1959  she  became  a director  of  the 
Texas  Division.  She  has  been  made  an  honor- 
ary member  of  Delta  Kappa  Gamma,  the 
teachers’  group,  and  a recipient  "sister”  of  Al- 
pha Kappa  Kappa  men’s  medical  fraternity. 
Her  favorite  civic  duty  is  her  trusteeship  of  the 
Texas  Boys’  Choir. 

Dr.  Owen  is  a member  of  such  groups  as 
the  American  Medical  Association,  Southern 
Medical  Association,  College  of  American  Path- 
ologists, American  Society  of  Clinical  Patholo- 
gists, American  College  of  Physicians,  and  the 
United  States  Committee  of  the  World  Medical 
Association.  She  regularly  attends  meetings  of 
these  organizations  and  other  professional  con- 
ferences throughout  this  country  and  abroad. 

Despite  the  hard  work  required  by  Dr. 
Owen’s  professional  standards  and  the  esteem 
she  receives  from  male  colleagues  as  a "good 
fellow,”  Dr.  Owen  is  a womanly  woman  with 
a soft  tone  of  voice.  Unmarried,  she  has  lived 
for  years  in  the  Hotel  Texas  of  Fort  Worth, 
eating  most  of  her  meals  in  the  hotel  coffee 
shop. 

Although  Dr.  Owen  has  no  children  of  her 
own,  she  does  have  a family  which  she  has 
referred  to  as  her  professional  "life  insurance.” 
It  includes  the  many  medical  students  whom 
she  has  helped,  or  is  now  helping,  through 
medical  school  and  to  whom  she  writes  friend- 
ly notes  along  with  every  check. 

As  President  of  the  Texas  Medical  Associa- 
tion, Dr.  Owen  succeeds  Dr.  Franklin  W. 
Yeager  of  Corpus  Christi.  Dr.  Yeager  has  said 
of  his  successor:  "She  is  an  outstanding  Wom- 
an, an  outstanding  Scientist,  and  an  outstanding 
Doctor.” 

One  watching  Dr.  Owen  quietly  at  work  in 
medical  groups  becomes  aware  of  some  of  the 
attributes  that  have  brought  her  recognition 
from  her  fellows  and  will  serve  her  well  in  her 
newest  position  of  leadership.  She  is  a hard 
worker  and  does  not  expect  more  of  others 
than  she  demands  of  herself.  She  has  an  urgent 
sense  of  devotion  to  duty.  She  has  a keen  inter- 
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est  in  many  things  and  many  people.  She  has 
the  real  affection  and  respect  of  those  who 
know  her.  Withal  she  has  a genuine  humility 
and  modesty  that  will  credit  successes  achieved 
during  her  administration  to  anyone  but  her- 
self. Yet  only  she  will  be  surprised  if  this  turns 
out  to  be  an  unusually  fine  year  for  the  Texas 
Medical  Association — everyone  will  be  work- 
ing with  "Dr.  May”  to  make  it  so. 

Reducing  Health  Care  Costs 

The  American  Medical  Association’s  recent 
decision  to  appoint  a "Commission  on  the  Cost 
of  Medical  Care,”  the  purpose  of  which  is  to 
delve  into  every  phase  of  medicine  where  cost 
or  spending  is  involved,  was  welcomed  by 
members  of  the  Texas  Medical  Association 
Committee  on  Health  Insurance.  We  have 
been  especially  concerned  in  that  the  rising 
costs  of  over-all  care  have  resulted  in  the  con- 
comitant increase  in  health  insurance  premiums 
with  the  ever  present  danger  of  pricing  health 
insurance  out  of  the  market  for  many  of  our 
income  groups  to  whom  it  is  the  most  practical 
way  of  meeting  health  costs.  We  members  of 
the  committee  who  have  studied  this  problem 
at  a state  and  local  level  for  the  past  2 years 
are  of  the  unanimous  opinion  that  the  futures 
of  the  voluntary  health  insurance  industry  and 
the  private  practice  of  medicine  are  inseparable. 
More  pointedly  stated,  we  feel  that  unless  we 
can  aid  in  establishing  and  maintaining  a vig- 
orous, healthy,  voluntarily  financed  program 
to  cover  adequately  the  health  costs  of  prac- 
tically all  of  our  citizens,  the  private  practice 
of  medicine  as  we  know  it  will  disappear  from 
the  face  of  our  land.  This  void  will  almost 
certainly  be  filled  by  a government  sponsored 
and  financed  plan. 

We  find  little  consolation  in  the  numerous 


Members  of  the  Texas  Medical  Association  and  those 
in  the  professions  related  to  medicine  are  invited  to  submit 
contributions  to  the  Editorial  and  Current  Editorial  Com- 
ment sections  of  the  Journal.  Manuscripts  should  be  350 
to  750  words  in  length. 


reports  by  medical  economists  stating  that  med- 
ical costs  have  not  risen  at  the  same  rate  over 
the  past  20  years  as  have  costs  of  automobiles, 
hair  cuts,  liquor,  motor  boats,  and  similar  items. 
Whereas  a patient  may  almost  gleefully  budget 
his  income  to  pay  for  a new  automobile,  he 
finds  the  payment  of  any  of  his  income  to- 
wards the  cost  of  sickness  outright  distasteful. 

Fortunately,  we,  as  physicians,  have  at  our 
command  one  method  of  exerting  partial  con- 
trol over  skyrocketing  costs.  Since  only  we  can 
admit  patients  to  the  hospital  and  write  their 
orders,  we  have  at  our  finger  tips  an  oppor- 
tunity to  keep  costs  reasonable  and  discourage 
much  of  the  over-utilization  and  abuses  of 
health  insurance  without  compromising  the 
high  quality  of  medical  care. 

We  should  have  the  courage  to  refuse  to 
acquiesce  to  unreasonable  demands  by  patients 
for  unnecessary  and  usually  costly  procedures 
and  laboratory  tests  as  well  as  "rest  cures”  in 
the  hospital.  By  reducing  these  costs  and  keep- 
ing our  own  fees  within  reason,  we  can  strike 
a positive  blow  at  the  ever  present  threat  of 
further  federal  intervention  in  the  practice  of 
medicine. 

— G.  S.  Ahern,  M.D.,  Corpus  Christi, 
Member,  Texas  Medical  Association 
Committee  on  Health  Insurance. 

Pharmacist’s  Role  in  Medicine 

Since  the  advent  of  the  sulfa  drugs  fol- 
lowed by  the  antibiotics,  hormones,  tranquil- 
izers, and  a host  of  other  remedial  agents  de- 
veloped since  World  War  II,  the  problem  of 
keeping  up  with  new  drugs  has  become  a dif- 
ficult one  for  the  physician. 

Aside  from  the  fact  that  many  new  cate- 
gories of  drugs  have  been  introduced  into  medi- 
cal practice  in  the  last  15  years,  the  number 
of  drugs  in  each  category  increases  almost  daily. 
Added  to  this  is  the  problem  of  the  multi- 
plicity of  drug  products  containing  the  same 
basic  chemical  compound.  All  of  this  means 
only  one  thing,  the  necessity  for  the  physician 
tc  spend  a considerable  amount  of  time  each 
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week  in  reading  new  product  literature  and  in 
discussing  these  new  products  with  the  medical 
service  representatives  and  the  pharmacists. 

Some  pharmacists  have  realized  their  re- 
sponsibility to  the  physician  in  this  connection 
and  have  designated  an  area  in  their  store  for 
new  products.  Very  often  an  office  is  provided 
in  the  prescription  area  where  the  physician 
may  compare  the  new  drugs  and  discuss  cer- 
tain aspects  of  them  with  the  pharmacist. 

These  products  are  arranged  according  to 
therapeutic  action  groups  so  that  the  physician 
can  study  the  new  products  offered  in  a given 
action  group  and  decide  on  the  best  medication 
for  his  patient.  In  many  cases  certain  undesir- 
able side  effects  are  present  in  one  product  and 
not  in  another,  or  one  product  may  contain  a 
combination  of  drugs  to  give  a combined  thera- 
peutic effect  and  in  this  way  are  tailor  made  for 
treating  his  patient.  Literature  is  provided  on 
each  product  and  thereby  made  available  to 
the  physician. 

The  new  drug  products  find  their  way  to 
the  case  as  they  are  released  from  the  manu- 
facturer and  introduced  to  the  • physician  by 
the  medical  service  representative.  They  are 


removed  when  they  have  become  firmly  estab- 
lished in  medical  practice.  Other  new  drugs  in 
turn  find  their  way  to  the  case,  and  the  pro- 
cess is  a continued  one. 

The  pharmacist  must  become  well  ac- 
quainted with  the  new  drug  case  and  be  ready 
to  discuss  the  merits  of  each  drug  with  the 
physician.  He  must  be  informed  concerning 
the  pharmacologic  and  therapeutic  usefulness 
of  the  drug,  the  side  effects,  the  dose,  and  the 
mode  of  administration  and,  in  addition,  be 
able  to  compare  the  drugs  of  a similar  action 
on  the  basis  of  chemical  structure,  rate  of 
absorption,  and  stability.  Also,  the  pharmacist 
must  be  able  to  discuss  the  cost  of  each  drug 
product  in  terms  of  the  ultimate  price  of  the 
prescription  to  the  patient.  Training  in  the 
colleges  of  pharmacy  prepares  the  pharmacist 
to  act  as  a consultant  to  the  physician.  In  this 
connection  the  pharmacist  has  not  only  an  op- 
portunity but  a responsibility  as  well  to  hold 
up  his  end  of  the  medical  health  team.  The 
role  of  the  pharmacist  today  depends  more  on 
what  he  knows  than  on  what  he  does. 

— Noel  M.  Ferguson,  Ph.D.,  Houston, 
Dean,  College  of  Pharmacy, 

University  of  Houston. 


A Reminder: 

Elections  are  Earlier  this  Year 
May  7 

This  is  to  remind  you  that  good  government 
begins  at  the  local  level.  The  shaping  of  things  to 
come  definitely  lies  in  the  hands  of  the  people,  and 
this  includes  all  of  us. 

Be  informed.  Study  the  issues.  Know  the  candi- 
dates. Check  their  records.  Actively  participate.  At- 
tend your  precinct  meetings.  VOTE. 

Our  government  is  exactly  what  we  choose  to 
make  it.  It  will  suffer  if  we  fail  to  exercise  our 
rights  and  duties  as  citizens. 

You  have  never  failed  to  assume  your  responsi- 
bilities as  physicians.  Neither  should  you  fail  to 
assume  your  responsibilities  as  citizens. 

You  are  physicians — but  you  are  citizens  first. 

— Philip  R.  Overton,  LL.B.,  Austin. 
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1960-1961  TEXAS  MEDICAL  ASSOCIATION 


Dr.  Owen 


It  is  with  true  humility  that  I begin  this  year 
of  service.  A review  of  the  problems  and  work  of 
the  Texas  Medical  Association  under  the  leadership 
of  the  12  most  recent  presidents  has  left  little  for 
the  thirteenth  to  work  for,  or  say,  that  will  not  be 
repetition. 

With  the  very  able  help  of  the  officers,  councils, 
and  committees  to  carry  on  programs  already  in 
operation  for  the  members  of  our  great  state  Asso- 
ciation, we  will  push  forward. 

The  medical  educational  programs  of  Texas  are  many  and  varied. 
In  addition  to  the  district  programs,  there  are  more  than  20  specialty 
societies  with  scientific  meetings  including  several  one  day  intensive 
study  programs  (general  practice,  heart,  and  cancer)  and  three  large 
postgraduate  medical  assemblies  to  supplement  the  scientific  programs 
of  the  TMA  annual  session,  which  also  includes  specialty  groups. 

The  doctors  of  Texas  are  extremely  fortunate  in  the  availability 
of  these  excellent  teaching  facilities. 

With  this  program,  there  is  no  reason  for  the  physician  to  remain 
the  model  of  his  graduation  year,  for  his  educational  status  can,  with 
little  effort,  progress  in  keeping  with  the  rapid  advances  in  all  phases 
of  medicine. 

Finding  time  for  additional  activities  is  a problem  for  any  profes- 
sional person;  but  as  key  people  we  should  be  ready  and  willing  to 
assume  responsibility  in  the  interest  of  better  medicine.  In  this  day 
and  age,  we  pool  everything  for  the  state  of  efficiency,  but  somehow 
along  the  way,  many  of  us  may  have  forgotten  to  pool  our  energies 
in  a common  effort  that  will  make  for  better  medical  care  of  the 
patient. 

Let  us  trim  our  candles  so  they  will  give  more  light  to  see  the 
problems  of  our  own  profession. 
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Can  Doctors  Be  FREE 
in  a Planned  Society? 

BRUCE  ALGER  Dallas,  Texas 


Physicians  need  to  tell  Congressmen  their  views  not  only  on  such 
legislation  as  the  Porand  bill  but  also  on  other  measures  which  are 
equally  vital  to  their  interests  as  free  Americans.  Doctors  need  to  be 
active  in  politics,  in  election  of  representatives  who  believe  in  the 
free  competitive  system  and  will  vote  to  sustain  it  when  the  chips 
are  down. 


HAD  I NOT  spoken  at  the  Conference  of  County 
Medical  Society  Officials,  chances  are  I’d  have 
heard  from  a lot  of  the  participants  shortly  anyway. 
For,  as  physicians  well  know,  a determined  drive  is 
under  way  to  force  the  House  Ways  and  Means 
Committee  to  report  out  the  Forand  bill  for  consid- 
eration on  the  floor  of  the  House  of  Representatives. 
Early  in  January,  and  as  quickly  as  Congress  con- 
vened, the  Machinists  Union  and  a number  of  other 
such  organizations  began  exhorting  their  members  to 
flood  Congressmen,  and  particularly  us  members  of 
this  important  committee,  with  mail  demanding  en- 
actment of  this  legislation. 


Probably  no  group  is  better  informed  on  either 
the  provisions  or  the  implications  of  that  particular 
measure  than  are  you  members  of  the  medical  pro- 
fession. 

Moreover,  I’m  confident  that  the  doctors  are  go- 
ing to  muster  a letter  writing  campaign  of  some 
magnitude  too.  Last  year  a good  many  physicians 
took  the  time  to  tell  me  in  some  detail  of  their 
feelings  about  this  one  bill. 

And  there’s  the  rub.  This  good  right  arm  of  mine 
could  hardly  carry  the  correspondence  I received 
from  doctors,  their  associates,  and  their  families 
concerning  this  proposal  in  which  they  had  an  obvi- 
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ous  and  vital  interest.  But  in  a year  which  saw  a 
grimly  embattled  minority  in  Congress  and  a deter- 
mined President  striving  to  stave  off  one  scheme 
after  another  every  bit  as  dubious  and  ill  advised  as 
the  Forand  bill,  during  such  a year  the  fingers  on 
this  left  hand  could  easily  number  the  doctors  who 
troubled  to  discuss  with  me  their  views  and  opinions 
on  other  legislation  every  bit  as  vital  to  their  inter- 
ests as  free  Americans. 

I leave  it  to  each  physician  to  ask  yourself  wheth- 
er or  not  you  made  your  voice  heard  at  all,  to  your 
representatives  in  the  Legislature  or  the  Congress 
last  year.  And  to  those  of  you  who  did,  did  you  write 
or  wire  about  any  subject  other  than  the  one  or  two 
in  which  you  had  an  immediate  and  personal  stake? 

Returning  to  the  machinists’  publication  for  a 
moment,  let  me  point  out  they  are  decidedly  push- 
ing the  Forand  bill — but  they  are  demanding  fed- 
eral money  for  our  schools,  so-called  aid  to  depressed 
areas,  a hike  in  the  federally  imposed  minimum 
wage,  and  the  like.  They  have  long  urged  their 
members  to  judge  a representative’s  performance  not 
on  one  "gut”  issue,  but  by  his  votes  on  a broad 
range  of  questions  in  which  they  believe  they  have 
a long  range  interest.  In  this,  the  unions,  and  many 
other  groups  have  demonstrated  a political  sophis- 
tication far  greater  than  any  displayed  by  their  fel- 
low citizens  in  business  and  professional  groups. 


ACTION  IN  POLITICS 

Now  what  am  I doing — inviting  or  even  urging  a 
deluge  of  mail  to  my  office?  Not  at  all!  Since  I’m 
trying  to  represent  what  I’m  told  is  currently  the 
most  populous  congressional  district  in  the  nation, 
I’m  afraid  we’re  getting  more  mail  right  now  than 
we  can  properly  handle.  I am  suggesting  that  you 
make  your  political  weight  felt,  in  the  only  way 
it  really  counts.  It  is  all  but  futile  anyway  for  pro- 
fessional or  business  people  to  try  to  change  the 
mind  of  someone  already  in  office  and  committed 
to  an  opposite  viewpoint  or  to  a bill  you  may  find 
obnoxious.  If  you’re  to  be  at  all  effective  in  shaping 
the  legislation  and  guiding  the  system  under  which 
we’ll  all  live,  you  had  better  get  active — really  active 
in  the  process  by  which  our  representatives  are  se- 
lected in  the  first  place.  There’s  no  need  for  fancy 
words — it’s  your  responsibility  and  mine  to  get  active 
in  the  art  of  self-government.  More  plainly — in 
politics. 

William  Penn,  I believe,  is  credited  with  saying 
that  "if  men  will  not  rule  themselves  they  will  be 
ruled  by  tyrants.”  For  my  money,  Ben  Franklin  para- 
phrased it  more  bluntly  in  warning  us  that  each  God 
given  right  implies  a moral  duty  and  responsibility. 


He  said,  "if  men  will  not  be  governed  by  God,  then 
by  God,  they  will  be  governed.” 

The  only  way  we  can  assure  that  the  principles 
we  hold  most  dear  will  prevail  is  by  seeing  to  it 
that  men  equally  dedicated  to  those  principles  are 
elected  to  public  office.  This  calls  for  education  and 
public  persuasion. 

When  I have  concluded,  I hope  I will  have 
aroused  your  interest,  as  doctors,  in  taking  a greater 
interest  in  politics  because  the  rest  of  us  need  your 
help  in  keeping  our  society  free  so  that  you  may 
remain  free.  I will  point  out  to  you  where  I believe 
we  stand  at  the  beginning  of  this  second  session  of 
the  eighty-sixth  Congress  and  what  Congress  is  likely 
to  do.  When  I have  finished  I hope  that  you  may 
be  inspired  to  do  something  more  than  you  have 
ever  done  to  arouse  public  interest  to  the  dangers 
which  face  our  free  competitive  system  so  that  we 
may  elect  more  representatives  who  believe  in  this 
system  and  who  will  vote  to  sustain  it  when  the 
chips  are  down. 

It  makes  no  difference  how  conservative  a repre- 
sentative talks  when  he  is  back  home  in  Texas,  or 
wherever  his  district  is.  It  is  the  way  he  votes  on 
these  issues  when  they  are  presented  to  Congress  that 
counts  and  exposes  his  real  philosophy.  I have  avail- 
able the  documentation  of  the  voting  record  of  all 
the  members  of  the  House  and  Senate  as  compiled  by 
the  Machinists  Union.  It  may  be  a surprise  to  see 
how  nearly  some  of  our  Texas  members  come  with- 
in 100  per  cent  according  to  this  tabulation  of  lib- 
eral, or  welfare  program,  votes.  Incidentally,  my 
score  with  the  Machinists,  Americans  for  Democratic 
Action,  and  others  of  like  mind,  is  a big  fat  zero 
(on  issues  just  as  dangerous  as  the  Forand  bill). 

Unless  we  can  begin  to  move  toward  getting  more 
representatives  in  Congress  who  believe  as  we  do,  in 
the  free  competitive  system,  I warn  you  that  that 
system  is  in  danger.  In  my  opinion  I960  is  definitely 
a year  of  decision. 


SUPPORT  OF  FREE  COMPETITION 

Recently  we  have  read  many  prognostications  of 
what  is  going  to  happen  in  the  Sixties — in  our  po- 
litical life,  in  our  economic  life,  in  the  material 
things  which  are  supposed  to  make  living  so  much 
more  wonderful  and  easy.  I hope  all  the  rosy  pre- 
dictions will  come  to  pass  and  that  we  will  be  able 
to  make  a living  with  less  physical  effort,  that  we 
will  have  greater  opportunities  for  leisure  and  all  the 
fine  inventions  which  will  make  those  leisure  hours 
so  exciting.  But  we  will  make  this  remarkable 
progress  only  in  a free  society.  We  cannot  do  it  un- 
der socialism,  in  a system  where  individual  initiative 
is  stifled  and  where  the  government  siphons  off  all 
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CAN  DOCTORS  BE  FREE  — Alger  — continued 

the  incentives  which  inspire  free  men  to  dream  and 
build  and  progress.  I am  confident  that  unless  we 
preserve  the  free  competitive  system  as  we  know  it, 
and  unless  we  face  up  to  this  critical  year  of  I960, 
the  first  of  this  fabulous  decade,  then  the  other  nine 
years  won’t  matter  much  because  we  may  well  lose 
our  freedom  and  will  be  unable  to  bring  about  the 
development  of  these  remarkable  predictions. 

We  must  realize  that  we  cannot  continue  to  op- 
erate in  a society  that  is  half  free  and  half  socialist. 
We  just  can’t  be  a little  bit  pregnant.  Believe  me, 
if  we  conceive,  we  are  going  to  bring  forth  the 
child,  and  I am  sorely  afraid  that  we  have  already 
had  too  dangerous  a flirtation  with  socialist  programs 
and  schemes.  It  is  up  to  you  and  it  is  up  to  me 
whether  or  not  we  are  going  to  encourage  this  ro- 
mance to  the  danger  point.  And  if  we  travel  down 
this  primrose  path  in  fields  not  directly  related  to 
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medicine  or  in  areas  where  you  are  not  immediately 
affected,  we  will  drag  you  with  us  because  we  can- 
not continue  to  create  welfare  programs  and  planned 
economy  in  a few  areas  without  eventually  going  all 
the  way,  including  the  medical  field. 

Goodness  knows,  our  free  competitive  system  has 
served  us  well.  Our  people  receive  the  benefits  of 
the  best  medical  care  in  the  world  because  the  medi- 
cal profession  has  been  allowed  to  operate  in  a free 
society.  But  the  man  in  the  street  has  pretty  much 
the  same  attitude  as  you  do  about  government  and 
about  politics.  He  is  concerned  with  those  issues  with 
which  he  has  direct  contact  and  is  not  greatly  con- 
cerned about  the  problems  you  doctors  would  have 
if  we  were  to  enact  the  Forand  bill.  To  him,  social- 
ized medicine  is  a scare  word,  and  he  thinks  maybe 
it  would  be  a good  thing  to  let  the  government 
guarantee  cheaper  medical  care.  He,  too,  does  not 
always  realize  that  if  we  take  away  freedom  from 
the  doctors  and  force  all  of  you  to  become  employees 
of  the  government,  his  freedom  is  also  in  danger. 
We  have  got  to  wake  him  up  to  the  fact  that  a 
threat  to  the  freedom  of  any  segment  of  our  society 
is  a threat  to  the  individual  liberty  of  each  one  of  us. 

The  businessman  or  the  medical  man  today  who 


remains  loathe  to  take  an  active  personal  part  in 
the  political  decisions  affecting  him  may  understand 
his  business  or  his  profession,  but  he  certainly  doesn’t 
understand  the  free  competitive  system,  the  dangers 
confronting  it,  or  his  responsibility  for  preserving  it. 

I hope,  by  this  time,  I have  convinced  you  of  the 
necessity  for  you  to  take  a more  active  part  in  poli- 
tics and  that  you  will  renew  your  efforts  to  partici- 
pate in  politics  to  the  end  that  we  build  up  the 
number  of  representatives  who  believe  as  we  do. 
Frankly,  I am  not  interested  in  your  political  par- 
ticipation if  you  merely  make  voting  a popularity 
contest  or  continue  to  elect  sanctimonious  hypocrites 
who  talk  a good  job  of  supporting  this  free  competi- 
tive system  in  which  we  believe,  but  who,  on  every 
occasion,  vote  to  cripple  and  weaken  it. 

PROBLEMS  IN  CONGRESS 

In  the  event  that  we  are  in  agreement  and  that 
you  are  resolved  to  do  something  to  save  our  free- 
dom, that  you  have  now  determined  to  become  mili- 
tant crusaders  to  preserve  our  individual  liberties,  let 
me  sketch  just  briefly  the  problems  we  face  as  this 
session  of  Congress  gets  underway  and  the  choices 
we  must  make  in  this  year  of  decision. 

First,  we  are  faced  with  a so-called  liberal  Con- 
gress— the  majority  of  the  members  representing  a 
party  which  essentially  stands  for  bigger  federal  gov- 
ernment, expanded  welfare  programs,  a greater  em- 
phasis on  a planned  economy.  In  an  election  year  it 
is  natural  that  these  forces  will  urge  legislation  that 
has  a popular  appeal.  So  look  for  greater  pressure 
for  legislation  which  will  call  for  greater  and  greater 
spending.  The  President  had  scarcely  left  the  Speak- 
er’s desk  after  delivering  his  State  of  the  Union 
Message  in  which  he  declared  that  we  would  have  a 
surplus  of  in  excess  of  four  billion  dollars  which  he 
planned  to  apply  on  the  national  debt  when  leaders 
of  the  Democratic  Party  were  presenting  plans  for 
spending  it  on  more  welfare  programs. 

We  have  the  problem  of  split  government — with 
a Republican,  conservative  administration  in  control 
of  the  executive  branch  and  a Democratic,  liberal 
Congress  in  charge  of  the  law-making  processes. 

We  still  are  in  the  midst  of  a cold  war.  Tensions 
are  eased  at  the  moment,  but  we  have  not  eliminated 
the  communist  conspiracy  which  calls  for  final  de- 
feat of  the  United  States  and  what  we  stand  for  and 
the  ultimate  world  domination  by  the  Communists. 
I thank  God  that,  under  President  Eisenhower,  we 
have  been  given  these  years  of  peace.  Maybe  they 
will  prove  to  be  the  reprieve  we  needed  to  renew 
our  own  faith  in  our  system  and  our  own  determina- 
tion to  save  it.  Now  is  the  time  we  can  strengthen 
this  system  and  win  converts  to  our  principles  of 
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freedom,  or  we  can  coast,  take  it  easy,  let  the  gov- 
ernment take  over,  one  by  one,  our  individual  liber- 
ties, and  give  added  encouragement  to  those  who 
would  destroy  all  the  ideals  upon  which  we  founded 
this  nation. 

In  another  area  we  saw  not  long  ago  the  signing 
of  an  agreement  in  the  steel  strike.  I am  happy  that 
there  will  be  no  further  interruption  in  the  produc- 
tion of  steel,  but  we  did  not  settle  the  issue — we 
merely  postponed  the  day  of  reckoning.  We  are  still 
in  danger  of  a wage-price  spiral  and  further  infla- 
tion. Featherbedding  practices  imposed  by  strong, 
monopolistic  unions  threaten  to  price  us  out  of  the 
world  market.  There  are  still  unions  controlled  by 
racketeers  capable  of  paralyzing  our  entire  economy. 

As  to  our  fiscal  situation,  this  year  of  I960,  the 
year  of  decision,  sees  us  with  a national  debt  of 
some  290  billion  dollars,  with  current  bills  of  90 
billion  and  obligations  due  to  legislation  already 
enacted  by  spending  Congresses  of  some  350  billion 
dollars. 

Other  issues  slated  for  discussion  are  civil  rights, 
more  welfare  programs,  and  taxation. 

Now,  what  will  Congress  do  about  these  prob- 
lems? In  every  instance,  we  are  faced  with  two 
choices,  and  each  of  these  choices  will  either  strength- 
en our  free  competitive  system  or  lead  us  farther 
down  the  road  to  a socialist  state. 

We  will  have  a new  deal  with  huge  added  ex- 
penditures or  we  will  have  responsible  government 
and  a balanced  budget. 

In  the  cold  war  we  can  meet  the  Communist 
challenge  by  adopting  their  system  of  a regimented, 
planned  economy  with  every  individual  working  for 
the  state  and  with  no  individual  freedom,  or  we 
can  strengthen  our  own  successful  free  competitive 
system  which  has  stood  the  test  of  time  and  through 
which  we  can  win  final  victory  in  the  cold  war. 

We  can  adopt  compulsory  arbitration  to  settle  our 
labor  problems  and  extend  federal  domination  in 
the  labor-management  field  which  will  mean  that 
labor  problems  will  be  settled  on  a political  basis, 
or  we  can  maintain  the  rights  of  the  workers  and 


the  public  by  bringing  labor  unions  under  antitrust 
law,  making  them  responsible  for  their  actions,  and 
insuring  us  that  all  sides  in  labor  disputes  will  play 
by  the  same  rules. 

We  can  meet  our  fiscal  responsibilities  by  con- 
tinuing to  spend  and  spend  and  to  cheapen  our 
money  by  supporting  an  ever-increasing  inflationary 
trend,  or  we  can  adopt  sound  financial  programing 
to  reduce  the  debt,  cut  expenses,  and  make  the  tax 
burden  on  our  people  less  of  a burden. 

In  the  areas  of  civil  rights  and  welfare  programs 
we  can  enlarge  the  areas  of  federal  control,  take 
away  more  of  the  rights  of  the  states,  encourage  the 
something-for-nothing  idea,  or  we  can  limit  govern- 
ment interference  in  the  everyday  lives  of  our  citi> 
zens  and  allow  the  people  to  do  for  themselves  those 
things  which  they  can  do  best. 

We  have  a choice  to  bring  about  greater  progres- 
sivity  of  taxes  by  continuing  to  increase  the  rates 
as  we  are  being  urged  to  do  by  the  planners,  or  we 
can  encourage  private  enterprise  and  individual 
initiative  with  tax  cuts  and  a realistic  scaling  down 
of  the  middle  and  upper  brackets. 

THE  CHOICE 

That  is  the  choice  we  face  in  a nutshell.  I could 
enlarge  upon  any  of  these  areas,  but  I hope  I have 
given  you  enough  so  that  you  can  see  the  picture  as 
it  is  at  the  beginning  of  this  fateful  year.  What  are 
you  going  to  do  about  it? 

Are  you  going  to  sit  on  your  hands  and  arouse 
yourselves  only  when  an  immediate  issue  excites  your 
concern?  Or  are  you  going  to  become  militant  ideal- 
ists and  crusaders  without  apology  for  your  belief  in 
the  free  competitive  system  and  for  those  principles 
of  individual  liberty  upon  which  our  whole  philos- 
ophy of  government  is  based?  The  choice  is  up  to 
you.  You  doctors  will  either  help  us  save  our  system 
of  free  enterprise  or  you  will  join  us  as  virtual  slaves 
of  the  state  if  we  go  down  to  defeat. 

♦ Mr.  Alger,  House  of  Representatives,  Washington,  D.  C. 
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Federal  Tax  Problems 

of  the  Self-Employed 


The  Internal  Revenue  Service  last  year  issued  its  regulation  cover- 
ing associations  taxable  as  corporations.  The  Keogh-Simpson  bill, 
H.  R.  10,  which  would  defer  the  tax  on  the  income  of  a self-employed 
person  so  long  as  the  money  is  invested  in  a restricted  type  annuity 
fund,  is  discussed. 


JOHN  C.  WILLIAMSON 

Washington,  D.  C. 


RECENTLY  the  American  people  have  been  sub- 
jected to  a deluge  of  articles  deploring  the 
inequities  which  run  rampant  through  our  Federal 
Tax  Code. 

In  December  the  House  Ways  and  Means  Com- 
mittee completed  a month  of  panel  discussions  by 
professors,  tax  lawyers,  and  sundry  economists  who 
had  filed  2,400  pages  of  comments  and  recommenda- 
tions about  what  to  do  with  our  tax  laws.  The  stage 
was  set  for  radical  surgery,  but  the  doctors  soon 
proved  reluctant  to  touch  the  patient.  Finally,  the 
chairman  of  the  House  Ways  and  Means  Committee 
announced  that  it  would  be  1961  before  his  commit- 
tee would  be  ready  to  tackle  the  job  of  major  tax 
revision. 

I can  well  understand  the  hesitation  with  which 
Chairman  Wilbur  Mills  views  the  monstrosity  that 
is  his  patient.  We  have  such  a heavy  and  complex 
tax  system  that  the  amount  of  energy  that  goes  into 
the  legal  minimizing  of  our  tax  burden  is  prodigious. 
So  complex  has  it  become  that  even  the  judges  and 
justices  of  our  courts  must  have  cause  to  complain. 

It  is  no  exaggeration  to  say  that  we  have  a num- 
ber of  Federal  Tax  Codes.  We  have  one  for  each  of 
the  10  Circuit  Courts  of  Appeals,  the  United  States 
Tax  Court,  and  the  United  States  Court  of  Claims. 
Not  one  of  these  is  bound  by  the  decision  of  the 


other  10,  and  the  Internal  Revenue  Service  is  not 
bound  by  any.  Only  the  United  States  Supreme  Court 
can  bind  the  Internal  Revenue  Service  although  it 
has  been  said  that  the  service  may  be  influenced  by 
the  lower  courts. 

The  purpose  of  the  impending  major  tax  revision 
bill  is  to  broaden  the  tax  base,  thereby  increasing 
revenues  sufficiently  to  reduce  individual  and  corpo- 
rate rates.  The  tax  base  would  be  broadened  by 
eliminating  deductions,  such  as  charitable  contribu- 
tions, interest  on  personal  loans  and  mortgages,  local 
and  state  taxes  including  real  property  taxes.  Some 
witnesses  from  the  academic  field  recommended  that 
a home  owner  pay  a tax  on  the  imputed  income  from 
his  home.  The  college  professor  who  suggested  this 
soon  warmed  to  his  subject  when  he  surmised  that 
this  could  lead  to  the  taxing  of  the  imputed  value 
of  a housewife’s  services. 

The  Congress  will  find  the  task  of  broadening  the 
tax  base  a formidable  one,  because  of  the  underlying 
suspicion  that  the  reward  of  a lower  tax  rate  will  at 
most  be  temporary.  Domination  of  government  by 
mass  opinion — the  inevitable  consequence  of  popular 
democracy — moves  continually  toward  higher  tax 
rates.  The  evidence  will  always  be  there  that  the 
national  incentive  and  a reasonable  facsimile  of  free 
private  enterprise  survived  a 91  per  cent  top  tax 
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rate.  Thus,  the  91  per  cent  rate  will  always  be  a 
target  of  the  great  levelers  in  our  society. 

The  tax  deductions  and  exclusions  in  our  present 
tax  code  are,  of  course,  attributable  to  the  tireless 
effort  of  special  groups  to  compensate  for  our  highly 
progressive  tax  system — the  inevitable  result  of  the 
emphasis  which  has  been  placed  too  often  on  tax 
revision:  the  dollar  and  cents  result  to  the  pocket- 
book  of  this  guy  they  call  "the  common  man.” 

Politically  it  has  worked,  and  nothing  is  so  im- 
mutable as  the  ideas  with  which  political  parties 
succeed  to  public  office. 


ASSOCIATIONS  TAXED  AS  CORPORATIONS 

On  December  23,  1959,  the  Internal  Revenue 
Service  issued  its  long  awaited  proposed  regulation 
covering  associations  taxable  as  corporations.  In  this 
regulation  the  Internal  Revenue  Service  places  its 
stamp  of  approval  on  an  indirect,  ingenious,  but 
tortuous  procedure  whereby  a doctor  or  other  profes- 
sional person  might  be  able  to  set  up  a pension  plan 
with  the  same  tax  treatment  now  accorded  the  cor- 
poration. This  in  effect  is  the  Kintner  and  Galt 
decisions  written  into  regulation. 

Now  it  appears  that  a group  of  doctors  who  form 
a clinic  may,  by  adhering  closely  to  the  corporate 
characteristics  of  continuity  of  life  and  centralized 
management,  be  taxable  as  a corporation  even  though 
each  doctor  remains  personally  liable  for  all  claims 
against  the  clinic.  Also,  the  majority,  if  not  all  of 
the  doctors,  must  approve  the  transfer  of  the  interest 
of  one  doctor  to  an  outsider  who  wants  to  join  the 
clinic.  Thus,  the  way  is  clear  for  doctors  to  benefit 
from  a tax  deductible  pension  plan. 

I am  sure  that  this  regulation  will  meet  with  the 
approval  of  many  members  of  the  medical  profession, 
and  the  rapid  growth  in  the  number  of  clinics  attest 
to  the  use  to  which  this  regulation  will  be  put. 

However,  good  or  bad,  the  regulation  underscores 
the  deterioration  of  our  tax  laws,  for  instead  of  cor- 
recting an  inequity,  the  new  approach  aggravates  the 
existing  inequity  against  the  self-employed  person  or 
the  partners  who  want  to  adopt  a business  form 
which  suits  their  personalities,  their  specialties,  and 
their  desires. 

The  Congress  is  also  a participant  in  this  unhappy 
trend  toward  the  "organization  man.”  In  1958,  the 
Congress  approved  what  is  known  in  the  trade  as 
Subchapter  S.  Under  this  ingenious  device  partners, 
who  are  able  to  do  business  as  corporations,  may 
incorporate  and  elect  not  to  be  taxed  as  corporations. 
Thus,  partners  may  set  up  qualified  pension  plans 
and  obtain  tax  deductions  for  the  contributions  to 
such  funds. 


a John  C.  Williamson,  vice-chairman 

of  the  Board  of  Directors  of  the 
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One  might  ask,  why  drive  the  partners  into  the 
corporate  way  of  doing  business?  Why  not  provide 
them  the  same  tax  treatment  as  partners?  Alas,  this 
is  too  logical.  The  tax  law  still  insists  that  a partner 
or  a proprietor  is  not  an  employee,  and,  therefore, 
he  cannot  participate  in  a pension  plan. 

So  we  now  have  the  new  tax  regulation  and  Sub- 
chapter S to  force  the  entrepreneur,  the  general  prac- 
titioner, to  create  and  become  a part  of  a new  legal 
entity — ( 1 ) the  corporation  not  taxable  as  a corpo- 
ration (this  is  called  hybrid  or  pseudo-corporation) 
or  (2)  (in  the  case  of  doctors)  the  unincorporated 
association  taxable  as  a corporation.  Well,  in  any 
event,  all  this  has  enriched  the  lexicon  of  the  legal 
profession. 


KEOGH-SIMPSON  BILL 

The  Congress  has  the  means  for  bringing  some 
order  and  equity  out  of  all  this  legal  statutory  chaos. 
It  is  the  bill  H.  R.  10,  known  as  the  Keogh-Simpson 
bill.  In  the  Senate,  because  of  the  active  bipartisan 
support  of  Senator  George  Smathers  (D.,  Fla.)  and 
Senator  Thruston  B.  Morton  (R.,  Ky.),  the  bill  is 
known  as  the  Smathers-Morton-Keogh-Simpson  bill. 

I am  confident  that  you  are  all  aware  that  this 
bill  would  defer  the  tax  on  the  income  of  a self- 
employed  person  so  long  as  the  money  is  invested 
in  a restricted  type  annuity  fund.  The  bill  would 
permit  a deduction  up  to  10  per  cent  of  taxable 
income  although  not  to  exceed  $2,500  in  any  one 
year.  Thus,  the  self-employed  person  would  be  placed 
on  a par  with  the  corporation  which  is  now  permit- 
ted such  tax  deductions  for  pension  plans. 

This  bill  is  probably  the  most  talked  about  and 
the  most  misrepresented  tax  bill  of  the  eighty-fifth 
and  eighty-sixth  Congresses.  It  has  been  and  is  the 
object  of  intense,  strident,  almost  malignant  contro- 
versy. It  has  been  headlined  in  the  press  as  a loop- 
hole-creating bonanza  for  wealthy  lawyers  and  doc- 
tors. It  has  been  called  budget-busting  and  a bill 
which  would  create  yet  greater  inequities. 

Let  us  look  at  the  record. 

First,  I would  like  to  answer  the  bill’s  detractors 
by  adopting  as  my  own  the  views  of  this  public 
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FEDERAL  TAX  PROBLEMS  — Williamson  — continued 

figure  who  made  the  following  statement  in  a speech 
delivered  in  Chicago  on  October  24,  1952: 

...  In  1942  the  government  made  an  important  supple- 
ment to  the  Social  Security  Act  by  legislation  which  offered 
tax  advantages  to  corporations  and  their  employees  in  the 
establishment  of  pension  funds.  I am  thoroughly  in  accord 
with  the  principle  of  this  legislation.  Over  16,000  pension 
plans  have  been  filed  under  this  law  providing  more  ade- 
quate security  for  the  employees  of  the  corporations  cov- 
ered thereby.  When  this  legislation  was  being  considered, 
self-employed  individuals  were  evidently  forgotten,  and 
yet  they  get  old  and  sick  just  as  other  people.  There  are 
over  10  million  workers  who  cannot  take  advantage  of 
these  tax  relief  provisions  now  offered  to  corporation  em- 
ployees— owners  of  small  businesses,  lawyers,  doctors,  archi- 
tects, accountants,  farmers,  singers,  artists,  writers  and 
people  of  every  kind  and  description  who  are  not  regularly 
employed  by  a corporation.  I think  something  ought  to 
be  done  to  help  these  people  help  themselves  by  allowing 
a reasonable  tax  deduction  for  money  put  aside  by  them 
for  their  own  savings.  This  would  encourage  and  assist 
them  to  provide  their  own  funds  for  their  old  age  and 
retirement.  If  I am  elected,  I will  favor  legislation  along 
these  lines. 

And  he  was  elected  and  is  the  President  of  the 
United  States,  Dwight  D.  Eisenhower. 

John  Stuart  Mill  made  an  appropriate  and  rele- 
vant comment  in  his  book  "Principles  of  Political 
Economy."  He  said  that  the  principle  of  equality  of 
taxation  "requires  that  a person  who  has  no  means 
of  providing  for  old  age,  or  for  those  in  whom  he  is 
interested,  except  by  saving  from  income,  should 
have  the  tax  remitted  on  all  that  part  of  his  income 
which  is  really  and  bona  fide  applied  to  that  pur- 
pose.” 

H.  R.  10,  the  self-employed  retirement  deduction 
bill,  passed  the  House  of  Representatives  almost 
unanimously  in  March,  1959-  Since  then  it  has  been 
the  subject  of  4 days  of  public  hearings  by  the 
Senate  Finance  Committee.  The  bill  is  now  the  un- 
finished business  of  this  committee,  which  has  had 
ample  time  to  ponder  the  testimony  of  32  witnesses, 
representing  as  many  national  trade  associations  of 
self-employed  persons  who  testified  in  person,  and 
the  statements  filed  by  more  than  200  organizations. 


OPPOSITION  TO  H.  R.  10 

There  are  three  sources  of  opposition  to  the  H.  R. 

10. 

The  first  and  least  understood  is  the  National 
Education  Association.  One  would  think  that  this 
lobby  would  have  its  hands  full  with  the  hardy  peren- 
nial— a federal  aid  to  education  bill.  Yet  the  NEA 
persists  in  its  opposition  to  a bill  designed  to  en- 
courage self-reliance  and  the  entrepreneurial  class. 
Apparently,  the  NEA  has  thrown  in  its  lot  with  the 


cult  of  the  mass  and  its  product,  the  "well-rounded 
organization  man”  of  the  corporation.  Thus  it  joins 
the  second  opponent,  the  AFL-CIO  in  this  drive  of 
leveling  everybody  out,  an  idea  recently  deplored  by 
VOPROSY  ECONOMIKI,  the  official  journal  of  the 
Soviet  Institute  of  Economics  as  "petty  bourgeois 
equalitarianism.” 

The  witness  for  the  AFL-CIO  before  the  Senate 
Finance  Committee  premised  his  opposition  on  his 
belief  that  the  self-employed  person  has  so  much 
opportunity  for  tax  evasion  that  his  cry  for  tax 
equality  in  the  matter  of  pension  plans  should  go 
unheeded. 

The  third  objection  came  from  the  Treasury  De- 
partment. 

The  department,  completely  oblivious  to  the  Presi- 
dent's support  of  the  objective  of  H.  R.  10,  contends 
that  the  bill  would  involve  a loss  in  revenue  of 
$365,000,000  for  the  first  year.  This  is  at  best  an 
educated  guess  which  has  been  ripped  to  shreds  by 
Dr.  Roger  Murray,  dean  of  the  School  of  Finance  at 
Columbia  University,  a nationally  known  expert  on 
savings.  He  concluded  that  $75,000,000  to  $100,- 
000,000  would  be  the  top  deferment  in  taxes  for  the 
first  year  of  operation.  He  bolstered  his  own  scien- 
tifically determined  figures  by  pointing  to  the  ex- 
perience of  Great  Britain  with  similar  legislation 
where  the  actual  loss  in  revenue  was  one-sixth  of 
what  the  Royal  Treasury  had  forecast. 

Now,  if  the  Treasury  is  so  solicitous  about  loss  in 
revenue,  what  about  the  $4,600,000,000  which  was 
set  aside  by  corporations  during  1958  for  pension 
plans  involving  a tax  deferment  or  immediate  loss 
in  revenue  of  $1,800,000,000.  These  corporate  pen- 
sion plans  are  being  approved  at  the  rate  of  almost 
200  per  month,  and  each  one  involves  loss  in 
revenue. 

The  Treasury  has  conceded  that  an  inequity  op- 
erates against  the  self-employed.  I contend  that  an 
admitted  inequity  should  not  be  permitted  to  stand 
and  that  loss  in  revenue  should  be  of  secondary  con- 
sideration. I contend  that  the  doctor  should  not  be 
forced  into  group  practice  in  order  to  neutralize  the 
effect  of  this  admitted  inequity. 


FAVORABLE  POINTS  FOR  H.  R.  10 

The  logic  which  we  have  summoned  to  our  aid 
in  promoting  this  bill  is  not  completely  unassailable. 
The  opponents  of  the  measure  are  exploiting  the  fact 
that  a corporation  must  have  a nondiscriminatory 
pension  plan  covering  most  employees  whereas  H.  R. 
10  would  permit  a doctor,  lawyer,  or  realtor  to  set 
up  his  own  plan  without  regard  to  his  employees. 

This  has  given  rise  to  reports  that  a compromise 
is  in  the  works,  that  the  Senate  Finance  Committee 
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may  amend  the  bill  to  do  one  of  these  two  alterna- 
tives: 

1.  Require  the  self-employed  person  to  cover  his 
employees  as  well  as  himself  in  a nondiscriminatory 
pension  plan,  or 

2.  Amend  the  tax  code  to  bring  a partner  or 
proprietor  within  the  definition  of  "employee”  for 
the  purpose  of  a section  401  pension  plan. 

Now  what  are  our  chances  of  getting  H.  R.  10 
out  of  the  Senate  Finance  Committee?  There  are  17 
members  of  the  Committee  and  we  know,  as  of  the 
moment,  how  each  one  of  them  would  vote;  and  if 
my  mathematics  are  correct,  we  are  one  vote  short 
and  that  vote  we  must  obtain. 

We  know  that  Senator  Harry  F.  Byrd  of  Virginia, 
the  committee  chairman,  is  against  the  bill.  We  also 
know  that  the  ranking  Republican  member  of  the 
committee,  Senator  John  J.  Williams  of  Delaware  is 
against  it.  We  know  that  Senator  Russell  B.  Long  of 
Louisiana  is  against  it,  and  we  know  that  Senator 
Albert  Gore  of  Tennessee  is  against  it.  So,  we  are 
sure  that  there  are  four  against  it.  We  are  equally 
sure  that  there  are  eight  in  favor  of  it.  They  are 
Senators  Smathers  of  Florida,  Herman  E.  Talmadge 
of  Georgia,  Vance  Hartke  of  Indiana,  J.  Allen  Frear 
of  Delaware,'  Clinton  P.  Anderson  of  New  Mexico, 
all  Democrats;  and  Republican  Senators  John  Butler 
of  Maryland  and  Carl  T.  Curtis  of  Nebraska.  On  the 
doubtful  side — and  here  is  where  the  decision  rests — 
there  are  five  votes.  One  is  Senator  Robert  S.  Kerr  of 
Oklahoma,  one  is  Senator  Paul  Douglas  of  Illinois, 


one  is  Senator  Frank  Carlson  of  Kansas,  another 
Senator  Wallace  T.  Bennett  of  Utah,  and  the  last 
Senator  Norris  Cotton  of  New  Hampshire. 

Senator  Ralph  Yarborough  has  declared  himself 
in  correspondence  with  constituents  as  being  in  favor 
of  the  bill.  He  has  said  that  when  the  bill  reaches 
the  floor  of  the  Senate  he  will  support  it. 

In  my  opinion  Senate  Majority  Leader  Lyndon 
Johnson,  the  senior  Senator  from  Texas,  holds  the 
key  to  this  measure.  His  active  support  would  insure 
its  success.  To  date,  he  has  not  expressed  himself 
in  support  or  opposition  to  the  measure. 

The  chairman  of  the  Republican  National  Com- 
mittee, Senator  Morton  of  Kentucky,  is  a co-sponsor 
of  the  bill.  It  is  difficult  to  comprehend  that  in  this 
presidential  election  year  the  leaders  of  the  Demo- 
cratic Party  would  fail  to  appreciate  the  significance 
of  a measure  designed  to  remove  an  admitted  in- 
equity against  10,000,000  self-employed  persons  rang- 
ing from  farmers  and  florists  to  doctors,  realtors, 
plumbing  contractors,  and  so  on  through  the  gamut 
of  American  entrepreneurial  life. 

I anticipate  that  the  Treasury  will  suggest  some 
modification  of  the  bill  and  that  in  some  form  it  will 
become  law. 

This  in  I960!  This  is  a bill  that  Senator  Lyndon 
Johnson  might  well  champion.  What  is  he  waiting 
for? 

+ Mr.  Williamson,  National  Association  of  Real  Estate 
Beards,  1300  Connecticut  Avenue,  Washington,  D.  C. 


Hardy  Drugs  Stand  Test  of  Time 


With  the  publication  of  the  sixteenth  revision  of 
U.  S.  Pharmacopeia  in  March,  54  drugs  were  included 
which  have  been  printed  in  every  issue  of  the  book  of 
standards  since  its  inception  in  1 820. 

Drugs  which  have  withstood  the  rigid  testing  of  the 
USP  for  140  years: 


Acacia 

Alcohol 

Aloe 

Ammoniated  Mercury 
Ammonium  Carbonate 
Ammonium  Chloride 
Ammonium  Hydroxide 
Anise  Oil 

Antimony  Potassium 
Tartrate 
Aspidium 
Belladonna  Leaf 
Benzoic  Acid 
Benzoin 


Calcium  Carbonate 
Camphor 
Castor  Oil 
Cinnamon  Oil 
Citric  Acid 
Clove  Oil 
Digitalis 
Ether 

Fennel  Oil 
Ferrous  Sulfate 
Glycyrrhiza 
Hydrochloric  Acid 
Ipecac 

Lavender  Oil 


Lemon  Oil 

Magnesium  Carbonate 
Magnesium  Oxide 
Magnesium  Sulfate 
Methyl  Salicylate 
Myristica  Oil 
Olive  Oil 
Opium 
Orange  Oil 
Peppermint 
Peppermint  Oil 
Potassium  Bicarbonate 
Potassium  Hydroxide 
Silver  Nitrate 


Sodium  Borate 
Sodium  Chloride 
Spermaceti 
Storax 

Stronger  Rose  Water 

Sucrose 

Sulfur 

Tolu  Balsam 
Tragacanth 
White  Wax 
Wild  Cherry  Bark 
Zinc  Oxide 
Zinc  Sulfate 


(After  Physicians  Play  Major  Role  in  the  World  of  the  U.  S.  P.,  New  Medical  Materia  2:48-49,  I960.) 
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Conservative  management  is  usually  indicated  even  when  ruptured 
lumbar  intervertebral  disk  is  suspected.  Severity  and  persistence  of 
sciatic  pain  are  important  diagnostic  signs.  Any  objective  evidence  of 
nerve  root  involvement  strongly  supports  the  diagnosis  of  ruptured 
disk.  Myelography,  justified  only  when  reasonable  suspicion  of  rup- 
ture results  from  careful  examination,  usually  should  be  performed 
in  industrial  patients.  Surgery  is  indicated  when  a positive  diagnosis 
is  made  in  a patient  with  great  disability. 


Ruptured  Intervertebral  Disk 

in  the  Industrial  Patient 


Diagnosis,  Surgical  Management,  and  Prognosis 


F.  KEITH  BRADFORD,  M.D. 
Houston,  Texas 


IT  IS  PROBABLY  TRUE  that  management  of 
industrial  patients  is  more  complicated  in  many 
ways  than  management  of  private  patients.  Certainly, 
industrial  practice  should  be  handled  in  such  a way 
that  the  patient  retains  confidence  in  his  physicians. 
It  is  necessary  to  discuss  the  patient’s  problem  with 
him  and  have  him  fully  understand  why  an  opera- 
tion is  undertaken  and  what  results  can  be  expected. 
As  in  dealing  with  any  patient,  subjective  symptoms 
as  well  as  objective  signs  must  be  considered  in  mak- 
ing the  diagnosis.  However,  symptoms  can  be  dis- 
torted by  the  industrial  patient  who  is  overly  anxious 
to  impress  his  doctor,  and  only  by  a detailed  and 
time-consuming  session  with  the  patient  can  a true 
perspective  be  obtained. 

The  diagnosis  of  ruptured  disk  should  not  be 
brought  into  the  discussion  with  industrial  patients 
until  it  is  a relative  certainty.  When  a patient  is 
being  treated  for  acute  low  back  symtoms  following 
an  injury,  there  are  often  pains  referred  into  the 
hips  and,  to  some  extent,  into  one  or  both  lower 
extremities.  A patient  often  says  he  is  "paralyzed” 
when  he  means  only  that  he  is  deterred  by  pain  in 


his  back  from  making  movements.  Hypesthesia  of 
an  entire  limb  often  appears  to  be  present  in  sug- 
gestible patients.  In  the  absence  of  paralysis  of 
sphincters  or  paralysis  of  any  muscle  groups  and 
with  normal  preservation  of  tendon  reflexes  in  the 
extremity,  the  hysterical  nature  of  the  sensory  change 
is  almost  certainly  assured.  In  the  management  of 
acute  back  sprain  it  is  not  necessary  to  make  a 
diagnosis  of  ruptured  disk  until  the  more  severe  back 
symptoms  are  subsiding  except  in  the  rare  patient 
who  has  compression  of  the  entire  cauda  equina 
(rather  than  the  usual  monoradicular  compression). 
Compression  of  the  cauda  equina  produces  absence 
of  the  ankle  jerks  and  weakness  of  plantarflexor  and 
dorsiflexor  muscles  of  the  toes  and  ankles  as  well 
as  sphincter  disturbances  and  saddle  sensory  changes. 
The  condition  is  not  obscure  if  it  is  looked  for.  An 
occasional  patient  may  show  typical  unilateral  sciatic 
pain  early  in  the  course  after  injury  with  back  com- 
plaints only  of  secondary  importance.  This  clinical 
picture  is  highly  suggestive  of  ruptured  lumbar  inter- 
vertebral disk,  but  even  so,  verification  by  myelog- 
raphy is  not  desirable  at  this  early  date  unless  the 
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pain  is  requiring  major  opiates  for  relief  and  opera- 
tion appears  to  be  more  conservative  for  this  reason 
than  continued  hypodermic  medication. 

Too  early  myelography  is  objectionable  for  num- 
erous reasons.  First,  it  is  not  necessary  unless  neuro- 
logical involvement  becomes  apparent.  It  often  adds 
a headache  problem  in  patients  already  uncomfortable 
with  back  pain  and  pain  referred  to  other  areas  from 
the  lower  joints  of  the  back.  Myelography,  performed 
before  rupture  is  complete,  may  be  negative  in  a 
patient  who  later  develops  a true  rupture  of  the 
intervertebral  disk.  In  the  unwholesome  atmosphere 
of  premature  myelography,  undue  emphasis  on  insig- 
nificant defects  is  common,  often  resulting  in  a posi- 
tive diagnosis  which  is  made  in  error.  It  can  be 
said  in  summary  that  myelography  is  not  considered 
until  after  conservative  treatment  has  been  continued 
a minimum  of  3 weeks,  or  longer  if  improvement  is 
occurring,  unless  definite  symptoms  or  signs  of  nerve 
root  involvement  become  evident.  Unilateral  sciatic 
pain  which  becomes  worse  as  back  symptoms  im- 
prove is  the  usual  indication  for  myelography.  When 
it  is  due  to  a ruptured  disk,  increase  in  the  sciatic 
pain  by  coughing  or  sneezing  is  usually  a prominent 
symptom. 

Conservative  treatment  of  the  acute  low  back 
sprain  consists  at  first  of  rest  in  a bed  with  boards 
placed  beneath  the  mattress  and  administration  of 
medications  sufficient  to  relieve  severe  pain.  There  is 
no  objection  to  the  use  of  hypodermic  opiates  for  a 
few  days  when  it  is  apparent  that  pain  is  severe. 
Muscle  relaxants  may  be  used.  There  is  no  objection 
to  Buck’s  extension  or  traction  with  a pelvic  harness, 
but  I personally  believe  that  simple  bed  rest  is  equally 
effective.  At  times,  traction,  by  limiting  the  possible 
positions  of  the  patient  in  bed,  necessitates  larger 
doses  of  analgesic  medication.  Bathroom  privileges 
are  allowed  as  soon  as  the  patient  can  manage  to  get 
up  without  prolonged  aggravation  of  pain.  Back  sup- 
ports are  of  no  great  importance  until  the  patient 
can  be  out  of  bed  for  longer  periods.  It  is  my  opinion 
that  back  supports  at  times  permit  earlier  return  to 
work. 


DIAGNOSIS  OF  RUPTURED  DISK 

The  history  of  back  disability  is  uniform  in  pa- 
tients who  later  develop  unilateral  radicular  pain  in 
the  distribution  of  the  sciatic  nerve  as  a result  of 
compression  of  the  fifth  lumbar  or  first  sacral  nerve 
root.  However,  the  sciatic  pain,  because  of  its  severity, 
may  so  seize  the  patient’s  attention  that  he  fails  to 
recount  his  back  disability,  which  is  often  of  no 
greater  severity  than  on  numerous  occasions  in  the 
past.  The  severity  of  back  pain  does  not  appreciably 
increase  the  probability  of  development  of  nerve  root 


compression  by  a ruptured  lumbar  disk.  Increase  of 
back  pain  by  coughing,  sneezing,  or  straining  is  the 
rule  in  low  back  sprain  and  suggests  rupture  of  the 
disk  only  when  severe  hip  or  leg  pain  accompanies 
the  back  pain  or  occurs  alone.  Relief  of  sciatic  pain 
by  lying  down  is  the  rule  in  patients  with  early  rup- 
tured disk,  but  in  the  more  chronic  phases  the  re- 
verse may  be  true.  Subjective  sensory  changes,  if  well 
localized  to  particular  toes  or  to  a particular  part  of 
the  leg,  are  highly  indicative  of  nerve  root  involve- 
ment. In  contrast,  vague  numbness  or  weakness  of 
"the  whole  leg”  is  often  of  no  discernible  importance 
in  making  a diagnosis. 


Dr.  F.  Keith  Bradford,  a neuro- 
logical surgeon,  presented  this 
paper  at  the  combined  meeting  of 
the  Texas  Traumatic  Surgical  So- 
ciety and  the  Texas  Industrial 
Medical  Association  in  San  An- 
tonio, April  19,  1959. 


In  the  examination  there  can  be  a number  of  posi- 
tive physical  findings  which  are  of  great  importance 
in  addition  to  the  specific  neurological  findings.  The 
lumbar  lordosis  is  often  diminished  or  lost  with  tilt- 
ing of  the  pelvis  in  some  instances  (sciatic  scoliosis). 
This  is  often  unaccompanied  by  any  particular  pain 
in  the  altered  lumbosacral  spine.  Limitation  of  back 
movement  is  usually  present,  but  is  variable  in  de- 
gree. Forward  bending  usually  aggravates  the  sciatic 
pain.  Extension  of  the  spine  also  exaggerates  the  sci- 
atic pain,  especially  if  accompanied  by  rotation  to- 
ward the  affected  side.  Firm  paravertebral  pressure 
on  the  side  of  pain  over  the  involved  intervertebral 
disk  often  will  accentuate  the  leg  pain.  When  mini- 
mal pressure  produces  a marked  response,  it  usually 
must  be  discounted.  Bilateral  jugular  compression 
with  the  patient  standing  will  often  accentuate  the 
leg  pain  a few  seconds  after  it  is  applied  (positive 
jugular  compression  or  Naffziger  test).  The  Lasegue 
test  is  usually  positive  in  the  affected  extremity  with 
additional  pain  resulting  when  the  foot  of  the  raised 
leg  is  passively  dorsiflexed.  It  is  of  considerable 
importance  when,  in  performing  the  Lasegue  test  in 
the  unaffected  extremity,  pain  occurs  in  the  affected 
extremity  (crossed  Lasegue  test). 

Testing  muscle  power  is  simple  in  a fully  co- 
operative patient,  but  can  be  very  misleading  when 
the  patient  does  not  make  a sustained  muscular  ef- 
fort. The  ability  to  plantarflex  and  dorsiflex  the  foot 
is  best  tested  by  having  the  patient  walk  on  heels  and 
toes.  Dorsiflexion  of  the  toes  can  be  compared  on 
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RUPTURED  INTERVERTEBRAL  DISK  — Bradford  — continued 

the  two  sides  by  depressing  the  dorsiflexed  toes  by 
pressure  over  the  interphalangeal  joints  with  the  feet 
placed  flat  on  the  floor.  In  lumbar  disk  lesions  weak- 
ness is  rare  except  in  the  muscles  below  the  knee. 

Sensory  findings  can  be  demonstrated  in  the  leg 
and  foot  in  certain  patients.  Unless  the  changes  are 
definite,  it  is  unwise  to  let  them  influence  one  in 
making  a diagnosis.  The  first  sacral  dermatome  is 
large,  and  involvement  of  this  root  at  the  lumbosacral 
disk  often  produces  hypesthesia  of  the  posterolateral 
leg  and  the  little  toe  side  of  the  foot.  The  fifth  lum- 
bar dermatome  is  smaller,  is  more  anterior  on  the  leg, 
and  usually  includes  the  big  toe.  Involvement  of  it 
results  from  compression  of  the  fifth  lumbar  nerve  at 
the  fourth  lumbar  disk. 

Reflex  changes  are  of  great  value  because  of  their 
objective  character.  The  knee  jerk  is  occasionally 
diminished  in  rupture  at  the  third  or  fourth  lumbar 
disk,  but  in  most  cases  of  rupture  at  the  lower  two 
intervertebral  disks  it  is  normal.  At  times  the  knee 
jerk  will  appear  diminished  because  of  the  difficulty 
the  patient  has  in  relaxing  the  painful  extremity.  The 
ankle  jerk  is  diminished  or  absent  in  about  three- 
fourths  of  the  patients  with  rupture  of  the  lumbo- 
sacral disk.  It  may  also  be  diminished,  but  is  rarely 
absent,  in  ruptures  at  the  fourth  lumbar  disk. 

The  nerve  root  findings  characteristic  of  rupture 
at  the  lower  two  intervertebral  disks  can  be  sum- 
marized as  follows: 

Fourth  Lumbar  Disk  Rupture  ( fifth  lumbar  nerve  root ) 

1.  Weakness  in  dorsiflexor  muscles  of  foot  or  toes. 

2.  Hypesthesia  of  lateral  leg  and  big  toe. 

3.  Absence  or  diminution  of  ankle  jerk. 

Lumbosacral  Disk  Rupture  (first  sacral  nerve  root) 

1.  Weakness  in  rising  to  ball  of  foot. 

2.  Hypesthesia  of  posterolateral  leg  and  lateral  foot. 

3.  Absence  or  diminution  of  ankle  jerk. 

It  is  true  that  the  neurological  examination  can 
be  negative  for  nerve  root  findings  in  many  patients 
with  ruptured  lumbar  disk.  However,  such  patients 
often  have  other  typical  findings  and  a perfectly 
characteristic  sciatic  pain.  There  are  virtually  no  ob- 
scure cases  of  ruptured  disk  that  should  not  properly 
be  suspected  on  a basis  of  careful  history  and  physical 
findings.  Reexamination  after  a waiting  period  of  a 
few  weeks  often  reveals  definite  additional  evidence 
for  or  against  the  diagnosis  of  ruptured  intervertebral 
disk.  Myelography  is  justified  only  when  reasonable 
suspicion  results  from  a careful  examination.  When 
myelography  is  interpreted  without  careful  correla- 
tion with  the  clinical  examination,  it  often  leads  to 
unwarranted  exploration.  The  spinal  fluid  should  be 
examined  by  the  laboratory  at  the  time  of  myelog- 
raphy. A spinal  fluid  total  protein  elevated  to  50  to 
150  mg.  per  100  cc.  is  important  supporting  evidence 
of  the  presence  of  a ruptured  disk. 


Surgery  is  indicated  in  ruptured  lumbar  interver- 
tebral disk  when  a positive  diagnosis  can  be  made  in 
a patient  whose  disability  is  great.  The  site  of  the 
rupture  is  explored  by  reflecting  the  erector  spinae 
muscles  only  on  the  affected  side.  The  ligamentum 
flavum  is  excised  and  the  interlaminar  space  is  en- 
larged to  expose  the  lateral  margin  of  the  dura  mater 
opposite  the  affected  disk.  The  typical  positive  find- 
ing is  that  of  nucleus  pulposus  extruding  into  the 
spinal  canal  through  a defect  in  the  annulus  fibrosus. 
In  some  instances  the  outer  lamellae  of  the  annulus 
fibrosus  are  distended  over  a resilient  mass  which 
has  not  completely  ruptured  through.  Proper  surgi- 
cal management  consists  of  complete  removal  of  the 
extruded  portion  of  the  nucleus  pulposus  and  addi- 
tional removal  of  all  loose  nucleus  from  within  the 
involved  intervertebral  disk.  This  is  accomplished 
with  minimal  trauma  to  the  affected  nerve  root  and 
without  opening  the  dura  mater. 

Patients  are  allowed  up  within  a day  or  two.  Often 
there  is  some  complaint  of  increased  numbness  in 
the  distribution  of  the  involved  nerve  root.  Usually, 
sciatic  pain  is  completely  relieved,  although  it  is 
common  to  have  some  occasional  reference  of  pain 
into  the  sciatic  distribution  sometime  during  the  first 
postoperative  week  or  two.  Back  pain  is  variable  and 
rather  unpredictable  in  the  immediate  postoperative 
period.  Patients  can  be  discharged  from  the  hospital 
in  1 to  2 weeks,  often  depending  upon  the  home 
situation.  Return  to  work  of  a sedentary  type  fre- 
quently can  be  accomplished  in  less  than  3 months, 
but  it  is  wise  to  wait  for  3 to  6 months  on  active 
workers,  even  when  heavy  manual  labor  is  not  in- 
volved. 


PROGNOSIS 

Although  many  patients  operated  upon  for  rup- 
tured disk  have  returned  successfully  to  heavy  man- 
ual labor,  this  cannot  be  uniformly  expected.  I am 
not  certain  that  inclusion  of  spinal  fusion  as  part 
of  the  operation  greatly  improves  the  prospects  of 
return  to  heavy  manual  labor.  If  a change  of  work 
is  feasible,  it  should  be  made.  Otherwise,  a patient 
should  be  given  careful  instruction  in  how  to  lift. 
Some  limitations  in  lifting,  if  possible,  should  be 
imposed  until  1 year  after  operation.  There  will  be 
transitory  episodes  of  back  disability  in  some  of 
these  patients  and  recurrent  ruptures  at  the  same  or 
another  site  in  others. 

Occasional  patients  will  have  rather  severe  post- 
operative back  symptoms.  In  many  of  these  progres- 
sive narrowing  of  the  interspace  operated  upon  will 
occur.  In  about  1 per  cent  of  patients  there  will  be 
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absorption  of  bone  from  the  intervertebral  surfaces 
— so-called  interspace  infection.  Patients  with  simple 
narrowing  will  recover  from  back  pain  usually  in  6 
to  9 months.  Those  occasional  patients  with  "inter- 
space infection”  will  require  9 to  12  months  for 
recovery.  There  is  usually  no  actual  suppuration  or 
fever,  but  prolonged  bed  rest  is  usually  necessary. 

No  sharp  schedule  can  be  followed  in  returning 
postoperative  disk  patients  to  work.  Return  to  light 
duty  when  the  patient  is  ready  permits  much  more 
uniform  rehabilitation  than  when  it  is  necessary  to 
return  the  patient  to  unrestricted  activity.  It  is  wise 
to  go  over  with  the  patient  what  his  duties  will  be 
when  he  returns  to  work. 


RESULTS 

In  my  personal  series  of  disk  operations,  35  of  the 
last  114  cases  were  industrial.  Four  of  these  under- 
went combined  fusion  and  intervertebral  disk  sur- 
gery. Their  average  time  to  return  to  work  was  9 
months.  Three  patients  were  operated  upon  during 
litigation,  chiefly  because  of  positive  myelography 
and  symptoms  compatible  with  ruptured  disk  but 
without  clearly  characteristic  nerve  root  findings. 
None  of  these  3 returned  to  work  during  follow-up 
periods  up  to  1 year.  Straight  industrial  disk  opera- 
tions averaged  4 months  in  return  to  regular  work. 
Two  patients  included  in  this  group  who  were  op- 
erated upon  despite  negative  myelography  and  with- 
out completely  diagnostic  findings  underwent  nega- 
tive exploration.  A number  of  patients  underwent 
exploration  at  2 levels,  a factor  which  somewhat 
lengthened  convalescence.  One  patient  with  a cauda 
equina  syndrome  is  included  although  he  returned 
to  work  only  after  a full  year.  The  ideal  case  for 
industrial  rehabilitation  is  a clear-cut  case  with  posi- 


tive clinical  and  myelographic  diagnosis  of  rupture  at 
a single  level  and  with  minimal  back  symptoms. 

Recurrent  back  disability  is  a common  complica- 
tion in  patients  who  have  undergone  intervertebral 
disk  surgery.  The  back  joints  are  not  usually  weak- 
ened by  the  surgery,  but  are  altered  by  the  loss  of 
function  of  the  nucleus  pulposus.  Recurrent  hernia- 
tion or  herniation  at  a new  level  after  initial  cure 
of  sciatic  pain  is  not  uncommon,  and  probably  oc- 
curs in  as  high  as  5 per  cent  of  patients  operated 
upon. 

SUMMARY 

There  are  few  emergency  operations  for  ruptured 
intervertebral  disk.  The  physician  should  beware  of 
making  the  diagnosis  unless  sciatic  pain  is  greater 
than  residual  back  pain.  Although  incomplete  radia- 
tion of  pain  occurs,  radiation  throughout  the  sciatic 
distribution  is  the  rule.  Severity  and  persistence  of 
sciatic  pain  are  important  in  the  diagnosis  as  well  as 
accentuation  of  this  pain  by  coughing,  sneezing,  or 
straining.  Objective  findings  of  nerve  root  involve- 
ment, if  definite,  strongly  support  the  diagnosis  of 
intervertebral  disk  rupture. 

In  industrial  patients,  operation  rarely  should  be 
undertaken  without  both  a positive  clinical  and  a 
positive  myelographic  diagnosis. 

The  best  surgical  results  will  be  obtained  in  pa- 
tients with  a single  rupture.  Diagnosis  of  multiple 
'ruptures  is  often  erroneously  made  in  patients  with 
degenerative  disease  of  several  disks  with  rupture  of 
none.  Multiple  explorations  should  be  done  only 
under  special  indications,  since  morbidity  is  increased 
thereby. 

I Dr.  Bradford,  435  Hermann  Professional  Bldg.,  Houston 
25. 
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Management  of  an  Incision  Ruptured 

or  About  to  Rupture 


In  cases  in  which  the  patient  is  in  poor  condition  and  the  likeli- 
hood of  dehiscence  of  an  incision  is  great,  a method  of  taping  the 
abdomen  may  tide  the  situation  over  until  the  patient’s  clinical  condi- 
tion justifies  the  risk  of  secondary  surgical  closure. 


DEHISCENCE  of  an  incision  is  always  a dis- 
concerting affair.  It  is  a dangerous  and  un- 
desirable complication,  to  put  it  mildly. 

Several  factors  may  be  causative,  either  singly  or  in 
combination.  In  abdominal  incisions,  however,  pro- 
longed and  marked  distention  is  almost  invariably 
present  and,  to  my  way  of  thinking,  is  the  most  im- 
portant item.  This  distention  usually  has  been  pres- 
ent for  several  days  prior  to  dehiscence,  and  its  pres- 
ence plus  the  appearance  of  a large  amount  of  straw 
colored  or  blood  tinged  fluid  through  the  incision 
heralds  the  imminence  of  rupture. 

Patients  recently  operated  on  who  develop  disten- 
tion sometimes  may  be  successfully  treated  by  small 
bowel  intubation.  If  this  is  not  successful,  the  usual 
method  of  handling  dehiscence  is  immediate  re- 
suture of  the  incision  under  anesthesia,  using  through- 
and-through  sutures  in  the  attempt  to  join  the  ab- 
dominal walls  in  a solid  mass.  Since  the  causative 
factor  of  distention  is  still  present,  further  excessive 
intra-abdominal  pressure  is  created,  and  this  plus 
the  shock  of  surgery,  and  so  forth,  makes  this  a rather 
risky  undertaking. 

In  cases  where  the  patient  is  in  extremely  poor 
condition,  with  little  or  no  relief  of  the  distention, 
and  with  the  likelihood  of  dehiscence  very  great,  two 


things  are  much  to  be  desired:  first,  to  prevent  com- 
plete dehiscence  if  possible;  second,  if  it  is  inevitable, 
then  to  keep  the  wall  separation  to  a minimum  when 
rupture  does  occur.  It  is  in  these  cases,  where  resuture 
of  the  incision  under  another  anesthetic  creates  a 
grave  risk,  that  the  method  to  be  described  may  be 
considered. 


PROCEDURE 

Where  rupture  is  imminent,  and  without  any  sur- 
gically placed  drains  or  colostomy  openings,  the  prob- 
lem is  not  so  difficult.  If  a draining  sinus  is  present, 
it  is  a little  more  awkward,  but  usually  can  be  man- 
aged. 

First,  all  dressings  are  removed.  Preliminary  seda- 
tion is  very  helpful.  The  entire  abdomen  down  to 
the  pubis  is  shaved,  then  thoroughly  cleaned  with 
soap  and  water.  The  skin  is  thoroughly  dried,  and 
then  2 inch  width  strips  of  ordinary  adhesive  tape 
are  laid  directly  alongside  the  incision,  laying  the 
first  one  on  each  side  of  the  incision  right  to  its 
edges  (fig.  la)  and  working  outward  with  similar 
strips  overlapping  each  successive  strip.  These  strips 
are  laid  smoothly,  evenly,  taking  great  care  to  follow 
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the  body  contour  exactly.  As  the  flanks  are  ap- 
proached, it  may  be  necessary  to  make  V nicks  in 
the  outer  edge  of  one  or  two  of  the  strips  (fig.  lb). 
This  layer  is  carried  to  about  mid-axillary  line,  prob- 
ably 2 to  3 inches  above  the  bed  level. 

Next  a series  of  overlapping  pieces  are  laid  at 
right  angles  to  this  first  layer,  and,  where  rupture 
has  not  yet  occurred  through  the  skin  edges,  are  laid 
without  tension,  smoothly,  and  with  their  ends  ex- 
tending a little  farther  on  each  side  than  the  edges 
of  the  first  layer.  Again,  great  care  is  taken  to  follow 
the  body  curves  (fig.  lb  and  c).  In  some  places  1 
inch  strips  will  be  easier  to  use.  No  dressing  what- 
ever is  placed  on  the  abdomen,  but  a tiny  slip  of 
rubber  or  strip  of  vaseline  gauze  rolled  up  may  be 
placed  as  a vent,  and  some  dressing  placed  on  top 
of  the  adhesive,  never  under  it. 

The  skin  thus  has  been  converted  into  a solid 
sheet  of  greatly  increased  strength,  capable  of  resist- 
ing much  greater  disruptive  force  than  formerly. 

We  cannot  hope  to  prevent  the  separation  of  the 
inner  wall  layers,  but,  as  they  continue  to  separate, 
more  room  is  provided  within  the  abdominal  cavity, 
and  the  extra  resistance  provided  by  the  outermost 
layer — the  skin  plus  the  tape — may  be  sufficient  to 
hold  this  one  last  layer  intact  until  the  clinical  situa- 
tion improves.  Moreover,  the  skin  edges  will  sepa- 
rate last  of  all,  and  with  this  additional  support  they 
probably  will  pull  apart  only  a short  distance  instead 
of  sort  of  "blowing  apart”  with  evisceration.  Finally, 
if  and  when  they  do  separate,  there  is  still  a solid 
wall  of  reasonably  sterile  adhesive  tape  to  prevent 
intestinal  loops  from  popping  out  of  the  opening. 

If  rupture  does  occur  under  these  circumstances, 
there  is  no  shock  to  the  patient.  Separation  of  the 


deeper  layers  has  already  been  occurring,  and  at  the 
moment  of  skin  separation  there  is  little  shock  un- 
less evisceration  occurs.  Usually  the  shock  comes 
when  a secondary  closure  is  attempted. 

Where  rupture  has  just  occurred,  the  following 
method  is  used.  If  a loop  of  bowel  or  other  viscus 
is  present  in  the  incision  or  protruding  through  it, 
this  loop  is  thoroughly  cleaned  with  water  and  some 
suitable  antiseptic  and  replaced  either  within  the 
abdomen  or  just  down  to  the  bottom  of  the  incision 
and  covered  with  a single  strip  of  vaseline  gauze. 
Then  the  entire  abdomen  is  prepared  as  outlined 
previously,  and  the  first  layer  of  tape  applied.  As 
the  second  layer  is  applied,  efforts  are  made  gently 
to  pull  the  skin  edges  as  close  together  as  possible, 
with  care  taken  to  have  the  tension  up  and  down 
the  edges  as  nearly  uniform  as  possible.  This  man- 
euver tends  to  roll  the  skin  edges  inward  to  a certain 
extent,  but  this  cannot  be  helped. 

In  both  cases,  either  before  or  after  rupture,  the 
incision  is  treated  the  same  from  now  on.  Every  48 
hours  the  same  procedure  is  followed:  the  shaving, 
thorough  clean-up  of  the  entire  abdomen,  and  re- 
application of  the  tape.  In  the  case  of  rupture  the 
vaseline  gauze  strip  placed  over  the  presenting  loop 
or  loops  usually  can  be  removed  at  the  next  dressing 
since  it  is  an  excellent  creator  of  granulation  tissue 
which  firmly  fixes  the  loop  in  the  bottom  of  the  in- 
cision. 

Where  a draining  sinus  is  present,  one  must  allow 
for  its  drainage,  and  also  convert  the  wall  of  adhesive 
tape  into  a waterproof  shed  so  that  its  adhesive  qual- 
ities will  not  be  affected  and  also  so  that  the  drainage 
will  not  contaminate  the  wound.  I accomplish  this 
by  spraying  the  entire  adhesive  tape  wall  with  a clear 


Fig.  1.  Method  of  taping  the  abdomen  to  lessen  inci- 
sional rupture. 

a.  The  first  three  strips  have  been  placed.  The  first 
is  placed  along  the  incision  edge,  and  the  others  then 
overlap  each  other. 

b.  The  first  layer  of  tape  complete,  and  the  second 
layer  at  right  angles  begun.  Note  the  small  V nick  in 


the  edge  of  one  strip  of  the  first  layer  to  make  it  follow 
body  contour.  Note  also  that  the  ends  of  the  second 
layer  extend  about  an  inch  over  the  outer  edge  of  the 
first  layer  on  each  side. 

c.  Entire  application  completed.  A few  extra  pieces 
of  tape  may  have  to  be  placed  as  shown  by  the  broken 
lines. 
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RUPTURED  INCISION  — Barnes  — continued 

acrylic  plastic  spray.  The  one  marketed  as  "Plasti- 
Kote”  seemed  the  best  of  those  I tried.  It  dries  in 
about  one  minute,  after  which  a second  layer  is 
sprayed  on.  This  has  been  adequate  in  duodenal 
fistulas. 

Several  questions  are  pertinent:  1.  How  long  can 
this  substitute  for  an  intact  abdominal  wall  be  used? 
2.  How  long  will  the  skin  stand  the  use  of  the  tape? 

CASE  REPORTS 

Two  case  reports  are  submitted  herewith. 

CASE  1. — Mr.  W.,  a heavy  drinker,  aged  56  years,  was 
admitted  to  the  hospital  with  a large  epigastric  mass.  This 
was  a huge  pancreatic  cyst,  considered  by  the  pathologist, 
Dr.  P.  M.  Marcuse,  as  the  end  result  of  acute  hemorrhagic 
pancreatitis.  This  was  entered  through  a rather  long  right 
rectus  incision,  cleaned  out,  and  drained,  using  suction  for 
several  days  to  the  bottom  of  the  cavity.  The  peritoneum 
was  closed  with  interrupted  0 chromic  sutures,  the  anterior 
rectus  fascia  with  stainless  steel  wire  000,  interrupted.  There 
was  a profuse  drainage  postoperatively,  with  considerable 
abdominal  distention,  but  the  distention  did  not  seem  to 
approach  the  critical  point.  About  4 days  postoperative 
the  incision  simply  disintegrated  from  one  end  to  the 
other.  Since  it  had  come  apart  as  if  by  chemical  dissolution 
rather  than  mechanical  factors,  it  seemed  futile  to  expect 
that  resuturing  would  be  of  any  avail.  The  patient  there- 
fore was  treated  as  described  for  17  days,  and  at  the  end 
of  this  time  his  abdomen  was  flat,  soft,  and  the  condition 
markedly  improved.  Under  anesthesia  the  distal  two-thirds 
of  the  entire  incision  was  again  closed,  with  only  the  skin 
of  the  proximal  one-third  being  closed  as  drainage  was  still 
present.  The  patient  has  made  a good  recovery,  but  of 


course  has  a bulging  hernia  in  the  upper  section  of  the 
incision  (fig.  2). 

CASE  2. — Mr.  E.  P.,  a white  man,  aged  6 7 years,  rather 
emaciated  looking,  was  admitted  to  the  hospital  for  removal 
of  a small  anal  mass.  This  proved  to  be  squamous  cell 
carcinoma  on  October  3,  1958,  the  day  after  admission. 
An  abdominoperineal  resection  was  decided  on  and  per- 
formed on  October  8.  This  patient  failed  to  do  well  from 
the  start.  The  colostomy  did  not  work  properly,  or  as  soon 
as  it  should.  Some  distention  was  evident  right  after  the 
first  postoperative  day.  However,  he  got  along  reasonably 
well,  and  the  sutures  were  removed  on  the  eighth  day.  By 
the  twelfth  postoperative  day  he  was  vomiting,  and  disten- 
tion was  marked.  A roentgenogram  showed  small  bowel 
obstruction.  On  October  20,  the  abdomen  was  explored, 
a tight  band  obstructing  the  small  bowel  released,  and  the 
bowel  decompressed.  After  this  a Cantor  tube  was  started 
down,  and  by  October  25  it  was  making  its  way  along  the 
jejunum,  but  some  distention  was  still  present.  His  condi- 
tion was  rather  poor.  On  October  26  some  serous  fluid  was 
making  its  way  through  the  incision,  and  rupture  appeared 
likely.  Therefore,  on  this  date  his  abdomen  was  taped  as 
described,  except  that  allowance  had  to  be  made  for  the 
colostomy  opening,  and  a different  way  of  applying  the 
tape  was  used  in  order  to  follow  his  body  curves.  His  in- 
cision was  then  retaped  every  other  day  from  then,  and 
on  October  29  the  skin  and  anterior  rectus  sheath  were 
separated  from  end  to  end  except  for  about  2 inches  of 
skin  still  intact  at  the  upper  end.  The  peritoneum  and 
posterior  fascia  did  not  separate.  On  November  3,  about  7 
days  after  separation,  we  began  taking  photographs  of 
each  dressing  (fig.  3).  On  November  18,  about  3 weeks 
after  the  separation,  secondary  closure  under  general  anes- 
thesia was  done,  closing  the  anterior  fascia  and  skin.  The 
fascia  held,  but  the  skin  did  not.  The  adhesive  dressing  was 
continued  as  shown,  and  when  the  patient  went  home  on 
December  9 the  fascia  was  still  intact  but  the  skin  had  not 
quite  healed  over. 

On  October  29  I used  the  plastic  spray  for  the  first  time. 
Two  applications  were  used  each  time.  This  formed  a 
waterproof  shed  of  the  adhesive  wall  that  was  easy  for  the 


Fig.  2.  Case  1 . A patient  with  pancreatic  drainage 
shown  standing,  front  and  side  views. 
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Fig.  3.  Case  2.  Some  of  the  steps  in  taping  a patient 
with  colostomy  from  abdominoperineal  resection. 

a.  Application  of  the  first  strip  of  tape  at  the  edge 
of  the  incision. 


b.  and  c.  Successive  steps  in  placing  the  first  layer 
of  tape. 

d.  The  first  layer  completed  and  the  second  begun. 


nurses  to  clean,  and  it  prevented  contamination  and  I 
believe  helped  the  adhesive  to  remain  stuck  as  it  had  been 
placed.  The  items  of  unusual  interest  here  are  these:  The 
incision,  except  for  the  peritoneum  and  posterior  fascia, 
separated  on  October  26,  and  on  November  3 (8  days 
later)  the  patient  was  able  to  get  out  of  bed  and  start 
getting  around  with  no  other  support  than  this  adhesive 
wall.  He  continued  to  be  up  and  around  every  day  then 
until  the  secondary  closure  on  November  18,  or  23  days 
after  separation. 


SUMMARY 

A method  for  managing  an  incision  on  the  verge 
of,  or  over  the  brink  of  rupture  in  desperately  ill 
patients  has  been  presented. 

It  has  been  shown  that  complicated  cases  such  as 
those  with  pancreatic  juice  drainage  and  colostomies 
present  can  be  handled  fairly  well  and  the  patient 
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RUPTURED  INCISION 


Barnes 


continued 


tided  over  till  his  clinical  condition  justifies  the  risk 
of  secondary  closure. 

It  is  of  course  strictly  a makeshift  procedure,  but 


in  the  words  of  the  British  soldier  in  World  War  I, 
whose  fox-hole  companion  was  complaining  about 
the  shelling  they  were  enduring,  "If  you  know  a 
better  ’ole,  ’op  to  it.” 

I Dr.  Barnes,  617  Medical  Towers,  Houston  25. 


Treatment  of  Superficial  Mycoses 


J.  FRED  MULLINS,  M.D., 
NOEL  A.  JAMPOLSKY,  M.D.,  and 
MARY  E.  PINKERTON,  M.D. 

Galveston,  Texas 


GRISEOFULVIN,  which  is  a product  of  Penicil- 
lium  griseofulvum  and  other  species  of  Peni- 
cillium,  was  first  isolated  in  1939  by  Oxford,  Rais- 
trick,  and  Simonart.5  In  1958,  Gentles  first  reported 
the  successful  use  of  oral  griseofulvin  for  experi- 
mental Trichophyton  and  Microsporum  infections 
of  guinea  pigs.2  Early  reports  by  Williams  and  oth- 
ers,7 Blank  and  Roth,1  Mullins  and  others,4  and  Kirk 
and  Ajello3  have  shown  that  orally  administered 
griseofulvin  is  an  effective  means  of  therapy  for 
many  superficial  mycoses. 

The  purpose  of  this  paper  is  to  present  further 
observations  on  the  use  of  this  medication  with 
particular  reference  to  dosage  schedule,  effectiveness, 
toxicity,  and  recurrence  rate. 


Material  (Grifulvin)  in  the  study  was  supplied  by  Mc- 
Neil Laboratories,  Inc.,  a subsidiary  of  Johnson  & Johnson. 


With  Griseofulvin 


Griseofulvin  administered  orally  is  a valu- 
able therapeutic  agent  in  management  of 
superficial  mycoses.  A total  of  77  cases  with 
clinical  diagnoses  of  tinea  capitis,  tinea  cor- 
poris, tinea  pedis,  tinea  manuum,  and  ony- 
chomycosis and  diagnostic  cultures  is  re- 
ported. Toxic  reactions  were  mild  and  tem- 
porary. 


Method  and  Materials 

A preliminary  report  was  published  on  the  earlier 
observations  of  24  patients  attending  the  Dermatol- 
ogy Clinic  of  the  John  Sealy  Hospital.  We  now  have 
a total  of  77  cases,  representing  all  age  groups. 
Forty-one  are  males  and  36  are  females.  The  clinical 
classification  and  the  cultural  diagnoses  are  summar- 
ized in  table  1. 

All  patie'nts  were  diagnosed  prior  to  therapy 
through  cultural  examinations  using  Littman  oxgall 
agar  on  petri  plates  as  the  original  isolation  medium, 
as  well  as  with  microscopic  examinations  of  prepara- 
tions cleared  in  10  per  cent  potassium  hydroxide.  A 
base  line  of  complete  blood  counts,  urinalyses,  liver 
function  tests,  and  photographs  were  taken.  During 
therapy,  whenever  possible,  patients  were  seen  at 
weekly  intervals  at  which  time  potassium  hydroxide 
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studies,  cultures,  complete  blood  counts.  Wood’s  light 
examinations,  and  clinical  evaluations  were  done. 
Liver  function  tests,  urinalyses,  and  photographs  were 
repeated  at  completion  of  therapy.  The  patients  were 
then  followed  at  weekly,  biweekly,  and  monthly 
intervals,  each  time  with  cultures,  in  an  attempt  to 
determine  reinfection  rates. 


TABLE  1. — Diagnosis  and  Organism. 


Clinical  Diagnosis 

Organism 

r — No.  Patients  — \ 
Male  Female  Total 

Tinea  capitis 

T.  tonsurans 

4 

4 

8 

M.  audouini 

3 

1 

4 

M.  canis 

2 

1 

3 

15 

Localized  tinea 

T.  rubrum 

13 

14 

27 

corporis 

T.  mentagrophytes 

1 

1 

28 

Tinea  pedis 

T.  mentagrophytes 

1 

1 

E.  floccosum 

1 

1 

T.  rubrum 

1 

1 

3 

Tinea  manuum 

T.  rubrum 

1 

1 

T.  mentagrophytes 

1 

1 

2 

Generalized  tinea 

T.  rubrum 

7 

7 

14 

corporis 

E.  floccosum 

1 

1 

T.  tonsurans 

1 

1 

16 

Onychomycosis 

Negative  culture 

1 

1 

(alone) 

T.  rubrum 

1 

1 

2 

Onychomycosis 

T.  mentagrophytes 

1 

1 

(with  tinea 

T.  rubrum 

7 

2 

9 

corporis ) 

13 

Total  patients 

77 

Griseofulvin  was  administered  orally  at  a dosage 
of  1 Gm.  per  day  in  adults  and  14  mg.  per  kilogram 
of  body  weight  per  day  in  children.  This  dosage  was 
reduced  in  order  to  determine  minimal  effective 
dosage,  and  later  increased  if  the  patient  failed  to 
show  a satisfactory  clinical  response.  Therapy  was 
continued  until  there  were  either  two  consecutive 
weekly  negative  cultures  or  a clinical  cure. 

Discussion  of  Results 

The  results  of  our  observations  are  summarized  in 
tables  2 to  5.  Of  the  15  patients  with  tinea  capitis, 
13  have  been  discharged  as  cured.  They  have  shown 
no  evidence  of  reinfection  by  cultural  examinations, 


Wood’s  light,  or  clinical  appearance  during  follow- 
up periods  ranging  from  1 to  6 months.  There  was 
cessation  of  pruritus  within  the  first  week  in  the 
patients  in  which  this  was  a prominent  symptom. 
No  definite  change  in  the  hairs  could  be  observed 
until  the  second  or  third  week,  at  which  time, 
Wood’s  light  examinations  revealed  a 1 to  2 mm. 
nonfluorescent  zone  at  the  proximal  portion  of  flu- 
orescent hairs.  Potassium  hydroxide  examinations  of 
these  hairs  showed  a relatively  sharp  line  of  demar- 
cation between  normal  healthy  hair  and  infected  hair. 
As  therapy  was  continued,  this  nonfluorescent  zone 
would  grow  until  eventually  the  fluorescent  tip 
could  no  longer  be  observed.  In  1 patient,  this  phe- 
nomenon of  a fluorescent  tip  persisted  until  the  fif- 
teenth week,  although  repeated  cultures  were  nega- 
tive from  the  fourth  week.  Potassium  hydroxide 
examinations  of  an  infected  hair  of  this  patient  re- 
vealed mycelial  elements  without  spores  within  the 
shaft  near  the  tip.  This  corresponded  to  the  fluores- 
cent zone  seen  with  Wood’s  light. 

An  unusual  observation,  seen  in  several  patients, 
has  been  a fluorescent  zone  at  the  base  of  some  of 
the  newly  formed  hairs.  Repeated  potassium  hydrox- 
ide and  cultural  examinations  of  these  hairs  have 
been  negative.  This  has  been  proposed  as  a false 
positive  fluorescent  keratin  ring  at  the  junction  of 
the  hair  and  scalp.6 

Two  of  our  patients  with  tinea  capitis  failed  to 
respond.  In  1 patient  it  was  because  of  inadequate 
therapy  over  too  short  a period  of  time.  The  other 
patient  was  a 6 year  old  child  admitted  to  the  hos- 
pital for  malignant  reticulo-endotheliosis.  At  the 
time  of  admission,  he  also  had  a localized  area  of 
tinea  capitis  from  which  Microsporum  canis  was 
cultured.  An  initial  dosage  of  griseofulvin  at  125  mg. 
every  third  day  was  instituted.  Because  of  this  low 
dosage  it  was  decided  to  combine  this  therapy  with 
topical  application  of  U.S.P.  Whitfield’s  ointment 
and  daily  Phisohex  shampoos.  Within  3 weeks,  M. 
canis  had  spread  to  involve  the  majority  of  his  scalp 
and  approximately  90  per  cent  of  his  body  surface. 
Over  the  next  10  weeks  he  received  a total  of  10 
Gm.  of  griseofulvin.  No  toxicity  was  noted;  and 
at  the  time  of  discharge  from  the  hospital,  his  body 
lesions  had  cleared,  but  his  scalp  remained  involved. 
Nine  weeks  later  he  died,  still  infected.  Autopsy  was 
refused. 

During  therapy,  2 of  our  patients  with  tinea  cap- 
itis developed  pustules  at  the  site  of  infection,  but 
in  no  patient  did  a classical  kerion  celsi  develop. 
Because  of  the  few  patients  with  tinea  capitis  that 
we  have  seen,  we  are  unable  to  arrive  at  a definite 
conclusion  as  to  minimal  optimal  dosage  or  treat- 
ment time.  We  are  of  the  opinion  that  neither  the 
potassium  hydroxide  examination  nor  the  Wood’s 
light,  if  used  alone,  are  reliable  methods  for  deter- 
mining when  to  stop  therapy,  and  repeated  cultures 
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Table  2. — Results  of  Therapy:  Tinea  Capitis. 


Organism 

Total 

Dosage 

(Gm.) 

Duration 
of  Therapy 
(Wk.) 

No. 

Cleared 

Recurred 

Failure 

T.  tonsurans 

13-21 

3-7 

7 

7 

0 

0 

3.7 

3 

1 

1* 

M.  audouini 

4.5-15 

5-15 

4 

4 

0 

0 

M.  canis 

10-30 

6-10 

2 

2 

0 

0 

10 

10 

1 

It 

Total 

15 

13 

0 

2 

#Died  of  gunshot  wound,  and  at  time  of  death  no  improvement  had  been  noted. 
tPatient  in  hospital  on  steroids  for  malignant  reticuloendotheliosis. 


Table  3. — Results  of  Therapy:  Localized  Tinea  Corporis. 


Organism 

Total 

Dosage 

(Gm.) 

Duration  of 
Treatment 
(Wk.) 

No.  Treated 

or 

Retreated 

Cleared 

Recurred 

Weeks 
to  Recur 

Lost  to 
Series 

Failure 

T.  rubrum 

>21 

3-12 

17 

17 

1 

3 

3 

<21 

1-12 

17 

16 

9 

3-15 

2 

# 

T.  mentagrophytes 

19 

3 

1 

0 

0 

0 

0 

t 

T.  pedis  all  types 

>21 

3-7 

3 

2 

0 

0 

0 

t 

T.  manuum  all  types 

20-49 

3-7 

3 

2 

1 

It 

*Had  loss  of  libido  after  7 days  and  patient  did  not  return  for  follow-up. 

+Not  yet  clear  and  is  under  treatment. 

^Recurrence  in  1 week  after  discontinuance  of  therapy  after  5 negative  cultures  and  49  Gm. 


Table  4. — Results  of  Therapy:  Generalized  Tinea  Corporis. 


Organism 

Case 

Dose 

(Gm.) 

Cleared 

Recurred 

Weeks  Failure  Comment 

T.  rubrum 

1 

28 

X 

X 

2 

2 

35 

X 

X 

2 

3 

28 

X 

X 

1 

28 

X 

4 

35 

X 

X 

12 

28 

X 

Did  not  return 

5 

55 

X 

No  relief  of  pruritus 

6 

14 

X 

No  relief  of  pruritus 

7 

49 

X 

8 

33 

X 

9 

63 

X 

10 

21 

X 

11 

35 

X 

12 

41 

X 

13 

25 

X 

14 

35 

X 

X 

X 

# 

E.  flocossum 

15 

35 

X 

T.  tonsurans 

16 

60 

X 

X 

8 

Pregnantf 

Total 

16 

18 

15 

5 

4 

*Had  cleared  clinically  but  on 

return  visits 

both  T.  rubrum  and  T. 

mentagrophytes  were 

cultured.  Then  condition  re- 

curred  clinically. 

fCl'eared.  Eight  weeks  later  returned  with  T.  rubrum  on  arms  only. 
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Table  5. — Results  of  Therapy:  Onychomycosis. 


Regrowth 
of  Nails 

Results 

to  Date 

Skin 

of  Skin 

Organism 

Case 

Dose 

(%) 

Involvement 

Involved 

T.  rubrum 

17 

1 Gm./d.  x 42  d. 

2 Gm./d.  x 105  d. 

75 

None 

18 

1 Gm./d.  x 36  d. 

75 

None 

19 

1 Gm./d.  x 120  d. 

60  finger  nails 
30  toe  nails 

T.  corporis 

Clear 

20 

121  Gm.  in  180  d. 

90 

T.  manuum 

Clear  in  6 mos. 

21 

1 Gm./d.  x 105  d. 

100 

Gen. 

T.  corporis 

Clear 

22 

1 Gm.  q.i.d.  x 20  d.; 

80  (2  nails 

T.  corporis 

Clear 

1 Gm./d.  x 120  d. 

complete) 

23 

1 Gm./d.  x 49  d. 

50 

T.  cruris 

Clear 

24 

1 Gm.  q.  3 d.  x 210  d. 

80 

T.  manuum 

Gear  in  7 wk. 

25 

1 Gm./d.  x.  75  d. 

10 

T.  pedis 

Clear  in  6 wk. 

26 

1 Gm.  q.  3 d.  x 49  d. 

10 

T.  cruris 

Clear  in  5 wk. 

27 

1 Gm./d.  x 38  d.; 

80 

Gen.  & deep 

Clear  in  5 wk. 

1 Gm./d.  x 75  d. 

pustular 

Recurred  in  3 mo. 

on  steroids 

Clear  at  8 wk. 

T.  mentagrophytes, 

28 

1 Gm./d.  x 105  d. 

75 

None 

toe  nails 

None 

29 

1 Gm./d.  x 32  d.; 

No  change* 

None 

2 Gm./d.  x 65  d. 

* Culture  positive 

in  1949-1951 

and  negative  since. 

are  thus  necessary, 

. The  hairs 

in  the  involved  area 

she  cleared. 

This  patient 

illustrated  the  necessity  of 

should  be  clipped  very  close  to  the  scalp  following  3 

removal  of  all  reservoirs 

for  reinfection. 

weeks  of  therapy. 

Practically  all  of  our  patients  with  tinea  corporis, 
regardless  of  severity,  duration  or  previous  therapy 
had  cessation  of  pruritus  within  3 to  5 days.  Cultures 
from  glabrous  skin  would  remain  positive  from  1 
to  4 weeks,  and  often  the  potassium  hydroxide  test 
would  remain  positive  for  an  additional  week.  Since 
we  used  as  our  criterion  for  stopping  therapy  either 
two  consecutive  negative  cultures  or  clinical  clearing, 
many  of  our  patients  with  localized  varieties  of  tinea 
corporis  such  as  tinea  cruris  would  be  clear  on  less 
than  21  Gm.  We  believe  that  it  is  significant  that  of 
the  17  patients  who  were  treated  with  less  than  21 
Gm.,  there  were  9 patients  who  developed  clinical 
and  cultural  reactivation  of  the  disease,  while  of  the 
17  patients  treated  with  21  Gm.  or  over,  there  was 
only  1 patient  who  had  further  difficulty,  and  this 
patient  had  received  22  Gm. 

One  patient  with  tinea  manuum  due  to  Tricho- 
phyton mentagrophytes  became  clinically  negative 
after  49  Gm.  of  griseofulvin.  Also  four  weekly  cul- 
tures were  negative  before  griseofulvin  was  discon- 
tinued. One  week  later  a positive  culture  was  ob- 
tained, and  over  the  next  several  weeks  a clinical 
reinfection  occurred.  An  additional  21  Gm.  was 
given,  and  again  the  patient  cleared.  During  this 
second  course  of  therapy,  it  was  found  that  the  pa- 
tient’s pet  rabbit  was  infected  with  T.  mentagroph- 
ytes, and  upon  removal  of  this  source  of  reinfection, 


The  majority  of  our  patients  with  generalized 
tinea  corporis  were  cleared  on  griseofulvin  therapy. 
Almost  all  of  these  patients  had  their  disease  for 
many  years  and  had  not  responded  to  any  previous 
therapeutic  agent.  The  amount  of  griseofulvin  re- 
quired to  clear  our  patients  varied  from  21  to  63 
Gm.  There  were  4 patients  who  cleared  and  sub- 
sequently relapsed,  and  3 failures.  One  failure  (case 
4)  was  in  a patient  who  received  28  Gm.  to  treat 
a recurrence  and  was  then  lost  to  our  series. 

One  patient  (case  5),  while  on  steroids,  received 
a total  of  55  Gm.,  yet  her  disease  was  not  affected 
in  any  discernible  manner  other  than  a slight  de- 
crease in  pruritus.  Griseofulvin  was  then  discontin- 
ued and  3 months  later  reinstituted.  During  this 
second  course  of  therapy  a topical  fungicide  which 
previously  had  not  helped  her  was  added  by  the  pa- 
tient to  her  routine.  After  28  Gm.  over  the  next  4 
weeks  she  finally  cleared  completely. 

One  patient  (case  27)  had  a generalized  deep 
pustular  eruption  as  well  as  onychomycosis.  With  the 
exception  of  her  nails  she  became  clinically  and 
culturally  clear  after  receiving  38  Gm.  Griseofulvin 
was  discontinued  and  her  nails  continued  to  grow 
out  for  the  next  6 weeks  and  even  had  several  nega- 
tive cultures.  A short  time  later  a clinical  and  cul- 
tural recurrence  appeared  on  her  glabrous  skin. 

Because  of  this  patient  and  of  our  earlier  experi- 
ence with  recurrences,  it  was  decided  to  treat  all  pa- 
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tients  with  onychomycosis,  regardless  of  cultural  or 
skin  involvement,  until  they  were  completely  clini- 
cally clear.  In  the  11  other  patients  we  treated  in 
this  manner  with  dosages  up  to  300  Gm.  over  pe- 
riods ranging  to  8 months,  there  has  been  no  recur- 
rence on  the  glabrous  skin.  There  was,  however, 
only  1 patient  whose  nails  cleared  completely.  Others 
had  several  of  the  nails  cured  with  certain  nails 
being  slower  to  respond.  Usually  the  thumb  nail 
and  then  toe  nails  are  the  last  to  show  response. 
Nails  heal  slowly  by  the  mechanical  extrusion  of 
infected  nail  by  normal  nail. 

One  patient  (case  29)  a physician,  presented  dys- 
trophic changes  in  all  the  nails  of  the  hands  and  feet. 
He  gave  a history  of  positive  cultures  of  Trichophy- 
ton rubrum  obtained  in  1949,  1950,  and  1951.  Al- 
though the  potassium  hydroxide  study  was  negative, 
therapy  with  griseofulvin  was  started,  and  after  4 
months,  it  was  stopped.  We  had  attempted  repeat- 
edly to  obtain  a positive  culture,  yet  all  our  results 
were  negative.  After  4 months  of  therapy  his  dys- 
trophic nails  showed  no  response  to  treatment.  Be- 
cause of  the  long  course  of  therapy  necessary  for 
onychomycosis,  this  patient  very  dramatically  empha- 
sized the  necessity  of  obtaining  a positive  culture 
before  starting  griseofulvin. 

Since  our  routine  isolation  medium  was  Littman 
oxgall  agar,  an  interesting  laboratory  feature  was 
noticed.  In  the  vast  majority  of  cultures  done  as 
follow-ups  on  patients  who  had  been  treated  with 
griseofulvin,  Pityrosporum  ovale  was  the  only  isolate. 
In  many  instances,  our  culture  plates  were  filled  with 
this  organism.  We  believe  this  observation  will  war- 
rant further  investigation. 


Side  Effects  and  Toxicity 

In  no  patient  have  we  been  able  to  detect  any  sig- 
nificant changes  in  hemoglobin  level,  liver  function 
test,  or  urinalysis.  In  our  earlier  investigations,  we 
had  3 patients  develop  a temporary  mild  granulo- 
cytopenia. Subsequent  to  this  we  have  had  no  patient 
develop  a significant  change  in  his  white  blood 
count.  Several  patients  developed  bacterial  infections 
during  griseofulvin  therapy  and  showed  a normal 
granulocyte  response. 

Three  patients  developed  headaches,  but  all  volun- 
tarily continued  therapy.  Two  patients  had  nausea 
and  vomiting  with  the  first  few  tablets.  One  patient 
developed  a generalized  pruritus  with  no  visible  le- 
sions. His  pruritus  disappeared  within  24  hours  after 
discontinuance  of  griseofulvin.  Two  patients  devel- 
oped a papular  urticaria  near  the  completion  of  their 
therapy,  and  1 patient  developed  a papular  erythema- 


tous eruption  on  the  seventh  day  which  disappeared 
in  the  face  of  continued  therapy. 

One  patient  (case  17)  had  a generalized  morbilli- 
form eruption  which  cleared  when  therapy  was  dis- 
continued. Several  weeks  later  griseofulvin  was  re- 
instituted, and  he  developed  erythema  multiforme. 
This,  too,  cleared  after  stopping  the  drug.  Griseoful- 
vin was  once  again  reinstituted,  and  the  patient  has 
now  received  a total  of  121  Gm.  for  his  onychomy- 
cosis with  no  further  reactions. 


EDr.  J.  Fred  Muliins  and  his  co- 
authors submit  this  paper  from 
the  Department  of  Dermatology 
(Dr.  Mullins,  chairman),  Univer- 
sity of  Texas  Medical  Branch. 

One  patient  (case  27)  developed  a hypertensive 
episode.  This  patient  had  similar  attacks  prior  to 
therapy  and  had  no  further  attacks  when  griseoful- 
vin was  once  again  administered.  One  patient  com- 
plained of  loss  of  libido  at  4 weeks  of  therapy; 
however,  this  symptom  was  temporary. 

In  no  patient  in  whom  there  was  a history  of 
previous  penicillin  sensitivity  was  there  a reaction  to 
griseofulvin. 


Summary  and  Conclusions 

Oral  griseofulvin  is  a valuable  therapeutic  agent 
in  the  management  of  superficial  mycoses.  It  often 
will  be  effective  for  patients  in  whom  all  other  forms 
of  therapy  have  failed. 

All  patients  should  have  positive  cultures  prior  to 
the  institution  of  therapy. 

Toxic  reactions  were  mild  and  temporary.  They 
included  headaches,  temporary  eruptions,  nausea, 
vomiting,  and  pruritus.  Until  further  evaluation  of 
this  drug  has  been  done,  it  may  be  wise  to  repeat 
peripheral  blood  counts  and  differentials  during  a 
course  of  therapy. 

Both  infected  hairs  and  nails  heal  by  mechanical 
replacement  with  normal  components. 

Patients  with  tinea  capitis  should  be  followed  un- 
til two  negative  cultures  are  obtained.  False  positive 
potassium  hydroxide  studies  and  Wood’s  light  exam- 
inations may  be  found. 

In  order  to  keep  recurrence  rate  at  a minimum, 
patients  with  localized  tinea  corporis  should  receive 
a minimum  of  21  Gm.  and  then  be  followed  like 
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generalized  tinea  corporis  until  two  consecutive  cul- 
tures taken  at  weekly  intervals  are  negative  or  until 
there  is  complete  clinical  clearing. 

An  optimal  therapeutic  dosage  for  onychomycosis 
is  yet  to  be  determined. 
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Fewer  Attracted  to  Medicine 
May  Cause  Doctor  Shortage 

What  has  happened  to  the  lure  of  the  medical  profession  as  a career  in  the  minds 
of  the  young? 

A recent  article  in  the  San  Jacinto  Times  at  Coldspring  points  out  the  drawbacks 
of  former  lures  and  lists  the  newer  problems  which  have  cropped  up. 

Besides  the  competition  of  other  sciences,  the  length  and  expense  of  the  medical 
course  in  an  inflated  economy,  and  the  fact  that  a large  percentage  of  students  are 
married,  fewrer  students  are  available  because  of  the  reduced  birthrates  of  the  depression 
years. 

Modern  developments  in  medical  practice  have  tended  to  promote  less  friendliness, 
resulting  in  a less  friendly  public  attitude.  This  has  become  another  drawback.  The  author 
of  the  article  has  advocated  improvement  of  attitudes  by  deed,  example,  and  intent  by 
the  student,  the  adults  who  guide  him,  and  the  professional  educator  and  medical 
practitioner. 

Another  drawback  is  an  impression  left  by  doctors  and  educators  that  the  medical 
profession  entails  too  much  hard  work,  involves  problems  of  tax,  litigation,  and  eventual 
socialization.  In  addition,  an  impression  has  been  left  that  many  other  careers  give  as 
much  satisfaction  without  sending  the  individual  through  the  "hell”  it  takes  to  become 
a doctor. 

"What  hell?”  asks  the  author,  "What’s  the  matter  with  us?  Is  there  anything  in 
the  world  more  exciting  than  the  study  of  how  we  behave  like  human  beings? 

"Is  there  any  experience  more  exhilarating  than  the  capacity  to  think  logically, 
physiologically,  and  psychologically?  Is  there  anything  more  thrilling  than  the  dignity 
the  physician  in  our  society  possesses  based  upon  the  fact  that  people  instinctively  trust 
a physician  with  their  confidence,  their  hopes,  their  lives? 

"Is  there  anything  more  wholesomely  humbling  than  to  live  in  the  presence  of 
scientific  advances  which  can  bring  comfort  and  relief  to  human  beings  in  pain  and 
suffering  if  we  administer  wisely  and  well?  Anything  more  wholesomely  humbling 
than  to  keep  in  touch  with  the  edge  of  the  known  where  it  seems  to  touch  the 
unknowable,  some  segment  of  which  may  become  tomorrow?” 

The  author  declared  that  we  must  return  to  the  avenues  of  emphasizing  the  posi- 
tive in  medicine,  the  opportunity  to  serve,  achieve,  and  contribute  without  regard  to 
the  hardship,  the  complications,  and  the  criticisms.  Then  we  may  halt  the  doctor 
shortage  and  protect  the  national  health. 
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Present  Status  of  Diagnostic 

Biliary  Drainage;  Its  Indications 


Diagnostic  biliary  drainage,  one  method  of  studying  the  duodeno- 
biliary  zones,  is  described.  Its  use  by  clinics  and  gastroenterologists 
depends  on  an  experienced  knowledge  of  the  procedure,  a capably 
trained  technician,  and  the  ability  to  interpret  biliary  drainage  findings. 


AUGUSTUS  A.  HALL,  M.D. 
SAN  ANTONIO,  TEXAS 


DIAGNOSTIC  BILIARY  drainage,  a procedure 
proposed  by  S.  J.  Meltzer9  and  developed 
clinically  by  B.  B.  Vincent  Lyon,  has  been  one  meth- 
od of  studying  the  duodenobiliary  zones  since  its 
introduction  by  Dr.  Lyon  in  1919-7  Diagnostic  biliary 
drainage  is  a selective  method  of  examination.  Its  use 
by  various  clinics  and  gastroenterologists  depends  on 
an  experienced  knowledge  of  the  procedure,  a capably 
trained  technician,  and  the  ability  to  interpret  biliary 
drainage  findings. 

Listed  in  this  paper  are  some  of  the  indications  for 
diagnostic  biliary  drainage  which  are  supported  by 
others  in  this  field. 


Survey  Type  Examination 

There  is  a group  of  patients  who  have  had  vague 
gastrointestinal  complaints  over  a period  of  years. 
Most  of  these  patients  are  not  bedridden,  but  are 
able  to  perform  useful  work.  Many  of  them  have 
been  classified  as  neurotics,  constitutionally  inade- 
quate personalities,  or  perhaps  neurasthenics.  They 
have  received,  at  various  times,  laxatives,  barbiturates, 
"liver  pills,”  or  antacids. 


Such  patients  should  have  the  survey  type  examina- 
tion.2 This  should  include  a thorough  and  painstak- 
ing history,  a general  physical  examination,  a roent- 
gen study  of  the  gastrointestinal  tract,  a fractional 
gastric  analysis,  diagnostic  biliary  drainage,  procto- 
sigmoidoscopy, and  any  other  laboratory  tests  indi- 
cated. One  can  feel  more  comfortable  in  classifying 
the  patient  as  neurotic  or  psychosomatic  after  the 
completion  of  this  study.  The  diagnostic  biliary  drain- 
age should  be  a part  of  this  survey.  Sometimes  the 
earliest  stages  of  bile  tract  disease,  such  as  cholangitis 
or  bile  tract  stasis  or  an  infestation  may  provide  the 
answer  to  the  case  in  question. 

Cholelithiasis 

The  presence  of  excess  calcium  bilirubinate  and 
cholesterin  crystals  in  bile  sediment  is  pathognomonic 
for  formed  or  for  forming  gallstones  in  about  90  per 
cent.  Bockus  in  192812  in  a series  of  46  operatively 
proven  cases  of  cholelithiasis  found  this  combination 
in  55  per  cent  and  combined  or  single  in  74  per  cent 
of  the  cases.  Mateer  reported,  in  1956,  a series  of  57 
proven  gallstone  cases  where  the  combination  was 
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present  in  39  per  cent  and  one  or  the  other  in  67 
per  cent  of  his  cases.  This  has  been  supported  by 
other  workers. 

According  to  Machella8  the  following  circum- 
stances should  demand  a diagnostic  biliary  drainage: 

a.  A positive  clinical  history  and  normal  chole- 
cystogram.  The  stone  shadows  may  be  hidden  by  the 
density  of  the  dye. 

b.  A nonfunctioning  gallbladder,  as  revealed  by 
the  cholecystogram,  with  no  evidence  of  calculi  and 
absence  of  a typical  history  of  a cholelithiasis. 

c.  Cholesterosis  or  "strawberry”  gallbladder. 

d.  Common  duct  stasis  as  a result  of  stone,  stric- 
ture, tumor,  or  adhesions. 

In  a series  of  1,500  biliary  drainages  performed 
by  me,  32  were  in  patients  diagnosed  positively  as 


Dr.  Augustus  A.  Hail  presented 
this  paper  before  the  Texas  Society 
of  Gastroenterologists  and  Proc- 
tologists, April  19,  1959,  in  San 
Antonio. 


cholelithiasis.  The  average  amount  of  B or  gallblad- 
der bile  recovered  was  63  cc.  ranging  from  10  to 
130  cc.  In  4 of  the  32  patients,  the  pathognomonic 
combination  of  cholesterin  and  calcium  bilirubinate 
crystals  were  seen. 


Postcholecystectomy 

Six  to  10  weeks  following  cholecystectomy,  diag- 
nostic biliary  drainage  should  be  performed  to  as- 
certain if  there  are  any  "left-overs”  of  disease.  Re- 
maining duct  stones  may  be  detected  by  finding 
the  pathognomonic  crystals  in  the  bile  sediment.  A 
cholangitis  also  may  be  detected.  It  is  especially  valu- 
able in  those  with  jaundice  in  whom  roentgeno- 
graphic  study  is  precluded. 

In  bile  duct  stricture,  aspirated  duodenal  contents 
may  be  largely  free  of  bile  indicating  that  there  is 
more  or  less  complete  obstruction  to  the  entry  of 
bile  into  the  duodenum.  If  bile  stained  material  is 
obtained,  the  existence  of  complicating  cholangitis 
may  be  suggested  by  the  presence  in  the  duodenal 
aspirate  of  large  amounts  of  cellular  debris,  shed 
epithelial  cells,  bile  stained  bacterial  colonies,  and 
leukocytes. 

In  some  patients,  a few  days  after  cholecystectomy 
the  sphincter  of  Oddi  becomes  spastic  and  dilatation 


of  the  common  bile  duct  occurs.  With  prolonged 
spasticity  of  the  sphincter,  stasis  may  develop.  Regur- 
gitation of  bile  also  may  occur  into  the  pancreatic 
duct  in  the  presence  of  a common  channel.  The  liver 
and  pancreas  are  endangered  more  by  the  type  of 
dyskesia  following  cholecystectomy  than  other  types, 
chiefly  because  the  compensatory  function  of  the 
gallbladder  is  lacking.  Livers  subjected  to  this  form 
of  stasis  occasionally  have  bile  as  dark  and  viscous 
as  gallbladder  bile.  White  bile  also  is  often  seen  in 
this  type  of  case. 

In  1941,  I reviewed  a series  of  57  biliary  tract 
cases  of  my  own,1  each  of  which  received  both 
cholecystographic  study  and  diagnostic  biliary  drain- 
age. Of  the  57  cases,  26  were  not  visualized  by  radi- 
ography. In  these  26  cases,  the  results  of  the  biliary 
drainage  study  showed  the  following:  The  average 
amount  of  gallbladder  bile  obtained  was  53  cc.;  ole- 
aginous degeneration  1-f--  Gallstone  crystals  were 
found  in  7 of  the  26  cases.  Seven  of  the  57  cases 
were  the  slow  emptying  type.  The  average  amount 
of  B bile  in  these  7 cases  was  102  cc.  Five  of  the  57 
cases  were  roentgenographically  positive  for  gall- 
stones. Confirmatory  evidence  was  found  by  biliary 
drainage  in  all  7 cases. 


Cholesterosis 

Diagnostic  biliary  drainage  detects  the  cholesterin 
crystals  in  about  75  per  cent  of  proven  cases.  In 
1957,  Mitty  and  Rousselot10  reported  a series  of  38 
proven  cases  of  cholesterosis  in  which  a preoperative 
diagnosis  was  correctly  made  in  21  of  them  using 
diagnostic  biliary  drainage. 


Jaundice 

Where  jaundice  is  thought  to  be  due  to  obstruc- 
tion, the  study  of  the  bile  may  reveal  the  typical 
crystals  suggestive  of  stone.  Parasites  may  be  recov- 
ered and  sometimes  explain  the  jaundice.  The  typi- 
cal pathologic  entities  of  acute  cholangitis  may  be 
found  and,  thus,  explain  the  jaundice.  An  excessively 
spastic  sphincter  of  Oddi  can  be  detected  by  duodenal 
drainage.  This  may  be  a contributing  factor. 

Diagnostic  biliary  drainage  is  especially  helpful  in 
the  differential  diagnosis  of  jaundice  when  the  clin- 
ical and  roentgen  findings  are  indeterminate.  Tumen 
recently  emphasized  that  in  doubtful  cases  of  jaun- 
dice, the  introduction  of  a tube  into  the  duodenum 
is  often  a worth-while  procedure.  If  even  a few 
cubic  centimeters  of  bile  drain  through  the  tube, 
this  will  serve  to  exclude  complete  biliary  obstruc- 
tion. 


TEXAS  State  Journal  of  Medicine,  APRIL,  I960 


289 


BILIARY  DRAINAGE  —Hall  — continued 

Parasites 

Although  an  increased  eosinophil  count  is  not 
dependable  in  many  cases  of  infestation,  when  an 
increased  count  occurs  in  a vague  case,  a diagnostic 
biliary  drainage  is  indicated.  The  common  types  of 
parasites  that  infest  the  duodenum  and  biliary  tract 
are  Giardia  lamblia,  Strongyloides  stercoralis,  Enda- 
moeba  histolytica,  Chilomastix  mesnili,  and  Ascaris 
lumbricoides.  In  Strongyloides  stercoralis  infestation, 
the  symptoms  may  be  more  severe  than  formerly 
described  in  texts.  Patients  can  have  diarrhea,  ab- 
dominal pain  with  tenderness,  jaundice,  symptoms  of 
acute  gallbladder,  or  vomiting.  Some  cases  present  a 
vague  picture.  Kyle  reported  a fatal  case.6  The  filari- 
form larvae  were  found  in  the  usual  locations  and,  in 
addition,  were  found  in  the  myocardium,  lungs, 
trachea,  liver,  and  gallbladder. 


Cholecystitis 

Diagnostic  biliary  drainage  helps  to  classify  the 
various  types  of  cholecystitis  so  that  the  truly  surgi- 
cal varieties  may  be  separated  from  the  catarrhal 
types.  It  can  detect  those  few  cases  of  cystic  duct 
obstruction  due  to  catarrh. 

In  acute  cholecystitis,  diagnostic  drainage  should 
never  be  used  until  the  acute  condition  has  subsided 
in  those  cases  the  surgeon  has  elected  to  observe 
instead  of  doing  an  operation  at  once.  In  acute  and 
subacute  cholecystitis  there  is  usually  an  increase  in 
bile  stained  flocculi.  On  microscopic  examination, 
there  will  be  seen  excess  gallbladder  epithelial  cells, 
excess  mucus  combined  with  granular  bile  salts,  and 
excess  numbers  of  leukocytes.  Usually,  very  dark 
viscid  black-brown  B or  gallbladder  bile  is  more  apt 
to  be  recovered  in  noncalculous  cholecystitis.  Lighter 
colored  gallbladder  bile  is  found  in  gallbladders  con- 
taining stones.  In  a large  percentage  of  chronic 
cholelithiasis  cases,  crystals  will  be  seen. 

In  early  cholecystitis  with  an  unobstructed  duct, 
gross  and  microscopic  evidence  in  the  drained  gall- 
bladder bile  may  be  obtained.  There  are  alterations 
in  the  composition  of  the  bile.  It  becomes  more 
viscid  and  contains  increased  numbers  of  flocculi 
microscopically  showing  the  products  of  catarrh  and 
inflammation,  mucus,  pus  cells,  desquamated  epi- 
thelial cells,  and  perhaps  an  occasional  bile-stained 
bacterial  colony. 

In  cases  of  early  cholecystitis  with  obstructed  duct 
due  to  organized  mucus,  this  method  of  examination 
is  of  great  importance.  An  examination  of  the  bil- 
iary drainage  fluid  will  show  no  B bile  or  in  small 
amounts.  Yellow  to  greenish  mucus  flocculi  in  shag- 


gy, slimy  masses  are  seen  on  the  slide.  The  mucus  is 
dense.  Microscopically,  it  is  seen  as  twisted  or  spir- 
aled and  is  encrusted  with  bile  salts  of  a granular 
character.  Bright  yellow  oily  oleaginous  degenerative 
material  can  be  seen  melting  out  of  the  material  on 
the  slide.  After  several  drainages,  the  thick  gall- 
bladder contents  may,  and  usually  do,  evacuate,  and 
many  of  these  cases  will  be  reported  as  normal  on 
subsequent  cholecystographic  studies. 

Such  evidence  assumes  importance  in  the  presence 
of  a doubtful  history,  a debatable  cholecystogram,  or 
a negative  physical  examination.  Only  positive  find- 
ings are  of  importance,  except  the  recovery  of  no 
bile  at  all.  Negative  findings  do  not  necessarily  mean 
there  is  no  disease  present. 

Pancreatic  Disease 

Much  help  has  been  afforded  diagnosis  of  pan- 
creatic disease  in  recent  years  by  the  use  of  the  duo- 
denal tube.  Various  techniques  have  been  devised  to 
study  the  recovered  pancreatic  secretion  chemically 
and  for  cellular  pathology. 

In  1952,  as  an  example,  Walter  Palmer  and  Joseph 
Kirsner11  published  their  article  on  "The  Present 
Status  of  Exfoliative  Cytology  in  the  Diagnosis  of 
Gastro-Intestinal  Malignancy.”  They  stated  that  diag- 
nostic biliary  drainage  offers  the  opportunity  to  diag- 
nose carcinomas  completely  inaccessible  to  the  roent- 
gen ray  and  other  modern  methods.  In  140  duodenal 
drainages  there  were  55  patients  with  malignancy. 
Two-thirds  of  these  carcinomas  of  the  gallbladder, 
bile  ducts,  and  pancreas  exfoliated  well  preserved 
malignant  cells  into  the  duodenum  resulting  in  a 
correct  positive  diagnosis.  Evidence  of  malignancy 
was  obtainable  twice  as  often  by  this  method  as  was 
definite  radiologic  evidence.  They  suggested  that  it 
would  be  desirable  to  examine  by  this  method  all 
cases  of  obstructive  jaundice  early  in  their  course. 
Undiagnosed  upper  abdominal  symptoms  with  nega- 
tive roentgen-ray  studies  may  merit  this  procedure. 


Intrahepatic  Cholestasis 

Recently,  Hans  Popper13  published  his  article  en- 
titled "Anatomy  of  the  Intrahepatic  Biliary  System 
and  the  Pathogenesis  of  Intrahepatic  Cholestatic 
Jaundice.”  There,  he  pointed  out  the  formation  of 
bile  duct  plugs.  Also,  he  found  many  instances  in 
which  bile  pigment  casts  are  not  only  seen  in  bile 
canaliculi,  but  also  microcalculi  in  bile  ductules  and 
septal  bile  ducts.  He  emphasized  the  presence  of  rich 
fluid  and  cellular  exudate  in  cholangiolitic  biliary 
cirrhosis.  In  biliary  cirrhosis  associated  with  muco- 
viscidosis he  found  lakelike  accumulations  of  abnor- 
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mal  bile  and  mucus  in  the  sinusoids  as  well  as  within 
distended  bile  ducts. 

I have  seen  bile  duct  casts  from  the  larger  ducts 
and  have  identified  excess  shedding  of  bile  duct  lin- 
ing epithelial  cells  in  cases  of  cholangitis  studied 
by  diagnostic  biliary  drainage. 

Biliary  Tract  Dysfunction 

The  duodenal  tube  gives  us  the  most  practical 
method  at  present  to  differentiate  the  functional 
from  the  organic  diseases.  In  1934,  Ivy  stated  that 
"the  trend  of  modern  medicine  toward  the  early 
diagnosis  of  diseases  has  led  to  an  increased  interest 
in  functional  disturbances  which  may  precede  or  even 
cause  organic  changes  of  structure.” 

Biliary  dyskinesia  is  a motor  dysfunction  of  the 
biliary  tract.  It  may  be  divided  into  primary  biliary 
dyskinesia,  which  is  that  occurring  in  the  absence  of 
bile  tract  organic  disease,  and  secondary,  which  is 
that  occurring  in  the  presence  of  bile  tract  organic 
disease.  Dyskinesia  has  been  attributed  to  such  etio- 
logic  factors  as  reflex,  endocrine,  nervous,  toxic,  and 
constitutional.  Secondary  dyskinesia  may  accompany 
chemical  irritation  of  bile,  calculi,  cholangitis,  or 
mechanical  irritation,  such  as  an  anomaly  or  de- 
formity. 

As  early  as  1934,  Ivy5  studied  the  effects  of 
secretin-cholecystokinen  injections  on  the  duodenal 
secretions  of  normal  humans.  During  the  drainage  of 
bile  there  was  a sudden  cessation  of  flow  and  the 
patient  began  to  experience  pain  in  the  right  upper 
quadrant  of  the  abdomen.  The  instillation  of  mag- 
nesium sulfate  through  the  tube  to  the  duodenum 
resulted  in  resumption  of  a rapid  flow  of  bile  and 
disappearance  of  pain.  He  attributed  the  cessation 
of  bile  flow  to  a spasm  of  the  sphincter  of  Oddi. 

In  1934  in  another  paper,4  Ivy  pointed  out  that 
hyperplasia  of  the  rugae  and  lymphoid  tissue  of  the 
gallbladder  may  be  produced  in  the  dog  by  biliary 
stasis  caused  by  stricture  of  the  common  duct  or 
reversed  loops  of  the  duodenum.  A hypertonic 
sphincter  of  Oddi  or  abnormal  duodenal  motility  may 
cause  stasis  and  hypertrophy  of  the  gallbladder  mu- 
cosa. The  sphincter  of  Oddi  can  resist  up  to  75  cm. 


of  bile  pressure,  whereas  the  maximum  expulsive 
pressure  of  the  normal  gallbladder  is  30  cm.  There- 
fore, it  is  possible  for  a spastic  sphincter  or  duo- 
denum to  prevent  gallbladder  evacuation. 


Conclusion 


Some  of  the  accepted  indications  for  diagnostic 
biliary  drainage  have  been  outlined.  It  is  assumed 
that  the  procedure  will  be  performed  by  a trained 
person  and  in  the  proper  manner.  In  closing,  may  I 
quote  from  the  preface  in  my  handbook  on  diag- 
nostic biliary  drainage:3  "Many  physicians  and  tech- 
nicians have  tried  to  shorten  the  time  of  the  pro- 
cedure with  resulting  lessening  of  its  diagnostic  ef- 
ficiency. The  procedure  is  a meticulous  one,  and  at 
best,  is  only  an  aid  to  diagnosis,  although  an  impor- 
tant one.  Carelessness  in  performing  this  procedure 
increases  the  probability  of  error  and  decreases  the 
opportunity  of  detecting  pathologic  entities  in  the 
bile.” 
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The  best  materials  for  use  in  tuberculin  skin  testing,  methods  for 
their  use,  and  interpretation  of  results  are  discussed.  Proper  follow-up 
for  positive  reactors  is  outlined.  The  value  of  survey  type  testing  is 
considered.  Cross  reactions,  especially  as  related  to  group  I anonymous 
mycobacteria,  are  discussed. 


Treatment  of 


Positive  Tuberculin  Reactors 


JOHN  S.  CHAPMAN,  M.D. 

Dallas,  Texas 


NO  DISCUSSION  of  the  treatment  of  tuberculin 
reactors  is  possible  without  some  understand- 
ing of  the  materials  used  and  the  interpretation  of 
reactions.  Of  the  materials  available  at  present  three 
are  in  general  use:  old  tuberculin  (O.T.),  a puri- 
fied protein  derivative  of  old  tuberculin  ( PPD ) , and 
the  Volmer  patch  test.  Of  these  materials  the  Volmer 
patch  test  has  in  local  experience  proved  to  be  the 
least  reliable  and  always  to  call  for  a confirmation  by 
means  of  some  type  of  intradermal  test.  In  a num- 
ber of  studies  PPD,  in  a dose  of  5 tuberculin  units, 
was  found  to  be  comparable  to  O.T.  1/1,000.  For 
routine  testing  of  large  groups  these  two  materials 
are  about  equal  and  are  about  as  reliable  substances 
as  can  be  obtained. 

The  usual  method  of  administration  is  the  intra- 
dermal injection  of  0.1  ml.  of  the  appropriate  solu- 
tion of  material.  The  reaction  should  be  read  in  72 
hours,  but  if  it  is  possible,  it  should  be  read  both  at 
48  and  at  72  hours. 

In  England  a different  method,  consisting  of  the 
introduction  of  a tuberculin  by  means  of  a multiple 
puncture  plunger,  is  being  widely  used  in  large  scale 
testing.  This  so-called  Heaf  test  apparently  produces 
results  very  similar  to  those  obtained  by  the  intra- 
dermal injection  of  O.T.  or  PPD.  In  extensive  testing 


it  has  the  advantage  of  being  much  more  rapid  and 
in  the  case  of  infants  and  young  children  of  being 
less  frightening  than  the  intradermal  method. 

The  reading  of  the  skin  test  should  be  accom- 
plished primarily  through  palpation  to  discover  the 
bounds  of  induration  present.  If  erythema  alone  is 
present,  it  should  be  regarded  as  a questionable  re- 
action, demanding  a repeat  test.  A reaction  of  less 
than  5 mm.  induration  is  negative,  while  any  re- 
action greater  than  5 mm.  in  diameter  is  positive. 
A number  of  investigators  challenge  this  concept 
and  indicate  that  most  significant  reactions  are  10 
mm.  or  more  in  diameter.  My  method  is  to  measure 
the  induration  at  two  right  angled  axes  and  express 
them  in  terms  such  as  10  by  12  mm.  The  interpre- 
tation of  the  5 to  10  mm.  reaction  is  subject  to  much 
question  and  will  be  discussed  under  a separate  head- 
ing somewhat  later.  Very  large  reactions,  that  is, 
from  15  to  25  mm.,  are  viewed  by  the  English  as 
indicating  very  recent,  very  heavy,  or  potentially 
dangerous  infections.  It  is  certainly  true,  according  to 
their  statistics,  that  persons  with  larger  reactions  have 
a greater  propensity  to  the  development  of  signifi- 
cant and  manifest  disease. 

Doubtful  reactions,  slight  indurations,  and  areas 
of  erythema  may  be  followed  by  one  of  two  meas- 
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ures.  The  first  of  these  consists  of  retesting  with  a 
stronger  concentration  of  the  material  such  as  second 
strength  PPD  or  1/100  O.T.  The  other  method,  that 
which  I have  used  most  frequently,  consists  of  re- 
peating the  test  with  the  same  dose  in  a period  of 
4 to  6 weeks.  It  should  be  remembered  that  children 
who  have  recendy  had  pertussis  or  measles  may  well 
be  temporarily  anergic,  that  very  recent  infections 
may  not  yet  have  produced  sufficient  allergy  to  re- 
sult in  a reaction,  and  that  very  ill  children  may  be 
anergic  to  any  amount  of  testing  material  used.  In 
such  instances  periodic  retesting  appears  to  be  the 
safest  and  wisest  procedure. 


Follow-Up  on  Positive  Reactor 

When  the  skin  test  has  produced  an  unmistakable 
reaction,  the  next  problem  that  arises  is  the  proper 
disposition  of  the  child  who  reacts.  The  child  should 
be  examined  by  roentgen  ray  and  studied  clinically 
for  evidence  of  active  primary  disease.  If  the  reac- 
tion is  small,  the  best  procedure  seems  to  be  to  re- 
peat the  skin  test  in  about  a month  to  see  if  it  will 
be  clearly  larger.  The  same  statement  applies  to 
those  patients  who  present  a questionable  erythema 
without  definite  induration.  The  disposition  of  a 
negative  reactor  depends  entirely  upon  the  situation 
that  is  known  to  exist  or  that  can  be  determined  to 
exist  within  his  family. 

If  the  family  is  known  to  contain  an  individual 
who  has  active  tuberculosis  or  who  has  arrested  tu- 
berculosis and  the  child  or  children  present  negative 
skin  tests,  the  proper  follow-up  will  consist  of  re- 
peated testing  of  the  children  at  intervals,  some- 
times as  close  as  4 weeks,  until  the  skin  test  should 
have  become  positive  or  until  it  becomes  apparent 
from  repeated  testing  that  the  risk  of  infection  has 
ceased.  After  perhaps  3 or  4 months  of  testing  the 
child  may  then  be  tested  at  intervals  as  far  apart  as 
3 months,  and  ultimately  after  some  period  of  ob- 
servation he  may  be  retested  as  often  as  only  once 
a year. 

In  the  case  of  households  in  which  there  is  a 
known  active  and  open  case  of  tuberculosis  a single 
negative  skin  test  in  a child  is  not  sufficient  to 
relieve  that  child  of  further  surveillance.  Special  situ- 
ations exist  in  which  anergy  may  well  be  expected: 
these  are  infancy,  when  a child  may  have  rather 
large  lesions  and  even  miliary  tuberculosis  without 
having  a positive  skin  test;  severe  and  pneumonic 
tuberculosis  in  somewhat  older  children;  and  other 
recent  infections  such  as  measles  which  are  frequent- 
ly followed  by  short  periods  of  anergy. 

In  all  of  these  cases  retesting  is  necessary,  but  if 
the  child  is  clinically  ill,  or  even  though  clinical 
symptoms  are  minor,  in  the  child  under  1 year  of 


age  who  comes  from  a known  tuberculous  household 
it  is  advisable  to  obtain  roentgenograms  regardless 
of  the  reaction  to  the  skin  test.  In  the  case  of  older 
children  who  are  negative  they  should  be  retested 
as  often  as  every  2 or  3 weeks  until  at  least  3 months 
after  contacts  have  been  broken.  There  is  no  evidence 
whatever  that  repeated  skin  testing  will  in  itself 
produce  a reaction  to  a subsequent  test. 


Community  Surveys 

Another  type  of  study  is  frequently  introduced 
into  a community  for  various  reasons.  This  consti- 
tutes the  so-called  survey  type  skin  testing  program. 
Such  a program  introduced  into  a school,  particularly 
in  the  first  grade  when  it  may  be  assumed  that  most 
of  the  infections  have  arisen  at  home,  may  serve 
useful  purposes  in  the  community.  Aside  from  as- 
pects of  public  relations  and  public  education  the 
positive  reactors  among  the  first  graders  should 
lead  in  some  cases  to  discovery  of  new  and  hitherto 
unknown  cases  of  tuberculosis  in  the  adult  popula- 
tion. Among  the  siblings  active  primary  tuberculosis 
may  also  be  encountered. 

Such  a program,  however,  should  not  be  under- 
taken without  certain  definite  points  in  mind.  The 
first  of  these  is  that  every  positive  reaction  that  is 
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found  should  lead  to  a roentgenogram  and  follow-up 
films.  The  second  point  is  that  the  families  of  all 
positive  reactors  should  be  thoroughly  studied.  If 
such  follow-up  leads  to  discovery  of  no  new  cases 
but  in  every  case  leads  to  an  individual  who  is  al- 
ready on  the  tuberculosis  roster,  this  information 
serves  to  determine  the  accuracy  of  that  roster. 
Finally,  such  a program,  once  it  is  introduced,  should 
be  continued  as  a regular  process,  and  indeed  the 
ideal  would  be  to  test  yearly  all  children  who  were 
negative  reactors  in  the  preceding  year. 

For  maximum  results  from  this  type  of  testing  it 
is  good  to  have  some  background  material,  which 
consists  of  a general  knowledge  as  to  the  amount  of 
tuberculosis  in  the  population  at  any  one  time.  The 
infection  rate,  as  measured  by  the  skin  test,  will  vary 
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from  one  place  to  another,  from  one  social  and  eco- 
nomic stratum  to  another,  and  perhaps  even  from 
one  year  to  another.  The  accompanying  diagram 
indicates  that  in  the  city  of  Dallas  the  lowest  social 
and  economic  stratums  have  the  highest  rate  of 
tuberculous  infection,  that  certain  geographic  sec- 


tions of  the  city  contain  more  tuberculosis  than 
others,  that  middle  income  areas  generally  fall  in 
about  the  middle  so  far  as  rate  of  infection  is  con- 
cerned, and  that  the  highest  economic  areas  are 
those  most  free  of  tuberculosis.  These  figures  also 
indicate  that  even  for  the  lowest  economic  stratums 
the  incidence  of  a positive  skin  test  is  only  about 
3 per  cent  at  the  age  of  6 years.  As  of  1948,  however, 
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Fig.  1.  Positive  tuberculin  skin  tests  in  a Dallas  survey. 

Upper  graph  is  for  white  Latin  Americans  in  Dallas.  Note  the  difference  (shaded  area) 
between  expected  rate  of  conversion  and  actual  rate.  The  large  black  dot  indicates  that  2 
years  later  14  year  old  children  were  only  13  per  cent  positive. 

Middle  graph  is  a composite  of  all  low  income  groups  regardless  of  race.  Shaded  area 
represents  difference  between  projected  rate  of  conversion  (upper  line)  and  actual  (lower). 
Large  black  dots  represent  tests  on  first  and  eighth  graders  2 years  later. 

Oak  Cliff  line  represents  all  Anglo  middle  income  group  and  bottom  line  refers  to  all 
Anglo  high  income  group. 
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the  incidence  was  much  higher  than  that,  when  the 
average  for  the  city  of  Dallas  in  all  tenth  graders  was 
approximately  14.5  per  cent.  Indeed  as  the  classes 
are  followed  from  one  year  to  another,  as  indicated 
in  the  diagram,  it  is  seen  that  the  expected  rate  of 
conversion  from  negative  to  positive  is  less  than  that 
which  would  be  predicated  upon  a line  drawn  from 
the  determined  point  at  the  age  of  6 years  to  the 
determined  point  at  the  age  of  13  or  14  years.  The 
indication  is  therefore  that  the  infection  rate  is 
steadily  falling,  an  observation  that  has  been  made 
in  other  cities  in  recent  years. 

The  same  remarks  would  apply  to  any  surveys 
undertaken  in  colleges,  industries,  or  any  other  spe- 
cific groups.  The  question  of  preliminary  skin  test- 
ing in  certain  industries  is  one  of  particular  moment 
since  the  question  of  irradiation  exposure  has  arisen. 
While  it  is  perfectly  possible  for  a patient  to  have 
yearly  test  films  throughout  his  life  without  receiving 
any  significant  exposure,  the  number  of  people  ex- 
posed to  roentgen  ray  can  be  reduced,  of  course,  by 
a preliminary  skin  testing  program.  From  the  stand- 
point of  management,  however,  this  means  taking 
people  off  their  work  initially  for  the  skin  test, 
somewhat  later  for  the  reading  of  the  skin  test,  and 
finally  for  a roentgenogram.  Since  industrial  surveys 
produce  many  more  significant  findings  than  tuber- 
culosis alone  and  since  the  time  required  for  such 
studies  would  be  at  least  three  times  as  long  as  for 
roentgen  examination  alone,  it  would  seem  in  view 
of  the  very  small  roentgen-ray  exposure  involved  that 
in  industrial  groups  it  would  be  preferable  to  con- 
tinue the  use  of  the  mobile  unit  type  of  survey. 

If  one  carries  out  serial  testing  on  a series  of 
young  persons  a certain  number,  perhaps  as  many 
as  2 or  3 per  1,000,  will  become  positive  each  year. 
The  problem  arises  as  to  the  proper  disposition  of 
these  individuals.  It  is  a well  known  fact  that  the 
hazard  of  extrapulmonary  and  of  hematogenous  dis- 
ease is  greatest  during  the  first  year  after  conversion 
of  the  skin  test5  and  that  in  the  course  of  their  lives 
a considerable  number  of  these  converters  will  de- 
velop manifest  pulmonary  tuberculosis.  For  this  rea- 
son it  is  necessary  to  keep  a close  and  continuous 
roentgen-ray  surveillance  over  all  such  converters. 

A pertinent  question  is  whether  more  than  this 
should  be  done.  A recent  study  on  the  prevention 
of  tuberculous  meningitis  which  has  just  been  carried 
out  by  the  United  States  Public  Health  Service2 
indicates  that  such  a severe  complication  as  menin- 
gitis can  be  prevented  in  about  80  per  cent  of 
children  less  than  3 years  of  age  if  they  are  treated 
with  isoniazid  at  the  rate  of  4 to  5 mg.  per  kilogram 
of  body  weight  and  continued  on  that  drug  for  1 
year.  Unfortunately  the  study  is  too  recent  to  allow 
any  conclusions  as  to  the  development  of  bacterial 
resistance  to  isoniazid,  and  of  course  the  follow-up 


of  these  patients  is  comparatively  short  at  this  time. 
Nevertheless  it  would  certainly  seem  to  be  true  that 
the  great  majority  of  children,  especially  those  in 
whom  a close  surveillance  cannot  be  maintained, 
should  be  placed  on  prophylactic  isoniazid.  Probably 
a somewhat  similar  statement  might  be  made  in 
regard  to  older  children  who  are  known  to  have 
become  positive  within  the  previous  year. 


Cross  Reactions 

Finally,  some  discussion  of  possible  cross  reactions 
is  indicated.  There  is  no  evidence  at  all  that  cross 
reactions  between  antigens  for  the  fungi  and  anti- 
gens for  tuberculosis  take  place.  It  is  well  known, 
however,  that  in  certain  parts  of  the  country  there 
appear  to  be  frequent  infections  with  mycobacteria 
other  than  tuberculosis,1  and  it  appears  from  recent 
work  at  Southwestern  Medical  School  that  a mod- 
erate degree  of  cross  reaction  may  occur  between  the 
skin  antigens  for  tuberculosis  and  those  for  other 
mycobacteria.  A similar  observation  has  been  made 
in  Georgia  where  the  group  III  (Battey)  strains  are 
very  frequent  and  produce  a number  of  smaller  and 
questionable  reactions  to  tuberculins. 

At  this  time  early  information  suggests  that  in 
the  Texas  area  the  group  I mycobacteria,  the  so- 
called  photochromogens,  are  prevalent  in  the  general 
population  and  may  likewise  account  for  a consid- 
erable number  of  cross  reactions.4  Indeed  the  re- 
sults at  this  time  are  such  as  to  suggest  that  there 
is  a higher  degree  of  cross  reaction  between  the 
group  I mycobacteria  and  human  tuberculosis  than 
between  the  group  III  mycobacteria  and  human  tu- 
berculosis. Unfortunately  no  commercial  supply  of 
such  materials  is  available. 

One  point  that  seems  to  have  emerged  from  the 
early  studies  is  that  the  person  who  reacts  to  old 
tuberculin  but  not  to  PPD  may  in  fact  have  derived 
his  allergy  from  one  of  the  anonymous  mycobac- 
teria.3 It  is  also  conceivable  and  even  probable  that 
a certain  number  of  individuals  in  this  area  may 
have  developed  infection  from  both  human  tubercu- 
losis and  one  of  the  mycobacteria  so  that  when  re- 
actions to  PPD  and  to  one  of  the  mycobacterial 
antigens  are  of  about  the  same  magnitude  the  sug- 
gestion is  less  that  of  cross  reaction  than  that  of 
a double  infection. 


Summary 

Materials,  methods,  and  problems  of  interpretation 
in  regard  to  the  tuberculin  skin  test  have  been  pre- 
sented. 
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Studies  of  Cardiac  Rhythm  During  Anesthesia 

And  Administration  of  Oxytocics 

Electrocardiographic  changes  following  the  administration  of  Pito- 
cin  and  Syntocinon  in  the  third  stage  of  labor,  and  Pitocin  in  dilute 
solution  during  labor  and  delivery  were  studied  in  125  patients. 
Transient  changes  in  cardiac  rhythm,  principally  of  supraventricular 
locus,  were  observed  in  5 of  51  patients  that  received  Pitocin  and 
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PREPARATIONS  of  Pitocin  usually  contain 
small  amounts  of  Pitressin.  Since  this  substance 
is  thought  to  be  responsible  for  some  of  the  unto- 
ward effects  of  Pituitrin,  there  has  been  reluctance 
on  the  part  of  many  obstetricians  to  use  Pitocin 
when  cyclopropane  was  being  administered.  Morris, 
Thornton,  and  Harris,15  in  1952,  studied  a series  of 
patients  in  whom  ergonovine,  Pituitrin,  and  Pitocin 
were  administered  while  they  were  anesthetized  with 
cyclopropane  for  delivery. 

Their  results  showed  a significantly  greater  per- 
centage of  cardiac  disturbances  following  the  admin- 
istration of  Pituitrin  than  following  the  use  of  Pito- 


were  given  Syntocinon. 


cin  during  cyclopropane  anesthesia.  They  suggested 
that  the  use  of  Pituitrin  should  be  avoided.  These 
workers  observed  cardiac  arrhythmias  of  ventricular 
origin  when  ergonovine,  Pitocin,  and  Pituitrin  were 
administered  during  cyclopropane  anesthesia.  How- 
ever, they  indicated  that  these  changes  were  not 
significantly  greater  than  were  found  in  a study  of 
cyclopropane  anesthesia  in  which  no  oxytocics  were 
administered. 

Although  allusions  to  the  danger  of  the  combina- 
tion of  Pitocin  and  cyclopropane  have  been  made6 
in  the  years  since  the  report  of  Morris  and  others,15 
only  one  report  has  appeared  in  the  literature14  in 
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which  deleterious  effects  are  described  following  the 
administration  of  Pitocin  to  a patient  who  had  re- 
ceived cyclopropane.  In  this  instance,  the  oxytocic 
was  administered  intravenously,  the  dose  used  was 
relatively  large,  and  from  the  protocol  presented,  the 
contribution  of  cyclopropane  to  the  fatal  result  is 
open  to  some  question. 

Recently  a synthetically  prepared  oxytocic,  Syn- 
tocinon,  with  oxytocic  properties  equivalent  to  Pito- 
cin has  been  introduced  clinically.1"5,  7>  8' 10"12  This 
compound  theoretically  should  produce  less  cardio- 
vascular changes  than  Pitocin  prepared  from  animal 
sources  that  is  known  to  contain  some  Pitressin  or 
vasopressin.  However,  some  vasopressor  activity  of 
the  synthetic  drug  has  been  shown  in  experimental 
animals,13  and  Francis  and  Francis10  suggested  that 
the  dmg  probably  possesses  slight  pressor  activity  in 
clinical  use.  Dillon  and  others7  measured  blood  pres- 
sure following  the  administration  of  Syntocinon  and 
observed  that  there  were  no  abnormal  levels  that 
could  be  separated  from  other  causes  of  hypertension. 

Mayes  and  Shearman16  found  that  2 to  5 units  of 
Syntocinon  injected  intravenously  in  patients  reduced 
the  blood  pressure  and  produced  depressed  or  in- 
verted T waves  in  the  electrocardiogram.  Feldman 
and  associates9  recently  reported  both  decreases  and 
increases  in  blood  pressure,  but  no  electrocardio- 
graphic abnormalities,  when  Syntocinon  was  admin- 
istered to  dogs  anesthetized  with  cyclopropane.  Berg- 
quist  and  Kaiser2  investigated  the  effects  of  Syn- 
tocinon administered  intravenously  in  conscious  pa- 
tients in  the  postpartum  period  and  observed  a brief 
fall  in  blood  pressure  followed  by  a small  increase 
in  it  5 minutes  after  injection.  Electrocardiographic 
changes  recorded  in  their  study  of  100  patients  were 
a decrease  in  the  height  of  the  T wave  with  inver- 
sion of  it  in  three  instances,  depression  of  the  S-T 
segment,  and  prolongation  of  the  Q-T  interval. 

In  an  attempt  further  to  confirm  the  work  of 
Morris,  Thornton,  and  Harris  with  Pitocin  and  to 
obtain  a comparison  of  the  effects  of  Syntocinon 
with  Pitocin  during  anesthesia,  the  present  study 
was  undertaken. 


Material  and  Methods 

Patients  were  chosen  at  random  in  the  delivery 
rooms  of  Parkland  Memorial  Hospital.  The  only  at- 
tempt at  selection  of  patients  was  an  effort  to  study 
as  many  as  possible  of  those  who  were  receiving 
Pitocin  or  Syntocinon  intravenously  for  stimulation 
or  induction  of  labor.  With  a direct- writing  electro- 
cardiograph, control  records  from  the  standard  limb 
leads  were  obtained  before  any  anesthetic  agents 
were  administered.  The  pattern  of  deflection  of  the 
stylus  was  observed  constantly  thereafter  and  records 


were  made  at  intervals  during  delivery  and  then  every 
minute  or  two  for  10  to  20  minutes  following  the 
administration  of  the  oxytocics.  Blood  pressures  were 
recorded  by  auscultatory  methods  by  the  person  ad- 
ministering the  anesthetic  agents. 

In  those  patients  receiving  inhalation  anesthesia, 
usually  only  nitrous  oxide  and  oxygen  in  a ratio  of 
3 liters  per  minute  of  nitrous  oxide  and  1.0  liter  per 
minute  of  oxygen  were  administered  intermittently 
during  uterine  contractions  before  delivery.  When 
ether  and/or  cyclopropane  were  used  before  delivery, 
they  usually  were  added  to  the  nitrous  oxide-oxygen 
mixture  when  delivery  of  the  presenting  part  was 
imminent  to  provide  additional  analgesia  for  episi- 
otomy  and/or  relaxation  for  application  of  forceps. 
Pontocaine,  0.2  per  cent  (4.0  mg.)  was  administered 
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intrathecally  as  a "saddle  block.’’  An  epidural  block 
with  Xylocaine,  1 per  cent,  was  used  in  3 patients 
and  pudendal  block  with  this  agent  in  2 patients. 
Pitocin  and  Syntocinon  were  administered  intramus- 
cularly in  doses  of  10  units  (1.0  ml.)  or  intraven- 
ously in  dilute  solution  with  10  units  of  oxytocic  to 
500  ml.  of  5 per  cent  dextrose  in  water.  The  electro- 
cardiograms obtained  were  analyzed  for  changes  in 
rate  and  rhythm  throughout  the  procedure  and  for 
changes  in  length  of  P-R  interval,  height  of  the 
T wave,  and  alterations  in  S-T  segment  in  lead  II 
approximately  5 minutes  and  10  minutes  after  ad- 
ministration of  the  oxytocic. 

Results 

The  anesthetic  agents  and  combinations  of  them 
that  were  used  in  the  125  patients  studied  are  shown 
in  table  1,  along  with  the  oxytocics  employed  and 
the  route  by  which  they  were  administered.  Approxi- 
mately one-half  of  the  patients  received  only  nitrous 
oxide  analgesia,  and  slightly  less  than  one-third  were 
anesthetized  with  cyclopropane  or  cyclopropane  with 
nitrous  oxide.  It  was  contemplated  that  the  13  pa- 
tients in  whom  regional  analgesia  with  Pontocaine  or 
Xylocaine  was  used  would  serve  as  controls  for  the 
patients  receiving  inhalation  anesthesia. 
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Fifty-one  patients  received  Pitocin,  70  received 
Syntocinon,  and  4 patients  received  both  oxytocics, 
an  infusion  of  dilute  solution  of  Pitocin  being  ad- 
ministered some  time  after  Syntocinon  had  been  giv- 
en intramuscularly  because  of  unsatisfactory  uterine 
contraction  following  the  first  oxytocic.  The  greatest 
number  of  deliveries  were  spontaneous,  but  14  de- 
liveries with  forceps  and  2 cesarean  sections  were 
included  in  the  group.  In  the  majority  of  the  spon- 
taneous deliveries,  the  anesthetic  consisted  of  only 
nitrous  oxide  and  oxygen  administered  intermittently 
with  contractions,  continuously  during  delivery,  and 
then  discontinued  at  the  time  the  oxytocic  was  given 
or  even  before  this  time  in  some  cases. 

Electrocardiographic  abnormalities  following  the 
administration  of  Pitocin  were  much  less  frequent 
than  anticipated;  only  5 of  the  51  patients  in  this 


Table  1. — Anesthetics  and  Oxytocics  Used  in  125  Patients. 


r — Pitocin 

r — Syntocinon — ^ 

Anesthetic 

IM 

IM 

Agents 

IM 

IV 

IV 

IM 

IV  IV 

Total 

Nitrous  oxide 

15 

2 

2 

35 

1 1 

56 

Cyclo  & N20-cydo 

11 

4 

2 

20 

1 

38 

NoO-cyclo-ether 

2 

2 

4 

8 

N-O-ether 

3 

3 

6 

Pontocaine 

3 

2 

3 

8 

Xylocaine 

1 

1 

1 

2 

5 

Nitrous  oxide 

X 

(x) 

1 

N20-cyclo-ether 

X 

(x) 

3 

Total 

35 

15 

5 

67 

1 2 

125 

group  were  found  to  have  changes.  As  can  be  seen 
from  the  top  portion  of  table  2,  these  alterations 
were  of  supraventricular  location  in  all  instances.  A 
particular  change  is  counted  only  once  in  a patient, 
regardless  of  how  many  times  it  occurs,  but  since 
some  patients  had  more  than  one  change,  the  total 
number  shown  is  greater  than  the  number  of  pa- 
tients having  the  changes.  In  2 instances  where 

Table  2. — Electrocardiographic  Changes  Following  the 
Administration  of  Oxytocics. 

Anesthetic  No.  t Type  of  Changef  \ 


Agents  Patients*  SAPC  AVB  AYR  AVPC  VPC 


Pitocin 

Cyclopropane 

1 

1 

1 

NoO-cyclo-ether 

2 

1 

1 

2 

Pontocaine 

2 

1 

1 

Syntocinon 

Nitrous  oxide 

2 

1 

2 

Cyclo  & NsO-cyclo 

7 

1 

4 

1 

1 

N20-cyclo-ether 

3 

3 

’Number  of  patients  having  changes. 
fSAPC — auricular  premature  contraction,  AVB — auric- 
uloventricular  block,  AVR — auriculoventricular  rhythm, 
AVPC — auriculoventricular  premature  contraction,  VPC — 
ventricular  premature  contraction. 


changes  in  rhythm  occurred,  1 with  nitrous  oxide- 
cyclopropane-ether,  and  1 with  Pontocaine,  the  Pito- 
cin was  administered  as  an  intravenous  infusion, 
and  in  the  others  the  drug  was  given  intramuscularly. 

Following  the  administration  of  Syntocinon  (low- 
er portion  of  table  2),  electrocardiographic  changes 
occurred  in  12  patients,  each  of  whom  received  in- 
halation anesthetics.  Shortening  of  the  P-R  interval 
to  less  than  0.12  of  a second  or  complete  disappear- 
ance of  the  P wave  indicating  that  the  pacemaker 
was  in  the  atrioventricular  node,  designated  as  A-V 
nodal  rhythm  ( AVR ) , was  the  most  frequent  change 
in  this  group.  A single  ventricular  premature  con- 
traction appeared  on  2 occasions  in  1 patient  who 
was  anesthetized  with  nitrous  oxide  and  cyclopro- 
pane. Other  changes  of  supraventricular  origin  were 
present  as  indicated  in  the  table.  All  of  the  changes 
that  occurred  were  following  the  intramuscular  ad- 
ministration of  the  drug.  The  changes  in  cardiac 
rhythm  observed  following  administration  of  the 
oxytocics  were  transitory;  they  appeared  at  intervals 
varying  from  1 to  35  minutes  after  the  drugs  had 
been  given,  and  the  condition  of  the  patients  was 
unchanged  clinically.  No  definite  relationship  of  the 
time  of  administration  of  the  oxytocic  to  appearance 
of  the  arrhythmia  could  be  determined. 

In  the  4 patients  that  received  both  Syntocinon 
and  Pitocin,  A-V  nodal  rhythm  appeared  in  2 that 
were  anesthetized  with  nitrous  oxide-cyclopropane- 
ether  mixtures.  In  1 patient,  the  change  occurred 
following  the  administration  of  Syntocinon,  but  re- 
verted to  sinus  rhythm  when  the  infusion  of  Pitocin 
was  started.  In  the  second  instance,  the  change  in 
pacemaker  occurred  7 minutes  after  the  infusion  of 
Pitocin  had  been  started  and  continued  for  the  re- 
maining 10  minutes  of  the  recording. 

In  each  group,  there  were  patients  in  whom  some 
transient  electrocardiographic  abberation  occurred 
after  the  anesthetic  was  started,  but  prior  to  the 
administration  of  the  oxytocic.  Such  changes  occurred 
with  each  of  the  anesthetics  used,  except  Xylocaine 
as  employed  for  pudendal  block.  However,  the  num- 
ber of  patients  having  these  changes  (only  11)  was 
much  less  than  had  been  expected  on  the  basis  of 
previous  experience.  Electrocardiographic  alterations 
were  present  in  a few  cases  at  the  time  the  oxytocic 
was  given,  or  changes  that  had  been  present  before 
the  drug  was  injected  reappeared  after  its  adminis- 
tration. On  these  occasions  it  was  not  possible  to 
determine  whether  the  change  was  due  to  the  effect 
of  the  anesthetic  or  the  oxytocic,  and  these  changes, 
which  occurred  in  8 patients  (3  Pitocin,  5 Syn- 
tocinon), were  not  tabulated  with  those  which  oc- 
curred only  after  the  administration  of  the  oxytocics. 

Changes  in  P-R  Interval. — The  duration  of  the 
P-R  interval  at  approximately  5 and  10  minutes 
after  the  administration  of  the  oxytocic  was  com- 
pared to  the  duration  of  it  in  the  control  record  to 
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estimate  whether  or  not  the  oxytocic  altered  the 
conduction  time  of  the  impulse  through  the  auricle 
and  A-V  node.  Table  3 shows  the  data  for  Pitocin 
with  the  various  anesthetic  agents,  tabulated  as  to 
whether  the  interval  was  shorter  than,  equal  to,  or 
longer  than  the  control  figure.  In  the  patients  that 
received  nitrous  oxide  analgesia  only,  the  interval 
tended  to  be  longer  than  the  control  at  both  5 and 
10  minutes.  With  cyclopropane  or  nitrous  oxide- 
cyclopropane,  the  duration  of  the  P-R  interval  at  5 

Table  3. — Changes  in  P-R  Interval  Following  the 
Administration  of  Pitocin. 

Anesthetic  , 5 minutes , , 10  minutes , 


Agents  Shorter  Equal  Longer  Shorter  Equal  Longer 


N itrous  oxide 

5t 

5 

9 

5 

5 

9 

Cyclo  & N20-cyclo* 

7 

3 

5 

5 

5 

5 

NsO-cyclo-etherf 

1 

1 

1 

1 

1 

1 

NaO-ether 

1 

1 

1 

2 

1 

Pontocaine 

3 

2 

4 

1 

Xylocaine 

1 

2 

1 

2 

No  control  record  before  oxytocic  added — *2  patients, 
+1  patient. 

JNumber  of  patients. 


minutes  after  the  injection  was  less  than  the  control 
in  almost  one-half  of  the  patients.  But  at  10  minutes, 
one-third  of  the  patients  were  in  each  group. 

When  Syntocinon  was  the  oxytocic  (table  4),  the 
changes  in  P-R  interval  in  the  patients  that  received 
nitrous  oxide  analgesia  were  in  the  same  direction 
as  in  the  case  of  Pitocin,  that  is,  longer  duration. 
With  cyclopropane  or  nitrous  oxide-cyclopropane 
anesthesia,  the  data  at  both  5 and  10  minutes  after 
administration  of  the  oxytocic  indicate  a shortening 
of  the  P-R  interval  in  a majority  of  the  patients.  The 

Table  4. — Changes  in  P-R  Interval  Following  the 
Administration  of  Syntocinon. 

Anesthetic  , 5 minutes , , 10  minutes , 


Agents  Shorter  Equal  Longer  Shorter  Equal  Longer 


Nitrous  oxide 

6* 

14 

17 

5 11 

21 

Cyclo  & NaO-cyclo 

11 

7 

3 

11  8 

2 

NaO-cyclo-ether 

1 

2 

1 

3 

1 

N20-ether 

1 

1 

1 

1 1 

1 

Pontocaine 

2 

1 

2 

1 

Xylocaine 

1 

1 

1 

5 

* Number  of  patients. 

number  of  patients  in 

which 

the  other  agents 

were 

used  did  not  warrant  drawing  valid  conclusions  about 
the  changes.  The  changes  observed  with  each  oxy- 
tocic were  minimal,  and  the  P-R  interval  only  oc- 
casionally was  increased  to  more  than  0.20  of  a 
second. 

T wave. — Changes  in  the  amplitude  of  the  T wave 
in  lead  II  following  the  administration  of  Pitocin  as 
related  to  the  amplitude  in  the  control  record  are 
shown  in  table  5.  In  those  patients  who  received 
nitrous  oxide,  cyclopropane,  and  cyclopropane  with 


nitrous  oxide,  the  T wave  was  taller  than  that  of 
the  control  in  one-half  to  two-thirds  of  the  patients 
at  the  5 minute  and  10  minute  periods.  Following 
the  administration  of  Syntocinon  (table  6),  the 
changes  in  the  T wave  when  only  nitrous  oxide  had 
been  administered  generally  were  much  the  same 
as  those  with  Pitocin,  and  at  the  10  minute  interval, 
the  percentages  were  approximately  the  same  with 
each  oxytocic.  With  cyclopropane  and  nitrous  oxide- 
cyclopropane,  a little  more  than  one-half  of  the  pa- 
tients had  no  change  5 minutes  after  Syntocinon  had 
been  given,  but  at  10  minutes  nearly  50  per  cent  of 
the  patients  showed  an  increase  in  the  amplitude  of 
the  T wave.  It  also  should  be  noted  in  this  instance 
that  there  was  an  increase  in  T wave  amplitude  for 

Table  5. — Change  in  T Wave  Following  the 
Administration  of  Pitocin. 

Anesthetic  f 5 minutes N f 10  minutes N 


Agents  Lower  Equal  Taller  Lower  Equal  Taller 


Nitrous  oxide 

2t 

6 

11 

4 

3 

12 

Cyclo  & NaO-cyclo* 

3 

2 

10 

3 

3 

9 

NzO-cyclo-etherf 

2 

1 

2 

1 

NaO-ether 

2 

1 

3 

Pontocaine 

4 

1 

3 

1 

1 

Xylocaine 

3 

3 

No  control  record  before  oxytocic  added — *2  patients, 
fl  patient. 

^Number  of  patients. 


more  patients  at  the  5 minute  period  than  at  the  10 
minute  one.  Although  conclusions  regarding  the  ef- 
fects during  the  other  agents  are  not  possible  with 
the  amount  of  data  obtained,  when  Pitocin  was  ad- 
ministered to  the  patients  that  had  received  Ponto- 
caine,  there  was  a trend  toward  a lowering  of  the 
T wave  at  each  period  surveyed. 

S-T  segment. — The  alterations  in  the  S-T  segment 
in  lead  II,  or  actually  the  junction  or  J point  in  the 
parlance  of  the  cardiologist,  were  minimal.  In  the 
majority  of  the  patients  that  received  Pitocin,  this 
measurement  was  unchanged  from  the  preanesthetic 
recording.  When  Syntocinon  was  the  oxytocic,  the 
changes  were  the  same  as  with  Pitocin  except  in 
the  nitrous  oxide-oxygen  group  where  there  were  a 
greater  number  of  patients  showing  some  elevation 
of  the  S-T  segment  10  minutes  after  administra- 
tion of  the  oxytocic.  During  the  administration  of 


Table  6. — Changes  in  T Wave  Following  the 
Administration  of  Syntocinon. 


Anesthetic 

Agents 

, 5 

Lower 

minute 

Equal 

:s N 

Taller 

, 10 

Lower 

minut 

Equal 

es 

Taller 

Nitrous  oxide 

ii* 

5 

21 

9 

6 

22 

Cyclo  & NaO-cyclo 

4 

11 

6 

6 

5 

10 

NsO-cyclo-ether 

2 

1 

1 

2 

2 

NsO-ether 

1 

2 

2 

1 

Pontocaine 

2 

1 

1 

2 

Xylocaine 

1 

1 

1 

1 

* Number  of  patients. 
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the  other  anesthetic  agents,  a few  patients  had  de- 
pression of  the  S-T  segment  and  another  small  num- 
ber had  some  elevation  of  it.  With  each  anesthetic 
or  combination  used,  however,  most  of  the  patients 
demonstrated  little  deviation  from  the  control  level. 
The  alterations  in  all  instances  were  slight  (less  than 

2 mm.  in  either  direction)  and  not  indicative  of 
myocardial  ischemia. 

Blood  Pressure. — In  those  patients  in  whom  a sat- 
isfactory number  of  recordings  were  obtained,  there 
were  no  striking  alterations  in  the  blood  pressure. 
There  were  a few  instances  in  which  either  increases 
or  decreases  of  10  to  20  mm.  of  mercury  in  both 
systolic  and  diastolic  pressure  occurred,  but  these 
could  not  be  related  to  the  administration  of  the 
oxytocic. 

Induction  of  Labor. — It  was  felt  that  patients  re- 
ceiving the  oxytocics  intravenously  before  anesthesia 
was  started  possibly  would  show  more  marked 
changes  than  those  who  received  the  agents  in  the 
usual  order.  Six  patients  receiving  a dilute  solution 
of  Pitocin  intravenously  for  induction  of  labor  were 
studied.  Two  of  these  received  cyclopropane  anes- 
thesia at  the  time  of  delivery,  1 was  anesthetized 
with  nitrous  oxide-ether-cyclopropane,  and  1 each 
of  the  others  received  nitrous  oxide-oxygen,  Ponto- 
caine,  and  Xylocaine.  The  patient  anesthetized  with 
the  nitrous  oxide-ether-cyclopropane  mixture  had 
occasional  auricular  and  A-V  nodal  premature  con- 
tractions 22  minutes  after  the  start  of  the  anesthetic. 
The  patient  who  had  spinal  anesthesia  developed 
A-V  block  just  at  the  end  of  the  procedure. 

No  changes  in  cardiac  rhythm  were  observed  in 

3 patients.  In  the  remaining  one,  ventricular  prema- 
ture contractions  present  prior  to  anesthesia  disap- 
peared during  the  induction  of  anesthesia  with  cyclo- 
propane, but  reappeared  when  the  cyclopropane  con- 
centration was  reduced  just  before  delivery  of  the 
infant.  At  the  conclusion  of  the  procedure,  at  which 
time  the  patient  was  awake,  the  premature  ventricu- 
lar contractions  were  slightly  more  frequent  than 
antepartum.  Two  days  later,  the  electrocardiographic 
pattern  was  the  same  as  noted  during  the  prenatal 
period.  Although  the  record  from  this  patient  shows 
a change  in  the  P-R  interval  and  displacement  of 
the  pacemaker,  the  T waves  and  S-T  segments  re- 
mained unchanged.  In  the  other  patients  that  were 
given  Pitocin  intravenously,  there  were  some  slight 
changes  in  the  P-R  interval  and  in  the  height  of  the 
T waves  but  no  other  changes. 

Discussion 

This  investigation  was  designed  primarily  to  study 
the  effects  of  the  oxytocics  as  they  are  used  clinically 


during  the  administration  of  the  commonly  used 
anesthetics.  Particular  emphasis  was  directed  toward 
cyclopropane  since  the  use  of  Pitocin  in  the  presence 
of  this  agent  has  been  subject  to  so  much  discussion. 
Other  agents  were  included  for  comparative  purposes 
as  well  as  for  evaluation  with  the  new  oxytocic. 
There  were  fewer  changes  of  cardiac  rhythm  in  the 
patients  of  the  present  study  that  were  given  Pitocin 
than  were  observed  by  Morris,  Thornton,  and  Har- 
ris.15 Some  of  this  difference  may  be  due  to  the  use 
of  nitrous  oxide  with  the  cyclopropane  in  most  of 
the  patients  of  the  present  series,  which  would  tend 
to  reduce  the  concentration  of  cyclopropane  in  the 
mixture  and  keep  the  level  of  anesthesia  lighter. 
Although  the  changes  of  cardiac  rhythm  that  were 
found  following  the  administration  of  Syntocinon 
during  cyclopropane  anesthesia  were  somewhat  more 
frequent  than  those  that  occurred  after  the  use  of 
Pitocin,  they  were  principally  of  supraventricular 
origin  and  were  not  considered  to  be  serious. 

The  changes  in  the  P-R  interval  and  the  S-T  seg- 
ment or  junction  are  probably  of  academic  interest 
more  than  of  clinical  significance.  The  variations  for 
the  most  part  were  small  and  transient  and  repre- 
sent negative  results  more  than  positive  ones. 

The  changes  in  the  T wave  found  in  the  present 
study  when  Syntocinon  was  used  are  of  some  interest 
in  view  of  the  findings  of  Mayes  and  Shearman16 
and  Bergquist  and  Kaiser2  with  this  drug.  When 
cyclopropane  or  cyclopropane  with  nitrous  oxide  was 
used,  it  might  be  postulated  that  the  increased 
amount  of  oxygen  in  the  inspired  atmosphere  could 
account  for  the  T wave  usually  remaining  equal  to 
the  control  figure  or  being  increased  over  that  value. 
In  the  patients  who  had  only  nitrous  oxide  analgesia, 
however,  the  anesthetic  mixture  usually  had  been 
stopped  at  or  before  the  time  of  injection  of  the 
oxytocic,  and  the  patient  was  allowed  to  breathe 
room  air.  Thus,  by  the  time  the  10  minute  record 
was  taken,  the  patient  had  received  no  supplemental 
oxygen  for  several  minutes,  and  yet,  the  T waves 
were  equal  to  or  higher  than  the  control  value  in  28 
of  the  37  patients  (75  per  cent)  of  the  group.  The 
9 patients  (25  per  cent)  in  whom  the  T waves 
were  lower  than  the  preanesthetic  value  is  approxi- 
mately the  same,  on  a percentage  basis,  as  was  found 
by  Bergquist  and  Kaiser  following  intravenous  ad- 
ministration of  Syntocinon.  It  is  only  slightly  greater 
than  was  noted  following  the  use  of  Pitocin  (21  per 
cent)  in  the  present  study.  Among  the  patients  in 
whom  the  amplitude  of  the  T wave  was  diminished, 
there  were  some  in  whom  it  was  noted  to  be  iso- 
electric after  the  injection  of  the  oxytocic,  but  there 
were  none  in  which  the  T waves  became  inverted. 

The  data  here  are  not  strictly  comparable  to  the 
work  of  Mayes  and  Shearman  or  Bergquist  and 
Kaiser  since  their  observations  were  made  following 
the  intravenous  administration  of  the  drug.  Another 
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factor  which  may  be  partially  responsible  for  the 
alterations  in  the  T wave  observed  in  this  study, 
and  which  may  account  for  the  difference  from  the 
results  of  other  investigators,  is  the  shift  in  the  axis 
of  the  heart.  This  may  occur,  first,  with  changes  in 
position  of  the  patient  and,  second,  following  the 
emptying  of  the  uterus  which  would  permit  a greater 
excursion  of  the  diaphragm.  A number  of  the  con- 
trol records  in  this  study  were  obtained  with  the 
patients  supine,  either  in  the  labor  room  bed  or  on 
the  delivery  table,  whereas  the  electrocardiograms 
made  following  the  administration  of  the  oxytocics 
usually  were  made  with  the  patient  in  the  lithotomy 
position.  Since  notation  of  the  position  of  the  mother 
at  the  various  periods  was  not  made  when  the  records 
were  taken,  the  change  which  this  may  have  pro- 
duced cannot  be  stated. 

A survey  of  the  anesthetic  records  from  the  deliv- 
ery suite  at  Parkland  Memorial  Hospital  for  the 
period  covering  the  major  portion  of  this  study  re- 
vealed that  more  than  100  additional  patients  during 
this  time  received  Pitocin  or  Syntocinon  during  the 
administration  of  cyclopropane,  alone  or  with  nitrous 
oxide,  without  untoward  effect.  It  is  possible  that 
this  combination  is  used  more  frequently  in  other 
hospitals  than  generally  has  been  appreciated.  From 
our  data,  we  can  find  no  reason  why  these  oxytocics 
should  not  be  employed  during  cyclopropane  anes- 
thesia if  so  desired  by  the  obstetrician. 

Summary 

Electrocardiographic  changes  following  the  admin- 
istration of  Pitocin  and  Syntocinon  in  the  third  stage 
of  labor,  and  Pitocin  in  dilute  solution  during  labor 
and  delivery  have  been  studied  in  125  patients. 

Transient  changes  in  cardiac  ryhthm,  principally 
of  supraventricular  locus,  were  observed  in  5 of  51 
patients  that  received  Pitocin  and  12  of  70  that  were 
given  Syntocinon.  The  P-R  interval  tended  to  be 
increased  in  duration  when  nitrous  oxide  analgesia 
was  used,  and  decreased  when  cyclopropane,  alone 
or  with  nitrous  oxide,  was  the  anesthetic.  Changes 
in  the  S-T  segment  were  minimal,  and  in  the  major- 
ity of  the  patients  it  remained  unchanged  from  the 
control  value.  The  T wave,  in  general,  tended  to 


remain  unchanged  or  become  elevated  following  the 
administration  of  the  oxytocics  when  the  inhalation 
anesthetics  were  used. 

The  changes  noted  were  minimal  ones  and  were 
not  accompanied  by  any  discernible  change  in  the 
clinical  condition  of  the  patients. 

No  contraindication  to  the  use  of  Pitocin  or  Syn- 
tocinon during  cyclopropane  anesthesia  could  be 
found  in  the  data  obtained. 

The  assistance  of  Mr.  John  Berry  and  Miss  Vivian 
Meinecke,  R.N.,  in  collection  and  preparation  of  the  data 
is  gratefully  acknowledged. 
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'Ar  Coming  Meetings 


Texas  Medical  Association,  Fort  Worth,  April  9-12,  I960.  Dr. 
F.  W.  Yeager,  Corpus  Christi,  Pres.;  Mr.  C.  Lincoln  Williston, 
1801  North  Lamar  Blvd.,  Austin,  Exec.  Secy. 

American  Medical  Association,  Miami  Beach,  June  13-17,  I960. 
Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blasingame, 
535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


April 

American  Academy  of  Pediatrics,  Atlantic  City,  April  20-22,  I960. 
Dr.  William  W.  Belford,  San  Diego,  Calif.,  Pres.;  Dr.  E.  H. 
Christopherson,  1801  Hinman  Ave.,  Evanston,  111.,  Executive  Di- 
rector. 

American  College  of  Obstetricians  and  Gynecologists,  Cincinnati, 
April  3-6,  I960.  Dr.  John  I.  Brewer,  Chicago,  Pres.;  Mr.  Donald 
F.  Richardson,  P.  O.  Box  749,  Chicago  90,  Executive  Secy. 
American  College  of  Physicians,  San  Francisco,  April  4-8,  I960.  Dr. 
Floward  P.  Lewis,  Portland,  Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200 
Pine,  Philadelphia  4,  Secy. 

American  Dermatological  Association,  Boca  Raton,  April  8-12,  I960. 
Dr.  Marion  B.  Sulzberger,  New  York,  Pres.;  Dr.  Wiley  M.  Sams. 
308  Ingraham  Bldg.,  Miami  32,  Secy. 

American  Proctologic  Society,  Houston,  April  25-27,  I960.  Dr. 
H.  R.  Reichman,  Salt  Lake  City,  Pres.;  Dr.  Norman  D.  Nigro, 
10  Peterboro,  Detroit  1,  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 
Southwest  Allergy  Forum,  Oklahoma  City,  April  2-5,  I960.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn, 
Suite  104,  Lister  Medical  Building,  430  Northwest  Twelfth  St., 
Oklahoma  City,  Secy. 

United  States-Mexico  Border  Public  Health  Association,  Hermosillo, 
Sonora,  Mex.,  April  4-8,  I960.  Mr.  Frank  J.  Von  Zuben,  Jr., 
Austin,  Pres.;  Dr.  Jorge  Roman,  243  United  States  Court  House, 
El  Paso,  Secy. 

Texas  Air-Medics  Association,  Fort  Worth,  April  9-11,  1960.  Dr. 
W.  W.  Sumner,  Fort  Worth,  Pres.;  Dr.  C.  F.  Miller,  P.  O.  Box 
1338,  Waco,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Fort  Worth,  April 

10,  I960.  Dr.  Fred  K.  Laurentz,  Houston,  Pres.;  Dr.  B.  M. 
Primer,  2708  Rio  Grande,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Fort  Worth, 
April  10,  I960.  Dr.  L.  M.  Shefts,  San  Antonio,  Pres.;  Dr.  John 
W.  Middleton,  900  Strand,  Galveston,  Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Fort  Worth,  April 

11,  I960.  Dr.  J.  T Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kelton, 
108  West  30th,  Austin,  Secy. 

Texas  Dermatological  Society,  Fort  Worth,  April  11,  I960.  Dr.  Ed- 
mund N.  Walsh,  Fort  Worth,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy. 

Texas  Diabetes  Association,  Fort  Worth,  April  10,  I960.  Dr.  Ralph 
Greenlee,  Midland,  Pres.;  Dr.  Warren  W.  Moorman,  901  W. 
Leuda,  Fort  Worth,  Secy. 

Texas  Industrial  Medical  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Max  E.  Johnson,  San  Antonio,  Pres.;  Dr.  J.  G.  Burdick, 
P.  O.  Box  472,  Pasadena,  Secy. 

Texas  Neuropsychiatric  Association,  Fort  Worth,  April  10,  I960. 
Dr.  Hamilton  Ford,  Galveston,  Pres.;  Dr.  E.  Ivan  Bruce,  1014 
Strand,  Galveston,  Secy. 

Texas  Ophthalmological  Association,  Fort  Worth,  April  11-12,  I960. 
Dr.  Max  Baldridge,  Texarkana,  Pres.;  Dr.  James  H.  Scruggs,  2223 
Austin  Ave.,  Waco,  Secy. 

Texas  Orthopedic  Association,  Fort  Worth,  April  11,  I960.  Dr. 
David  M.  Cameron,  El  Paso,  Pres.;  Dr.  Margaret  Watkins,  3503 
Fairmount,  Dallas,  Secy. 


Texas  Otolaryngological  Association,  Fort  Worth,  April  11,  I960. 
Dr.  Herbert  H.  Harris,  Houston,  Pres.;  Dr.  Louis  E.  Adin,  3707 
Gaston,  Dallas,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Fort  Worth, 
April  10,  I960.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Society  of  Anesthesiologists,  Fort  Worth,  April  10,  I960.  Dr. 
David  O.  Johnson,  Austin,  Pres.;  Dr.  M.  T.  Jenkins,  Parkland 
Hospital,  Dallas,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Fort  Worth,  April  9, 
I960.  Dr.  W.  Harry  Ledbetter,  Wichita  Falls,  Pres.;  Dr.  Jack 
Brannon,  2715  Fannin,  Houston,  Secy. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Fort  Worth, 
April  10,  I960.  Dr.  Marcel  Patterson,  Galveston,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Scott  and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Pathologists,  Inc.,  Fort  Worth,  April  11,  I960. 
Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A.  Stem- 
bridge,  Parkland  Hospital,  Dallas,  Secy. 

Texas  Society  of  Plastic  Surgeons,  Fort  Worth,  April  9,  1960.  Dr. 
Willard  Schuessler,  El  Paso,  Pres.;  Dr.  Raymond  Brauer,  6615 
Travis,  Houston,  Secy. 

Texas  Society  on  Aging,  Fort  Worth,  April  13,  I960.  Dr.  Ernest  W. 
Keil,  Temple,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Fort  Worth,  April  3-5,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Fort  Worth,  April  10,  I960.  Dr. 
W.  D.  Marrs,  Fort  Worth,  Pres.;  Dr.  W.  E.  Crump,  1300  8th 
St.,  Wichita  Falls,  Secy. 

Third  District  Society,  Lubbock,  April  2,  I960.  Dr.  Grady  M. 
Wallace,  Lubbock,  Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth, 
Amarillo,  Secy. 

Seventh  District  Society,  April,  I960.  Dr.  Robert  N.  Snider,  Austin, 
Pres.;  Dr.  Richard  Lucas,  502  W.  13,  Austin,  Secy. 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas,  April  8-9,  I960.  Henry  B.  Hardt,  Ph.D., 
Fort  Worth,  Pres.;  Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State 
Office  Bldg.,  201  E.  14th  St. 


May 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  11- 
13,  I960.  Dr.  William  E.  Adams,  Chicago,  Pres.;  Dr.  Hiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons,  Dearborn,  Mich., 
May  11-13,  I960.  Dr.  Reed  M.  Nesbitt,  Ann  Arbor,  Mich.,  Pres.; 
Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Plastic  Surgeons,  Milwaukee,  May  17-20, 
1960.  Dr.  Lyndon  A.  Peer,  New  Jersey,  Pres.;  Dr.  Thomas  D. 
Cronin,  6615  Travis  St.,  Houston  25,  Secy. 

American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 
I960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Marchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C.,  Secy. 
American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19,  Secy. 

American  Orthopaedic  Association,  Hot  Springs,  Va.,  May  30-June 
2,  1960.  Dr.  John  Royal  Moore,  Philadelphia,  Pres.;  Dr.  Lee 
Ramsay  Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St.,  N.W.,  Washington  8.  D.  C., 
Secy. 

American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13, 
I960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Urological  Association,  Chicago,  May  16-19,  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C„  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
International  College  of  Surgeons,  U.  S.  Chapter,  Rome,  Italy,  May 
15-18,  1960.  Dr.  Henry  Meyerding,  Rochester,  Minn.,  Pres.;  Dr. 
Ross  T.  Mclntire,  1516  Lake  Shore  Dr.,  Chicago,  Executive  Di- 
rector. 

National  Tuberculosis  Association,  Los  Angeles,  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mrs.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  May  4,  I960.  Dr. 
David  A.  Todd,  San  Antonio,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3,  Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 
Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Director. 

Fourth  District  Society,  San  Angelo,  May  7,  I960.  Dr.  S.  Braswell 
Locker,  Brownwood,  Pres.;  Dr.  J.  G.  Bodenhamer,  Mason,  Secy. 
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National  and  Regional 

American  Academy  of  Allergy,  Washington,  D.  C.  Dr.  Bram  Rose, 
Montreal,  Canada,  Pres.;  Dr.  Joseph  Noah,  100  N.  Euclid  Ave., 
St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  General  Pr  act  ice.  Miami,  April  17-20,  1961. 
Dr.  John  G.  Walsh,  Sacramento,  Calif.,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  College  of  Allergists,  Dallas,  March  12-17,  1961.  Dr. 
Giles  A.  Koelsche,  Rochester,  Minn.,  Pres.;  Mr.  Eloi  Bauers,  2160 
Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
On.  9-14,  I960.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C., 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 
American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19,  Secy. 

American  College  of  Chest  Physicians,  Miami  Beach,  Fla.,  June  8-12, 
I960.  Dr.  Seymour  M.  Farber,  San  Francisco,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11.  Executive  Director. 
American  College  of  Gastroenterology,  Philadelphia,  On.  23-29, 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Radiology,  Atlantic  City,  Sept.  30-Oct.  1,  I960. 
Dr.  Earl  E.  Barth,  Chicago,  Pres.;  Mr.  W.  C.  Stronach,  20  N. 
Wacker  Dr.,  Chicago  6,  Executive  Director. 

American  College  of  Surgeons,  San  Francisco,  Oct.  10-14,  I960.  Dr. 
Owen  H.  Wangensteen,  Minneapolis,  Pres.;  Dr.  William  E. 
Adams,  950  E.  59th  St.,  Chicago,  Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington, D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago  2, 
Executive  Secy. 

American  Gastroenterological  Association.  Dr.  H.  Marvin  Pollard, 
Ann  Arbor,  Pres.;  Dr.  Wade  Volwiler,  University  of  Washington 
School  of  Medicine,  Seattle  5,  Secy. 

American  Heart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland.  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E,  Division  Street,  Chicago,  Executive  Director. 
American  Laryngological,  Rhinological,  and  Otological  Society.  Dr. 
Theodore  E.  Walsh,  St.  Louis,  Pres.;  Dr.  C.  S.  Nash,  708  Medical 
Arts  Bldg.,  Rochester,  N.  Y.,  Secy. 

American  Neurological  Association,  Boston,  June  13-15,  I960.  Dr. 
Derek  Denny-Brown,  Boston,  Pres.;  Dr.  Melvin  D.  Yahr,  New 
York  Neurological  Institute,  710  W.  168th  Street,  New  York  32, 
Secy. 

American  Public  Health  Association,  San  Francisco,  Oct.  31 -Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24-Oct.  2, 
I960.  Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells, 
445  Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 

Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

Radiological  Society  of  North  America,  Cincinnati,  Ohio,  Dec.  4-9, 
I960.  Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S. 
Childs,  713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

South  Central  Association  of  Blood  Banks.  Dr.  John  B.  Alsever, 
Phoenix,  Pres.;  L.  Ruth  Guy,  Ph.D.,  Room  1101,  Stoneleigh 
Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  St.  Louis,  Oct.  31-Nov.  3,  I960.  Dr. 
Edwin  H.  Lawson,  New  Orleans,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 

Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4, 
I960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Oct.  23,  I960. 
Dr.  Robb  Rutledge,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
Westchester  House,  Fort  Worth,  Secy. 


Southwestern  Medical  Association,  El  Paso,  Oct.  20-22,  I960. 

Dr.  R.  L.  Deter,  El  Paso,  Pres.;  Dr.  Merle  Thomas,  1501  Ari- 
zona Building,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio.  Dr.  Peter 
E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711 
Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Fort  Smith,  Ark.  Dr.  Fred  H.  Krock, 
Fort  Smith,  Ark.,  Pres.;  Mary  O’Leary,  813  Medical  Arts  Bldg., 
Oklahoma  City,  Exec.  Secy. 

Tri-State  Medical  Assembly,  Louisiana,  Sept.  14-15,  I960.  Dr.  R.  B. 
Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport,  Secy. 


State 


Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 

Texas  Academy  of  General  Practice,  Dallas,  Oct.  3-5,  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine.  Dr.  Merton  M.  Minter,  San 
Antonio,  Pres.;  Dr.  Hugo  T.  Engelhardt,  1216  Main,  Houston, 
Secy.  Meetings  restricted  to  members. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  W,  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building.  Dallas  1, 
Secy. 

Texas  Heart  Association.  Dr.  Robert  E.  Leslie,  El  Campo,  Pres.;  Mr. 
Ernest  T.  Guy,  404  Jesse  H.  Jones  Library  Building,  Houston  25, 
Executive  Director. 

Texas  Pediatric  Society,  October,  I960,  Dallas.  Dr.  Byron  York, 
Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris,  Secy. 
Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Fort  Worth,  March  5-8,  1961. 
Mrs.  Maggie  Belle  Davis,  Corpus  Christi,  Pres.;  Mr.  Joseph  N. 
Murphy,  Jr.,  Box  4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 
Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9,  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  Antonio, 
Dec.  2-3,  I960.  Dr.  Lyle  J.  Logue,  Houston,  Pres.;  Dr.  Oliver 
Suehs,  14  Medical  Arts  Square,  Austin,  Secy. 

Texas  Tuberculosis  Association,  Corpus  Christi,  March  16-18,  1961. 
Dr.  J.  Edward  Johnson,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box 
6158,  Austin  21,  Executive  Director. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas,  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St., 
Wichita  Falls,  Secy. 


District 


First  District  Society.  Dr.  Russell  Holt,  El  Paso,  Pres.;  Dr.  Gordon 
L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  District  Society,  Snyder,  1961.  Dr.  M.  J.  Loring,  Midland, 
Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9,  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Eighth  District  Society,  Corpus  Christi,  July  8-9,  I960.  Dr.  M. 
Warren  Hardwick,  Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346, 
Victoria,  Secy. 

Ninth  District  Society,  Bellville,  Spring,  1961.  Dr.  Irving  M.  Wat- 
son, Jr.,  Conroe;  Dr.  William  E.  Sharp,  721  E.  Texas,  Baytown, 
Secy. 

Tenth  District  Society,  September,  I960.  Dr.  J.  W.  McCall,  Jr., 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Eleventh  District  Society.  Dr.  Ben  Wilson,  Tyler,  Pres.;  Dr.  Floyd 
Verheyden,  813  John  St.,  Jacksonville,  Secy. 

Twelfth  District  Society,  Marlin,  January,  1961.  Dr.  Bernard  Rosen, 
Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th,  Corsicana, 
Secy. 
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Thirteenth  Distri«  Society,  Fort  Worth,  Fall,  I960.  Dr.  William  B. 
Aliensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  11,  I960.  Dr. 
Andrew  Jackson,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  20-22, 
1961.  Dr.  Frank  H.  Kidd,  Jr.,  Dallas,  Pres.;  Millard  J.  Heath, 
433  Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  6-9, 
1961.  Dr.  Maurice  E.  St.  Martin,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 


Board  Examinations 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  20-22, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Luanna  Reddin, 
1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


MEDICOLEGAL  NOTES 

Doctors  Concerned  in  Taking 
Blood  Samples  of  the  Intoxicated 

There  appears  to  be  increasing  concern  by  the  physicians 
of  this  state  as  to  their  legal  position  when  assisting  law 
enforcement  officers  in  obtaining  blood  samples  from 
individuals,  in  the  custody  of  these  law  enforcement  offi- 
cers, who  are  suspected  of  being  intoxicated.  From  a legal 
standpoint,  we  are  of  the  opinion  that  this  concern  by 
the  physicians  is  certainly  not  without  basis. 

While  we  feel  that  normally  physicians  are  glad  to  be  of 
assistance  to  the  state’s  various  law  enforcement  officers, 
this  one  particular  area  does  present  certain  legal  problems 
which  causes  some  reluctance  on  the  physician’s  part  to 
make  his  services  available  in  obtaining  these  blood  samples. 

This  concern  by  the  physicians  results  from  a realization 
that  in  Texas  it  has  long  been  recognized  that  a physician 
can  be  held  liable  for  operating  upon  or  treating  a patient 
without  consent  first  being  obtained.  This  was  forcibly 
brought  home  in  the  case  of  Moss  vs.  Rishworth  (Tex. 
Civ.  App.  1913,  1920—159  SW  122  and  222  SW  225) 
where  the  following  was  held  by  the  court: 

"...  The  law,  as  enunciated  by  the  few  courts 
which  have  passed  thereon,  is  not  as  clear  and  satis- 
factory as  it  should  be  in  cases  of  this  character, 
but  it  seems  to  be  reasonably  established  that  a 
physician  is  liable  for  operating  upon  a patient 
unless  he  obtains  the  consent  of  the  patient,  if  com- 
petent, and  if  not,  of  someone,  who  under  the  cir- 
cumstances would  be  legally  authorized  to  give  the 
requisite  consent.  Of  course  consent  may  be  presumed 
from  circumstances,  without  direct  proof,  but  there 
must  be  consent  in  every  case,  except  in  an  emer- 
gency when  to  delay  to  obtain  consent  would  en- 


danger the  life  or  health  of  the  patient  ...”  (159 
SW  122) 

”.  . . The  authorities  are  unanimous  in  holding  that 
a surgeon  is  liable  for  operating  upon  a patient, 
unless  he  obtains  the  consent  of  the  patient,  if  com- 
petent to  give  such  consent,  or,  if  not,  of  someone 
who,  under  the  circumstances,  would  be  legally  au- 
thorized to  give  the  requisite  consent  . . . The 
parent  was  the  only  one  who  could  legally  give 
consent  to  perform  it,  and,  if  not  given,  the  physi- 
cian’s act  in  performing  it  was  a legal  wrong.  If 
performed  without  the  consent  of  the  parent,  it 
would  amount  to  a technical  assault  for  which  the 
child  could  have  recovered  . . (222  SW  225) 

[Emphasis  added.] 

This  case  readily  demonstrates  that  failure  of  the  physi- 
cian to  obtain  consent  from  a patient  prior  to  an  operation 
or  treatment,  can  subject  the  physician  to  a lawsuit  based 
upon  a technical  assault  upon  the  patient.  Even  more  perti- 
nent to  the  particular  question  at  hand  is  the  comment  of 
the  court  in  both  opinions  of  the  physician  obtaining  the 
consent  of  the  patient,  if  the  patient  is  ".  . . competent  to 
give  such  consent  . . .”  [Emphasis  supplied.] 

It  is  at  this  point  that  the  obtaining  of  blood  samples 
from  individuals  in  the  custody  of  law  enforcement  officers 
and  who  are  suspected  of  being  intoxicated  presents  certain 
legal  problems.  Consent  of  the  individual,  and  likely  in 
writing,  will  have  been  obtained,  but  what  if  the  results 
established  the  fact  that  the  individual  is,  in  fact,  intoxi- 
cated? This,  in  itself,  would  tend  also  to  establish  that 
such  individual  was  not  competent  to  consent  to  the  physi- 
cian taking  the  blood  sample.  Should  the  intoxication  be 
sufficient  to  render  the  individual  incompetent  to  under- 
stand the  nature  or  effect  of  his  acts,  then  conceivably  the 
consent  previously  given  may  well  be  void  and  as  a result 
the  physician  might  be  liable  for  a technical  assault  in 
obtaining  the  blood  samples.  It  is  for  this  reason  that 
some  physicians  are  reluctant  to  aid  the  law  enforcement 
officers  obtain  these  blood  samples. 

While  to  date,  in  Texas,  a suit  of  this  nature  has  never 
reached  our  appellate  courts,  and  while  we  do  not  advocate 
discontinuing  cooperation  and  assistance  to  law  enforce- 
ment officers  in  cases  of  this  nature,  we  do  feel  that  the 
physicians  should  be  aware  of  the  dangers  present.  The 
ultimate  solution  to  this  problem,  whereby  the  physician 
would  be  afforded  protection  and  the  officers  would  be 
able  to  readily  obtain  assistance  in  obtaining  voluntary 
blood  samples,  might  well  be  legislation  similar  to  that 
being  enacted  in  some  states  which  would  grant  immunity 
to  the  physician  when  obtaining  these  blood  samples  at 
the  request  of  law  enforcement  officers. 

— Philip  R.  Overton,  LL.B.,  Austin. 


Medical  Report’s  Are  Basis 

For  Social  Security  Disability  Benefits 

Primary  basis  for  determining  whether  a worker  meets 
social  security  requirements  of  disability  is  a medical  report 
furnished  by  the  attending  physician,  and  reports  from 
other  physicians,  hospitals,  or  clinics.  Determination  of 
disability  rests  with  an  administrative  team  including  a 
physician. 

A review  of  "How  Social  Security  Medical  Reports  Are 
Used”  is  presented  by  Dr.  William  Roemmich  of  Baltimore 
in  the  December  19,  1959,  issue  of  the  Journal  of  the 
American  Medical  Association.  His  comments  answer  some 
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of  the  questions  that  arise  among  Texas  physicians  called 
on  for  reports  in  connection  with  social  security  claims. 
Additional  information  may  be  obtained  from  local  social 
security  representatives. 

Effective  since  January,  1955,  the  law  defines  disability 
as  "inability  to  engage  in  any  substantial  gainful  activity 
by  reason  of  any  medically  determinable  physical  or  mental 
impairment  which  can  be  expected  to  result  in  death  or 
to  be  of  long-continued  and  indefinite  duration,”  Dr. 
Roemmich  indicates.  Following  are  conditions  which  must 
be  met: 

1.  The  claimant’s  condition  must  be  medically  determin- 
able— that  is,  it  must  be  a condition  that  can  be  confirmed 
by  medical  examinations  and  tests. 

2.  The  condition  must  be  so  severe  that  it  prevents  the 
person  not  only  from  carrying  on  his  last  or  usual  occu- 
pation but  also  from  performing  any  substantial  gainful 
activity. 

3.  The  condition  must  have  persisted  for  at  least  6 
months,  despite  therapy,  and  must  be  expected  to  continue 
indefinitely,  or  to  result  in  death. 

4.  The  condition  must  not  be  remediable  through  treat- 
ment that  is  safe  and  reasonable  according  to  usually  ac- 
cepted standards  of  medical  practice. 

5.  The  claimant  must  have  a record  of  work  under  so- 
cial security.  In  this  connection,  his  work  record  must  in- 
clude a definite  number  of  calendar  quarters  of  social 
security  coverage. 

When  a patient  applies  for  benefits  at  his  nearest  social 
security  district  office,  he  is  given  an  explanatory  letter 
and  one  or  more  copies  of  a medical  report  form  to  deliver 
to  his  attending  physician  or  any  other  physician,  clinic, 
hospital,  institution,  or  agency  in  which  he  has  been 
treated  for  his  condition. 

Furnished  primarily  for  the  convenience  of  the  physician, 
Dr.  Roemmich  reminds,  the  medical  report  form  should 
not  prohibit  the  doctor  from  including  sufficient  informa- 
tion. A full  clinical  picture — history,  physical,  and  support- 
ing laboratory  findings — of  the  patient’s  condition  is 
needed,  so  that  a reviewing  physician  may  evaluate  the 
diagnosis  and  the  therapeutic  possibilities  as  well  as  the 
patient’s  capacity  for  work.  If  possible,  a physician  should 
include  a careful  description  of  any  limitations  on  the  pa- 
tient’s ability  to  walk,  sit,  stand,  bend,  think,  hear,  see, 
and  manipulate.  Requested  information  may  be  furnished 
on  a physician’s  own  stationery  in  a narrative  statement, 
instead  of  on  the  form. 

Two  persons — a nonmedical  individual  trained  in  dis- 
ability evaluation  and  a doctor  of  medicine — compose  the 
state  agency’s  review  team.  Severity,  duration,  and  remedi- 
ability  of  the  "medically  determinable  impairment”  is  the 
reviewing  physician’s  primary  responsibility.  The  appli- 
cant’s ability  to  perform  substantial  gainful  work  (in  the 
light  of  his  education,  training,  work,  history,  and  demon- 
strated vocational  skills)  is  evaluated  by  the  nonmedical 
member  of  the  team. 

Upon  completion  of  the  team’s  evaluation,  the  Bureau 
of  Old-Age  and  Survivors  Insurance  reviews  the  state  de- 
terminations for  consistency  and  conformity  to  national 
policies.  The  bureau  cannot  reverse  a state  decision  which 
is  unfavorable  to  the  applicant.  Only  through  the  appeals 
process  can  such  a decision  be  reversed. 

When  a claimant  believes  the  decision  on  his  claim  is 
incorrect,  Dr.  Roemmich  states,  he  may  ask  for  reconsidera- 
tion, which  calls  for  careful  reexamination  by  the  state 
agency  and  the  bureau.  If  he  is  still  dissatisfied,  he  may 
request  an  audience  before  a hearing  examiner  of  the 
Social  Security  Administration.  Finally,  a claimant  may 
appeal  to  the  federal  court  for  review. 

Responsibility  for  actually  determining  that  a patient 
suffers  a disability  is  not  placed  on  the  physician’s  shoul- 


ders. Responsibility  is  placed,  according  to  the  law,  upon 
the  state  and  federal  administrative  agencies.  Nevertheless, 
the  attending  examining  doctor’s  opinion  is  highly  regarded 
and  carefully  considered. 

Vocational  rehabilitation — restoring  as  many  disabled 
persons  as  possible  to  the  labor  force — is  the  goal  of  the 
state  agency,  which  considers  all  disability  claimants  for 
possible  services  by  the  state  vocational  rehabilitation 
agency.  When  completing  the  medical  report,  the  doctor 
may  want  to  keep  this  goal  in  mind — since  he  may  have 
knowledge  which  would  assist  the  rehabilitation  counselor 
in  planning  and  providing  services  for  the  patient. 

Medical  reports  are  an  integral  part  of  the  claim  file  and 
each  report  is  safeguarded  by  the  same  legal  restrictions 
which  govern  the  confidential  nature  of  all  social  security 
records,  Dr.  Roemmich  points  out.  Reports  furnished  by 
attending  physicians  are  of  paramount  importance  in  the 
successful  administration  of  the  social  security  disability 
program. 


DRUG  NOTES 

Cancer  Chemotherapy  Progresses 
Although  Successes  Are  Few 

Outstanding  reviews  and  original  papers  discussing  recent 
developments  in  cancer  chemotherapy  have  prompted  this 
brief  resume  that  will  outline  the  most  significant  potential 
antineoplastic  agents. 

In  spite  of  the  fact  that  a determined  battle  is  under 
way  to  conquer  cancer,  successes  so  far  are  few.  (The  year 
1959  has  witnessed  the  investment  of  up  to  $100,000,000 
into  these  efforts.)  The  fact  that  successes  have  been  rather 
modest  has  not  discouraged  researchers,  and  a vast  search 
for  antineoplastic  drugs  continues.  Although  no  absolute 
cures  have  been  elucidated,  research  efforts  by  chemists 
have  turned  up  many  chemicals  that  have  shown  enough 
promise  to  stimulate  clinical  experimentation.  Approxi- 
mately 20  products  are  currently  in  general  clinical  use,  and 
about  100  others  in  preliminary  clinical  testing  stages.  Most 
of  these  compounds  fall  into  the  following  classifications 
based  on  their  possible  mechanism  of  action: 

1.  Alkylating  agents. 

2.  Antimetabolites. 

3.  Hormones  and  other  steroids. 

4.  Antibiotics  and  natural  products. 

Alkylating  Agents. — This  class  is  exemplified  by  the 
general  group  or  organic  compounds  known  as  "nitrogen 
mustards.”  A case  in  point  may  be  cited  by  making  refer- 
ence to  a relatively  new  product  discussed  previously  in 
this  column  (Drug  Notes,  Texas  J.  Med.  56:123  [Feb.] 
I960),  Cytoxan,  Meade-Johnson.  These  alkylating  agents 
are  polyfunctional  cytotoxic  compounds  which  are  able  to 
replace  hydrogen  with  alkyl  groups  in  biologically  essen- 
tial materials,  thus  giving  rise  to  inhibition  of  the  malig- 
nant cells. 

The  original  nitrogen  mustards  are  quite  toxic,  hence, 
exhibit  a low  therapeutic  index.  In  spite  of  this  general 
property,  relatively  safe  nitrogen  mustards  have  been  syn- 
thesized. Effective  drugs  occur  with  nitrogen  mustards  con- 
taining amino  acid  residues  as  exemplified  with  the  case 
of  chloroambucil  (Leukeran,  Burroughs  Wellcome).  The 
search  for  effective  and  safe  nitrogen  mustards  continues. 
Recently,  a phenylalanine  nitrogen  mustard  was  developed, 
and  is  currently  available  as  melfalan  (Alkeran,  Burroughs 
Wellcome)  and  called  Sarcolysm  in  Russia.  Effective 
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cytotoxic  agents  also  have  been  synthesized  by  replacing 
the  chlorine  atoms  of  the  nitrogen  mustard  molecule  with 
sulfonic  ester  radicals  leading  to  the  methanesulfonate  esters, 
such  as  Myleran  (Burroughs  Wellcome).  Myleran  is  used 
currently  with  a certain  degree  of  effectiveness  against  some 
forms  of  leukemia. 

Antimetabolites. — Antimetabolites  are  exogenous  com- 
pounds possessing  closely  related  structures  to  certain  abso- 
lutely essential  cell  constituents.  Therefore,  they  function  on 
the  basis  of  competitive  inhibition  of  enzyme  systems  that 
depend  on  these  certain  essential  cell  constituents,  and  give 
rise  to  an  inhibition  of  the  growth  processes  of  the  malig- 
nant cells.  Again  in  this  case  a new  product  recently  men- 
tioned in  this  column  (Drug  Notes,  Texas  J.  Med.  56:50 
[Jan.]  I960),  may  be  cited  as  a classical  example,  5- 
Fluorouracil,  an  antipyrimidine. 

An  additional  illustration  may  be  mentioned  with  the 
case  of  one  of  the  pioneer  antimetabolites,  Aminopterin,  an 
antifolic  acid  agent,  which  in  spite  of  the  toxicity  has 
shown  a pronounced  degree  of  effectiveness  against  leu- 
kemia. This  observation  led  to  the  synthesis  of  another 
folic  acid  antagonist.  Methotrexate  (Lederle),  which  is 
reported  to  be  just  as  active  as  Aminopterin,  but  less  toxic. 

Although  these  developments  indicate  that  progress  in 
this  field  has  been  outstanding,  a comprehensive  review 
of  the  field  of  antimetabolites  reveals  that  many  compounds 
have  been  synthesized  as  potential  anticancer  agents,  but 
few  have  proven  to  be  useful.  Furthermore,  it  becomes 
readily  obvious  that  none  of  these  new  compounds  are 
really  ideal;  consequently,  the  search  continues  also  in  this 
phase  of  cancer  chemotherapy  research. 

Hormones  and  Miscellaneous  Steroids. — A certain  degree 
of  success  has  been  reported  in  the  treatment  of  cancer  of 
the  prostate  with  estrogenic  steroids.  Androgenic  substances 
also  have  exhibited  a certain  degree  of  effectiveness  in  the 
treatment  of  cancers  of  the  breast.  These  cases  are  compli- 
cated with  the  usual  side  effects  exhibited  by  these  hor- 
mones, virilization  and  feminization.  Research  in  this 
field  is  directed  towards  the  search  of  new  estrogenic  com- 
pounds that  will  exhibit  a minimum  of  side  effects  and 
high  anticarcinogenic  activity. 

Certain  adrenocorticometric  steroids  also  have  been  in- 
vestigated as  anticancer  agents.  It  is  well  known  that  pred- 
nisone and  prednisolone  have  been  used  in  the  treatment 
of  acute  leukemia.  Currently,  the  fluorosteroids  are  under 
investigation. 

Antibiotics. — The  fruitfulness  of  antibiotic  research  in 
the  field  of  bacterial  chemotherapy  has  served  as  a stimula- 
tion that  has  led  to  intensive  investigations  for  fermenta- 
tion products  with  anticancer  activity.  Although  a multi- 
tude of  these  natural  products  have  been  screened,  only 
relatively  few  have  reached  clinical  evaluation  stages. 

Azaserine  (L-serine-diazoacetate) , well  known  as  a glu- 
tamine antagonist,  is  known  to  exert  antineoplastic  action 
by  virtue  of  its  capacity  to  inhibit  the  use  of  glutamine  in 
the  synthesis  of  the  biologically  essential  purines.  This 
compound  is  classified  as  an  antibiotic,  because  it  is  derived 
from  culture  broths  of  Streptomyces.  Although  this  com- 
pound has  shown  remarkably  carcinostatic  potency,  it  has 
had  little  success  clinically  and  is  known  to  produce  cumu- 
lative toxicity.  D.O.N.  (6-diazo-5-oxo-L-norleucine)  is  also 
an  antiglutamine  that  has  been  studied  as  a potential  anti- 
neoplastic agent. 

Puromycin  also  has  received  some  attention  as  an  anti- 
cancer agent  since  it  has  shown  satisfactory  effects  in  cer- 
tain malignancies.  These  effects  are  essentially  temporary 
regressions.  The  puromycin  molecule  contains  a purine 
moiety  in  its  structure,  and  purines  are  capable  of  reversing 
its  inhibitory  effects.  Hence,  it  is  believed  that  this  anti- 
biotic actually  functions  as  an  antipurine. 


Certain  Japanese  clinicians  have  reported  success  with 
Mitomycin-C,  derived  from  Streptomyces  caespitosus,  but 
American  clinicians  have  reported  untoward  side  effects. 
In  view  of  the  high  anticancer  activity  and  the  numerous 
side  effects,  researchers  have  directed  their  efforts  towards 
the  synthesis  of  derivatives.  It  is  hoped  that  some  of  these 
derivatives  will  retain  the  activity  and  exhibit  a minimum 
of  side  effects. 

Actidione-D  is  a rather  new  antibiotic  that  has  under- 
gone extensive  study  in  Russia,  but  complete  and  compre- 
hensive clinical  data  are  not  available. 

There  are  many  other  antibiotics  that  are  currently  under 
investigation,  for  example,  Streptovitacin-A,  piscofuranine, 
and  Actinomycin-D. 

Miscellaneous  Natural  Products. — Colchicine,  the  well 
known  alkaloid,  has  been  studied  extensively.  Most  of  the 
biological  properties  of  this  alkaloid  have  been  described, 
including  its  carcinostatic  activity.  In  view  of  this  property, 
as  well  as  its  use  in  the  treatment  of  gout,  it  has  created 
a lot  of  interest.  This  interest,  together  with  theoretical 
interests  of  researchers,  has  led  to  the  successful  synthesis 
of  this  complex  alkaloid  by  Dr.  van  Tamalen,  research 
chemist  of  the  University  of  Wisconsin.  Therefore,  from 
a biological  standpoint,  interest  in  this  compound  is  at  an 
all  time  high  and  researchers  continue  to  study  this  alkaloid 
and  its  derivatives.  Now  that  its  synthesis  has  been  reported, 
it  would  probably  be  advisable  to  screen  these  intermediates 
that  led  to  colchicine. 

Other  natural  products  that  have  shown  carcinostatic 
activity  include  podophyllin  and  podophyllotoxin. 

This  resume  comprises  an  outline  of  the  most  signifi- 
cant types  of  antineoplastic  agents  which  are  used  or  have 
been  studied  for  the  treatment  of  malignant  disease.  These 
agents  owe  their  antineoplastic  activity  to  their  ability  to 
inhibit  the  growth  of  malignant  cells.  Logically,  the  ideal 
anticancer  agent  would  be  one  that  selectively  inhibits  the 
growth  of  malignant  cells  without  affecting  the  normal 
cells.  Unfortunately,  there  are  no  agents  that  exhibit  this 
high  degree  of  selective  affinity  for  malignant  cells.  Never- 
theless, the  search  continues  for  such  an  ideal  antineoplastic 
agent. 

— Herbert  Schwartz,  M.S.,  and 
Jaime  N.  Delgado,  M.S.,  Austin. 

EDUCATION 

Postgraduate  Courses 

Early  Detection  and  Prevention  of  Disease,  Philadelphia, 
May  9-13. — The  University  of  Pennsylvania  School  of 
Medicine’s  Department  of  Public  Health  and  Preventive 
Medicine  and  the  American  College  of  Physicians  will 
present  Postgraduate  Course  4 on  early  detection  and  pre- 
vention of  disease  from  May  9 to  13.  Special  emphasis 
will  be  placed  upon  detection  of  disease  before  development 
of  readily  recognized  signs  and  symptoms.  Included  in  the 
course  will  be  an  up-to-date  review  of  the  practical  experi- 
ence of  clinics  and  individuals  who  have  been  actively 
engaged  in  efforts  to  detect  asymptomatic  disease  and  to 
prevent  its  progress  and  complications.  Further  informa- 
tion may  be  obtained  by  writing  Executive  Offices,  4200 
Pine  Street,  Philadelphia  4.  Fees  for  members  are  $60  and 
for  nonmembers,  $80. 

Current  Research  in  Cardiovascular  Disease,  Philadelphia, 
May  16-20. — The  American  College  of  Physicians  will  pre- 
sent its  Postgraduate  Course  5 on  "Current  Research  in 
Cardiovascular  Disease”  from  May  16  to  20  at  the  National 
Heart  Institute,  Bethesda  14,  Md.  Designed  to  give  the 
internist  a discussion  of  many  facets  of  cardiovascular 
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disease  currently  under  investigation,  the  course  will  not 
attempt  to  cover  all  of  the  basic  studies  nor  to  cover  the 
entire  field  of  cardiovascular  disease.  The  research  program 
of  the  Heart  Institute  will  serve  as  a basis  for  presentations. 
Two  hours  each  day  will  be  devoted  to  a presentation  of 
vector  methods  of  electrocardiographic  interpretation  by 
Dr.  Robert  P.  Grant  of  the  Heart  Institute  and  his  staff. 
Further  information  may  be  obtained  by  writing  the  Execu- 
tive Offices,  4200  Pine  Street,  Philadelphia  4.  Fees  are 
$60  for  members  and  $80  for  nonmembers. 

Pediatric  Allergy,  Austin,  May  22. — The  University  of 
Texas  Postgraduate  School  of  Medicine  will  sponsor  a pro- 
gram on  pediatric  allergy  from  9 a.m.  until  5 p.m.,  Sunday, 
May  22,  in  the  Texas  Medical  Association  Building,  1801 
N.  Lamar  Boulevard,  Austin.  A team  of  experts  will  speak 
on  each  facet  of  this  subject;  local  arrangements  are  being 
made  by  Dr.  Thomas  R.  McElhenney.  The  program  is 
approved  by  the  Texas  Academy  of  General  Practice  for 
6 hours  of  Category  I credit.  Further  information  may  be 
requested  from  the  Office  of  the  Dean,  University  of  Texas 
Postgraduate  School  of  Medicine,  410  Jesse  Jones  Library 
Building,  Texas  Medical  Center,  Houston  25. 

The  Hypertensive  Diseases:  Diagnostic  and  Therapeutic 
Procedure  in  Essential,  Adrenal,  and  Renal  Hypertension, 
May  23-26. — The  American  College  of  Physicians  is  pre- 
senting its  Postgraduate  Course  6 on  hypertensive  diseases 
May  23-26  at  the  Massachusetts  Memorial  Hospitals  in 
Boston.  To  be  considered  in  the  course  are  problems  of 
hypertension  from  the  moment  of  its  recognition  in  a pa- 
tient by  a physician,  through  its  proper  clinical  classifica- 
tion made  with  the  help  of  various  diagnostic  and  prog- 
nostic procedures,  and  the  selection  of  therapy  including 
long  term  management  by  all  available  means,  both  medi- 
cal and  surgical.  Included  in  the  course  will  be  current 
concepts  of  the  basic  pathologic  physiology  of  all  the 
hypertensive  disorders.  Registration  fees  are  $60  for  mem- 
bers and  $80  for  nonmembers.  Further  information  may 
be  obtained  from  the  executive  offices,  4200  Pine  Street, 
Philadelphia  4. 

Theory  and  Practical  Fitting  of  Contact  Lenses,  Houston, 
May  23-26. — The  University  of  Texas  Postgraduate  School 
of  Medicine  will  hold  this  course  for  a limited  class  of  20 
physicians  certified  by  the  American  Board  of  Ophthalmol- 
ogy. Instructors  will  be  ophthalmologists  who  are  experi- 
enced in  the  fitting  of  contact  lenses.  Those  completing  the 
course  will  be  proficient  in  all  phases  of  contact  lense  fit- 
ting and  adjusting.  Further  information  is  available  from 
the  Office  of  the  Dean,  University  of  Texas  Postgraduate 
School  of  Medicine,  410  Jesse  Jones  Library  Building, 
Texas  Medical  Center,  Houston  25. 

Physical  Medicine  and  Rehabilitation  in  Neuromuscular 
and  Medical  Conditions,  Denver,  June  1-3- — This  course, 
slated  for  the  University  of  Colorado  Medical  Center,  is 
sponsored  by  its  Department  of  Physical  Medicine  and 
Rehabilitation,  Office  of  Postgraduate  Medical  Education. 
It  is  supported  by  the  Office  of  Vocational  Rehabilitation, 
United  States  Department  of  Health,  Education,  and  Wel- 
fare; Sister  Elizabeth  Kenny  Foundation;  United  Cerebral 
Palsy  Association  of  Colorado;  and  United  Cerebral  Palsy 
Association  of  Denver.  Main  topics  discussed  in  the  2 Vi 
day  course  will  be  cerebral  palsy,  muscular  dystrophy,  mul- 
tiple sclerosis,  and  geriatrics.  The  course  will  be  approved 
for  Category  I credit  by  the  American  Academy  of  General 
Practice  for  the  total  number  of  hours  attended  by  the 
individual  registrant.  Physical  and  occupational  therapists 
may  attend,  as  well  as  physicians.  Full  tuition  is  $35  and 
should  accompany  the  application;  this  includes  a $5  regis- 
tration fee  which  is  nonrefundable.  Application  forms  are 
available  from  the  Office  of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  Medical  Center,  4200  East 
Ninth  Avenue,  Denver  20.  i 


Physical  Medicine  and  Rehabilitation  in  Neuromuscular 
and  Medical  Conditions,  Denver,  June  1-3. — A course  on 
physical  medicine  and  rehabilitation  in  neuromuscular  and 
medical  conditions  will  be  offered  by  the  University  of 
Colorado  Medical  Center  at  Denver  from  June  1 to  3. 
Further  information  may  be  obtained  by  writing  the  Office 
of  Postgraduate  Medical  Education,  University  of  Colorado 
Medical  Center,  4200  East  Ninth  Avenue,  Denver  20. 

Diseases  of  the  Chest,  June  6-24. — Trudeau  School  of 
Tuberculosis  and  Other  Pulmonary  Diseases  will  hold  its 
forty-fifth  session  from  June  6 to  24  in  Saranac  Lake,  N.  Y., 
Miss  Ruth  S.  West,  secretary,  has  announced.  To  be  con- 
sidered during  the  annual  postgraduate  course  are  diseases 
of  the  chest,  with  tuberculosis  receiving  the  greatest  atten- 
tion. In  addition,  subjects  to  be  covered  include  silicosis, 
pulmonary  fibrosis,  emphysema,  fungous  infection,  sar- 
coidosis, pneumonias,  and  intrathoracic  tumors.  Enrollment 
for  the  course  is  limited  and  application  should  be  made 
early.  Inquiries  should  be  addressed  to  the  secretary,  Tru- 
deau School  of  Tuberculosis  and  Other  Pulmonary  Diseases, 
Box  500,  Saranac  Lake,  N.  Y. 

Clinical  Hematology,  Denver,  June  20-25. — The  Uni- 
versity of  Colorado  Medical  Center  at  Denver  will  present 
a course  on  clinical  hematology  from  June  20  to  25.  In- 
formation on  the  course,  which  will  be  limited  to  12  reg- 
istrants, may  be  obtained  from  the  Office  of  Postgraduate 
Medical  Education  at  the  University  of  Colorado  Medical 
Center,  4200  East  Ninth  Avenue,  Denver. 

Internal  Medicine,  Indianapolis,  June  20-24. — Postgrad- 
uate Course  7 on  internal  medicine  will  be  presented  by 
the  American  College  of  Physicians  at  the  Indiana  Uni- 
versity School  of  Medicine,  Indianapolis,  from  June  20  to 
24.  Selected  subjects  in  the  field  of  internal  medicine  will 
be  studied.  Emphasis  will  be  placed  on  pathological  physi- 
ology and  mechanisms  of  disease.  Information  on  the  course 
may  be  obtained  from  the  Executive  Offices,  4200  Pine 
Street,  Philadelphia  4.  Fees  are  $60  for  members  and  $80 
for  nonmembers. 

Obstetrics  and  Gynecology,  Denver,  June  27-29. — A 
course  on  obstetrics  and  gynecology  will  be  offered  by  the 
University  of  Colorado  Medical  Center  at  Denver  from 
June  27  to  29-  Further  information  can  be  received  by 
writing  the  Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  Medical  Center,  4200  East  Ninth 
Avenue,  Denver  20. 


Research,  Clinical  Fellowships 
Offered  by  National  Foundation 

Research  and  clinical  fellowships  are  being  offered  cur- 
rently by  the  National  Foundation,  New  York,  for  post- 
doctoral work. 

Candidates  who  are  preparing  for  careers  in  scientific 
research  and/or  academic  medicine  may  apply  for  the  fel- 
lowships, which  provide  research  training  in  medicine  and 
the  related  biological  and  physical  sciences  through  par- 
ticipation in  a specific  project. 

To  qualify  for  the  fellowship,  applicants  must  hold  an 
M.D.,  Ph.D.  or  equivalent  degree,  be  United  States  citizens, 
and  have  sound  health.  The  program  will  include  full  time 
study  and  investigation  in  the  research  program  of  the 
fellow’s  choice  and  will  last  for  1 or  2 years,  occasionally 
longer. 

Financial  stipends  are  at  three  basic  levels:  $4,500, 
$5,460,  and  $6,420  per  year.  Maximum  stipend  is  $8,000 
per  year,  plus  an  amount  not  exceeding  $600  for  trans- 
portation for  smdy  abroad. 

Applications  may  be  made  at  any  time  during  the  year 
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and  selection  of  candidates  will  be  by  the  Research  Fellow- 
ship Committee,  which  meets  approximately  2 to  3 months 
following  the  closing  dates  of  August  1,  November  1,  and 
February  1. 

Clinical  fellowships  will  be  offered  in  arthritis  and  re- 
lated diseases  in  orthopedics,  in  preventive  medicine,  and 
in  rehabilitation.  General  requirements  are  basically  the 
same  as  for  research  fellowships.  Further  information  may 
be  obtained  from  the  National  Foundation,  800  Second 
Avenue,  New  York  17. 

Mexico  City  to  be  Site  of  Course 
On  Reconstructive  Nasal  Surgery 

Mexico  City  will  be  host  July  4-15  for  an  international 
course  on  "The  Fundamentals  of  Reconstructive  Surgery  of 
the  External  Nasal  Pyramid  and  the  Nasal  Septum.”  The 
course  will  be  presented  under  the  auspices  of  the  Escuela 
Nacional  de  Medicina  e Division  del  Doctorado,  and  with 
the  cooperation  of  the  American  Rhinologic  Society. 

Guest  professor  will  be  Dr.  Maurice  H.  Cottle,  professor 
of  otolaryngology  at  the  Chicago  Medical  School  and  found- 
er of  the  American  Rhinologic  Society.  Dr.  Cottle  will  be 
assisted  by  a faculty  of  specialists  from  the  United  States 
and  Mexico.  Lectures  are  to  be  presented  simultaneously  in 
English  and  Spanish. 

For  further  information  on  the  course  and  application 
forms,  interested  diplomates  of  the  American  Board  of 
Otolaryngology  (or  those  with  equivalent  status)  may  write 
to  Dr.  Robert  M.  Flansen,  secretary  of  the  American  Rhin- 
ologic Society,  1735  North  Wheeler  Avenue,  Portland  12, 
Oregon. 

Medical  Students'  Day  Program 
Scheduled  for  Baylor 

The  seventh  annual  Medical  Students’  Day  at  Baylor 
University  College  of  Medicine  will  be  held  on  the  after- 
noon of  Thursday,  April  28,  I960,  at  Baylor  Auditorium 
in  Houston.  The  program,  presented  by  the  Texas  Medical 
Association  and  the  Harris  County  Medical  Society,  will 
be  given  before  the  senior  class.  Officers  of  the  Harris 
County  Medical  Society  and  department  heads  of  the  medi- 
cal school  also  have  been  invited  to  attend. 

In  the  evening,  the  seniors  and  their  wives  will  be  the 
guests  of  the  Association  for  dinner  at  the  Doctor’s  Club. 
They  will  hear  Dr.  May  Owen,  President  of  the  Texas 
Medical  Association,  give  the  dinner  address. 

Similar  programs  are  held  each  year  for  the  seniors  at 
the  three  medical  schools  in  Texas. 

MEDICAL  MEETINGS 

General  Practitioners  Elect  Murphy 

Dr.  James  D.  Murphy  of  Fort  Worth  was  elected  vice- 
president  and  chairman  of  the  board  of  the  American 
Academy  of  General  Practice  at  the  organization’s  meeting, 
March  20-24,  in  Philadelphia. 

A total  of  7,506  attended  the  meeting  at  which  the 
membership  standards  were  raised  to  require  from  1 to  2 
years’  graduate  training  following  medical  school. 

The  next  meeting  of  the  academy  will  be  held  in  Miami, 
April  13-20,  1961. 


Abilene  Physicians,  Ministers 
Attend  Joint  Meetings 

Togetherness,  a cliche  initiated  by  a national  magazine 
and  scorned  by  many  "thinkers,”  now  has  real  meaning 
for  a group  of  Abilene  doctors. 

Approaching  the  theory  from  a new  angle,  staff  mem- 
bers of  Hendrick  Memorial  Hospital  in  Abilene  invited 
ministers  of  their  city  to  a joint  meeting  of  physicians  and 
pastors.  Purpose  of  the  togetherness  move  was,  simply,  to 
enable  the  two  professions  to  become  better  acquainted  and 
to  understand  problems  which  jointly  concern  them — 
people. 

Dr.  Milford  O.  Rouse,  Dallas,  past  president  of  the 
Texas  Medical  Association,  was  speaker  for  the  first  work- 
shop and  dinner  meeting  on  February  2.  Declaring  that 
a "minister  can  be  a doctor’s  strongest  ally,”  Dr.  Rouse 
pointed  out  that  physicians  meet  ministers  in  the  corri- 
dors of  the  hospital  and  often  at  the  bedsides  of  patients. 
They  are  realizing  increasingly,  he  added,  that  it  is  of 
advantage  to  the  patient  for  the  clergyman  to  be  an  active 
member  of  the  health  team. 

Dr.  Travis  Smith,  one  of  the  chief  organizers  of  the 
joint  meeting,  has  called  the  meeting  "the  most  important 
piece  of  public  relations  that  the  doctors  of  this  commun- 
ity have  carried  out,”  and  he  declared  that  it  "is  going 
to  pay  great  dividends  insofar  as  the  care  of  patients  is 
concerned.” 

At  least  three  incidents  paved  the  way  towards  the  meet- 
ing, Dr.  Smith  recalls.  First  was  the  hiring  about  3 years 
ago  of  Charles  L.  Myers  as  Hendrick  Hospital  chaplain. 
Mr.  Myers,  Dr.  Smith  stated,  has  gradually  obtained  the 
trust  of  every  physician  on  the  staff.  Prior  to  the  banquet 
meeting,  Mr.  Myers  had  held  a 1-day  conference  for  min- 
isters at  the  hospital,  at  which  talks  were  made  by  staff 
members. 

Second,  Dr.  Smith  relates,  he  was  inspired  to  organize 
such  a meeting  after  a committee  of  his  own  church  began 
studying  the  problem  of  religion  and  health. 

"I  have  been  very  interested  in  the  findings  of  this 
committee,”  he  said,  "and  they  have  shown  me  that  there 
is  an  extremely  important  avenue  of  service  to  patients  that 
was  being  neglected  for  many  years.  With  all  of  these 
things  rumbling  around  in  the  back  of  my  mind,  I had  the 
final  inspiration  given  to  me  when  one  of  the  local 
ministers  and  I were  riding  home  from  a funeral,  and  he 
was  commenting  about  how  he  appreciated  the  work  of 
Chaplain  Myers,  and  how  he  wished  that  the  doctors  and 
ministers  of  Abilene  could  become  better  acquainted  so 
that  the  ministers  could  help  the  doctors  and  the  doctors, 
in  turn,  could  help  the  ministers.” 

Chaplain  Myers  and  Dr.  Smith  then  began  to  plan 
the  joint  meeting. 

Topic  of  the  workshop  for  ministers  held  during  the 
day  was  "guilt."  The  program  was  designed  especially  to 
help  the  minister  in  his  counseling  work.  Chaplain  Myers 
directed  the  workshop  and,  in  addition,  is  offering  a series 
of  12-week  courses  in  clinical  pastoral  training. 

At  the  evening  meeting  and  banquet,  attended  by  nearly 
100  physicians  and  ministers,  Dr.  Smith  and  Dr.  Jack  A. 
Crow,  president  of  the  Hendrick  staff,  presided.  Dr.  Crow  s 
father,  a retired  Methodist  minister,  was  among  the 
pastors  present. 

Enthusiasm  following  the  meeting  has  been  high,  Dr. 
Smith  reports,  and  he  advocates  meetings  of  the  type  for 
other  cities. 
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Texas  Surgical  Society 
Meets  in  Fort  Worth 

The  Texas  Surgical  Society  met  April  3,  4,  and  5 in 
Fort  Worth  for  its  semiannual  session. 

Guest  speaker  was  Dr.  Alfred  S.  Frosbese,  associate  pro- 
fessor of  surgery  in  the  University  of  Pennsylvania  Grad- 
uate School  of  Medicine  and  associate  surgeon  of  the 
University  of  Pennsylvania  Graduate  Flospital.  His  initial 
topic  was  "Surgical  Treatment  of  Hiatus  Hernia.’ 

Other  topics  discussed  and  their  speakers:  "Diverticula 
of  the  Duodenum,”  Dr.  Elbert  H.  Caldwell,  Tyler;  Col- 
ostomy Management,”  Dr.  O.  P.  Griffin,  Fort  Worth; 
"Local  Excision  of  Selected,  Early,  Small,  Malignant  Lesions 
of  the  Rectum,”  Dr.  G.  V.  Brindley,  Sr.,  Temple;  "Radio- 
iodine Fat  Absorption  Studies  in  Patients  with  Biliary  Dis- 
ease,” Dr.  A.  O.  Singleton,  Jr.,  and  Dr.  John  B.  Lynch, 
Galveston;  "Preoperative  Irradiation  and  Resection  in  the 
Treatment  of  the  Superior  Sulcus  Tumor,”  Dr.  Robert  R. 
Shaw,  and  Dr.  Donald  L.  Paulson,  Dallas. 

Topics  delivered  during  the  April  4 afternoon  session: 
"Experiences  with  Perfusion  in  the  Treatment  of  Cancer,” 
Dr.  E.  C.  White,  and  Dr.  John  S.  Stehlin,  Jr.,  Houston; 
"The  Combined  Management  of  Necrotizing  Pneumonia,” 
Col.  William  W.  Nichol,  and  Lt.  Col.  Thomas  H.  Hewlett, 
Fort  Sam  Houston;  "Vena  Caval  Filter  for  Pulmonary  In- 
farctions,” Dr.  John  Paul  North,  Dallas;  "The  Intraperi- 
toneal  Repair  of  Incisional  Hernia  with  Marlex  Mesh,”  Dr. 
Francis  C.  Usher,  Houston;  "Major  Surgery  in  Hemophiliac 
Patient,”  Dr.  J.  Harold  Cheek,  Dr.  Joseph  Hill,  and  Dr. 
Arturo  Aguillon,  Dallas;  "Further  Evidence  Supporting  the 
Removal  of  Benign  Thyroid  Nodules,”  Dr.  J.  Allen  Cham- 
berlin and  Dr.  Herbert  C.  Allen,  Jr.,  Houston. 

Topics  delivered  April  5:  "Parathyroid  Intoxication,” 
Dr.  Edwin  M.  Sykes,  Jr.,  San  Antonio;  "Embolization  of 
the  Superior  Mesenteric  Artery,”  Dr.  John  F.  Lindsey,  Fort 
Worth;  "Injuries  of  the  Bladder  and  Urethra,”  Dr.  E.  O. 
Bradfield,  Temple,  and  Dr.  A.  R.  Tormey,  Madison,  Wis.; 
"Trends  in  the  Management  of  Colonic  Diverticulitis,”  Dr. 
Frosbese;  "Muscle  Origin  Release  Operation  for  Congenital 
Elevation  of  the  Scapula,”  Dr.  Joe  Woodward,  Waco;  and 
"Case  Report  of  Villous  Papillomas  of  the  Colon  and  Rec- 
tum with  Electrolyte  Imbalance,”  Dr.  Fred  B.  Aurin  and 
Dr.  John  Marietta,  Fort  Worth. 

Banquet  speaker  on  April  4 was  R.  P.  Dupree,  Jr.,  Fort 
Worth,  whose  topic  was  "New  York  Resection.” 


Texas  Doctors  to  Speak  Before 
Medical  Assistants'  Convention 

"Progress  with  a Purpose”  will  be  the  theme  of  the 
third  annual  convention  of  the  Texas  Medical  Assistants’ 
Association,  to  be  held  May  20-22  at  Houston’s  Rice  Hotel. 
Functioning  with  the  support  and  approval  of  the  Texas 
Medical  Association  and  the  American  Medical  Association, 
the  organization  has  nine  county  chapters  and  10  members- 
at-large. 

Convention  speakers  will  include  Dr.  George  D.  Broyles, 
Jr.,  clinical  instructor,  Baylor  University  College  of  Medi- 
cine, Houston;  David  B.  Vinson,  Ph.D.,  University  of 
London;  Ted  Bowen,  administrator  of  Houston’s  Methodist 
Hospital;  Sam  W.  Tigner,  vice-president  of  the  Houston 
Medical  and  Dental  Service  Bureau;  Mrs.  May  Del  Flagg, 
Houston  Post  club  editor. 

Also  Dr.  Thomas  L.  Royce,  clinical  associate  professor 
at  Baylor  University  College  of  Medicine  and  honorary 
member  of  the  TMAA;  Donald  T.  Meredith,  manager  of 


trade  and  guest  relations,  the  Upjohn  Company,  Kalamazoo, 
Mich.;  Mrs.  Lillie  Woods,  San  Francisco,  national  vice- 
president  of  the  group;  Dr.  Robert  J.  Wise,  clinical  assist- 
ant professor,  Baylor  University  College  of  Medicine. 

Blue  Cross-Blue  Shield  of  Texas  will  sponsor  a conti- 
nental coffee  honoring  newly  elected  officers  of  the  asso- 
ciation. 

Advisers  of  the  group  are  Dr.  Albert  A.  Tisdale,  Aus- 
tin; Dr.  Everett  C.  Fox,  Dallas;  Dr.  Royce,  Houston;  Dr. 
Cecil  French,  San  Angelo;  and  Dr.  Milford  O.  Rouse, 
Dallas,  who  is  an  honorary  member  of  the  Texas  organiza- 
tion as  well  as  a member  of  the  national  advisory  board. 

President-elect  of  the  medical  assistants  is  Mrs.  Judy 
Coleman,  Dallas  County,  who  will  be  installed  in  May  to 
succeed  Miss  Jo  Estrada  of  Bexar  County. 

Membership  in  the  Texas  Medical  Assistants’  Associa- 
tion is  open  to  any  person  who  has  been  employed  for 
as  much  as  1 year  as  a medical  assistant  by  members  of 
the  Texas  Medical  Association. 

The  American  Association  of  Medical  Assistants  was  or- 
ganized in  Milwaukee  in  1956,  the  Texas  group  in  the 
spring  of  1957.  The  American  Medical  Association  has 
approved  the  activities  of  the  national  group,  whose  objec- 
tives parallel  those  of  the  medical  profession,  and  the 
Committee  on  Patient  Care  of  the  Texas  Medical  Associa- 
tion has  endorsed  the  objectives  of  the  state  and  local 
arouos  in  this  state. 

Texas  Hospital  Association 
To  Meet  in  Dallas  May  9-12 

The  Texas  Hospital  Association  will  hear  Dr.  F.  J.  L. 
Blasingame,  executive  vice-president  of  the  American  Medi- 
cal Association,  discuss  "Pressing  Problems  Facing  Medi- 
cine and  Hospitals”  when  it  holds  its  thirty-first  annual 
convention  May  9-12  in  Dallas. 

Other  slated  speakers  include  Congressman  Bruce  Alger, 
Washington,  D.  C.;  nationally-known  newsman  Paul  Har- 
vey, Chicago;  John  Morris,  vice-president  of  purchasing, 
Lone  Star  Steel  Company,  Dallas;  Richard  L.  Johnson,  as- 
sistant director  and  secretary,  Council  on  Administrative 
Practice,  American  Hospital  Association,  Chicago;  Pat  N. 
Groner,  administrator  of  Baptist  Hospital,  Pensacola,  Fla. 

Also  among  the  speakers  are  Ray  E.  Brown,  president, 
American  College  of  Hospital  Administrators;  Frank  S. 
Groner,  president-elect,  American  Hospital  Association, 
Memphis,  Tenn.;  Dr.  Milford  O.  Rouse,  vice-speaker  of 
the  American  Medical  Association  House  of  Delegates, 
Dallas;  Philip  R.  Overton,  Texas  Hospital  Association  and 
Texas  Medical  Association  legal  counsel,  Austin. 

Topics  to  be  discussed  during  the  session  include  such 
subjects  as  good  personnel  practices,  legislation,  interpreta- 
tion of  hospital  costs  to  the  community,  board-medical  staff- 
administrator  relationships,  and  the  new  look  in  nursing 
education. 

Registration  will  be  Monday,  May  9,  at  the  Statler  Hil- 
ton Hotel.  All  social  functions  will  be  at  the  hotel,  and 
all  meetings  and  exhibits  at  the  Memorial  Auditorium. 
There  is  no  registration  fee. 

Blewett  Elected  President-Elect 
Of  Obstetricians  and  Gynecologists 

Dr  E.  K.  Blewett  of  Austin  was  named  president-elect 
of  the  Texas  Association  of  Obstetricians  and  Gynecologists 
at  the  organization’s  annual  meeting  February  13,  in  Aus- 
tin. Dr.  Blewett  also  participated  on  the  program  for  the 
meeting.  The  next  meeting  of  the  association  will  be  in 
Houston,  February  11,  1961. 
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Lubbock  Hospital  to  Hold 
Annual  Lectureship  in  May 

May  7 has  been  designated  as  the  date  for  the  first  pro- 
gram on  the  annual  lectureship  to  be  held  by  the  Internal 
Medicine  Department  of  Methodist  Hospital,  Lubbock. 

Guest  speakers  will  be  Dr.  William  Dameshek,  Boston; 
Dr.  William  Crosby,  Washington,  D.  C.,  and  Dr.  Joseph 
M.  Hill,  Dallas. 

Topics  during  the  morning  session  on  autoimmune  dis- 
orders are  "Introduction  to  Autoimmune  Diseases,”  Dr. 
Dameshek;  "Autoimmune  Hemolytic  Anemia,”  Dr.  Crosby; 
"Idiopathic  Thrombocytopenic  Purpura,”  Dr.  Hill;  "Sys- 
temic Lupus  Erythematosus,”  Dr.  Dameshek. 

Afternoon  topics  during  the  session  on  myeloproliferative 
and  lymphoproliferative  diseases  include  "Introduction  to 
Myeloproliferative  and  Lymphoproliferative  Diseases,”  Dr. 
Hill;  "Polycythemia  and  Erythroleukemia,”  Dr.  Dameshek; 
"Acute  Leukemia,”  Dr.  Crosby. 

Topics  under  the  session  on  intrinsic  abnormalities  of 
the  erythrocyte:  "The  Normal  Erythrocyte,”  Dr.  Crosby; 
"Relation  of  RBC  Morphology  and  Hemolytic  Disease,” 
Dr.  Hill;  "Abnormalities  of  Hemoglobin  and  RBC  Stroma,” 
Dr.  Dameshek;  "Enzymatic  Abnormalities  of  Erythrocytes,” 
Dr.  Crosby. 

Further  information  may  be  obtained  by  writing  Dr. 
Patrick  H.  Pappas,  3621  21st  Street,  Lubbock. 


American  Proctologic  Society 
Dates  13  Guest  Speakers  for  Houston 

The  American  Proctologic  Society  will  hold  its  sixty-first 
annual  meeting  at  the  Shamrock  Hilton  Hotel  in  Houston 
April  24-27,  with  a distinguished  list  of  guest  speakers  in- 
cluded on  the  program. 

These  include  Drs.  Rodney  C.  Jung,  Guillermo  M.  Car- 
rera, Alton  Ochsner,  Sr.,  and  Isidore  Cohn,  Jr.,  all  of  New 
Orleans;  Drs.  Edgar  Poth  and  Marcel  Patterson,  Galveston; 
Dr.  John  S.  Pratt,  Jr.,  St.  Louis;  Drs.  N.  C.  Hightower  and 
Henry  Laurens,  Temple;  Drs.  Michael  DeBakey  and  Den- 
ton Cooley,  Houston;  James  C.  Hampton,  Ph.D.,  Houston; 
and  Dr.  Eugene  Gaston,  Framingham,  Mass. 

National  president  is  Dr.  Hyrum  R.  Reichman,  Salt  Lake 
City;  and  Dr.  Norman  D.  Nigro,  Detroit,  is  secretary. 
Program  chairman  is  Dr.  Merrill  O.  Hines,  New  Orleans, 
with  Dr.  Herbert  T.  Hayes,  Houston,  as  local  arrangements 
chairman. 

The  program  is  of  interest  to  all  physicians,  house  offi- 
cers, and  medical  students.  All  such  guests  are  invited  to 
register  and  attend  scientific  sessions  free  of  charge;  at- 
tendance at  social  functions  will  require  payment  of  the 
registration  fee. 


V.  A.  Hospitals,  University  of  Texas 
Plan  Workshop  for  April  21-23 

A workshop  for  psychologists  and  psychiatrists  of  Texas 
Veterans  Administration  hospitals  will  be  held  at  the  Uni- 
versity of  Texas,  Austin,  from  April  21  to  23. 

Presenting  results  of  their  research  work  at  the  meeting 
will  be  John  Whiting,  Ph.D.,  Harvard  University;  Julian 
Rotter,  Ph.D.,  Ohio  State  University,  and  Robert  R.  Blake, 
Ph.D.,  University  of  Texas. 

Program  planners  for  the  conference,  which  is  jointly 
sponsored  by  the  Veterans  Administration  and  the  Llni- 


versity  of  Texas  Department  of  Psychology,  are  Robert 
Morton,  Ph.D.,  chief  psychologist  at  the  Houston  Vet- 
erans Administration  Hospital,  and  Austin  Grigg,  Ph.D., 
director  of  clinical  studies  in  the  University  Department  of 
Psychology. 

Participating  also  in  the  program  will  be  Max  Houtchens, 
Washington,  D.  C.,  V.A.  chief  clinical  psychologist;  I.  J. 
Knopf,  Ph.D.,  Dallas,  University  of  Texas  Southwestern 
Medical  School  clinical  psychology  chief;  Laurence  S.  Mc- 
Gaughran,  University  of  Houston;  Trenton  Wann,  Ph.D., 
Rice  Institute;  Sidney  E.  Cleveland,  V.A.  Hospital,  Houston; 
Joseph  Rickard,  Ph.D.,  Temple;  A.  J.  Jernigan,  Ph.D., 
Dallas;  J.  R.  Kinser,  San  Antonio;  Ruth  Hubbard,  Ph.D., 
Waco;  Wayne  Holtzman,  Ph.D.,  Ira  Iscoe,  Ph.D.,  and 
Philip  Worchel,  Ph.D.,  all  of  the  University  of  Texas. 


1,275  Future  Nurses 
Attend  Austin  Meet 

Some  1,275  persons  from  across  the  state  were  in  attend- 
ance when  the  Texas  Association  of  Future  Nurses  held  its 
sixth  annual  convention  in  Austin  March  12. 

Officers  elected  for  1960-1961  included  Miss  Carolyn 
Stewart,  Dallas,  president;  Miss  Patricia  Kilgore,  Corpus 
Christi,  vice-president;  Miss  Jo  Jackson,  Midland,  secretary; 
Miss  Beverly  Bryant,  Dallas,  treasurer;  Miss  Marilyn  Elli- 
son, Fort  Worth,  chaplain;  and  Miss  Charlene  Geisinger, 
Pasadena,  parliamentarian. 

Corpus  Christi  was  selected  as  the  1961  convention  site. 

The  association,  a statewide  organization  for  high  school 
girls  interested  in  becoming  nurses,  is  sponsored  by  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Association,  the 
Texas  Graduate  Nurses  Association,  and  the  Texas  League 
for  Nursing.  These  groups  were  represented  at  the  meeting 
by  their  presidents,  Mrs.  Haskell  D.  Hatfield,  El  Paso; 
Mrs.  Sadie  F.  Brown,  San  Antonio,  and  Miss  Stella  Mc- 
Cullough, Austin,  respectively. 

Convention  chairman  for  the  Woman’s  Auxiliary  to  the 
Travis  County  Medical  Society  was  Mrs.  Milner  S.  Thorne, 
whose  co-chairmen  were  Mesdames  F.  Murphy  Nelson  and 
W.  W.  Kelton,  Jr.,  all  of  Austin. 


Cleveland  to  Be  Site 
Of  Institute  on  Alcohol 

A 2-day  institute  on  "Alcohol  Intoxication  and  Influ- 
ence” has  been  scheduled  for  May  12  and  13  by  the 
Western  Reserve  University  Law-Medicine  Center  in  Cleve- 
land, Ohio. 

Civil  and  criminal  aspects  of  the  topic  will  be  empha- 
sized, and  physiological  effects  of  alcohol  on  the  human 
body,  the  history  and  theory  of  chemical  tests,  and  the 
scientific  equipment  available  to  perform  chemical  tests 
will  be  covered. 

Under  discussion  also  will  be  the  preparation  of  civil 
and  criminal  cases  involving  the  issues  of  intoxication  and 
influence.  Planned,  too,  is  a segment  of  a criminal  trial 
involving  the  intoxication  issue  in  a traffic  manslaughter 
charge. 

Presenting  lectures  and  demonstrations  will  be  mem- 
bers of  the  Western  Reserve  University  faculty,  the  pro- 
fessional staff  of  the  Cuyahoga  County  Coroner’s  Office, 
and  public  officials. 

Further  information  may  be  obtained  by  writing  Oliver 
Schroeder,  Jr.,  Director,  Law-Medicine  Center,  2145  Adel- 
bert  Road,  Cleveland  6,  Ohio. 
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Houston,  Mexico  City  Sessions 
Set  for  Proctologic  Societies 

The  American  Proctologic  Society  will  hold  its  fifty-ninth 
annual  meeting  at  the  Shamrock  Hilton  Hotel  in  Houston 
April  25-27.  Immediately  following,  the  group  will  join 
the  Mexican  Proctologic  Society  for  a combined  session 
(April  29-May  1)  at  the  Continental  Hilton  Hotel  in 
Mexico  City. 

Program  committee  chairman  for  the  Houston  session 
is  Dr.  Merrill  O.  Hines,  3503  Prytania  Street,  New  Orleans, 
from  whom  further  information  may  be  requested.  Advance 
registration  is  not  necessary,  and  the  meeting  is  open  to  all 
members  of  the  profession. 

National  officers  of  the  American  society  include  Dr. 
Robert  J.  Rowe,  Dallas,  treasurer.  Houston  arrangements 
chairmen  are  Drs.  Herbert  T.  Hayes,  Harry  B.  Burr,  and 
J.  Wade  Harris.  APS  representative  for  the  Mexico  City 
program  is  Dr.  Charles  A.  Neumeister,  while  Dr.  Fidel 
Ruiz-Moreno  is  secretary  of  the  latter  group. 

A special  program  for  wives  is  planned  in  both  cities. 


Arthur  Flemming  Dated  For 
Dallas  Food  and  Drug  Meeting 

Secretary  of  Health,  Education,  and  Welfare  Arthur  S. 
Flemming  will  head  the  list  of  speakers  at  the  sixty-fourth 
annual  national  conference  of  the  Association  of  Food  and 
Drug  Officials  of  the  United  States,  to  be  held  June  5-9 
at  the  Baker  Hotel,  Dallas.  About  200  members  are 
expected. 

The  conference  will  include  expert  discussions  on  the 
narcotics  problem,  current  developments  in  food  additives 
and  color  amendments,  means  of  making  safer  the  use  of 
hazardous  substances  in  homes  and  industry,  and  problems 
pertaining  to  the  frozen  food  code. 

Among  national  officers  of  the  group  is  J.  F.  Lakey, 
secretary-treasurer,  who  is  director  of  the  Division  of  Food 
and  Drugs,  Texas  State  Department  of  Health. 


OF  GENERAL  INTEREST 

Personals 

Dr.  Milford  O.  Rouse,  Dallas,  discussed  the  dangers  of 
government  intervention  in  the  health  affairs  of  the  nation’s 
aged  at  a 2-day  conference  in  February  of  the  American 
Medical  Association  Committee  on  Aging.  Held  in  New 
Orleans  by  the  committee  and  the  medical  societies  of 
Arkansas,  Louisiana,  Mississippi,  and  Texas,  the  meeting 
was  called  to  explore  the  opportunities  for  positive  health 
and  meaningful  living  among  older  persons. 

Dr.  Jay  J.  Johns,  Taylor,  has  been  named  chairman  of 
the  Joint  Committee  on  Health  Problems  in  Education  of 
the  National  Education  Association  and  the  American 
Medical  Association. 

Dr.  W.  P.  Higgins,  Jr.,  Fort  Worth,  has  received  the 
highest  honor  a Catholic  bishop  can  confer — the  Holy 
Trinity  Award.  Dr.  Higgins  was  cited  for  15  years  of 
outstanding  service  in  Catholic  charities  and  medicine  at 
the  annual  meeting  of  Catholic  Charities,  Diocese  of  Dallas- 
Fort  Worth,  in  February. 

A native  Texan  and  brother  of  two  Texans,  Dr.  Tom 
Douglas  Spies,  president-elect  of  the  Southern  Medical 
Association,  died  February  28,  1960,  in  New  York. 


Director  of  the  Hillman  Nutrition  Clinic  in  Birmingham, 
Ala.,  at  the  time  of  his  death,  Dr.  Spies  was  connected  with 
nutrition  clinics  in  Havana,  Cuba,  and  Chicago,  and  he 
was  professor  of  nutrition  and  metabolism  and  department 
head  at  Northwestern  University. 

In  1957,  Dr.  Spies  was  given  the  Distinguished  Service 
Award  by  the  American  Medical  Association  for  his  con- 
tributions in  the  field  of  deficiency  diseases  and  clinical 
nutrition. 

A graduate  of  Bonham  High  School  and  the  University 
of  Texas,  Dr.  Spies  received  his  medical  degree  from  the 
Harvard  Medical  School  in  1927.  Survivors  include  two 
brothers,  Dr.  John  H.  Spies  of  Austin  and  Allen  Spies  of 
Leonard. 

Dr.  N.  E.  Dudney,  League  City,  has  been  presented  that 
town’s  "Outstanding  Citizen”  award  at  the  annual  Chamber 
of  Commerce  banquet.  During  presentation  ceremonies,  Dr. 
Dudney  was  commended  for  "his  capable  leadership  and 
stimulating  interest.” 

Dr.  Howard  C.  Hopps,  professor  and  chairman  of  the 
Department  of  Pathology  at  the  University  of  Texas  Medi- 
cal Branch,  Galveston,  has  been  named  "Boss  of  the  Year” 
in  that  city.  The  award  was  made  at  the  sixth  annual 
bosses  dinner  of  the  Galveston  County  Chapter,  Na- 
tional Secretaries  Association,  Inc. 

Dr.  Thomas  R.  McElhenney,  Austin,  presented  a paper, 
"Nasal  Allergy  in  Infants  and  Children,”  at  the  sixteenth 
Congress  of  the  American  College  of  Allergists  in  Miami. 

Dr.  Eugene  Schoch,  Austin,  is  among  contributors  to 
1960  Current  Therapy. 

Dr.  Maurice  Jacobs,  Austin,  was  recently  named  vice- 
president  of  the  Jewish  Community  Council  of  Austin, 
while  Dr.  Otto  Lippmann  became  a member  of  its  board 
of  directors. 

Dr.  and  Mrs.  Walter  S.  Patton,  Amarillo,  are  the  parents 
of  a daughter,  Kelly,  born  February  7. 

Dr.  W.  R.  Gaddis  and  Dr.  R.  B.  Homan,  Jr.,  were  mod- 
erators for  a recent  symposium  on  clinical  medicine  and 
surgery  held  in  El  Paso  under  auspices  of  the  El  Paso 
County  Medical  Society  and  the  Lederle  Laboratories.  The 
all-day  session  was  open  to  physicians  from  West  Texas 
and  New  Mexico. 

Dr.  R.  W.  Kimbro,  Cleburne,  is  new  councilor-elect  from 
Texas  for  the  Southern  Medical  Association,  an  appoint- 
ment made  as  one  of  his  last  official  acts  by  the  late  Dr. 
Tom  Spies,  who  was  president-elect. 

Death  claimed  El  Paso  mining  engineer  Oscar  C.  Rhein- 
heimer,  brother  of  Dr.  E.  W.  Rheinheimer  of  that  city,  on 
March  8. 

Dr.  Joseph  V.  Hopkins,  Victoria  physician  who  has  car- 
ried on  his  practice  in  spite  of  a laryngectomy  for  cancer 
30  years  ago,  was  honored  by  Catholic  doctors  in  Boston 
March  27.  St.  Luke’s  Guild,  an  association  of  Catholic 
physicians,  presented  him  the  Laetare  Medal  at  its  annual 
dinner. 

On  March  8,  I960,  death  claimed  Mrs.  Luta  Bob  Archer, 
mother  of  Dr.  John  Archer,  Amarillo,  and  Dr.  Richard  K. 
Archer,  Dallas. 


Yale  School  of  Medicine  to 
Observe  150  Years  in  October 

A century  and  a half  of  existence  will  be  marked  by  the 
Yale  School  of  Medicine  on  October  28  and  29  of  this 
year.  Sir  Howard  Florey  of  Oxford,  England,  will  be  among 
speakers  featured  during  the  special  observance  of  the  na- 
tion’s fifth  medical  school  to  be  established.  Charter  for 
the  establishment  of  the  Medical  Institution  of  Yale  College 
was  granted  in  October,  1810,  by  the  Connecticut  General 
Assembly. 
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Medical  Students  Participate 
In  Army  Survival  Demonstrations 

Operation  Knothole,  48  hours  of  lectures  and  field  exer- 
cises on  after-effects  of  atomic  explosions,  was  viewed 
recently  by  200  future  doctors  and  nurses  from  the  Uni- 
versity of  Texas  Medical  Branch  at  Galveston. 

Following  orientation  at  Brooke  Army  Medical  Center 
at  Fort  Sam  Houston,  3,000  soldiers  demonstrated  the 
disaster  at  Camp  Bullis  near  San  Antonio. 

Demonstrations  included  how  to  reduce  confusion  and 
expedite  patient  recovery  by  alternating  patient  movement 
with  patient  care  in  step  by  step  methods  from  the  disaster 
scene  to  permanent  hospitals. 

Patients  were  divided  into  categories  according  to  the 
seriousness  of  their  injuries  with  those  suffering  lesser 
wounds  being  treated  first.  Thus,  they  could  be  free  to 
assist  litter  bearers  and  medical  aid  personnel  in  care  of 
others.  Conversely,  those  who  were  expected  to  die  were 
placed  in  an  "Expectant  Area,”  and  temporarily  abandoned 
so  that  limited  medical  resources  might  be  applied  where 
chances  of  saving  life  were  possible. 

Other  points  shown  during  the  operation  were  military 
organization  of  attack  and  defense  tactics,  gathering  of 
wounded  over  widely  scattered  terrain,  sorting  patients  to 
determine  the  next  stage  of  treatment  and  movement,  use 
of  jeeps,  trucks,  helicopters,  and  field  surgery  with  nomi- 
nal equipment.  Also  simulated  for  onlookers  was  an  atomic 
hit  by  a tactical  weapon  yielding  20  kilotons. 

To  demonstrate  what  happens  to  human  tissue  encased 
in  skin  when  hit  by  a high  powered  rifle  bullet,  a plastic 
sack  was  filled  with  sauerkraut.  When  hit,  its  contents 
were  scattered  over  a 20  foot  circumference. 

Major  General  William  E.  Shambora,  medical  com- 
mander at  the  base,  and  Dr.  Truman  G.  Blocker,  Jr.,  who 
led  the  group  from  the  Medical  Branch,  announced  that 
the  event  will  be  re-staged  for  medical  schools  throughout 
the  country. 


Southwestern  Medical  Foundation 

Dr.  George  W.  Dana  of  New  York  has  been  named 
executive  director  of  Southwestern  Medical  Foundation  in 
Dallas,  Karl  Hoblitzelle,  president,  has  announced.  A na- 
tive of  Ohio,  Dr.  Dana  received  his  bachelor  of  arts  degree 
from  Dartmouth  and  his  medical  degree  from  Cornell.  He 
was  a medical  officer  with  Patton’s  Third  Army  in  World 
War  II.  He  has  held  numerous  medical  positions  and 
assignments,  among  the  most  recent  of  these  being  his 
membership  in  a 10-doctor  United  States  delegation  to 
the  World  Health  Assembly  under  chairmanship  of  the 
Surgeon  General. 

A $22,500  cancer  research  grant  has  been  presented  to 
the  University  of  Texas  Southwestern  Medical  School  by 
the  Dallas  Chapter,  Fraternal  Order  of  Eagles. 

Southwestern  Medical  Foundation  has  made  a grant  of 
$7,700  to  the  University  of  Texas  Southwestern  Medical 
School  to  be  used  in  support  of  a heart  research  project 
being  directed  by  Dr.  Richard  Ernst,  assistant  professor  of 
thoracic  surgery.  Official  title  of  the  project  is  "Pathogenesis 
of  Shock,  Peripheral  Cyanosis  and  Pooling  of  Blood  Sec- 
ondary to  an  Abnormally  Low  Blood  pC02.” 

The  Grady  Reddick  Memorial  Lectureship  has  been  set 
up  to  perpetuate  the  memory  of  the  late  Dr.  Walter  Grady 
Reddick,  clinical  professor  of  medicine  at  the  University 
of  Texas  Southwestern  Medical  School,  who  was  one  of 
the  first  physicians  to  link  migraine  headaches  with  per- 
sonality traits.  Funds  contributed  to  the  Grady  Memorial 


Lectureship  are  being  received  by  Southwestern  Medical 
Foundation.  Dr.  Morris  Horn,  president  of  the  Dallas 
Academy  of  Internal  Medicine,  whose  executive  committee 
is  heading  the  fund  campaign,  says  his  group  hopes  to 
obtain  between  $12,000  and  $15,000  in  endowment  funds. 

Ground  was  broken  last  December  for  the  construction 
of  the  new  532-bed,  $10,000,000  St.  Paul  Hospital,  a 
Southwestern  Medical  Center  development,  slated  to  be  in 
use  in  1962. 


Texas  Doctors,  Legislators  Discuss 
Need  for  Attack  on  Regional  TB  Nests 

A more  intensive  case-finding  program  to  stamp  out  the 
spread  of  tuberculosis  in  certain  areas  of  Texas  was  urged 
by  Dr.  Elliott  Mendenhall  of  Dallas,  chairman  of  the 
Texas  Medical  Association  Committee  on  Tuberculosis, 
when  he  appeared  before  the  state  Legislative  Budget  Board 
in  Austin  February  10. 

Legislative  and  medical  officials  appearing,  in  addition 
to  Dr.  Mendenhall,  included  Dr.  C.  J.  Ruilmann,  director 
of  Texas  State  Hospitals  and  Special  Schools;  Dr.  Nat  Gold- 
smith, a member  of  that  board;  and  Senator  Abraham 
Kazen  of  Laredo,  who  outlined  the  tuberculosis  incidence  in 
Webb  County.  Lt.  Governor  Ben  Ramsey  is  chairman  of 
the  Legislative  Budget  Board.  Other  legislators  attending 
were  Senators  Wardlow  Lane  of  Center,  Dorsey  Hardeman 
of  San  Angelo,  and  Crawford  Martin  of  Hillsboro;  Repre- 
sentatives Truett  Latimer  of  Abilene,  Bo  Ramsey  of  Beck- 
ville,  and  John  Huebner  of  Bay  City. 

Dr.  Mendenhall  stated  that  tuberculosis  bacilli  are  build- 
ing up  resistance  to  preventive  drugs  which  are  often  used 
to  cure  minor  injuries.  He  urged  extensive  skin  testing  and 
chest  x-ray  surveys  south  of  a line  from  El  Paso  to  Houston, 
with  special  emphasis  in  searching  out  tuberculosis  "nests, 
both  geographical  and  personal.”  He  also  urged  detected 
cases  be  reported  to  the  State  Health  Department  or  county 
medical  societies. 

Dr.  Ruilmann  said  that  tuberculosis  has  been  somewhat 
on  the  decline  in  Texas  generally,  but  that  certain  areas 
still  have  a high  incidence  rate. 


Problems  in  Home  Care 
Of  Tuberculous  Pafienf- 

Development  of  present  day  drug  therapy  used  in  treat- 
ment of  tuberculosis  has  tended  to  popularize  home  treat- 
ment of  the  disease.  In  a few  instances,  such  treatment  is 
not  only  practical  but  also  wise.  However,  it  is  surrounded 
by  many  problems.  Some  of  these  are  obvious  and  others 
are  real,  but  unrecognized. 

As  a rule,  the  problems  are  governed  by  three  factors: 

1.  Type  of  patient  is  one  factor.  Is  the  patient  coopera- 
tive? Is  he  concerned  about  the  welfare  of  those  in  contact 
with  him  at  home?  Will  he  cooperate  and  follow  instruc- 
tions when  the  doctor  or  others  in  charge  of  his  case  are 
out  of  sight?  Is  his  sputum  positive  or  negative?  Does  he 
understand  the  principles  of  sanitation?  Will  he  take  his 
medication? 

2.  The  second  factor  is  governed  by  facilities  in  the 
home  where  the  patient  is  being  treated.  Can  the  patient 
have  his  own  private  "infirmary”  within  the  home?  Does 
he  share  a bath  with  others?  Can  sputum  be  disposed  of 
adequately?  Will  nutrition  be  adequate?  Is  the  home  ac- 
cessible to  medical  consultation  in  case  of  emergencies? 

3.  The  third  factor  is  concerned  with  other  occupants  in 
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the  home.  Are  children  present?  Can  other  members  of  the 
household  be  taught  the  proper  respect  for  the  disease?  Will 
his  presence  create  a real  health  hazard? 

All  of  the  preceding  questions  should  be  considered 
carefully  before  treatment  is  begun  at  home. 

Obviously,  there  is  a place  for  the  home  in  the  treatment 
of  tuberculosis,  but  ideally  it  should  follow  an  initial  period 
of  hospitalization.  During  this  time  the  patient’s  sputum 
should  be  converted  to  negative,  he  should  be  educated 
about  the  nature  of  the  disease  and  he  should  be  instructed 
in  what  is  required  of  him  after  he  leaves  the  sanatorium. 
Meanwhile,  the  entire  household  can  be  prepared  to  receive 
him,  thus  forming  an  important  link  in  the  rehabilitation 
of  the  patient.  (Preparing  the  household  for  the  patient  is 
just  as  important  as  getting  the  patient  ready  to  come 
home.)  An  atmosphere  conducive  to  continued  improve- 
ment must  be  maintained,  and  the  importance  of  continuing 
competent  medical  supervision  cannot  be  overemphasized. 

— Committee  on  Tuberculosis, 

Texas  Medical  Association. 


Medical  Research  Foundation  of  Texas 

Dr.  Val  C.  Baird,  chief  physician  of  Humble  Oil  and 
Refining  Company,  Houston,  has  been  elected  president 
of  the  Medical  Research  Foundation  of  Texas,  its  board 
chairman,  former  Governor  Dan  Moody,  has  announced. 

Dr.  Baird  is  chairman  of  the  Texas  Medical  Associa- 
tion’s Committee  on  Industrial  Health  and  is  active  in 
affairs  of  the  Medical  Advisory  Committee  of  the  American 
Petroleum  Institute.  He  succeeds  Dr.  G.  V.  Brindley,  Sr., 
Temple,  as  president  of  the  Medical  Research  Foundation. 

Other  new  officers  are  French  Robertson,  Abilene  inde- 
pendent oil  operator  and  former  chairman  of  the  Board 
for  Texas  State  Hospitals  and  Special  Schools,  first  vice- 
president;  Dr.  H.  W.  Paley  of  the  University  of  Texas 
Medical  Branch,  Galveston,  secretary;  Marvin  K.  Collie, 
president  of  Houston's  National  Bank  of  Commerce,  treas- 
urer. Executive  vice-president  is  Sloane  Wingert,  Houston. 

The  foundation  is  a nonprofit  corporation  dedicated  to 
the  encouragement  and  support  of  basic  medical  research 
in  Texas,  and  it  has  established  advisory  groups  through- 
out the  state,  working  in  accord  with  practicing  physicians 
and  dentists  interested  in  advancing  basic  research  projects. 

The  foundation  itself  does  not  conduct  actual  research 
projects  nor  does  it  maintain  any  research  facilities.  It 
processes  and  acts  upon  requests  for  research  funds  in 
Texas  and  endeavors  to  secure  financial  support  for  worth- 
while programs.  Grants  totalling  $52,000  have  been  chan- 
neled through  the  foundation  to  five  medical  and  dental 
schools  in  Texas  during  the  past  20  months.  In  some  com- 
munities the  foundation  is  supported  by  United  Fund  or 
Community  Chest  appeals,  but  for  the  most  part  fund- 
raising efforts  are  directed  to  individuals  and  corporations. 


Niese  Succeeds  Ogle  in  Air  Force  Post 

Major  General  O.  K.  Niese,  USAF,  MC,  is  now  United 
States  Air  Force  Medical  Service  surgeon  general,  replacing 
Major  General  Dan  C.  Ogle,  who  retired  recently. 


The  word  "apothecary”  derives  from  a Greek  noun  mean- 
ing "storehouse.”  Some  trace  the  druggist  title,  pharmacist 
to  the  Greek  word  for  "remedy.”  But  other  scholars  derive 
it  from  an  ancient  Egyptian  term  meaning  "the  practise  of 
witchcraft,”  according  to  Ketchum  & Co.  Inc. 


"Next — Let's  Conquer  Mental  Illness!" 

"Next — Let’s  Conquer  Mental  Illness”  is  a key  phrase 
in  stories  and  advertisements  used  during  the  I960  national 
mental  health  campaign,  now  in  progress  April  15-May  31. 

Sponsored  by  the  National  Association  of  Mental  Health, 
the  campaign  is  being  conducted  in  every  community  of 
the  United  States,  particularly  in  those  areas  where  the 
drive  is  conducted  by  the  800  affiliates  of  this  more-than- 
a-million  citizens’  group. 

This  year  about  300,000  Americans  will  become  mental 
patients  for  the  first  time,  a fact  sheet  released  by  the  as- 


sociation reveals.  At  least  17,000,000  Americans  (one  in 
every  10)  are  now  suffering  from  a mental  or  emotional 
disorder,  and  half  the  cases  a physician  sees  are  tied  up 
with  such  disorders. 

At  the  same  time,  reports  the  association,  the  average 
state  hospital  has  less  than  half  the  doctors  it  needs,  one- 
third  the  social  workers  it  needs,  two-thirds  the  psycholo- 
gists it  needs,  and  one-fifth  the  nurses  it  needs.  Community 
mental  health  clinics  now  number  a little  over  1,300,  half 
of  them  part-time,  while  at  least  3,300  full-time  clinics  are 
needed  to  have  one  clinic  per  50,000  population. 


Major  Building  Plans  Announced 
For  Corpus  Children's  Hospital 

Plans  were  announced  in  February  to  build  major  addi- 
tions to  the  Driscoll  Foundation  Children’s  Hospital  in 
Corpus  Christi.  First  step  will  be  to  erect  quarters  for  50 
private  patient  beds,  scheduled  for  completion  by  May, 
1961. 

Nucleus  of  the  expansion  plans  will  be  a pediatric  cen- 
ter, a "mother  hospital,”  which  will  provide  medical  and 
surgical  care  for  a number  of  separate  building  units  on 
the  hospital’s  acreage.  Each  smaller  unit  will  have  separate 
administrative  boards  and  financing,  although  they  will 
share  certain  auxiliary  facilities.  Master  planning  and  ad- 
ministration will  be  conducted  by  the  South  Texas  Chil- 
dren’s Medical  Center  Foundation,  newly  formed  organiza- 
tion. Grounds  were  provided  by  the  Driscoll  Foundation. 

With  an  ultimate  completion  goal  of  10  years,  the  cen- 
ter will  include  eventually  a rehabilitation  center  with  50 
beds  for  in-patients  and  extensive  out-patient  treatment 
facilities.  Treatment  here  will  be  concentrated  on  children 
with  handicaps  from  such  diseases  as  polio,  muscular  dys- 
trophy, arthritis,  and  cerebral  palsy.  Also  to  be  included 
will  be  two  additional  floors  of  the  present  charity  hospital 
for  paying  patients,  a building  for  completely  handicapped 
children,  a convalescent  home  with  a 25  bed  nursery,  cot- 
tages for  25  more,  a small  animal  laboratory,  a Parent-Child 
Guidance  Center,  a greenhouse,  and  a building  for  the 
Nueces  County  Medical  Society. 
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1 MEMORIAL 
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A Portrait-  of  Sigmund  Freud 

An  etching  of  Sigmund  Freud  in  his  middle  years,  done 
by  Viennese  artist  Max  Poliak,  hangs  in  the  Meeting  Room 
of  the  Jesse  H.  Jones  Library  Building,  Texas  Medical 
Center,  Houston.  The  etching  is  the  recent  gift  of  Mr. 
and  Mrs.  Julius  Fohs  of  Houston,  who  decided  to  donate 
it  to  the  Houston  Academy  of  Medicine  so  that  it  might 
be  appreciated  by  a wider  audience.  Mr.  Fohs,  a geologist, 
began  collecting  Poliak’s  work  after  meeting  him  in  1918. 

Poliak  became  acquainted  with  Freud  in  1913  when 
the  publisher  of  Freud’s  early  works  commissioned  him 
to  make  the  portrait.  Artist  and  subject  found  grounds  for 
a pleasant  relationship  in  their  common  interest  in  Egyptian 
and  Greek  archeology.  Poliak,  in  fact,  included  in  the 
etching  some  archeological  relics  which  Freud  kept  on  the 
desk  of  his  study.  In  his  biography  of  Freud,  Ernest  Jones 


Sigmund  Freud 


describes  the  desk  at  which  Freud  wrote  as  being  "crowded 
with  his  favorite  statuettes  and  similar  objects  which 
present  a rather  puzzling  appearance  in  the  well-known 
etching  by  Max  Poliak  depicting  him  seated  there.”1  Jones 
goes  on  to  describe  otiier  relics  and  items  in  Freud’s  study, 
such  as  Egyptian  stone  reliefs,  a bronze  head  of  Buddha, 
a Chinese  bowl  purchased  in  America  on  his  visit  here  in 
1909,  an  etching  of  the  great  temple  of  Abu  Simbel,  and 
a plastic  copy  of  the  marble  relief  of  the  famous  Gradiva. 

Poliak  made  a serious  effort  to  know  as  much  as  pos- 
sible about  his  subject  before  beginning  the  drawing.  For 
a semester  he  attended  Freud’s  lectures  at  the  University  of 


1 The  Life  and  Work  of  Sigmund  Freud,  vol.  3,  New 
York , Basic  Books,  1957,  p.  317. 


Vienna  and  read  his  published  works.  Freud  liked  the 
finished  portrait  and  refused  to  pose  for  any  other  artist  for 
many  years.2  Prior  to  the  time  when  Max  Poliak  did  his 
drawing  Max  Eitingon,  Freud’s  lifetime  friend  and  fellow 
analyst,  "wanted  him  to  allow  Professor  Orlik,  a disting- 
uished artist,  to  make  an  etching  of  him,  one  to  be  better 
than  Struck’s,  . . . Freud  refused,  saying  that  the  one 
Schmutzer  had  made  a few  years  before  could  not  be 
surpassed  and  anyhow  he  had  promised  Max  Poliak  the 
'final  visage.’  ”3 

Before  World  War  II,  Poliak  left  Vienna  to  come  to 
the  United  States.  He  left  behind  him  many  of  his  pos- 
sessions, including  the  copper  plates  of  the  etching,  all  of 
which  were  destroyed  by  the  Nazis  during  the  war.  As  a 
result,  only  a few  known  copies  of  the  portrait  of  Freud 
now  remain. 

In  this  country  Poliak’s  work  has  taken  on  a new  char- 
acter. He  has  made  etchings  of  Mexican  scenes.  For  the 
Fohs  he  has  done  two  etchings,  one  of  a Texas  oil  well 
scene,  the  other  of  an  area  of  New  York  City.  Poliak  is 
now  living  in  Sausalito,  Calif.,  and  exhibiting  his  work 
in  San  Francisco. 

Poliak’s  portrait  of  Freud  apparently  meant  a great  deal 
to  Theodor  Reik,  psychoanalyst  and  author,  for  in  the 
preface  of  his  "From  Thirty  Years  With  Freud”4  he  recalls 
how  he  was  moved  after  looking  at  the  etching  for  some 
time.  Reik’s  comments  on  the  portrait  describe  it  well. 
The  drawing  is  set  in  "A  dimly  lighted  room.  In  the  fore- 
ground, on  the  desk,  antique  bronzes  and  figurines,  dug 
up  out  of  the  ruins  of  centuries,  phantoms  of  the  past  . . . 
the  sculptures  seem  symbolic.  For  the  life  that  Freud  showed 
us  was  resurrected  like  them  from  the  dust  of  centuries  . . . 
Freud’s  head,  bent  forward  slightly,  outlined  distinctly. 
The  eyebrows  lifted  as  though  in  deep  attention.  Ridges 
on  the  high  forehead  and  two  deep  furrows  running  down 
from  the  mouth  to  the  short  white  beard.  The  eyes  gaze 
into  the  beholder  and  yet  see  beyond  him  ....  They 
have  an  expression  of  hardy  quest,  as  though  their  gaze 
had  wholly  merged  into  their  object;  and  yet  they  valued 
that  object  only  for  the  knowledge  it  gave.” 

This  portrait  is  valued  for  both  artistic  and  historical 
reasons  and  is  a gift  greatly  appreciated  by  the  Houston 
Academy  of  Medicine. 

— James  A.  Knight,  M.D.,  Houston. 


Suggested  Reading 

A selected  list  of  items  on  Freud,  psychiatry,  psychology, 
and  psychosomatic  medicine  available  on  loan  from  the 
Memorial  Library  of  the  Texas  Medical  Association,  Aus- 
tin, follows: 

Alexander,  Franz:  Sigmund  Freud,  AMA  Arch.  Neurol. 
& Psych.  43:575-580  (March)  1940. 

Barrett,  William  G. : A Hitherto  Unremarked  Error  of 
Freud’s,  Psycho-analyt.  Quart.  28:247-248,  1959. 

Fortes,  Meyer:  Malinowski  and  Freud,  Psychoanalysis 
and  the  Psychoanalytic  Rev.  45:137-145  (Spring-Summer) 
1958. 

Glover,  Edward:  The  Uses  of  Freudian  Theory  in  Psychi- 
atry, Brit.  J.  M.  Psychol.  31:143-152  Parts  3 & 4 1958. 

Overholser,  Winfred:  The  Meaning  of  Freud  for  Our 
Time,  Internat.  Rec.  Med.  164:249-257  (May)  1951. 


2 Poliak  described  his  relationship  to  Freud  and  gave 
details  of  making  the  etching  in  a letter  to  the  author. 

3Jones,  op.cit.,  p.  153- 

'Trans,  by  Richard  Winston,  New  York,  International 
Universities  Press,  1949,  pp.  viii-ix. 
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Ziiboorg,  Gregory:  Freud’s  Fundamental  Psychiatric  Ori- 
entation, Internat.  J.  Psycho-Analysis  35:1-5  Part  II  1954. 

Ziiboorg,  Gregory:  Freud’s  One  Hundredth  Anniversary, 
The  Psychoanalyt.  Quart.  25:139-146  1956. 

Ziiboorg,  Gregory:  Sigmund  Freud  in  the  Perspective 
of  Medical  History,  Bull.  New  York  Acad.  Med.  32:894- 
902  (Dec.)  1956. 

The  Psychiat.  Quart.,  (Freud  Centenary  Issue),  vol.  30, 
no.  4,  1956. 

The  following  journals  in  the  field  of  psychiatry  may 
be  found  in  the  Library: 

Acta  Psychiatrica  et  Neurologica. 

American  Journal  of  Psychiatry. 

American  Journal  of  Psychology. 

American  Journal  of  Psychotherapy. 

Archives  of  General  Psychiatry. 

Archives  of  Neurology  & Psychiatry. 

British  Journal  of  Medical  Psychology. 

Bulletin  of  the  Los  Angeles  Neurological  Society. 
Diseases  of  the  Nervous  System. 

Journal  of  Applied  Psychology. 

Journal  of  Clinical  Psychology. 

Journal  of  Nervous  & Mental  Diseases. 

Journal  of  Neurology,  Neurosurgery,  Psychiatry. 

Journal  of  Neuropathology  & Experimental  Neurology. 
Journal  of  Neurophysiology. 

Psychiatry. 

Psychoanalytical  Quarterly. 

Psychosomatic  Medicine. 


Gifts  to  the  Library 

Dr.  Fred  L.  Adair,  Florida,  4 reprints  and  3 journals. 

Dr.  Otto  Brandt,  Jr.,  Austin,  31  journals. 

Dr.  Charles  M.  Darnall,  Austin,  4 bound  journals  and 
206  books. 

Dr.  Guy  T.  Denton,  Jr.,  Dallas,  104  journals  and  20 
books. 

Dr.  Enid  Gilbert,  Austin,  132  journals. 

Dr.  Homer  Goehrs,  Austin,  54  journals. 

Dr.  Richard  B.  Johns,  Abilene,  24  tapes. 

Dr.  J.  Edward  Johnson,  Austin,  114  journals,  25  re- 
prints and  pamphlets. 

Dr.  Hyman  J.  Kaplan,  Bay  City,  10  books  and  1 journal. 

John  Kirby,  Ph.D.,  Austin,  66  journals. 

Dr.  Georgia  Legett  and  Dr.  Carey  Legett,  Austin,  40 
journals. 

Mrs.  Harry  J.  Leon,  Austin,  6 journals. 

Dr.  Robert  W.  Loveless,  Bastrop,  34  journals  and  4 
books. 

Dr.  William  P.  Morgan,  Austin,  112  journals. 

Philip  R.  Overton,  Austin,  344  journals. 

Mrs.  William  S.  Sanders,  Jasper,  30  tapes. 

Dr.  Teddy  M.  Sousares,  Austin,  85  journals. 

Dr.  Claude  A.  Selby,  Sinton,  243  journals. 

Dr.  B.  O.  White,  Austin,  18  journals. 

Dr.  David  R.  Womack,  Austin,  20  journals. 

tV  Books 


Books  Newly  Acquired 

American  College  of  Surgeons,  Surgical  Forum:  vol.  10, 
1959,  Chicago,  American  College  of  Surgeons,  I960. 

American  Medical  Association:  New  and  Nonofficial 
Drugs,  I960,  Philadelphia,  J.  B.  Lippincott,  I960. 


Cajal,  Santiago  Ramon  y:  Studies  on  Vertebrate  Neuro- 
genesis, Springfield,  111.,  Charles  C Thomas,  I960. 

Coates,  John  Boyd,  Ed.:  Neurosurgery,  Surgery  in  World 
War  II,  Washington,  Office  of  the  Surgeon  General,  De- 
partment of  the  Army,  1959. 

Conn,  Howard  Franklin:  Current  Therapy,  I960,  Phil- 
adelphia, W.  B.  Saunders,  I960. 

Cosentino,  Rodolfo:  Atlas  of  Anatomy  and  Surgical  Ap- 
proaches in  Orthopedic  Surgery — Upper  Extremity,  Spring- 
field,  111.,  Charles  C Thomas,  I960. 

Davis,  Loyal,  Ed.:  Christopher’s  Textbook  of  Surgery, 
ed.  7,  Philadelphia,  W.  B.  Saunders,  I960. 

Dejong,  Russell  N. : Neurologic  Examination,  New  York, 
Hoeber-Harper,  1958. 

Gilman,  Leonard:  Insomnia  and  Its  Relation  to  Dreams, 
Philadelphia,  J.  B.  Lippincott,  1958. 

Goss,  Charles  Mayo:  Brief  Account  of  Henry  Gray  and 
His  Anatomy,  Descriptive  and  Surgical,  Philadelphia,  Lea 
and  Febiger,  1959. 

Haik,  George  M.:  Symposium  on  Diseases  and  Surgery 
of  the  Lens,  St.  Louis,  C.  V.  Mosby,  1957. 

Harrison,  Tinsley  Randolph:  Principles  of  Internal  Medi- 
cine, ed.  3,  New  York,  McGraw-Hill,  1958. 

Inter-Society  Cytoloty  Council,  Transactions  of  the  6th 
Annual  Meeting:  New  York,  Nov.  13-15,  1958. 

Jelsma,  Franklin:  Primary  Tumors  of  the  Calvaria, 
Springfield,  111.,  Charles  C Thomas,  I960. 

Licht,  Sidney:  Massage,  Manipulation  and  Traction,  New 
Haven,  Conn.,  Elizabeth  Licht,  Publisher,  I960. 

Medical  Fee  Guide,  Stanford,  Calif.,  Medical  Reference 
Bureau,  1959. 

Rule,  Colter:  A Traveler’s  Guide  to  Good  Health,  New 
York,  Doubleday,  I960. 

Scheer,  Bradley  T.  General  Physiology,  New  York,  John 
Wiley,  1953. 

Schwartz,  Laszlo:  Disorders  of  the  Temporomandibular 
Joint,  Philadelphia,  W.  B.  Saunders,  1959. 

Sterling,  Julian  A.:  Biliary  Tract,  Baltimore,  Williams 
and  Wilkins,  1955. 

Titchener,  James  L.,  and  Levine,  Maurice:  Surgery  as  a 
Human  Experience,  New  York,  Oxford  University  Press, 
1960. 

Year  Book  of  the  Ear,  Nose  and  Throat,  1959-60,  Chi- 
cago, Year  Book  Publishers,  I960. 


Book  Notes 

A Short  History  of  Anatomy  and  Physiology 
From  the  Greeks  to  Harvey 

Charles  Singer.  209  pages.  $1.75.  New  York,  Dover  Pub- 
lications, Inc.,  1958. 

This  inexpensive  paper  bound  book  is  presented  interest- 
ingly and  covers  the  period  from  50  B.C.  in  Grecian  times 
to  William  Harvey.  Harvey’s  epoch  making  paper,  pre- 
pared meticulously,  was  delivered  in  a conservative  and 
almost  obscure  manner  by  publication  in  Frankfort,  Ger- 
many, in  1628. 

The  conciseness  of  his  observations  and  the  simplicity 
of  his  procedures  with  experimental  proof  were  typical  of 
his  analytical  mind.  It  was  this  type  of  mind  that  would 
not  let  him  deviate  into  the  philosophies  which  had  been 
handed  down  from  the  time  of  Galen.  It  led  to  such  funda- 
mental observations  as  the  following:  during  cardiac  con- 
traction while  the  size  and  breadth  of  the  heart  are  de- 
creasing, the  heart  actually  elongates  so  that  the  apex  strikes 
the  anterior  chest  wall  during  this  period.  He  found  that 
the  explanation  for  arteries  being  empty  in  death  lay  in 
the  fact  that  the  animal  ceased  to  breathe,  and  the  heart 
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continued  to  beat  after  blood  was  no  longer  delivered  to 
it  from  the  pulmonary  vessels.  Likewise,  it  was  he  who 
found  the  difference  between  veinous  and  arterial  pressures 
by  experimentation  on  living  subjects. 

Many  other  contributions  are  not  covered  here,  but  no 
apology  is  necessary.  No  one  in  the  time  or  space  allotted 
could  cover  the  multitudinous  and  epochal  observations  which 
laid  the  groundwork  for  someone  like  Harvey  with  his 
genius  for  accurate  observation  to  unravel.  This  review  is 
designed  to  whet  the  reader’s  interest  in  medical  history, 
past  and  present.  All  of  us  will  make  better  physicians  and 
better  citizens  if  we  but  take  the  time  to  weigh  and  con- 
sider the  contributions  of  our  predecessors  under  circum- 
stances and  conditions  much  less  favorable  than  our  own. 


and  a refinement  of  diagnostic  and  therapeutic  procedures 
have  made  it  seem  desirable  to  present  a new  discussion  of 
the  subject.  Emphasis  is  strongly  on  clinical  management 
and  is  primarily  for  the  medical  practitioner. 

The  various  menstrual  disorders  are  well  discussed  in 
their  separate  entities,  although  the  broad  view  of  their 
place  in  general  medicine  is  constant.  Much  attention  is 
given  to  the  two  age  epochs,  adolescence  and  climacterium. 
From  background  of  extensive  investigations  of  30  years, 
excellent  reference  sources  at  the  end  of  each  chapter,  and 
good  cross  indexing,  the  book  presents  a highly  readable 
and  instructive  format  for  the  general  practitioner. 

Cold  Injury,  Ground  Type 


— Joe  C.  Rude,  M.D.,  Austin. 


Pediatric  Neurology 

Stanley  S.  Lamm,  M.D.,  Clinical  Professor  of  Pediatrics, 
State  University  of  New  York,  College  of  Medicine  at  New 
York  City;  Neurological  Consultant,  Pediatric  Department, 
Kings  Country  Hospital  ( State  University  Division ) , Brooklyn, 
N.  Y.  495  pages.  $12.90.  New  York,  Lansberger  Medical 
Books,  Inc.,  1959- 

Covering  a much  needed  area  for  the  psychiatrist,  pedi- 
atrician, and  general  practitioner.  Dr.  Lamm  shows  his 
orientation  as  a pediatrician  and  a neurologist  throughout 
the  book. 

The  book  is  not  intended  to  be  exhaustive  nor  simply 
a compendium  of  information.  It  is  primarily  aimed  at 
giving  explanation  of  the  various  problems  of  the  nervous 
system  seen  in  children,  with  outlines  of  diagnosis  and 
treatment.  Sections  such  as  those  on  phenylpyruvic  oligo- 
phrenia or  galactosemia  are  lucid,  succinct,  and  apparently 
up  to  date.  The  section  on  brain  tumors  is  brief  but  helpful. 
It  gives  the  impression  of  being  written  by  someone  with 
much  firsthand  experience  with  these  problems. 

Photographs  included  are  of  good  quality  and  are  helpful. 

Heller’s  disease  is  not  mentioned.  The  author  may  not 
feel  that  the  entity  is  frequent  enough  or  sufficiently  es- 
tablished as  an  entity. 

Dr.  Lamm  is  to  be  commended  for  a creative  effort 
which  has  resulted  in  a useful  text. 

— John  A.  Boston,  Jr.,  M.D.,  Austin. 


Plastic  Arterial  Grafts 

W.  Sterling  Edwards,  M.D.,  Assistant  Professor  of  Sur- 
gery, Medical  College  of  Alabama,  Birmingham.  105  pages. 
$4.50.  Springfield,  111.  Charles  C Thomas,  1957. 

Concerned  chiefly  with  reporting  progress  in  the  field 
of  arterial  grafts,  Dr.  Edwards  relies  heavily  on  literature 
as  against  clinical  experience;  nevertheless,  he  contributes 
an  excellent  presentation  of  clinical  application  of  grafting 
procedures.  It  might  be  considered  weak,  were  it  not  that 
this  field  is  in  such  a flux  of  rapidly  developing  change. 

The  bibliography  accompanying  each  chapter  is  excellent 
reference  for  further  study.  It  is  well  indexed,  and  for 
those  in  small  communities  where  the  resources  of  the  large 
hospital  are  absent,  it  has  much  to  offer. 


The  Management  of  Menstrual  Disorders 

C.  Frederic  Fluhmann,  M.D.,  C.M.,  Clinical  Professor  of 
Obstetrics  and  Gynecology,  Stanford  University  School  of 
Medicine,  San  Francisco;  Assistant  Visiting  Obstetrician  and 
Gynecologist,  Stanford-Lane  Hospitals.  338  pages.  $8.50. 
Philadelphia  and  London,  W.  B.  Saunders  Company,  1956. 

This  is  the  second  book  of  Dr.  Fluhmann’s  dealing  with 
menstrual  disorders.  New  factors  of  primary  consequence 


Col.  Tom  F.  Whayne,  MC,  USA  (Ret.),  Professor  of 
Preventive  Medicine,  School  of  Medicine,  University  of  Penn- 
sylvania, Philadelphia,  and  MICHAEL  E.  DeBakey,  M.D., 
Professor  of  Surgery  and  Chairman  of  the  Department,  Baylor 
University  College  of  Medicine,  Houston,  and  formerly  Col., 
MC,  AUS.  570  pages.  $6.25.  Washington,  D.  C,  Office  of 
the  Surgeon  General,  Department  of  the  Army,  1958. 

A very  comprehensive  book  on  the  ground  type  of  cold 
injury  which  occurred  during  World  War  II,  this  book 
is  filled  with  excellent  photographs  showing  the  results 
of  cold  injury  among  military  personnel  during  World 
War  II.  The  basic  causes  of  cold  injury  were  given  as 
cold,  wet,  or  cold  and  wet  in  combination. 

This  book  has  three  main  purposes;  to  summarize  what 
has  been  learned  of  the  nature  of  this  injury,  including  its 
military  cost,  rehabilitation  of  the  patients,  its  management, 
physiology,  and  epidemiology;  to  record  the  history  and 
findings  of  cold  injury,  ground  type;  and  to  formulate  a 
plan  for  its  prevention  and  control  in  the  future. 


Experimentation  in  Man 

Henry  K.  Beecher,  M.D.,  Anesthesia  Laboratory  of  Harvard 
Medical  School,  Massachusetts  General  Hospital.  80  pages. 
$3.50.  Springfield,  111.,  Charles  C Thomas,  1959- 
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Texas 

Medical  Association 


Texas  Doctors,  Congressmen  Hold 
Washington  Forand  Conference 

Texas  physicians  representing  each  congressional  district, 
Texas  Medical  Association’s  general  counsel,  Philip  R. 
Overton,  and  the  Association’s  Executive  Secretary,  C.  Lin- 
coln Williston,  made  a Washington  "pilgrimage”  early 
in  March  to  discuss  Forand-type  legislation  with  Texas 
Senators  and  Congressmen. 

The  result;  on  the  whole,  cordial  and  sympathetic  re- 
ception by  the  statesmen,  with  strong  assurances  from  the 
great  majority  that  they  oppose  any  "socialization  of  medi- 
cine.” At  the  same  time,  the  Congressmen  emphasized  that 
the  medical  profession  must  present  its  own  positive  and 
carefully  planned  program  in  the  near  future. 

The  entire  medical  delegation  was  received  by  Senate 
Majority  Leader  Lyndon  B.  Johnson  and  spent  an  hour 
with  him.  Senator  Ralph  Yarborough,  also,  talked  with 
the  entire  group  for  an  hour.  Participating  physicians  were 
guests  of  the  Congressmen  at  their  regular  weekly  luncheon 
in  the  private  dining  room  of  the  Speaker  of  the  House 
of  Representatives. 

In  the  evening,  Texas  Senators  and  Congressmen  and 
their  wives  were  complimented  with  a reception  and  dinner 
at  the  Statler  Hilton  Hotel  by  the  Texas  physicians.  The 
Lone  Star  doctors  also  spent  some  time  in  Washington 
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conferring  with  the  American  Medical  Association’s  staff 
there. 

Taking  part  in  the  project  were  Dr.  F.  W.  Yeager,  Cor- 
pus Christi;  Dr.  N.  L.  Barker,  Paris;  Dr.  R.  H.  Bell,  Pal- 
estine; Dr.  J.  W.  Birdwell,  Tyler;  Dr.  Stanley  W.  Bohm- 
falk,  Weslaco;  Dr.  G.  W.  Cleveland,  Austin;  Dr.  Robert  L. 
Daily,  Wichita  Falls;  Dr.  Joe  R.  Donaldson,  Pampa;  Dr. 
Carlos  E.  Fuste,  Jr.,  Alvin;  Dr.  William  H.  Gordon,  Lub- 


bock; Dr.  R.  W.  Kimbro,  Cleburne;  Dr.  A.  R.  Kirkley, 
Belton;  Dr.  S.  Braswell  Locker,  Brownwood;  Dr.  E.  L. 
Mueller,  Sr.,  San  Antonio;  Dr.  James  W.  Rainer,  Odessa; 
Dr.  Milford  O.  Rouse,  Dallas. 

Also,  Dr.  Mai  Rumph,  Fort  Worth;  Dr.  W.  M.  Sherrill, 
Houston;  Dr.  Robert  F.  Short,  Dallas;  Dr.  Vance  Terrell, 
Stephenville;  Dr.  J.  M.  Travis,  Jr.,  Beaumont;  and  Dr.  J.  M. 
Coleman,  Austin. 


PROFILE  IN  LEADERSHIP 


Youngest  TMA  President,  W.  B.  Russ 
Fought  for  Medicine  with  Words,  Law 


In  the  spring  of  1909  in  Galveston,  members  of  the 
Texas  Medical  Association  elected  their  forty-first  president 
unanimously  and  by  acclamation. 

He  was  a bespectacled,  mustachioed  young  man  of  35 
named  Witten  Booth  Russ — so  far  as  is  known,  still  the 
youngest  person  ever  to  have  been  elected  to  this  office 
and,  at  that  time,  already  a veteran  of  several  important 
medical  battles. 

Dr.  Russ  was  born  in  Kingston,  La.,  in  1874,  received 
his  medical  degree  from  the  University  of  Pennsylvania, 


Dr.  W.  B.  Russ 


and  joined  the  Texas  Medical  Association  immediately 
after  beginning  his  practice  in  San  Antonio  in  1901. 
From  then  until  the  time  of  his  election,  he  never  missed 
a meeting  of  the  state  organization. 

He  was  one  of  the  Association’s  reorganization  leaders 
in  1903,  served  as  first  chairman  of  the  Board  of  Coun- 
cilors (1905-1909),  and  was  chairman  of  the  Committee 
on  Public  Policy  and  Legislation  before  becoming  president. 

Dr.  Russ  has  been  described  by  some  of  his  friends  as 
one  of  "the  fightingest,  writingest”  presidents  the  Texas 
Medical  Association  has  had,  and  these  are  both  deserved 
compliments. 

During  the  stormy  days  of  1906-1907,  he  was  instru- 
mental in  securing  passage  by  the  Texas  Legislature  of  five 
major  medical  bills  (Medical  Practice  Act,  the  Anatomical 
Law,  the  Board  of  Health  Law,  the  Tuberculosis  Sanator- 
ium Law,  the  Leprosarium  Bill,  and  the  Pure  Food  and 
Drug  Act).  He  expended  great  effort  to  raise  the  educa- 
tional standards  of  medical  schools,  and  his  continuous 
emphasis  on  the  value  of  the  Texas  State  Journal  of  Medi- 
cine resulted  in  early  prestige  for  the  Journal  among  As- 
sociation membership.  Between  1900  and  1910,  he  saw, 
and  helped  accomplish,  the  growth  of  the  state  association 
from  300  to  about  3,000  members. 

Just  as  he  fought  medical  quacks  and  nostrum  frauds  in 
the  early  days  of  Texas  medicine,  Dr.  Russ  directed  his 
wrath  and  a colorful  barrage  of  words,  in  later  decades, 
toward  such  diverse  subjects  as  FDR  and  the  New  Deal, 
"pagan  funeral  orgies,”  medical  scare  campaigns,  "the 
farewell  state,”  public  relations  men,  Communists,  over- 
specialization in  the  medical  profession,  reformers  and 
do-gooders,  and  Harry  Truman. 

He  spoke  entertainingly  of  these  things  before  medical 
and  civic  groups,  and  he  wrote  of  them  with  vigor,  humor, 
and  biting  satire  in  essays,  verses,  voluminous  personal 
correspondence,  and  a book,  "A  Doctor  Looks  at  Life,” 
published  in  1952  by  the  Naylor  Company.  The  book  was 
compiled  after  a newspaper  editor  told  him  he  should 
get  his  writing  published  "and  then  flee  the  country!” 

Russ-isms,  like  the  tall  tales  of  Boyce  House,  have  been 
quoted  from  one  end  of  Texas  to  the  other.  He  has  told 
his  physician  friends,  "On  behalf  of  those  of  us  who  have 


The  article  on  Dr.  Russ  is  the  first  of  a series  on  past 
presidents  of  the  Texas  Medical  Association  to  appear  in 
the  Texas  State  Journal  of  Medicine. 
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already  lived  too  long,  let  me  urge  you  to  make  the  most 
of  today,  for  when  tomorrow  comes  you  will  be  shocked 
to  know  that  seniority  in  Medicine  rates  about  as  does 
seniority  in  the  red  light  district  and  politics — a bad  past 
and  no  future!” 

Of  the  New  Deal  he  remarked,  "These  New  Deal  plan- 
ners of  a better  world  have  made  logic  or  'horse  sense’ 
asinine.  The  trouble  is,  they  pay  little  attention  to  logic 
and  the  horse  has  no  sense  . . 

His  frequent,  rather  grisly,  comment  about  funerals  has 
been,  "We  can,  at  least,  save  the  family  suffering  by 
leaving  off  all  doleful  ceremony  and  have  ourselves  cre- 
mated in  private,  so  snoopers  will  not  hang  around  to 
see  what’s  cooking.” 

"Women  Are  Here  to  Stay”  is  the  title  of  a Russ  essay 
which  asserts  in  part,  "Leaders  of  men  are  always  followers 
of  women,  and  a wife  is  the  real  head  of  the  family,  the 
husband  being  lucky  to  serve  as  Chairman  of  the  Enter- 
tainment Committee.  There  are  no  women  after-dinner 
speakers  because  they  won’t  wait  until  after  dinner,  and 
they  prefer  to  let  the  men  make  fools  of  themselves  by 
talking  at  the  wrong  time.” 

Throughout  his  life,  however,  Dr.  Russ  has  accomplished 
even  more  "doing”  than  talking  or  writing.  A busy  sur- 
geon in  San  Antonio,  he  found  time  for  many  other  medi- 
cal assignments  and  has  been  awarded  many  honors,  of 
which  only  a smattering  can  be  mentioned  here. 

He  was  a Texas  Medical  Association  trustee  for  25 
years  and  a delegate  to  the  American  Medical  Association 
for  nine,  served  as  president  of  the  Texas  Surgical  Society, 
was  chairman  of  the  San  Antonio  Board  of  Health,  and 
a member  of  the  Texas  State  Board  of  Health.  During 
World  War  I,  Dr.  Russ  represented  Texas  in  mobilization 
of  medical  resources  as  aide  to  the  Governor.  In  1931- 
1932,  he  and  the  late  Dr.  Sam  Thompson  organized  the 
International  Post-Graduate  Assembly.  In  November,  1941, 
Dr.  Russ  was  appointed  senior  surgeon  with  the  United 
States  Public  Health  Service  and  was  assigned  duty  as 
regional  medical  officer  of  the  Eighth  Civilian  Defense 
Region. 

Now  85,  Dr.  Russ  has  been  "retiring  gradually”  from 
the  practice  of  surgery,  a process  he  describes  as  being 
"as  painful  as  cutting  off  a dog’s  tail  an  inch  at  a time.” 
Those  who  know  him,  however,  are  not  at  all  surprised 
that  his  so-called  retirement  period  finds  him  with  an 
appointment  as  lecturer  in  surgery  at  the  University  of 
Texas  Medical  Branch  in  Galveston,  two  books  in  progress, 
and  a habit  of  spending  summers  in  San  Francisco,  justly 
renowned  as  one  of  America’s  livelier  cities. 

As  Dr.  Pat  Ireland  Nixon,  biographer  of  the  Texas 
Medical  Association,  once  wrote:  "The  ingredients  that 
have  gone  into  the  makeup  of  this  unusual  man  are  many 
and  varied:  some  are  primitive,  some  are  bizarre,  some  are 
artistic,  some  are  unique,  many  are  old-fashioned — all  are 
interesting.  Of  the  combined  ingredients  there  could  be 
but  one  result — Dr.  Witten  B.  Russ.” 


^ District  Societies 


Third  District  Hears 
Distinguished  Quintet  of  Speakers 

Five  distinguished  out-of-state  physicians  were  dated  as 
speakers  for  the  April  2 annual  meeting  of  the  Panhandle 
District  Medical  Society  (District  3)  in  Lubbock. 

Dr.  Curtis  P.  Artz,  associate  professor  of  surgery,  Uni- 
versity of  Mississippi  School  of  Medicine,  Jackson,  Miss., 
discussed  "Intravenous  Nutrition”  and  "Staphylococcal  In- 
fection in  Hospitals.” 

Dr.  Conrad  G.  Collins,  professor  and  chairman,  Depart- 
ment of  Obstetrics  and  Gynecology,  Tulane  University 
School  of  Medicine,  New  Orleans,  discussed  "The  Man- 
agement of  Cancer  of  the  Vulva”  and  "The  Early  Repair 
of  Vesicovaginal  Fistulas.” 

Dr.  Dalton  Jenkins,  associate  professor  of  medicine  and 
head  of  the  Section  on  Endocrinology,  University  of  Col- 
orado School  of  Medicine,  Denver,  spoke  on  "Hypopara- 
thyroidism, A Diagnostic  Problem”  and  "An  Evaluation 
of  Adrenal  Steroids  in  Therapy.” 

Dr.  Raymond  E.  Jordan,  professor  of  otology,  University 
of  Pittsburgh  School  of  Medicine,  chose  as  his  topics 
"Diagnosis  and  Management  of  Meniere’s  Disease”  and 
"The  Evaluation  of  Mobilization  Surgery.” 

Dr.  Jerome  W.  Bettman,  clinical  professor  of  ophthal- 
mology and  otolaryngology,  Stanford  University  School  of 
Medicine,  San  Francisco,  discussed  "The  Surgery  of  Com- 
plicated Cataracts”  and  "Complications  of  Cataract  Extrac- 
tions.” 

In  panel  discussions,  Drs.  Artz,  Collins,  and  Jenkins 
discussed  "Abdominal  Trauma  Complicated  by  Thrombo- 
Embolism”  and  "Hypothyroidism  in  Pregnancy,”  while  Drs. 
Jordan  and  Bettman  spoke  on  "Carcinoma  of  the  Eyelid” 
and  "Glioma  of  the  Medulla.” 

In  addition  to  the  scientific  sessions,  the  meeting  pro- 
gram included  technical  exhibits,  a cocktail  party  for  which 
Mead  Johnson  and  Company  was  host,  and  a dinner-dance. 


Dr.  May  Owen  Speaks 
To  Ninth  District  Physicians 

Dr.  May  Owen,  then  President-Elect  of  the  Texas  Medi- 
cal Association,  was  keynote  speaker  at  the  tenth  annual 
meeting  of  the  Ninth  District  Medical  Society  on  March 
17.  Dr.  Haden  E.  McKay,  Jr.,  Humble,  Ninth  District 
president,  presided  at  the  meeting  in  Brenham. 

Dr.  C.  E.  Southern,  Brenham,  president  of  the  Wash- 
ington-Burleson  Counties  Medical  Society,  delivered  the 
welcoming  address.  Other  speakers  and  their  features  on 
the  program  included  Dr.  Marvin  E.  Chernosky,  Houston, 
"External  Signs  of  Internal  Diseases”;  Dr.  Ben  T.  Withers, 
Houston,  "Management  of  Tonsillectomies”;  Dr.  T.  H. 
Giddings,  "Intracranial  Hemorrhage  Following  Anticoagu- 
lant Therapy”;  Dr.  Raymond  D.  Pruitt,  Rochester,  Minn., 
"Cardiac  Arrhythmias  and  Arrest”;  Dr.  John  L.  Perry, 
Houston,  "Choice  of  Treatment  for  Malignant  Tumors”; 
Dr.  Herman  L.  Gardner,  Houston,  "Trends  and  Develop- 
ments in  Pelvic  Surgery”;  Dr.  Joe  W.  King,  Houston, 
"Osteoporosis”;  Dr.  J.  Stuart  Boren,  Houston,  "Differential 
Diagnosis  of  Scrotal  Masses”;  and  Dr.  Marshall  G.  Henry, 
Houston,  "Head  Injuries.” 

Officers  named  by  the  society  were  Dr.  George  V. 
Pazdral,  Somerville,  president-elect;  Dr.  Sam  R.  Barnes, 
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Trinity,  vice-president;  and  Dr.  William  E.  Sharp,  Bay- 
town,  secretary  treasurer.  Dr.  Herbert  H.  Duke,  Baytown, 
was  nominated  as  councilor.  Named  president  was  Dr. 
Irving  M.  Watson,  Jr.,  Conroe. 

Bellville  was  selected  as  site  for  the  1961  district  meet- 
ing of  the  society. 


Thirteenth  District  Society 
Meets  in  Mineral  Wells 

Dr.  William  B.  Allensworth,  Mineral  Wells,  was  elected 
president  of  the  Thirteenth  District  Medical  Society  when 
that  group  held  its  March  6 meeting  in  Mineral  Wells. 

Other  officers  named  were  Dr.  James  A.  Hallmark, 
Fort  Worth,  vice-president,  and  Dr.  Robert  Moreton,  Fort 
Worth,  secretary-treasurer,  with  Dr.  Travis  Smith,  Abilene, 
being  nominated  as  councilor,  and  Dr.  W.  P.  Higgins, 
Fort  Worth,  vice-councilor. 

The  program  consisted  of  a discussion  by  six  physicians 
of  the  specific  points  in  the  Texas  Medical  Association’s 
Handbook  for  Delegates  which  will  come  before  the  House 
of  Delegates  at  the  Association’s  annual  session  this 
month.  Those  participating  in  the  discussion  included  Dr. 
W.  R.  Sibley,  Abilene;  Dr.  Travis  Smith,  Abilene;  Dr. 
W.  P.  Higgins,  Fort  Worth;  Dr.  James  C.  Whittington, 
Eastland;  Dr.  Robert  L.  Daily,  Wichita  Falls;  and  Dr. 
Drue  O.  D.  Ware,  Fort  Worth. 

Dr.  May  Owen,  Fort  Worth,  President-Elect  of  the 
Texas  Medical  Association,  attended,  as  did  approximately 
40  other  physicians  representing  the  various  counties  in  the 
Thirteenth  District. 


Second  District  Society  Elects  Officers 

Doctors  from  a 21  county  area  making  up  the  Second 
District  Medical  Society  met  in  Midland  March  6 to  par- 
ticipate in  a symposium  on  "Recent  Advances  in  Manage- 
ment of  Surgical  and  Obstetrical  Patients”  and  to  elect 
new  officers. 

Dr.  Wilton  N.  Jones,  Snyder,  was  elected  president;  Dr. 
Thomas  F.  Hartley,  Snyder,  secretary-treasurer;  and  Dr. 
William  Kenneth  Cowan,  Colorado  City,  vice-president. 
Snyder  will  be  host  for  the  next  district  meeting. 

Speakers  included  Drs.  Mavis  P.  Kelsey,  E.  L.  Slataper, 
and  W.  D.  Seybold,  all  staff  members  of  Baylor  University 
College  of  Medicine  and  University  of  Texas  Postgraduate 
School  of  Medicine,  Houston.  Dr.  W.  S.  Parks,  Midland, 
outgoing  secretary-treasurer,  was  moderator. 

The  future  of  medicine  was  the  topic  of  Dr.  Franklin 
W.  Yeager,  Corpus  Christi,  President  of  the  Texas  Medi- 
cal Association,  when  he  addressed  about  75  physicians 
and  their  wives  at  the  evening  banquet. 


District  1 1 Meets  in  Palestine 

District  11  Medical  Society  met  February  25  in  Palestine. 

Featured  on  the  program  was  Dr.  Arthur  Grollman,  Dal- 
las, professor  of  experimental  medicine,  Southwestern  Medi- 
cal School,  whose  subject  was  "Newer  Diuretics,”  and  Dr. 
Harold  L.  Dodson,  Houston,  associate  professor  of  medi- 
cine, Baylor  University  College  of  Medicine,  whose  subject 
was  "Oral  Diabetic  Therapy.” 


County  Societies 


County  Medical  Society  Briefs 

The  Tarrant  County  Society  heard  Dr.  E.  Richard  Halden, 
director  of  the  Carter  Blood  Center,  Fort  Worth,  describe 
services  and  policies  of  that  center  when  it  met  February  2. 
"For  every  unit  donated,  one  unit  owned,”  will  be  the  by- 
word of  the  institution,  Dr.  Halden  said,  and  he  stated 
that  the  center  is  undertaking  organization  of  the  whole 
area  into  a giant  donor  pool  in  order  to  insure  blood  for  all. 

The  speaker  was  introduced  by  Dr.  Hobart  O.  Deaton, 
chairman  of  the  blood  bank  committee. 

During  a business  session,  the  group  elected  Dr.  George 
W.  Bean  to  provisional  membership  and  Dr.  Richard  C. 
Schaffer  to  regular  membership. 

The  society  approved  the  action  of  its  board  of  directors 
and  mental  health  committee  in  recommending  hiring  of  a 
full-time  city-county  psychiatrist;  notification  was  to  be 
made  to  the  Hospital  District  Board. 

The  group  also  adopted  a resolution  stating  its  opposi- 
tion to  Senate  Joint  Resolution  41,  already  passed  by  the 
United  States  Senate,  which  proposes  an  international  spend- 
ing program  for  health  research  and  worldwide  distribution 
of  American  health  personnel. 

A letter  from  the  Federal  Aviation  Agency,  which  was 
read,  stated  an  "urgent  demand  for  the  employment  of  a 
deputy  flight  surgeon  to  assist  the  flight  surgeon  in  carry- 
ing out  the  medical  program  in  this  region.” 

"Cardiac  Emergencies”  was  the  subject  of  Dr.  G.  E. 
Colyer,  Corpus  Christi,  when  he  addressed  the  San  Patricio- 
Aransas-Refugio  Counties  Society  at  the  Colony  Club  in 
Sinton  April  6.  Co-hosts  for  the  event  were  Dr.  Boyce 
Elliott  and  Dr.  Richard  D.  McConchie,  Aransas  Pass. 

Dr.  S.  W.  Bohmfalk,  district  councilor,  spoke  on  "Medi- 
cal Ethics  and  Etiquette”  at  the  society’s  February  3 ses- 
sion, for  which  Dr.  and  Mrs.  Daniel  R.  Baen  and  Dr.  and 
Mrs.  William  A.  Guynes,  Mathis,  were  hosts  at  the  Sinton 
club. 

The  Bexar  County  Society  honored  six  past  presidents, 
Drs.  Witten  B.  Russ,  W.  A.  King,  W.  H.  Hargis,  John  A. 
McIntosh,  Pat  Ireland  Nixon,  and  Charles  S.  Venable,  at 
its  March  8 meeting.  Featured  talk  of  the  evening,  by  Dr. 
A.  W.  Hartman,  was  on  "The  Impact  of  the  Robert  B. 
Green  Hospital  on  the  Community.” 

A society  dinner  on  February  9 was  given  by  Charles 
Pfizer  and  Company,  Inc.  Speaker  was  Frederick  C.  Fink, 
Ph.D.,  of  the  Pfizer  Laboratories,  who  discussed  problems 
of  susceptibility  to  antibiotics. 

Members  of  the  Bexar  society’s  committee  on  civil  de- 
fense, hospital  representatives,  and  the  military  set  up  most 
of  a 200-bed  emergency  field  hospital  located  in  San  An- 
tonio for  training  purposes,  and  then  repacked  it  in  the 
Federal  Center  building  on  February  20.  A similar  exercise 
will  be  held  in  a few  months. 

The  Dallas  County  Society,  meeting  March  8 in  Medical 
Arts  Building  auditorium,  heard  Dr.  Burton  Combes  dis- 
cuss "New  Concepts  of  Liver  Disease,”  and  Dr.  G.  Tom 
Shires  discuss  "Diagnosis  and  Management  of  Portal  Hyper- 
tension.” 

A second  reading  of  its  proposed  new  constitution  and 
by-laws  was  given  when  the  Travis  County  Society  met  on 
March  15  in  Austin.  At  the  February  meeting  of  the  group, 
a resolution  opposing  Forand-type  legislation  was  unani- 
mously adopted.  Dr.  W.  W.  Harris  commented  briefly  on 
work  being  done  by  the  Association  of  American  Physi- 
cians and  Surgeons. 
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Dr.  John  A.  Wall  discussed  "Carcinoma  of  the  Cervix” 
before  the  Nueces  County  Society  on  March  8.  Dr.  Wall, 
clinical  associate  professor  of  obstetrics  and  gynecology  at 
Baylor  University  College  of  Medicine,  Houston,  is  a past 
president  of  the  Texas  Division,  American  Cancer  Society. 

The  Lamb-Bailey-Hockley-Cocbran  Counties  Society  made 
a tour  of  the  new  hospital  at  Littlefield  in  lieu  of  a pro- 
gram at  its  January  26  meeting. 

Dr.  J.  Garrott  Allen,  professor  and  executive  head  of 
the  Department  of  Surgery,  Stanford  University  School  of 
Medicine,  was  featured  speaker  at  the  March  meeting  of  the 
Potter-Randall  Counties  Society.  His  topic  was  "End  Results 
of  Surgery  of  Cancer  of  the  Breast.”  Speaker  for  another 
recent  meeting  of  the  group  was  Dr.  Franklin  Ebaugh, 
Denver  psychiatrist,  who  discussed  "Depressive  Reactions.” 

The  Falls  County  Society  held  its  March  14  session  at 
Houston’s  Restaurant  and  the  residence  of  Dr.  J.  S.  Bussell, 
Marlin.  Speaker  was  Dr.  Samuel  Feiner,  chief  urologist  at 
the  Veterans  Administration  Hospital  of  that  city. 

The  Dallam-Hartley-Sherman-Moore  Counties  Society  re- 
cently heard  Dr.  Isadore  Dravin,  Amarillo,  discuss  "Office 
Endocrinology.” 

"Present  Status  of  Endocrine  Influences  Upon  the  Stom- 
ach and  Their  Relationship  to  Peptic  Ulcer  Disease”  was 
the  subject  of  Dr.  Seymour  J.  Gray,  also  a Ph.D.,  of  Har- 
vard University  Medical  School  and  Peter  Bent  Brigham 
Hospital,  Boston,  when  he  addressed  the  Potter-Randall 
Counties  Medical  Society  April  11. 

When  the  Lamb-Bailey-Cochran  Counties  Medical  So- 
ciety met  in  Muleshoe  in  February,  it  heard  Dr.  Ray  E. 
Santos  of  that  city  discuss  "Urea  as  a Decongestant  in  Skull 
Injuries  and  Glaucoma.” 


County  Societies  Elect  Officers 

County  medical  societies  in  Texas  have  announced  the 
following  officers  for  I960: 

Atascosa. — President,  Dr.  Walter  H.  Joyce,  Lytle;  secre- 
tary-treasurer, Dr.  John  D.  Austin,  Pleasanton;  delegate,  Dr. 
Joyce;  alternate,  Dr.  John  M.  Faggard,  Poteet;  board  of 
censors,  all  members. 

Borden  - Dickens  - Garza- Kent  -King-  Scurry  - Stonewall.  — 
President,  Dr.  Carl  A.  Dillaha,  Jr.,  Snyder;  vice-president, 
Dr.  Thomas  F.  Hartley,  Snyder;  secretary.  Dr.  Robert  B. 
Pierce,  Snyder;  delegate,  Dr.  Charles  Ray  Cockrell,  Snyder; 
board  of  censors,  Drs.  Hartley,  Pierce,  and  Harry  P.  Red- 
wine,  all  of  Snyder. 

Bowie.-— President,  Dr.  Richard  R.  Brunazzi,  Texarkana; 
president-elect,  Dr.  Jean  E.  Rorie,  Texarkana;  first  vice-presi- 
dent, Dr.  Marvin  L.  Williams,  Texarkana;  second  vice-presi- 
dent, Dr.  William  S.  Tyson,  Jr.,  New  Boston;  secretary-treas- 
urer, Dr.  Richard  J.  Schneble,  Texarkana;  delegate,  Dr. 
Charles  V.  Bintliff,  Texarkana;  alternate,  Dr.  Charles  Adna 
Smith,  Texarkana. 

Brazoria. — President,  Dr.  John  S.  Caldwell,  Jr.,  Freeport; 
vice-president,  Dr.  G.  Bedford  Brown,  Jr.,  Angleton;  sec- 
retary, Dr.  Duane  Jack  Kilian,  Lake  Jackson;  treasurer,  Dr. 
John  R.  Venable,  Freeport;  delegate,  Dr.  W.  D.  Nichol- 
son, Freeport;  alternate,  Dr.  Ralph  E.  Gray,  Velasco;  board 
of  censors.  Dr.  Gray,  Drs.  James  A.  Stewart,  Lake  Jackson; 
Dr.  G.  F.  Perryman,  Freeport. 

Brooks-Duval-Jim  Wells. — President,  Dr.  J.  Harold  Wil- 
liams, Alice;  vice-president.  Dr.  Juan  C.  Gonzalez,  Bena- 
vides; secretary-treasurer,  Dr.  Richard  O.  Albert,  Alice; 
delegate,  Dr.  Riley  N.  Riddle,  Alice;  first  alternate,  Dr. 
A.  M.  Allison,  Alice;  second  alternate,  Dr.  Glenn  T.  How- 
ard, Alice;  board  of  censors,  Drs.  Williams,  Howard,  and 
William  H.  Newkirk,  all  of  Alice. 


Caldwell. — President,  Dr.  W.  G.  Robertson,  Jr.,  Luling; 
secretary-treasurer,  Dr.  Philip  A.  Wales,  Lockhart. 

Camp-Morris-Titus. — President,  Dr.  Charles  J.  Wise, 
Naples;  vice-president.  Dr.  William  A.  King,  Omaha; 
secretary-treasurer,  Dr.  James  S.  Leeves,  Naples;  delegate, 
Dr.  James  E.  Ball,  Mt.  Pleasant;  alternate,  Dr.  Robert  L. 
Johnson,  Pittsburg;  board  of  censors,  Dr.  Harry  O.  Philips, 
Lone  Star;  Dr.  James  F.  Lee,  Daingerfield;  and  Dr.  King. 

Cherokee. — President,  Dr.  J.  H.  Kreimeyer,  Rusk;  vice- 
president,  Dr.  Edward  L.  Mahon,  Jr.,  Jacksonville;  secretary, 
Dr.  Thomas  H.  Cobble,  Rusk;  assistant  secretary,  Dr.  Les- 
lie W.  Ralston,  Jacksonville;  delegate,  Dr.  George  M. 
Hilliard,  Jacksonville;  alternates,  Drs.  J.  Collier  Rucker  and 
Victor  W.  Pryor,  both  of  Jacksonville;  board  of  censors, 
Drs.  Griff  W.  Bilbro  and  V.  W.  Pryor,  Jacksonville;  Dr. 
W.  E.  Gabbert,  Rusk;  and  Dr.  Robert  E.  Rossman,  Alto. 

Colorado-Fayette. — President,  Dr.  James  T.  Makinson,  La 
Grange;  vice-president,  Dr.  Jones  C.  Laughlin,  Eagle  Lake; 
secretary-treasurer,  Dr.  Edward  T.  Williams,  La  Grange. 

Cooke- — President,  Dr.  James  W.  Atchison;  vice-presi- 
dent, Dr.  Howard  S.  Davenport;  secretary-treasurer,  Dr. 
Dan  M.  Brown;  delegate.  Dr.  Atchison;  alternate.  Dr. 
Charles  K.  Mills;  board  of  censors,  Drs.  Clu  Flu  Lusk, 
Stanley  E.  Saikin,  and  Ira  L.  Thomas,  all  of  Gainesville. 

Coryell. — President,  Dr.  O.  Wendell  Lowrey;  vice- 
president,  Dr.  Kermit  R.  Jones;  secretary-treasurer,  John 
T.  Brown;  delegate,  Dr.  Lowrey;  alternate,  Dr.  Jones;  board 
of  censors,  Dr.  Lowrey,  Dr.  E.  Elworth  Lowrey,  and  Dr. 
Jones,  all  of  Gatesville. 

Dawson-Lynn-T erry-Gaines-Y oakum. — President,  Dr.  Ce- 
cil B.  Knox,  Brownfield;  president-elect  and  vice-president, 
Dr.  Louis  R.  Barnes,  Jr.,  Seagraves;  secretary-treasurer,  Dr. 
Keller  P.  Greenfield,  Denver  City;  delegate,  Dr.  Douglas 
B.  Black,  Lamesa;  alternate,  Dr.  Alfred  H.  Daniell,  Brown- 
field; board  of  censors,  Dr.  Emil  H.  Prohl,  Tahoka,  Dr.  C. 
Skiles  Thomas,  Tahoka,  and  Dr.  Noble  L.  Rumbo,  O’Don- 
nell. 

Denton. — President,  Dr.  Paul  F.  Glass,  Jr.;  president- 
elect, Dr.  Harry  M.  McClendon;  secretary-treasurer,  Dr. 
Faul  E.  Weathers;  delegates,  Drs.  Hal  V.  Norgaard  and 
Dickson  K.  Boyd;  board  of  censors,  Drs.  Norgaard,  Gil- 
bert E.  Adami,  and  William  A.  Remley,  all  of  Denton. 

Ellis. — President,  Dr.  John  G.  Compton,  Jr.;  vice-presi- 
dent, Dr.  James  B.  Silman;  secretary-treasurer,  Dr.  Norman 
L.  West;  delegate,  Dr.  Herbert  Donnell;  alternate,  Dr. 
West,  all  of  Waxahachie;  board  of  censors,  Dr.  James  R. 
Jeter,  Ennis;  Dr.  Ted  G.  Estes,  Waxahachie;  and  Dr.  Arthur 
O.  Dykes,  Italy. 

Grayson. — President,  Dr.  Stanley  L.  Clayton,  Denison; 
vice-president,  Dr.  Stanley  E.  Monroe,  Sherman;  secretary- 
treasurer,  Dr.  W.  Herbert  Brown,  Denison;  delegate,  Dr. 
Rene  G.  Gerard,  Denison;  board  of  censors,  Dr.  Dickson  P. 
Bonner,  Sherman;  others  to  be  elected. 

Gregg. — President,  Dr.  George  W.  Tate,  Longview;  vice- 
president,  Dr.  Sam  Mack,  Longview;  secretary-treasurer,  Dr. 
D.  D.  McDonald,  Longview;  delegate,  Dr.  Benjamin  Reid 
Clanton,  Longview;  board  of  censors,  Dr.  Clanton,  Dr. 
Bain  Leake,  Gladewater,  and  Dr.  D.  C.  Simmons,  Kilgore. 

Grimes. — President,  Dr.  Solon  D.  Coleman;  president- 
elect, Dr.  C.  Marius  Hansen;  vice-president,  Dr.  L.  O. 
Coleman;  secretary-treasurer,  Dr.  William  Scott  Conkling; 
delegate,  Dr.  Hansen;  alternate,  Dr.  Solon  D.  Coleman; 
board  of  censors,  Drs.  Everard  T.  Ketchum,  John  C.  Gal- 
breath,  and  L.  O.  Coleman,  all  of  Navasota. 

Guadalupe. — President,  Dr.  John  A.  Mueller;  vice-presi- 
dent, Dr.  Leroy  E.  Weiss;  secretary-treasurer,  Dr.  Herbert 
G.  Liberty;  delegate,  Dr.  Mueller;  alternate,  Dr.  Weiss; 
board  of  censors,  Drs.  Andrew  A.  Raetzsch,  George  P. 
Bachman,  and  Joseph  T.  Goetz,  all  of  Seguin. 

Harrison. — President,  Dr.  Roger  Q.  Harmon,  Jr.;  vice- 
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president,  Dr.  Edgar  H.  Alien,  Jr.;  secretary,  Dr.  Janies  H. 
Harris;  executive  secretary,  George  S.  McKay;  delegate,  Dr. 
Richard  G.  Granbery;  alternate,  Dr.  Charles  A.  Wyatt; 
board  of  censors,  Drs.  Granbery,  George  E.  Bennett,  and 
Maurice  H.  Murphy,  all  of  Marshall. 

Hays-Bianco. — President,  Dr.  Rugel  F.  Sowell,  Jr.,  San 
Marcos;  vice-president,  Dr.  Ray  E.  Bullard,  Jr.,  Blanco; 
secretary-treasurer,  Dr.  William  L.  Moore,  Jr.,  San  Marcos; 
delegate,  Dr.  Bullard;  alternate,  Dr.  Sowell;  board  of  cen- 
sors, Drs.  Rugel  F.  Sowell,  Sr.,  Charles  W.  Scheib,  and 
Benge  Elliott,  all  of  San  Marcos. 

Jasper-Newton. — President,  Dr.  Thomas  R.  Jones,  Jasper; 
vice-president,  Dr.  John  T.  Moore,  Kirbyville;  secretary, 
Dr.  Claude  Mattingly,  Jr.,  Jasper;  delegate,  Dr.  Rider  E. 
Stockdale,  Jasper;  alternate,  Dr.  A.  J.  Richardson,  Jr.,  Jas- 
per; board  of  censors,  Drs.  J.  J.  McGrath  and  Joe  W.  Dick- 
erson, Jasper,  and  Dr.  Grover  C.  Winslow,  Hemphill. 

Kimble-Mason-Menard-McCulloch. — President,  Dr.  Rob- 
ert D.  Hays,  Brady;  vice-president,  Dr.  Dowdell  W.  Jordan, 
Brady;  secretary-treasurer,  Dr.  James  G.  Bodenhamer,  Mas- 
on; delegate,  Dr.  B.  A.  Hallum,  Jr.,  Brady;  alternate,  Dr. 
J.  P.  Anderson,  Brady;  board  of  censors,  Drs.  Bodenhamer, 
Jordan,  and  Anderson. 

Kleberg-Kenedy. — President,  Dr.  Bert  H.  Walling,  Jr., 
Kingsville;  president-elect,  Dr.  Emmett  W.  Greif,  Kings- 
ville; vice-president,  Dr.  S.  Chester  Dunn,  Kingsville; 
secretary-treasurer,  Dr.  Dewey  W.  Peace,  Jr.,  Bishop;  dele- 
gate, Dr.  William  A.  Ewert,  Kingsville;  alternate,  Dr. 
Collier  M.  Sublett,  Kingsville;  board  of  censors,  Drs.  Peace, 
Walling,  and  Lindell  E.  Ramey,  all  of  Kingsville. 

Limestone. — President,  Dr.  W.  Burton  Barrow,  Mexia; 
president-elect,  Dr.  Charles  H.  Brewster,  Mexia;  vice-presi- 
dent, Dr.  Cecil  C.  Edgar,  Mexia;  secretary,  Dr.  Stanley  Cox, 
Groesbeck. 

Lubbock-Crosby. — President,  Dr.  James  G.  Morris;  vice- 
president,  Dr.  Howard  R.  Hancock;  secretary.  Dr.  A.  Lee 
Hewitt;  treasurer,  Dr.  Clyde  F.  Elkins,  Jr.;  delegates,  Drs. 
Otis  W.  English  and  Harold  Warshaw,  all  of  Lubbock; 
alternates,  Dr.  Lowell  W.  Spikes,  Ralls,  and  Dr.  Roy  L. 
Riddel,  Jr.,  Lubbock;  board  of  censors,  Drs.  Ewell  L.  Hunt, 

0.  Brandon  Hull,  and  Charles  E.  Ratcliff,  all  of  Lubbock. 

McLennan. — President,  Dr.  Paul  C.  Murphey;  president- 
elect, Dr.  R.  Wilson  Crosthwait;  secretary,  George  W. 
Berry;  delegates,  Drs.  Howard  Dudgeon,  Jr.  and  Woodrow 
M.  Avent;  alternates,  Drs.  Merchant  W.  Colgin  and  Wil- 
liam N.  Roddy;  board  of  censors,  Drs.  Walter  B.  King, 
Jr.,  Ralph  L.  Coffelt,  and  J.  Ross  Shipp,  all  of  Waco. 

Milam. — President,  Dr.  Thomas  S.  Barkley,  Rockdale; 
vice-president,  Dr.  Philip  M.  Young,  Rockdale;  secretary- 
treasurer,  Dr.  L.  E.  Selden,  Rockdale;  delegate,  Dr.  Sidney 
H.  Richardson,  Cameron;  alternate,  Dr.  Clifford  G.  Swift, 
Cameron;  board  of  censors,  Drs.  Swift  and  Elmer  O.  Smith, 
Jr.,  both  of  Cameron;  and  Dr.  Lawrence  E.  Hamilton, 
Rogers. 

Montgomery. — President,  Dr.  I.  Emil  Carroll;  president- 
elect and  vice-president,  Dr.  William  R.  Hurst;  secretary, 
Dr.  Melvin  G.  Hutchins;  delegate,  Dr.  Hutchins;  alternate, 
Dr.  Deane  L.  Sadler;  board  of  censors,  Drs.  E.  E.  Lenon, 

1.  M.  Watson,  Jr.,  and  L.  F.  Brignac,  Jr.,  all  of  Conroe. 

Navarro. — President,  Dr.  J.  H.  Barnebee,  Jr.;  vice-presi- 
dent, Dr.  David  P.  Hansford;  secretary,  Dr.  F.  C.  Pannill, 
Jr.;  delegate,  Dr.  Paul  H.  Mitchell;  alternate,  Dr.  J.  Wilson 
David;  board  of  censors,  Drs.  Leslie  E.  Kelton,  Jr.  and 
Charles  L.  Gary,  Jr.,  Corsicana,  and  Dr.  Ivan  Terry  Sanders, 
Kerens. 

Nolan-Visher-Mitchell. — President,  Dr.  Bruce  H.  Johnson, 
Loraine;  vice-president,  Dr.  Joe  C.  Terry,  Loraine;  secretary- 
treasurer,  Dr.  William  Kenneth  Cowan,  Colorado  City; 
delegate,  Dr.  Tom  D.  Young,  Sweetwater;  alternate,  Dr. 
Robert  L.  Price,  Sweetwater;  board  of  censors,  Dr.  Chester 


U.  Callan,  Rotan;  Dr.  Laurence  H.  Rudd,  Colorado  City; 
and  Dr.  Francis  T.  N.  Hood,  Jr.,  Sweetwater. 

Red  River. — President,  Dr.  Rex  L.  Edwards,  Clarksville; 
president-elect,  Dr.  Melvin  Marx,  Jr.,  Clarksville;  secretary- 
treasurer,  Dr.  James  L.  Wright,  Clarksville;  delegate,  Dr. 
Earl  E.  Brooks,  Bogata. 

Tarrant.  — Delegates,  Drs.  Thomas  L.  Shields,  Mai 
Rumph,  Ray  V.  Brasher,  W.  P.  Higgins,  Jr.,  and  Drue 
O.  D.  Ware,  all  of  Fort  Worth;  alternates,  Drs.  Harry  H. 
Womack,  Robert  C.  Stow,  D.  E.  Neal,  D.  E.  Compere, 
Warren  W.  Moorman,  all  of  Fort  Worth;  board  of  censors, 
Drs.  Frederick  C.  Rehfeldt,  Thomas  B.  Bussey,  and  John 
H.  Richards,  all  of  Fort  Worth. 

Walker-Madison-Trinity. — President,  Dr.  Jesse  B.  Heath, 
Madisonville;  vice-president,  Dr.  Eugene  M.  Addison, 
Huntsville;  secretary-treasurer,  Dr.  Raymond  B.  Blalock, 
Huntsville;  delegate,  Dr.  Sam  R.  Barnes,  Trinity;  alternate. 
Dr.  William  B.  Veazey,  Huntsville;  board  of  censors,  Dr. 
Harold  H.  Thornton,  Trinity;  Dr.  James  A.  McKay,  Mad- 
isonville; and  Dr.  Thomas  C.  Cole,  Huntsville. 

Wichita. — President,  Dr.  Lillard  N.  Simmons;  president- 
elect, Edwin  C.  Bebb;  secretary-treasurer,  Frank  S.  Browne; 
delegates,  Drs.  Joseph  D.  Hall  and  Robert  L.  Daily;  alter- 
nates, Drs.  E.  A.  Cox  and  Jack  E.  Maxfield;  board  of  cen- 
sors, Drs.  Mark  E.  Huff,  James  T.  Lee,  and  Joseph  Gordon 
Holt,  Jr.,  all  of  Wichita  Falls. 

Wilbarger. — President,  Dr.  Emory  D.  Hollar;  vice-presi- 
dent, Dr.  John  B.  Hardin;  secretary-treasurer,  Dr.  Franklin 
B.  Steele;  delegates,  Drs.  Alvin  L.  Borchardt  and  Ray- 
mond A.  Lemee,  Vernon. 


^ Woman’s  Auxiliary 


Mrs.  Ramsay  H.  Moore  Takes 
State  Auxiliary  Presidency 

Mrs.  Ramsay  Hudson  Moore  is  the  forty-third  President 
of  the  Woman’s  Auxiliary  to  the  Texas  Medical  Association, 
serving  for  the  year  1960-1961.  She  is  the  daughter  of 
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Mr.  and  Mrs.  W.  F.  Bassett  of  Kosse.  Her  family  has 
lived  there  about  100  years. 

She  attended  grammar  school  in  Kosse,  private  school, 
and  Southern  Methodist  University. 

Mrs.  Moore  enjoys  music,  gardening,  flower  arranging, 
traveling,  and  her  friends.  She  has  a keen  appreciation  of 
lovely  things,  both  old  and  new.  She  enjoys  her  home  and 
is  a gracious  hostess.  She  likes  to  do  thoughtful  and  un- 
expected things  for  people.  Her  scholastic  interests  were 
piano,  voice,  art  and  home  economics. 

Since  her  college  days  at  Southern  Methodist  University, 
Mrs.  Moore  has  been  a conscientious  worker  in  her  com- 
munity. She  is  known  for  her  organizational  abilities,  good 
sense  of  humor,  and  belief  in  good  public  relations.  She 
tries  to  be  a good  doctor’s  wife,  and  is  always  interested 
in  Auxiliary  work.  Being  "just  a willing  worker”  has  kept 
her  busy  in  various  civic,  community,  social,  and  medical 
activities.  She  is  a member  of  the  Highland  Park  Presby- 
terian Church. 

She  served  on  the  Dallas  Woman’s  Club  board  of  gov- 
ernors for  3 years.  She  was  corresponding  secretary,  chair- 
man of  the  entertainment  program  teas,  children’s  commit- 
tee, and  memorial  service.  She  has  served  on  the  art,  mem- 
bership, yearbook,  decorations,  and  other  committees.  She 
was  vice-chairman  of  the  Woman’s  Club  work  room  during 
World  War  II  and  worked  with  Bundles  for  Britain.  She 
was  a Gray  Lady  and  worked  at  the  Fifth  Ferrying  Com- 
mand Base  Hospital  at  Love  Field  and  Ashburn  General 
Hospital  at  McKinney.  She  has  served  as  president  of  the 
Dallas  Browning  Club  and  president  of  the  Lyceum  Club, 
of  which  she  was  a charter  member.  She  is  a member  of 
the  Thalia  Club,  the  Craig  Class  (an  organization  which 
presents  outstanding  lectures),  and  the  Dallas  Southern 
Memorial  Association,  having  served  as  secretary  and  on 
various  committees. 

In  the  Woman’s  Auxiliary  to  Dallas  County  Medical 
Society  she  has  served  as  president-elect,  president,  parlia- 
mentarian, and  treasurer.  She  has  also  served  as  chairman  of 
the  following  committees : advisory,  budget,  courtesy,  pro- 
gram, membership,  student  loan  fund,  essay,  exhibit,  identi- 
fication, memorial  fund,  and  liaison. 

In  the  State  Auxiliary,  she  has  served  as  First  Vice-Presi- 
dent, Second  Vice-President,  Fourth  Vice-President,  and 
Parliamentarian.  She  was  on  the  Revisions  Committee  for 
two  appointments  of  3 years  each,  installed  the  officers  at 
one  of  the  state  meetings,  and  has  been  chairman  of 
Memorial  Service,  School  of  Instruction,  and  Memorial 
Fund. 

The  new  President  is  married  to  Dr.  Ramsay  Hudson 
Moore,  a pediatrician  who  attended  Culver  Military  Acad- 
emy, the  University  of  Tennessee,  and  the  University  of 
Texas.  Dr.  Moore  is  a charter  member  of  the  Texas  Pedi- 
atric Society,  a past  president,  secretary,  and  councilor.  He 
was  one  of  the  organizers  and  charter  members  of  the 
Dallas  Pediatric  Society  and  is  a past  president. 

Dr.  Moore  is  a fellow  of  the  American  Academy  of 
Pediatrics.  He  served  as  associate  professor  of  clinical  pedi- 
atrics at  Baylor  University  College  of  Medicine  when  it 
was  in  Dallas  and  now  holds  a similar  post  at  Southwest- 
ern Medical  School  of  the  University  of  Texas. 

Mrs.  Moore’s  two  sisters  also  reside  in  Dallas.  One  is  the 
wife  of  the  surgeon.  Dr.  Robert  S.  Sparkman.  The  other 
is  Miss  Hattie  Ford  Bassett. 

Mrs.  Moore,  Zelma,  or  Sister,  as  many  friends  know 
this  sparkling  personality,  is  well  qualified  to  handle  the 
demands  of  the  office  of  President  of  the  Woman’s  Auxil- 
iary to  the  Texas  Medical  Association.  She  will  carry  on 
the  traditions  of  the  Auxiliary  with  graciousness  and  ability, 
and  will  meet  new  challenges  with  courage  and  leadership. 

— Mrs.  Everett  C.  Fox,  Dallas. 


| RECENT 

^^pPE)EATHS  I 

DR.  RUSSELL  R.  STERLING 

Dr.  Russell  Rhea  Sterling,  Houston,  died  February  27, 
I960,  in  Houston.  A native  of  Thorpe,  Wis.,  where  he  was 
born  on  July  24,  1902,  Dr.  Sterling  attended  high  school 
at  Stanley,  Wis.,  and  received  his  academic  education  at 
the  University  of  Wisconsin.  He  was  graduated  from  the 
University  of  Wisconsin  Medical  School  on  June  20,  1927. 

In  1927-1928,  he  was  resident  house  officer  at  the  New 
England  Deaconess  Hospital  in  Boston,  and  from  1928  to 
1930  he  studied  under  a postgraduate  fellowship  at  Cleve- 


DR.  RUSSELL  R.  STERLING 


land  Clinic  Hospital,  Cleveland,  Ohio.  A general  practi- 
tioner and  surgeon,  he  established  his  practice  in  Houston 

in  1931. 

Dr.  Sterling  was  a member  of  the  American  Medical 
Association,  the  Texas  Medical  Association,  and  the  Harris 
County  Medical  Society.  He  belonged  to  Alpha  Kappa 
Kappa  medical  fraternity,  the  Knife  and  Fork  Club,  and  the 
Briar  Club. 

Survivors  include  his  wife,  Margaret,  and  a daughter, 
Miss  Peggy  Ann  Sterling,  both  of  Houston. 

DR.  W.  E.  BARKER 

Dr.  William  Ermon  Barker,  Longview,  died  February  5, 
I960,  following  a heart  attack  in  his  office. 

An  orthopedic  surgeon,  he  had  practiced  in  Longview 
since  1951,  moving  there  from  Houston.  He  also  had  prac- 
ticed in  Corpus  Christi.  Born  in  Gladewater  on  May  25, 
1906,  he  was  graduated  from  Longview  High  School  and 
studied  at  Austin  College  in  Sherman.  Following  graduation 
from  the  Baylor  University  College  of  Medicine,  he  in- 
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terned  at  Jefferson  Davis  Hospital  in  Houston.  He  served 
his  residency  in  orthopedic  surgery  at  Long  Island  College 
Hospital  and  St.  Giles  Hospital,  Brooklyn,  and  Jersey  City 
Medical  Center. 

A member  of  the  American  Medical  Association,  the 
Texas  Medical  Association,  and  the  Gregg  County  Medical 
Society,  Dr.  Barker  also  was  a diplomate  of  the  American 
Board  of  Orthopaedic  Surgery;  a member  of  the  American 
Academy  of  Orthopedic  Surgeons,  the  Houston  Surgical  So- 
ciety, the  Clinical  Orthopedic  Society,  the  Texas  Ortho- 
pedic Association,  the  Western  Orthopedic  Association,  Pi 
Beta  Phi  medical  fraternity;  and  was  a fellow  of  the  Inter- 
national College  of  Surgeons. 

Survivors  include  his  wife,  the  former  Josephine  Lee; 
a daughter,  Miss  Patricia  Barker,  student  at  North  Texas 
State  College  in  Denton;  a son,  Wayne  Barker,  Houston; 
and  two  sisters,  Mrs.  J.  W.  Sparks,  Gladewater,  and  Mrs. 
Carl  Johnson,  Leavenworth,  Kan. 


DR.  L.  J.  PICKARD 


An  Abilene  physician  for  47  years,  Dr.  Luther  James 
Pickard,  72,  died  March  2,  I960,  following  a two-car 
collision  on  February  3 in  which  he  was  critically  injured. 

He  was  listed  as  the  first  traffic  fatality  of  Abilene  for 
1960. 

Born  in  Weatherford  on  September  13,  1887,  Dr. 
Pickard  was  the  son  of  J.  Tom  Pickard  and  Maria  (Kerr) 
Pickard.  He  was  graduated  from  Weatherford  High  School 
and  Weatherford  Junior  College.  Graduated  from  the  Uni- 
versity of  Texas  Medical  Branch  at  Galveston  in  1911,  he 
spent  a year  as  an  intern  at  Fordham  Hospital  in  New 
York  City.  He  served  also  as  an  intern  at  Johnson’s  Hos- 
pital, Fort  Worth.  Specializing  in  obstetrics  and  gynecol- 
ogy, Dr.  Pickard  began  his  practice  in  Abilene  in  1913. 

A member  of  the  American  Medical  Association  and 
the  Texas  Medical  Association,  Dr.  Pickard  was  a past 
president  of  the  Taylor-Jones  Counties  Medical  Society.  In 
1947,  he  was  president  of  the  Abilene  Club  of  that  city. 
His  church  membership  was  with  the  Episcopal  Church  of 
the  Heavenly  Rest,  Abilene. 

From  1917  to  1919,  Dr.  Pickard  had  served  as  a physi- 
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cian  in  the  Army  at  Fort  Riley,  Kan.  He  held  the  rank 
of  captain. 

Surviving  Dr.  Pickard  are  his  wife;  two  daughters,  Mrs. 
Jack  Herman  of  Abilene  and  Mrs.  Enders  P.  Huey  of  New 
London,  Conn.;  a son,  James  K.  Pickard  of  Washington, 
D.  C.;  and  eight  grandchildren.  Also  surviving  are  two 
sisters,  Mrs.  Lucy  P.  MacKenzie  of  Weatherford  and  Mrs. 
Smart  Chapin  of  Ashville,  N.  C. 

DR.  ROBERT  P.  GALLAGHER 

Dr.  Robert  Paul  Gallagher,  Amarillo,  died  March  5, 
I960,  in  the  Veterans  Administration  Hospital  there  of 
multiple  sclerosis. 

Born  August  8,  1914,  in  Graceville,  Minn.,  Dr.  Galla- 
gher attended  Graceville  High  School.  He  received  his 
premedical  training  at  the  University  of  Minnesota  and  was 
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graduated  in  1943  from  the  University  of  Minnesota 
Medical  School.  He  served  his  internship  as  a part-time 
staff  member  of  the  Health  Service  at  the  University  of 
Minnesota.  From  1944  to  1946  he  served  with  the  Army 
Medical  Corps. 

Before  coming  to  Texas  in  1948  he  had  practiced  in 
Ortanville,  Minn.,  where  he  belonged  to  the  Big  Stone 
County  Medical  Society.  In  Texas  he  was  on  the  staff  of 
the  Veterans  Administration  Hospital. 

In  Amarillo,  Dr.  Gallagher  founded  the  Multiple  Scle- 
rosis Chapter  for  the  Panhandle.  Because  of  his  lengthy  and 
serious  illness,  he  was  unable  to  remain  active  other  than 
to  guide  activities  of  the  organization.  As  a physician,  his 
specialty  was  fertility  and  sterility. 

Dr.  Gallagher  held  membership  in  the  American  Medi- 
cal Association,  the  Texas  Medical  Association  of  which 
he  became  an  honorary  member  in  1954,  and  the  Potter- 
Randall  Counties  Medical  Society.  He  belonged  to  St. 
Joseph’s  Catholic  Church. 

He  was  married  to  Miss  Esther  Elaine  Gednetz  on  April 
22,  1946,  and  the  couple  became  parents  of  three  children, 
Patricia,  Michael,  and  Molly. 

Besides  his  wife  and  children,  survivors  include  his 
mother,  Mrs.  A.  E.  Gallagher,  Amarillo;  a sister,  Miss 
Kathleen  Gallagher,  Atlanta,  Ga.;  and  a brother,  David 
Gallagher,  Dillon,  Mont. 

DR.  S.  H.  WATSON 

Dr.  Seaborn  Harris  Watson,  Waxahachie,  died  January 
26,  I960,  in  a Dallas  hospital. 

Born  October  12,  1878,  in  Dallas,  Dr.  Watson  was  a 
lifetime  resident  of  Waxahachie,  where  he  practiced  medi- 
cine for  more  than  50  years.  He  was  the  son  of  Seaborn 
Harris  and  Amanda  (Beard)  Watson.  Educated  in  the 
Waxahachie  public  schools  and  the  University  of  Texas, 
Austin,  Dr.  Watson  completed  his  medical  degree  at  Tulane 
University,  New  Orleans,  in  1904,  after  first  attending  the 
University  of  Texas  Medical  Department  in  Galveston. 

He  was  a member  of  the  American  Medical  Association, 
the  Texas  Medical  Associaton,  and  the  Ellis  County  Medical 
Society,  which  he  served  as  secretary  in  1943.  In  1932,  he 
was  secretary  of  the  Section  on  Medicine  and  Diseases  of 
Children  for  the  state  organization  and  he  was  elected  to 
honorary  membership  in  1955.  He  belonged  to  the 
Rotary  Club  and  to  Kappa  Sigma  fraternity. 

His  wife,  the  former  Miss  Mamye  Mincer,  preceded  him 
in  death  in  1955.  She  was  at  one  time  president  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Association. 

Survivors  include  two  sisters,  Mrs.  A.  B.  Small  of  Dallas 
and  Mrs.  E.  W.  LeBeaume  of  St.  Louis. 


DR.  RICHARD  A.  GOETH 

Dr.  Richard  Anton  Goeth,  San  Antonio,  died  January 
1,  I960,  at  his  home  in  San  Antonio.  Death  was  caused 
by  an  irreversible  arterial  failure  which  was  generalized 
and  secondary  to  arteriosclerosis. 

Named  an  honorary  member  of  the  Texas  Medical  As- 
sociation and  the  Bexar  County  Medical  Society  in  1951, 
Dr.  Goeth  had  retired  from  medical  practice  in  1958. 

Born  March  3,  1874,  in  a log  cabin  in  Blanco  County 
near  Cypress  Mill,  Dr.  Goeth  was  the  son  of  Carl  Goeth 
and  Ottilie  (Fuchs)  Goeth.  He  was  one  of  a family  of 
five  sons  and  two  daughters.  Both  the  log  cabin  and  the 
family’s  new  home  which  was  completed  in  1881  are  now 
Blanco  County  landmarks. 
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Dr.  Goeth  received  his  preliminary  education  from 
private  tutors  who  lived  in  the  new  family  home.  Entering 
the  University  of  Texas  Medical  Branch  at  Galveston  in 
1891,  Dr.  Goeth  was  one  of  the  seven  members  of  the 
class  to  complete  the  first  full  3 year  curriculum  in  1894. 
His  graduation  date  was  delayed  until  1895  because  he 
was  a minor.  Continuing  his  postgraduate  training  at 
John  Sealy  Hospital  in  1895,  he  received  his  residency 
training  in  1896  at  the  New  York  Polyclinic,  where  he 
studied  surgery,  pathology,  and  clinical  microscopy. 

For  two  short  periods,  Dr.  Goeth  practiced  in  Marion 
and  New  Braunfels  and  from  1896  to  1901,  he  established 
his  practice  in  Boerne.  From  1901  until  1958,  he  prac- 
ticed in  San  Antonio. 

In  addition  to  membership  in  the  Texas  Medical  As- 
sociation and  Bexar  County  Medical  Society,  Dr.  Goeth 
was  a member  of  the  American  Medical  Association  and 
the  Southern  Medical  Association.  As  president  of  the  San 
Antonio  Automobile  Club  in  the  early  1900’s,  he  mapped 
extensive  portions  of  Bexar,  Travis,  and  other  surrounding 
counties. 

He  was  at  one  time  Grand  Lodge  Physician  for  the 
Fraternal  Order  of  Hermann  Sons  for  the  state  of  Texas, 
was  a member  of  the  Tuesday  Musical  Club,  the  Beethoven 
Choral  Society,  the  San  Antonio  Casino  Club,  the  San 
Antonio  Country  Club,  the  Travis  Club,  and  the  Victory 
Masonic  Lodge.  For  14  years,  Dr.  Goeth  was  surgeon  for 
the  Southern  Pacific  and  Aransas  Pass  Railroads.  His  other 
interests  included  farming  and  ranching  in  which  he  par- 
ticipated actively  in  his  leisure  time. 

Of  an  inventive  nature.  Dr.  Goeth  developed  and 
patented  an  automobile  tire  pump  which  utilized  power 
from  the  automobile  in  the  early  days  of  automobile 
history. 

In  1898,  Dr.  Goeth  married  Miss  Lily  Edith  Dittmar, 
and  after  her  death,  he  married  Miss  Alma  Tips  in  1910. 
At  the  time  of  her  death  in  1955,  the  couple  had  been 
married  45  years.  Two  children,  Richard  Louis,  now  of 
Miami,  Fla.,  and  Lily  Edith,  now  Mrs.  Carlton  Adams,  Jr. 
of  Devine,  were  born  of  the  first  marriage,  and  Dr.  Carl 
Goeth  of  San  Antonio,  was  bom  of  the  latter.  Surviving 
are  the  daughter,  both  sons,  and  four  grandchildren.  Dr. 
Goeth  was  associated  with  his  younger  son  from  1937  until 
his  retirement. 
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DR.  L.  F.  METZ 

Dr.  Louis  Frederick  Metz,  staff  member  of  the  Stamford 
Sanitarium  at  Stamford,  died  February  22,  I960,  in  his 
sleep. 

Born  December  6,  1899  in  Trenton,  Tenn.,  Dr.  Metz 
was  the  son  of  Louis  and  Sophia  (Eckstein)  Metz.  He 
attended  Peabody  High  School  at  Trenton,  and  was  grad- 
uated from  Vanderbilt  University  School  of  Medicine  in 
Nashville.  Completing  his  internship  and  residency  at  the 
Protestant  Hospital  in  Nashville  in  1924,  he  moved  in 
1925  to  Stamford,  where  he  established  his  practice. 

Specializing  in  obstetrics  and  gynecology.  Dr.  Metz  was 
a fellow  of  the  Texas  Association  of  Obstetricians  and 
Gynecologists.  In  addition,  he  was  a member  of  the  Amer- 
ican Medical  Association,  the  Texas  Medical  Association, 
and  the  Taylor-Jones  Counties  Medical  Society,  which  he 
had  served  as  president  and  as  secretary.  He  was  on  the 
board  of  directors  of  the  First  National  Bank  at  Stamford 
and  served  as  a committee  chairman  for  the  Texas  Cowboy 
Reunion  and  was  team  physician  for  the  Stamford  High 
School  football  team.  He  was  a member  of  Alpha  Kappa 
Kappa  medical  fraternity. 
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Survivors  include  his  wife,  the  former  Miss  Helen  Darr 
of  Nashville,  whom  he  married  September  5,  1925,  in 
Abilene;  two  daughters,  Mrs.  W.  C.  McDonald  of  Buffalo, 
N.  Y.,  and  Miss  Judith  Metz  of  Midland;  a sister,  Mrs. 
Jim  Beveredge  of  St.  Louis;  and  one  granddaughter,  Kath- 
ryn Jane  McDonald. 


DR.  G.  D.  BOYD,  JR. 

Dr.  Granberry  Davis  Boyd,  Jr.,  San  Antonio,  former 
Bexar  County  health  officer,  died  at  his  home  January  19, 
1960. 

A graduate  of  Southern  Methodist  University  in  1923 
and  the  Baylor  University  College  of  Medicine  in  1928,  Dr. 
Boyd  interned  at  Robert  B.  Green  Hospital  in  San  Antonio 
and  the  Scott  and  White  Clinic  in  Temple,  where  he  com- 
pleted his  residency  in  1931.  From  February,  1941,  to 


1946,  he  was  in  military  service  in  which  he  attained  the 
rank  of  lieutenant  colonel. 

Born  February  23,  1901,  in  Grandview,  he  was  the  son 
of  Granberry  Boyd,  Sr.  and  Princess  (Eliott)  Boyd.  He  was 
married  July  17,  1928,  to  Miss  Verla  Bridgewater  and 
the  couple  has  one  son,  Granberry  Davis  Boyd  III. 

A member  of  the  American  Medical  Association,  the 
Texas  Medical  Association,  and  the  Bexar  County  Medical 
Society,  Dr.  Boyd  was  a general  practitioner.  For  10  years 
until  1957,  he  served  as  Bexar  County  health  officer. 

Dr.  Boyd  was  a member  of  the  Methodist  Church. 

Surviving  are  his  wife  and  son;  two  brothers,  H.  B. 
Boyd  of  Alvin  and  Charlie  Lee  Boyd  of  Grandview. 

DR.  CHRIS  C.  MANSELL 

Dr.  Chris  C.  Mansell,  Lubbock,  died  January  30,  I960, 
of  melanoma  at  his  home. 

Dr.  Mansell  was  born  November  2,  1902,  in  Mineola, 
Texas,  where  he  received  his  preliminary  education.  He 
attended  the  University  of  Texas  at  Austin  and  was  gradu- 
ated from  the  University  of  Tennessee  College  of  Medicine 
at  Memphis  in  May,  1928,  where  he  had  been  a member  of 
the  Tennessee  Doctors  football  team.  He  completed  his 
internship  with  the  United  States  Naval  Hospital  at  Phila- 
delphia and  received  postgraduate  training  at  the  University 
of  Pennsylvania  Graduate  School  of  Medicine  in  Phila- 
delphia, the  University  of  Iowa  at  Iowa  City,  and  the  Uni- 
versity of  Berlin  in  Berlin,  Germany.  He  served  actively 
with  the  United  States  Navy  for  18  months  in  1928  and 
1929  and  volunteered  again  for  active  duty  in  1941, 
serving  until  1945.  During  the  latter  period  he  served 
aboard  ship  on  the  Atlantic  coast,  spent  18  months  in  the 
African  theater  where  he  was  in  charge  of  medical  supplies 
loaded  on  crafts  being  prepared  for  the  invasion  of  Italy 
and  southern  France. 

A member  of  the  American  Medical  Association,  the 
Texas  Medical  Association,  and  the  Lubbock-Crosby  Coun- 
ties Medical  Society,  Dr.  Mansell  was  chief  radiologist  at 
the  West  Texas  Hospital,  Lubbock,  from  1946  until  his 
death.  He  also  practiced  dermatology. 
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His  other  interests  included  hunting  and  constructing 
and  refinishing  furniture. 

Dr.  Mansell  was  married  January  9,  1929,  to  Miss 
Shirley  Lomax  of  Dallas  in  New  York  City.  The  couple 
had  three  children,  Chris  Mansell,  Jr.,  now  deceased,  Pa- 
tricia Mansell  Gordon  of  Moline,  111.,  and  Susan  Mansell. 

Surviving  are  his  wife  and  daughters;  two  grandchildren, 
Howard  Christopher  Gordon  and  Lisa  Jean  Gordon;  a 
brother,  B.  G.  Mansell,  Fort  Worth;  four  sisters,  Mrs.  V.  L. 
Owens,  Commerce;  Mrs.  Boatner  Willis,  Mrs.  Sibyl  Max, 
and  Mrs.  Bruce  Beesley,  all  of  Mineola. 

Friends  of  Dr.  Mansell  have  established  a Chris  Mansell 
Memorial  Fund  to  aid  worthy  premedical  students  at  Texas 
Technological  College,  Lubbock.  Dr.  O.  W.  English  of 
Lubbock  is  chairman  of  the  fund  project,  which  is  being 
collected  through  the  Texas  Tech  Foundation. 


DR.  L.  B.  S.  RICHTER 

Dr.  Louis  Bacon  Saunders  Richter,  Yoakum,  died  Feb- 
ruary 27,  I960,  of  a heart  attack  at  his  home.  He  had  cur- 
tailed his  practice  after  suffering  a heart  attack  in  July, 

1959. 

Born  January  26,  1911,  in  Shiner,  Dr.  Richter  was  the 
son  of  Louis  Berthold  and  Elfreda  (Beusing)  Richter.  He 
attended  Shiner  High  School,  Schreiner  Institute  at  Kerr- 
ville  and  the  University  of  Texas  at  Austin,  and  was 
graduated  from  the  University  of  Texas  Medical  Branch  at 
Galveston  in  1935.  His  internship  was  served  at  Southern 
Pacific  and  Jeff  Davis  Hospitals  in  Houston. 

A general  practitioner  and  surgeon.  Dr.  Richter  estab- 
lished his  medical  practice  in  Yoakum  on  September  6, 
1936. 

He  was  married  on  August  11,  1940,  to  Miss  Helene 
Louise  Kidd  of  Yoakum  at  San  Antonio. 

Dr.  Richter  was  a member  of  the  American  Medical 
Association,  the  Texas  Medical  Association,  the  Inter-County 
Medical  Society,  the  American  Society  of  Clinical  Hypnosis, 
the  American  Academy  of  General  Practice,  and  he  had 
been  invited  to  membership  in  the  American  Board  of 
Abdominal  Surgeons. 
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He  had  been  secretary  and  president  of  his  county  so- 
ciety, was  a member  of  Nu  Sigma  Nu  medical  fraternity,  a 
Mason,  Shriner,  and  was  a member  of  the  Lions  Club.  His 
church  affiliation  was  with  Holy  Cross  Lutheran  Church 
and  at  the  time  of  his  death  he  was  a committeeman  in 
the  church.  Special  hobbies  he  undertook  were  sailboating, 
gardening,  woodwork,  and  cooking. 

Survivors  include  his  wife;  two  daughters,  Miss  Saundra 
Kay  Richter  and  Stanley  Ann  Richter;  a son,  Barrett  Rich- 
ter, all  of  Yoakum;  his  mother,  Mrs.  L.  B.  Richter  of 
Shiner;  and  two  sisters,  Mrs.  E.  G.  Wessels  of  Houston 
and  Mrs.  E.  D.  Peschel  of  Brenham. 


DR.  MINOR  L.  WILLIAMS 

Dr.  Minor  Lafayette  Williams,  Robstown,  died  December 
29,  1959,  in  Corpus  Christi  after  an  extended  illness. 

Son  of  Mr.  and  Mrs.  John  Wesley  Williams  of  Griffith- 
ville,  Ark.,  Dr.  Williams  was  bom  April  23,  1870.  He 
attended  the  Searcy  Military  College  in  Searcy,  Ark.,  and 
was  graduated  from  the  Louisville  Medical  College  in 
Louisville,  Ky.,  in  1893.  Dr.  Williams  began  his  medical 
career  in  Texas  in  Kelm,  Stanton,  and  Bishop,  before  going 
to  Robstown,  where  he  had  practiced  since  1920. 

Dr.  Williams  activities  included  helping  organize  the 
Robstown  Hospital  and  being  an  honorary  member  of 
the  Texas  Medical  Association  and  a member  of  the 
American  Medical  Association  and  the  Nueces  County 
Medical  Society.  He  had  served  the  county  society  as  presi- 
dent. He  also  had  held  membership  in  the  Navarro,  Nueces, 
and  Kleberg  County  Societies,  in  addition  to  holding  life 
membership  in  the  Robstown  Masonic  Lodge  and  being 
a member  of  the  Shrine  and  the  First  Methodist  Church. 
Dr.  Williams  had  been  city-county  health  officer  in  Stanton. 

Surviving  are  his  wife,  the  former  Miss  Emma  Bell  of 
Clarendon,  Ark.,  whom  he  married  in  1894;  four  daugh- 
ters, Miss  Pansy  Williams  of  Robstown,  Mrs.  Louise  Lind- 
quist and  Mrs.  Belva  Gersback  of  Dallas,  and  Miss  Maxine 
Williams  of  San  Antonio;  two  sons,  Talmage  Williams  of 
Robstown  and  M.  L.  Williams,  Jr.  of  Corpus  Christi;  and 
a sister,  Mrs.  Hallie  Collinsworth  of  Griffithville,  Ark. 


DR.  MINOR  L.  WILLIAMS 
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Chronic  Idiopathic  Diarrheas 


My  bowels  boiled  and  rested  not;  the  days  of 
affliction  prevented  me. 


Job  30:27 


The  problem  of  chronic  diarrhea  is  obviously  an  ancient 
one,  but  the  utilization  of  the  traditional  and  particularly 
some  newer  diagnostic  techniques  are  making  rapid  inroads 
into  the  number  of  so-called  chronic  idiopathic  diarrheas. 

In  the  past,  pancreatic  steatorrheas  were  detected  infre- 
quently. Often  the  diarrhea  appears  only  after  the  ingestion 
of  excess  fats,  and  even  when  pancreatic  disease  was  sus- 
pected, the  necessary  studies  to  establish  the  diagnosis  were 
time  consuming  and  generally  not  available.  Now,  by  the 
relatively  simple  procedure  of  feeding  radioactive  labeled 
fats  ajnd  measuring  blood  levels  and  fecal  excretion,  a diag- 
nosis can  be  made  with  considerable  accuracy.  Primary  mal- 
absorption also  may  be  detected. 

Lipase  is  essential  for  the  absorption  of  the  fatty  acid 
triolein.  Therefore  when  radioactive  labeled  triolein  is  fed 
and  a low  blood  absorption  curve  with  excess  amounts  of  the 
radioactive  material  in  the  stool  occurs,  a deficiency  of 
lipase  is  present,  or  a primary  defect  in  the  absorptive  ca- 
pacity of  the  intestine  is  suggested.  By  doing  a second  test, 
using  radioactive  labeled  oleic  acid,  the  differentiation  can 
be  made.  Oleic  acid  is  a simple  fatty  acid  requiring  no 
lipase  for  its  absorption.  A normal  blood  level  curve  and 
no  excess  of  the  radioactive  material  in  the  stool  will  occur 
even  in  the  presence  of  pancreatic  disease,  while  an  absorp- 
tive defect  in  the  bowel  wall  will  result  in  a flat  absorption 
curve  and  an  excess  of  the  radioactive  oleic  acid  in  the  stool. 

Primary  malabsorption  also  can  be  recognized  by  the 
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use  of  d-xylose.  When  25  Gm.  of  this  sugar 
are  fed  to  a normal  subject  after  an  overnight 
fast,  4 to  6 Gm.  may  be  expected  to  be  excreted 
in  the  urine  in  5 hours,  while  in  patients  with 
absorptive  defects  of  the  small  bowel  the 
amount  excreted  is  usually  less  than  3 Gm. 
This  test  is  exceedingly  simple  and  is  particu- 
larly useful  for  screening  purposes. 

Once  a defect  of  absorption  is  suggested,  a 
tissue  diagnosis  may  be  obtained  by  the  use 
of  a small  bowel  biopsy.  There  are  several  in- 
struments available  for  taking  specimens  for 
such  biopsies — all  are  relatively  simple  to  use 
and  the  risk  involved  is  considerably  less  than 
with  liver,  kidney,  or  bone  marrow  biopsy. 

Granted  that  diseases  of  the  small  bowel  are 
not  common,  every  patient  with  chronic  diar- 
rhea deserves  a careful  study  of  this  organ. 
Even  where  radioactive  materials  or  biopsies 
are  not  available,  the  radiological  examination 
of  the  small  intestine  can  generally  be  accom- 
plished, and  this  examination  is  perhaps  one 
of  the  most  frequently  overlooked.  Regional 
enteritis,  lymphoma,  tumors,  and  other  inflam- 
matory small  bowel  disease  can  go  unrecog- 
nized for  months  when  a motor  meal  is  ne- 
glected. The  ingestion  of  ice  water  will  speed 
up  the  bowel  motility  and  allow  for  an  accurate 
study  of  the  small  intestine  without  prolonging 
the  procedure  unduly. 

The  office  procedure  of  proctoscopy,  while 
certainly  not  new,  is  still  not  being  done  with 
the  frequency  it  deserves,  especially  when  it  is 
recalled  that  75  per  cent  of  colonic  disease  can 
be  detected  with  this  instrument.  Unless  there 
is  some  obvious  contraindication,  every  barium 
enema  examination  should  be  preceded  by  a 
proctoscopic  examination.  Chronic  ulcerative 
colitis,  neoplasm  of  the  rectum  and  sigmoid, 
and  amebic  colitis  may  be  seen  before  the 
barium  enema  reveals  any  abnormality. 

Stool  cultures  rarely  provide  an  answer  in 
chronic  diarrhea,  since  most  specific  diarrheas 
are  self-limited.  Cases  of  amebic  colitis  continue 
to  go  unrecognized,  though  in  general,  over- 
diagnosis seems  more  prevalent  than  under- 


diagnosis. New  techniques  are  available  for 
preserving  fecal  material  and  slides  of  fecal 
smears  indefinitely.  Such  preparations  should  be 
made  in  all  cases  of  chronic  diarrhea,  particu- 
larly where  trained  parasitologists  are  not  avail- 
able, since  confirmation  or  negation  of  the 
diagnosis  by  an  expert  may  be  of  critical  im- 
portance when  therapy  is  disappointing  or  un- 
successful. 

Even  after  thorough  study,  frequently  a 
group  of  patients  with  idiopathic  chronic  diar- 
rhea will  remain.  The  answer  may  lie  in  dietary 
indiscretions,  an  unsuspected  medication,  a met- 
abolic disorder,  or  an  emotional  problem.  A 
careful  reexamination  of  the  patient’s  story  by 
the  ancient  technique  of  history  taking  may 
afford  a solution. 

— Marcel  Patterson,  M.D.,  Galveston, 
Past  President,  Texas  Society  of 
Gastroenterologists  and  Proctologists. 

Tuberculosis  Plan  Available 

The  occupational  hazard  of  mberculosis 
among  employees  of  Texas  general  hospitals 
was  first  documented  by  a survey  published  in 
the  June,  1954,  issue  of  the  Texas  State  Jour- 
nal of  Medicine. 

It  was  shown  that  in  spite  of  the  extensive 
work-up  examinations  received  by  clinic  pa- 
tients in  our  best  teaching  hospitals,  an  occa- 
sional pulmonary  lesion  of  active,  contagious 
disease  does  escape  detection  and  provide  a 
source  of  contact  infection  for  hospital  person- 
nel. To  add  to  the  tuberculosis  hazard,  an 
occasional  unscreened  employee  has  come  on 
the  job  with  active  disease. 

In  an  effort  to  meet  the  need  for  improve- 
ment in  employee  protection  against  tubercu- 
losis, the  Texas  Tuberculosis  Association  in 
1959  proposed  preparation  of  a model  pro- 
gram to  be  recommended  to  Texas  hospitals. 

The  result  is  "A  Tuberculosis  Program  for 
Employees  of  General  Hospitals,”  copies  of 
which  may  be  obtained  free  from  any  local 
tuberculosis  association  office  or  from  the  Texas 
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Tuberculosis  Association,  2406  Manor  Road, 
Austin. 

Essentially,  the  requirements  of  this  model 
plan  call  for  ( 1 ) pre-employment  registration 
of  each  applicant’s  reaction  to  tuberculin;  (2) 
follow-up  periodic  retesting  of  negative  reac- 
tors, so  that  contact  infections  may  be  identified 
in  early  stages;  (3)  medical  supervision  of  in- 
fected individuals  (positive  reactors)  who  may 
be  accepted  for  employment;  (4)  retesting  and 
evaluation  of  all  personnel  on  separation  from 
employment. 

The  thinking  of  many  knowledgeable  peo- 
ple went  into  evolution  of  this  plan.  A central 
committee  of  three  outstanding  chest  special- 
ists first  prepared  a draft  of  what  they  consid- 
ered to  be  an  adequate  program;  this  was  sub- 
mitted for  suggestions  and  criticism  to  an  ad- 
visory committee  made  up  of  representatives 
appointed  by  their  respective  organizations,  se- 
lected and  invited  to  participate  because  of  their 
interest  in  tuberculosis  control.  Eventually,  a 
final  draft  was  approved  by  both  these  groups. 

The  Texas  Tuberculosis  Association  realizes 
that  most,  if  not  all,  of  our  larger  hospitals 
already  employ  programs  of  tuberculosis  con- 
trol, and  doubtless  some  of  these  are  entirely 
adequate.  On  the  other  hand,  many  hospitals 
know  their  programs  to  be  weak,  and  it  is  this 
group  who  can  profit  most  from  the  pattern 
laid  out  in  the  model  plan  now  available  for 
their  consideration. 

— J.  Edward  Johnson,  M.D.,  Austin, 
President,  Texas  Tuberculosis 
Association. 

A Friendly  Decision 

In  action  taken  during  the  Fort  Worth  an- 
nual session,  the  Texas  Medical  Association 
House  of  Delegates  voted  not  to  make  United 
States  citizenship  a requirement  for  member- 
ship in  the  Association. 

By  so  voting,  Texas  doctors  reaffirmed  their 
friendship  for  foreign-born  colleagues,  some  of 
whom  received  their  medical  education  in 


America  and  others  of  whom,  trained  in  Mex- 
ico, Canada,  or  abroad,  are  practicing  admirably 
in  Texas  hospitals. 

A thorough  8 months’  study  by  the  Board 
of  Councilors  preceding  the  April  House  of 
Delegates  decision.  Queried  for  opinions  were 
Texas  medical  school  officials,  officials  of 
Texas  hospitals  and  special  institutions,  the 
State  Board  of  Medical  Examiners,  and  many 
others. 

From  the  thinking  of  all  these  Texans 
stemmed  the  decision  that  a foreign-born  doc- 
tor, accepted  as  medically-qualified  by  state 
licensure  and  having  declared  his  intention  to 
become  an  American  citizen  at  the  end  of  the 
prescribed  5 year  waiting  period,  deserves  to  be 
welcomed  into  the  Association. 

For  the  protection  of  patients  and  the  Texas 
medical  profession  alike,  however,  the  House  of 
Delegates  recommended  that  the  State  Board 
of  Medical  Examiners  be  encouraged  to  pre- 
vent practice  by  nonlicensed  doctors  and  that 
the  Texas  Legislature  be  urged  to  strengthen 
existing  statutes  so  that  annual  permits  or  li- 
censes will  be  refused  to  persons  failing  to 
carry  out  their  filed  "Declaration  of  Intent”  to 
become  citizens  6 years  after  licensure. 

Most  important,  added  the  House,  county 
medical  societies  must  continue  to  accept  the 
basic  responsibility  of  judging  the  qualifications 
to  practice  of  their  own  members,  and  it  is  at 
the  county  society  level  that  individuals  con- 
sidered unsuitable  for  membership  must  be  re- 
fused. 

Members  of  the  Texas  Medical  Association 
can  pride  themselves  in  having  made  a friendly 
and  democratic  decision  tempered  with  what 
must  be  its  constant  concern  for  high  medical 
standards. 
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'Pne&tde*t&  Paye 


THE  DOCTOR  IS  A CITIZEN 

Frequently  I read  in  the  newspapers  about  some 
of  our  Texas  doctors  who  are  named  to  serve  on  the 
boards  of  various  religious,  cultural,  philanthropic, 
or  civic  organizations.  Always  when  I read  of  a doc- 
tor taking  time  out  from  his  profession  to  serve  in 
the  role  of  citizen,  I am  proud — proud  that  he  has 
not  lost  sight  of  his  duty  to  his  community. 

The  fine  reputation  which  the  "horse  and  buggy  p)R.  Owen 
doctor,”  the  family  doctor  of  the  past  era,  enjoyed 
was  built  in  part  on  his  willingness  and  ability  to  participate  in  many 
important  phases  of  life  in  his  community. 

And,  in  these  days  of  complex  living,  it  seems  to  me  that  it  is 
not  enough  for  us  to  serve  our  neighbors  just  as  physicians.  It  is 
necessary  that  we  also  shoulder  our  share  of  the  responsibility  in 
citizen’s  affairs  along  with  many  other  busy  professional  men  and 
women. 

I have  been  privileged  to  attend  three  Medical  Students’  Days,  the 
most  recent  being  the  one  at  Baylor  University  College  of  Medicine. 
In  Houston,  I had  the  opportunity  to  observe  doctors  who  were  not 
connected  with  the  academic  field  of  teaching,  as  such,  devote  time 
and  energy  to  give  senior  students  the  benefit  of  their  experience  in 
such  phases  of  medical  practice  as  "Medical  Etiquette,”  "Where  Should 
I Practice?,”  "The  Business  Side  of  Medical  Practice,”  and  "Medical 
Law.” 

We  all  realize  more  and  more  every  day  the  need  for  our  being 
more  than  "just  good  doctors.”  It  is  our  duty — and  our  rightful  duty — 
to  share  in  the  building  of  our  local  communities,  whether  it  be 
through  the  County  Medical  Society  or  through  any  other  local,  worth- 
while group. 

Let’s  all  be  encouraged  to  remember  our  status  as  citizens,  despite 
the  increasing  demands  of  medicine,  and  share  the  responsibilities  of 
this  citizenship  which  many  of  our  colleagues  are  accepting  so  ad- 
mirably. 
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Miss  Harriet  Cunningham:  A Dedication 


Miss  Harriet  Cunningham 


This  issue  of  the  Texas  State  Journal  of  Medicine  is  dedicated  to 
the  memory  of  Miss  Harriet  Cunningham,  its  longtime  managing 
editor,  who  died  in  an  Austin  hospital  May  8,  I960. 

To  the  Texas  Medical  Association,  as  well  as  to  the  Journal  it 
publishes,  her  loss  is  a tremendous  one.  Joining  the  staff  in  1945  at 
the  age  of  25,  she  first  worked  as  an  editorial  assistant  with  Associa- 
tion executives  Dr.  Holman  Taylor  and  Dr.  R.  B.  Anderson  in  the 
Fort  Worth  headquarters,  and,  upon  their  untimely  deaths  within 
months  of  each  other,  was  forced  to  assume  much  of  the  responsibility 
for  the  magazine  and  for  annual  session  arrangements. 

She  participated  in  the  headquarters  move  to  Austin,  guided  the 
Journal  through  changes  of  format  and  increase  in  size,  saw  it  win 
several  awards  of  excellence  from  the  International  Council  of  Indus- 
trial Editors.  Despite  the  growing  demands  of  Journal  production,  she 
continued  to  spearhead  much  of  the  year-round  work  on  annual  session 
arrangements. 

As  an  expression  of  appreciation  for  Miss  Cunningham’s  personal 
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and  professional  devotion  to  the  Texas  Medical  Association,  friends 
and  associates  are  establishing  the  Harriet  Cunningham  Memorial 
Graduate  Fellowship  in  Medical  Writing  at  the  University  of  Texas 
School  of  Journalism,  her  alma  mater.  Recipients  of  this  fellowship 
through  the  years  will  be  master’s  degree  candidates  of  exceptional 
ability  who  will  devote  a large  portion  of  their  degree  work  to  the 
medical  writing  field,  thus  preparing  themselves  for  positions  as  medi- 
cal reporters  on  newspapers,  medical  journal  staff  members,  and  medi- 
cal association  public  relations  specialists. 

Miss  Cunningham  was  born  in  Waco  on  May  3,  1920.  She  gradu- 
ated from  Waco  High  School  as  valedictorian  of  her  class  and  attended 
Baylor  University  for  2 years.  A gifted  pianist,  she  turned  away  from 
music  as  a profession  only  because  "I’m  not  good  enough  to  be  a 
concert  pianist  and  nothing  less  is  good  enough.”  Instead,  she  received 
a bachelor  of  journalism  degree  with  highest  honors  from  the  Uni- 
versity of  Texas,  won  a Sigma  Delta  Chi  scholarship,  and  then  took  a 
master’s  degree  in  economics  and  English.  While  in  college,  she  taught 
part-time  as  an  assistant  in  English,  journalism,  and  mathematics. 

Active  in  civic  and  professional  affairs,  Miss  Cunningham  served 
on  the  board  of  directors  of  both  the  Fort  Worth  and  the  Austin  YWCA. 
She  was  president  of  the  Austin  Professional  Chapter  of  Theta  Sigma 
Phi,  national  honorary  journalism  fraternity  for  women;  an  officer  of 
the  Society  of  Austin  Industrial  Editors;  and  a member  of  the  Austin 
League  of  Women  Voters,  as  well  as  of  the  Friends  of  the  Austin  Public 
Library.  She  was  on  the  executive  committee  of  the  regional  American 
Friends  Service  Committee  for  some  time  and  belonged  to  the  Business 
Women’s  Circle  of  the  University  Presbyterian  Church  in  Austin. 

Though  a victim,  for  almost  a decade,  of  a muscular  disease  and, 
in  more  recent  years,  of  cancer,  she  was  quietly  famed  in  Austin  for  her 
constant  good  cheer  and  her  devotion  to  her  job.  Travel,  here  and 
abroad,  and  attendance  at  almost  all  of  Austin’s  major  cultural  events 
were  her  greatest  pleasures. 

As  editor  of  the  Journal,  she  carried  on  a voluminous  correspond- 
ence with  doctors  across  the  state,  many  of  them  Texas  Medical  Associ- 
ation officers  through  the  years  who  had  become  and  remained  her 
close  friends. 

At  the  April  9-12  annual  session  in  Fort  Worth,  Miss  Cunningham 
was  presented  appreciation  bouquets  of  roses  by  the  Council  on  Annual 
Session  and  by  the  Woman’s  Auxiliary  of  the  Texas  Medical  Associa- 
tion. She  was  accorded  a standing  ovation  by  the  House  of  Delegates. 

She  is  survived  by  her  mother,  Mrs.  Percy  Moore  Cunningham  of 
Waco;  her  father,  W.  J.  Cunningham  of  Comanche;  a brother,  W.  Jack 
Cunningham,  Ph.D.,  of  New  Haven,  Conn.;  and  two  nephews,  Law- 
rence and  John  Cunningham  of  New  Haven. 

Memorial  services  were  read  in  Austin,  and  burial  was  in  Co- 
manche. 
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Let’s  Return  POLITICS 
to  the  People 


JOHN  McKEE,  DALLAS,  TEXAS 


Too  few  citizens,  including  physicians,  have  shown  enough  interest 
in  politics  until  recently.  This  has  led  to  a situation  in  which  special 
interest  groups  have  too  great  a stronghold  on  government — threaten- 
ing to  unbalance  the  democratic  processes  of  government  in  this  coun- 
try. Only  by  partisan  political  activity  on  the  part  of  each  voter  can 
government  be  returned  to  the  people — its  rightful  owners. 


THE  YEAR  1959  may  go  down  in  history  as  the 
year  a slumbering  giant  awakened.  From  many 
sides  evidence  is  gathering  that  the  American  people 
are  rediscovering  the  personal  importance  to  them 
of  government  and  politics.  Books  based  on  political 
subjects  almost  are  assured  of  quick  success.  Off-year 
elections,  even  of  school  boards,  saw  sprightly  cam- 
paigns and  attracted  large  turnouts.  And  members 
of  Congress  reported  a flood  of  mail  of  proportions 
seldom  ever  witnessed  before. 

It  seems  clear  that  something  has  happened  in 
this  land  to  induce  the  ordinary  citizen — doctors, 
lawyers,  farmers,  businessmen,  housewives,  and  fac- 
tory workers — to  resume  the  personal  exercise  of 
citizenship  rights  they  may  have  long  neglected.  They 
have  made  the  decision  to  become  effective  citizens, 


and  already  they  have  demonstrated  to  a remarkable 
degree  just  how  effective  they  can  be. 

The  American  people  are  showing  interest  in  tak- 
ing politics  and  government  back  from  the  special- 
interest  pressure  groups.  Good!  Let’s  return  politics 
to  the  people.  That’s  our  best  way  to  get  better 
government. 

In  Congress,  in  state  legislatures,  and  in  govern- 
ment at  all  levels,  activity  has  been  very  different 
from  that  which  was  foreseen  after  the  elections  of 
November,  1958.  Many  explanations  have  -been  of- 
fered for  what  has  been  called  the  "political  miracle,” 
and  I believe  that  several  are  valid.  But  what  is 
most  apparent  is  that  American  men  and  women, 
individually,  have  given  expression  to  their  will  in 
an  unprecedented  manner. 
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RETURN  POLITICS  TO  PEOPLE  — McKee  — continued 

The  fact  that  this  action  took  place  during  what 
would  have  been  normally  a dull,  non-election  year 
is  particularly  significant.  Traditionally,  Americans 
become  aroused  during  the  full  flurry  of  a political 
campaign,  particularly  in  a presidential  election.  But, 
just  as  traditionally,  in  recent  years  they  have  gone 
back  to  sleep  politically  after  elections.  What  can 
explain  the  difference  now? 

It  has  come  about,  I believe,  because  two  influ- 
ential institutions  in  American  life  have  appealed  to 
their  members  for  new  political  and  governmental 
awareness,  activity,  and  effectiveness.  The  two  insti- 
tutions are,  of  course,  organized  labor  and  business. 

The  big  political  news  of  1958  was  the  increased 
activity  of  organized  labor  in  encouraging  its  mem- 
bers to  political  activity.  In  1959  the  big  news  was 
the  emphasis  given  by  business  firms  to  encouraging 
employees  to  become  active  in  the  political  party  of 
their  choice  in  their  home  communities,  and  to  ex- 
press their  opinion  to  public  officials  on  govern- 
mental issues  affecting  them  as  individuals. 

Businessmen  in  Politics 

This  development  has  been  identified  loosely  and 
incorrectly  as  a "business  in  politics”  movement.  It 
has  been  called  more  specifically  "businessmen  in 
politics.”  Actually,  such  a movement  should  not  be 
confined  to  businessmen  only.  It  should — and  if  it  is 
to  be  successful,  it  must — include  individual  citizens 
of  every  kind  and  in  every  occupation. 

Reports  of  this  movement  contain  a great  deal  of 
talk  about  the  "new”  responsibilities  of  businessmen 
in  governmental  affairs  and  political  action.  But  in 
truth  the  responsibility  has  existed  all  along,  and  for 
a long  time  businessmen  have  been  doing  something 
about  their  responsibility  with  varying  degrees  of 
intensity  and  effectiveness.  What  is  new  is  the  fairly 
recent  discovery  businessmen  have  made  that  it  will 
be  increasingly  difficult  to  do  business  at  all  unless 
they  also  make  government  and  politics  their  busi- 
ness. 

During  recent  months  we  at  Ford  Motor  Company 
have  been  besieged  by  delegations  of  businessmen 
coming  to  see  us  or  writing  to  us  for  more  informa- 
tion about  the  subject.  And  from  an  ever  increasing 
number  of  platforms,  business  leaders  are  making 
this  the  topic  of  their  public  addresses. 

Encouraged  as  we  are  to  see  this  interest,  I be- 
lieve that  it  contains  a danger.  The  danger  is  that 
all  the  talk  will  be  construed  as  action  on  the  part  of 
businessmen.  Speeches  and  articles  are  good  and 
necessary,  but  they  are  only  a prelude  to  work.  Of 
themselves,  they  do  not  get  the  job  done.  People 
sometimes  hear  so  much  about  a subject  that  they 


assume  something  is  being  done  about  it — if  not  by 
themselves,  then  by  somebody  else.  This  has  hap- 
pened a few  times  with  over-publicized  and  under- 
implemented  get-out- the-vote  programs:  everyone 
stays  home  on  the  assumption  that  everyone  else  is 
voting. 

Several  observers  of  the  public  scene  today  express 
the  fear  that  a similar  apathy  will  replace  the  activ- 
ity that  we  have  witnessed  in  the  past  few  months. 
This  might  very  well  happen,  I believe,  unless  peo- 
ple, all  kinds  of  people,  organize  properly  to  see 
that  this  renewed  interest  is  fostered  and  channeled 
into  effective  expression  and  that  an  equal  interest 
is  awakened  in  the  other  hundreds  of  thousands  of 
Americans  who  still  remain  politically  dormant. 

I am  convinced  that  a renewed  interest  in  politics 
on  the  part  of  everyone,  if  properly  encouraged  and 
directed,  will  not  be  merely  a fad  or  a momentary 
tempest  that  will  blow  itself  out  in  a storm  of  words. 
It  represents  sober  concern  on  the  part  of  many 
responsible  people,  concern  that  the  democratic  pro- 
cesses of  government  in  this  country  are  in  danger  of 
getting  seriously  out  of  balance.  I have  no  desire 
to  be  an  alarmist,  but  I believe  this  concern  is  well- 
founded. 


Danger  of  Special  interests 

It  is  a truism  that  that  government  is  best  which 
most  fully  encompasses  the  interests  of  all  the  citi- 
zens. In  America,  we  have  also  traditionally  been  able 
to  include  a wide  range  of  interests  under  the  banner 
of  each  political  party.  This  has  been  a great  source 
of  our  political  strength,  because  we  have  managed 
to  avoid  the  dangerous  weakness  of  splinter  parties 
dedicated  to  special  interests. 

In  recent  years,  however,  special  interest  groups 
increasingly  have  influenced  the  kind  of  legislation 
we  have  had  on  the  federal,  state,  and  local  levels. 
In  at  least  a few  states,  some  party  leaders  are  ap- 
prehensive that  support  from  one  such  special  inter- 
est group — organized  labor — might  turn  into  control 
by  that  group.  But  I need  not  single  out  the  political 
activities  of  the  big  labor  unions  alone.  Large  trade 
associations,  farm  groups,  veterans’  organizations,  and 
others  are  all  bringing  pressure  to  bear  behind  candi- 
dates, causes,  and  legislative  acts. 

I do  not  propose  to  argue  that  this  activity  is  im- 
proper. But  to  the  extent  that  it  subordinates  the 
general  interest  to  a selfish  interest,  it  is  repre- 
hensible. The  real  problem  in  thus  narrowing  the 
concern  of  government  is  that  those  Americans  not 
actively  represented  by  some  special  interest  group 
are  in  danger  of  not  being  represented  at  all.  Too 
frequently,  what  government  does  depends  on  which 
special  interest  group  has  the  greatest  power  and 
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effectiveness  rather  than  on  what  may  be  best  for 
all  the  people. 

Short  of  attempting  to  create  a special  pressure 
group  for  each  segment  of  the  population,  the  pres- 
ent condition  can  be  corrected  only  by  greatly  in- 
creased political  activity — and  by  that  I mean  par- 
tisan political  activity — by  every  American  who  can 
vote.  Only  by  partisan  political  activity  on  the  part 
of  all  voters  can  we  return  to  government  of,  by, 
and  for  all  the  people. 

The  chorus  of  businessmen  calling  for  such  activ- 
ity has  been  swelling  steadily  in  the  past  few  months. 
Sometimes  the  impression  is  created  that  business  is 
taking  up  the  cudgels  against  labor  in  an  area  where 
the  big  unions  have  been  conspicuously  successful.  I 
think  that  this  is  a very  unfortunate  impression.  For 
one  thing,  business  simply  doesn’t  have  the  votes 
necessary  to  oppose  politically  a united  labor  front — 
if  such  a thing  ever  should  develop.  But  for  another 
and  more  important  reason,  there  should  be  no  fight. 
The  present  concern  is  not  merely  to  see  that  business 
gets  its  fair  share  of  representation;  our  over-riding 
aim  should  be  to  restore  strength  and  balance  to  our 
democratic  processes  by  building  up  the  health  and 
broadening  the  interests  of  both  political  parties.  In 
short,  our  effort  must  be  directed  toward  restoring 
politics  to  the  people. 

I believe  that  this  concern  is  felt  throughout  our 
whole  society  and  not  just  in  the  halls  of  business. 
It  would  be  abhorrent  to  me  to  advance  a business 
necessity  as  if  it  were  a holy  crusade,  and  that  is 
not  my  purpose  here.  But  the  call  to  increased  politi- 
cal activity  has  sparked  so  widespread  a response  that 
I am  convinced  business  leaders  have  merely  articu- 
lated a feeling  of  concern  shared  by  many,  many 
thoughtful  people.  The  good  sense  of  the  American 
voter  has  in  the  past  found  the  solution  to  many 
critical  problems.  Evidence  indicates  that  it  has  been 
waiting  only  for  leadership  in  the  present  situation. 

The  leadership  that  business  can  assume  may  take 
two  general  directions.  One  is  what  the  corporation 
itself  may  do  to  make  known  its  views  to  its  stock- 
holders, its  employees,  its  elected  representatives,  and 
the  public  generally.  I have  on  another  occasion  out- 
lined a program  for  this  kind  of  activity  and  have 
described  what  Ford  Motor  Company  for  several 
years  has  been  doing  along  this  line.  To  speak  out 
on  issues,  to  testify  before  Congressional  commit- 
tees— all  these  activities  are  vitally  important  to  any 
business  and  they  should  be  carried  out  vigorously 
and  forthrightly. 

Encouragement  of  Employees  in  Politics 

However,  today  I should  like  to  give  principal 
attention  to  the  other  direction  corporate  political 
activity  may  take.  I mean  what  the  corporation  can 


do  to  encourage  its  employees  to  work  actively  in 
the  party  of  their  choice.  I am  going  to  draw  heavily 
on  the  experience  of  Ford  Motor  Company  and  the 
program  we  have  set  in  motion  to  do  even  more. 

It  is  a remarkable  fact  that  the  American  people, 
for  all  their  marvelous  history  of  constitutional  gov- 
ernment, generally  indicate  so  little  political  enthusi- 
asm or  understanding  of  politics.  Our  voting  per- 
centages are  woefully  puny,  especially  in  non-presi- 
dential  elections.  Only  occasionally  does  some  candi- 
date or  some  issue  have  sufficient  appeal  to  call  out 
crowds  of  voters.  More  often  than  not,  we  treat  our 
heritage  of  freedom  in  pretty  casual  fashion. 
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This  is  a bad  situation,  but  perhaps  it  is  the  easiest 
thing  in  this  area  to  correct.  Voting  percentages 
sometimes  fluctuate  widely  and  are  not  an  absolutely 
reliable  index  of  political  activity.  Voting  is  only 
part  of  the  procedure.  Just  as  dangerous  to  our  sys- 
tem as  not  voting  is  a general  indifference  to  the 
processes  of  party  politics.  Too  few  people  appear 
to  be  aware  of  these  processes. 

How  many  know  anything  about  the  political 
leadership  in  their  home  districts  and  counties?  How 
many  consider  party  activity  important  enough  to 
merit  their  financial  support?  You  know  the  answers. 
And  yet,  many  decisions  regarding  candidates  and 
issues  have  been  made  before  election  day.  They  are 
decisions  of  vast  importance  to  the  operation  of 
government  in  these  United  States.  And  these  deci- 
sions are  made  by  a relative  handful  of  people — or 
by  special  interest  groups — simply  because  most 
Americans  at  best  treat  political  activity  as  a one- 
month  pre-election  flurry  instead  of  a day-after-day 
responsibility. 

It  is  not  my  purpose  to  assign  blame  for  our 
general  political  apathy.  The  factors  contributing  to 
it  are  many  and  complex.  Perhaps  the  political  par- 
ties themselves  have  not  seen  the  advantages  of  at- 
tracting and  giving  useful  political  work  to  those 
who  are  capable  and  willing  but  enjoy  little  influ- 
ence. We  as  businessmen  can  do  much  individually 
and  through  our  companies  to  reverse  the  dangerous 
trend  away  from  political  activity  and  to  return  poli- 
tics to  the  people. 
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RETURN  POLITICS  TO  PEOPLE  — McKee  — continued 

Accomplishing  the  Task 

How  can  we  accomplish  our  task?  Briefly,  we 
have  three  steps  to  take: 

1.  Make  politics  popular  with  people  generally. 

2.  Inform  people  about  politics  and  government. 

3.  Make  political  activity  convenient  for  people. 

What  can  we  do  to  make  politics  popular?  Prob- 
ably our  first  job — if  it  has  not  yet  been  attended 
to — is  to  convince  ourselves  thoroughly  that  the  task 
is  necessary.  It  may  help  some,  as  it  helped  Theo- 
dore Roosevelt,  to  consider  that  only  those  who  take 
part  in  practical  politics  belong  to  the  governing 
class  in  a republic.  This  class,  he  said,  is  "composed 
of  strong  men  who  take  the  trouble  to  do  the  work 
of  government;  and  if  you  are  too  timid,  or  too 
fastidious,  or  too  careless  to  do  your  part  in  this 
work,  then  you  forfeit  your  right  to  be  considered 
one  of  the  governing  and  you  become  one  of  the 
governed  instead.” 

I realize  that  many  businessmen  find  political  and 
governmental  affairs  distasteful.  They  prefer  the 
things  they  know:  manufacturing,  research,  engi- 
neering, and  selling.  Although  they  may  recognize 
the  huge  stakes  involved  for  their  own  business,  they 
nevertheless  find  it  difficult,  even  in  our  political 
economy,  to  overcome  their  aversion  to  politics.  In 
fact,  the  record  of  businessmen  in  politics  has  largely 
been  one  of  aversion,  of  opposition,  and  of  grudging 
yielding  rather  than  a hopeful,  constructive  approach 
to  national  problems. 

It  is  encouraging  to  see  how  many  business  spokes- 
men have  advocated  a better-balanced  and  more 
positive  political  approach.  All  I can  say  here  is  that 
it  is  necessary  first  for  us  to  develop  a genuine  ap- 
preciation of  the  importance  of  government  in  our 
lives  and  a genuine  interest  in  the  processes  that 
make  government  work.  Only  then  will  we  be  able 
to  make  politics  popular  with  others. 

This  is  not  hard  to  do.  Political  and  governmental 
activity  can  be  tremendously  exciting  and  stimulat- 
ing. You  have  the  companionship  of  like-minded 
people.  You  have  the  inspiration  of  a cause.  You 
have  the  challenge  of  competition.  You  have  op- 
portunities for  careful  thought  along  with  the  hurly- 
burly  of  the  campaign  and  convention.  Above  all, 
you  have  the  assurance  of  vastly  important,  vastly 
worth-while  activity.  In  all  ages,  some  of  the  most 
influential  men  have  achieved  their  accomplishments 
through  politics. 

Once  you  have  convinced  yourselves,  what  then? 
The  American  corporation  can  play  a great  part  in 
renewing  interest  in  others.  Henry  Ford  II,  in  a 
recent  address,  said  this: 

It  seems  to  me  that  the  best  hope  for  stopping  the  pres- 
ent political  drift  toward  a government  controlled  economy 


. . . lies  in  the  political  activation  of  a large,  moderate, 
politically  inactive  middle-income  group  in  our  society. 
This  group  amounts,  by  one  estimate,  to  30  per  cent  of  the 
electorate.  It  is  the  fastest  growing  group  in  the  country, 
composed  substantially  of  white  collar  and  middle  manage- 
ment employees.  It  could  be  playing  a dominant  role  in 
politics.  If  it  can  be  mobilized,  it  would  provide  a solid 
and  wholesome  buffer  to  extremes,  of  either  the  right  or 
the  left. 

For  years  the  corporation,  with  which  this  group 
is  largely  associated,  has  taken  an  unfavorable  view 
of  political  activity.  It  has  created  the  old  aphorism 
that  "business  and  politics  don’t  mix.”  Understand- 
ably, the  man  in  the  corporation  has  neglected  the 
greater  part  of  his  franchise — everything  but  the 
vote  and  sometimes  even  that. 


Declaration  of  Policy 

Now  our  business  corporations  must  come  out 
strongly  and  unmistakably  in  favor  of  political  and 
governmental  activity  on  the  part  of  their  employees. 
A vigorous,  affirmative  declaration  of  policy  is  essen- 
tial to  overcome  the  leftover  attitudes  of  another  era. 

At  Ford  Motor  Company,  this  declaration  is  a let- 
ter from  Henry  Ford  II.  Other  companies  have  pre- 
pared specific  policy  statements  or  credos  of  political 
activity.  The  important  thing  is  that  there  be  a 
written  declaration  backed  up  by  the  genuine  sup- 
port of  every  administrator  or  supervisor  in  the  cor- 
poration. 

As  a further  evidence  of  its  policy  and  because 
the  importance  of  the  matter  requires  it,  a specific 
organization  should  be  set  up  to  administer  civic 
and  governmental  affairs.  In  a company  of  any  size, 
this  cannot  be  a part-time  activity.  In  medium  sized 
companies,  at  least  one  full-time  specialist  should 
head  the  activity  and,  in  larger  companies,  a staff 
may  be  required.  I predict  that  within  10  years  a 
new  profession — the  civic  and  governmental  affairs 
specialist— will  appear  in  American  industry.  I be- 
lieve that  he  will  have  received  special  college  train- 
ing, have  gained  experience  in  political  and  gov- 
ernmental activity,  and  will  be  sought  out  by  in- 
dustry. 

Ford  Motor  Company  has  adopted  this  kind  of 
organization.  Since  December,  1950,  we  have  had 
a Civic  Affairs  Office,  with  a small,  full-time  staff. 
The  office  has  been  expanded  and  the  whole  pro- 
gram broadened. 

We  are  now  putting  into  effect  this  new  program 
at  Ford  Motor  Company: 

1.  A Civic  and  Governmental  Affairs  Committee, 
composed  of  top  management.  This  committee 
will  review  legislative  and  governmental  mat- 
ters that  affect  the  company  and  will  formulate 
our  position  in  these  matters.  It  also  will  re- 
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view  all  programs  and  proposed  activities  in- 
tended to  implement  the  company’s  interest  in 
such  matters. 

2.  An  expanded  staff  of  specialists  in  the  Civic 
and  Governmental  Affairs  Office,  including  a 
research  department. 

3.  A regional  organization  to  consist  of  eight  of- 
fices, manned  by  regional  managers  who  have 
a particular  knowledge  of  the  region  in  which 
they  serve.  One  of  their  functions  will  be  to 
give  direct  assistance  to  local  company  man- 
agement in  civic  and  governmental  matters. 

4.  An  expanded  program  of  public  affairs  infor- 
mation to  our  members  of  management  through 
management  bulletins,  to  our  employees  through 
their  newspapers,  to  our  dealers  through  our 
regular  dealer  publications,  and  an  exchange  of 
information  with  other  business  firms. 

Our  Civic  and  Governmental  Affairs  Office  has 
been  granted  new  organizational  stature  in  the  com- 
pany to  carry  out  this  program. 


Inform  People  About  Politics 

Step  number  two  is  to  inform  people  about  poli- 
tics and  government.  Robert  Louis  Stevenson  many 
years  ago  commented  that  "politics  is  perhaps  the 
only  profession  for  which  no  preparation  is  thought 
necessary.”  Perhaps  because  the  country  and  its  vari- 
ous governments  have  grown  so  big,  nobody  much 
believes  that  any  more.  Probably  many  people  avoid 
politics  simply  because  they  recognize  their  own  lack 
of  preparation.  Again,  the  corporation  can  do  an  im- 
portant service  in  providing  the  necessary  prepara- 
tion. 

Last  fall  we  instituted  training  programs  in  prac- 
tical politics.  We  began  with  a presentation  of  our 
civic  and  governmental  affairs  organization  structure 
and  approved  plans  at  meetings  with  our  manage- 
ment throughout  the  country.  Then  we  are  conduct- 
ing in-plant  training  courses  on  practical  politics. 
The  in-plant  courses  are  being  conducted  initially  on 
an  experimental  basis.  As  the  program  develops,  we 
will  determine  whether  or  not  it  justifies  the  prep- 
aration of  booklets  and  training  materials  on  prac- 
tical politics  for  wider  distribution. 

We  already  have  broadened  bi-partisan  discussion 
of  public  issues  and  governmental  and  political  af- 
fairs both  in  employee  publications  and  in  manage- 
ment bulletins.  In  these  discussions  we  make  no 
mention  of  opposition  to  candidates  or  approval  of 
them. 

We  are  continuing  to  keep  track  of  the  voting 
records  of  members  of  Congress  and  will  extend  this 
service  to  include  members  of  state  legislatures  as 
our  regional  organization  gets  into  action.  In  this 


way  our  employees  can  learn  readily  how  their  legis- 
lative representatives  have  represented  them. 

Since  training  is  pointless  unless  it  is  put  into 
practice,  we  will  intensify  on  a nationwide  basis  our 
recruiting  of  employee  volunteers  to  work  in  the 
party  of  their  choice  in  their  home  neighborhoods. 
Both  political  parties  in  the  past  have  expressed 
their  appreciation  of  our  company’s  efforts  to  en- 
courage employees  to  get  into  touch  with  their  polit- 
ical leaders. 

We  will  continue  our  meetings  with  government 
officials  at  company  plants  and  offices  throughout 
the  country.  These  meetings  give  us  all  a chance  to 
know  one  another  better. 


Restore  Politics  to  People 

The  third  major  step  in  our  effort  to  restore  poli- 
tics to  its  rightful  owners  is  to  make  political  and 
governmental  activity  convenient  for  people.  I have 
already  mentioned  recruiting  volunteers.  The  corpo- 
ration can  do  more  than  this. 

It  is  not  the  purpose  of  our  political  training 
programs  to  develop  candidates  for  public  office. 
However,  as  political  activity  increases  under  en- 
couragement, it  is  very  likely  that  many  of  our  em- 
ployees will  seek  office  and  will  become  elected 
officials.  Hundreds  of  them  have  done  so  already. 
To  indicate  our  willingness  that  they  spend  their 
spare  time  in  such  activity,  we  have  set  up  a system 
to  keep  informed  of  who  they  are  and  what  office 
they  hold  so  that  we  may  give  them  recognition  in 
our  company  publications.  Furthermore,  letters  of 
congratulation  are  sent  by  top  management  to  Ford 
employees  who  have  been  elected  to  public  office  in 
the  United  States  or  who  have  achieved  extracurricu- 
lar success  in  the  governmental  and  political  field. 
We  will  extend  nationwide  our  practice  of  having 
top  management  publicly  present  community  service 
awards  to  those  employees  who  achieve  success  in 
any  type  of  civic  service. 

We  recently  announced  a leave  of  absence  pro- 
cedure for  employees  who  may  be  elected  to  full- 
time public  office.  So  far  as  we  know,  it  is  the  first 
of  its  kind  in  American  industry.  It  provides  that 
any  employee  who  should  be  so  honored  and  who 
therefore  finds  it  necessary  to  take  a leave  of  absence 
from  the  company  is  assured  certain  employment 
rights,  benefits,  retirement  and  pension  program  pro- 
visions, and  the  like — much  as  such  assurances  were 
given  to  employees  in  military  service  during  war- 
time. We  feel  that  this  final  step — making  political 
activity  convenient  and  trying  to  lessen  somewhat 
the  sacrifice  it  may  involve — is  important  in  our 
total  effort. 

In  carrying  out  the  program  I have  just  described, 
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we  at  Ford  Motor  Company  are  very  much  aware 
that  the  mounting  business  activity  in  political  and 
governmental  affairs  will  be  worthwhile  and  effective 
only  to  the  extent  that  it  merits  public  respect.  This 
we  intend  to  earn  by  the  manner  in  which  we  con- 
duct the  program. 

Certainly  some  serious  and  proper  questions  are 
going  to  be  raised  as  businessmen  become  more  ac- 
tive in  this  area.  Let  me  cite  four  of  the  most  basic 
questions  and  offer  my  answer  to  each  of  them.  They 
deserve  serious  attention. 

The  first  question  is  this:  "Doesn’t  all  this  activ- 
ity really  amount  to  creating  a big  business  party  in 
this  country?” 

My  answer  is:  No,  there  should  be  no  intention  of 
trying  to  create  a big  business  party.  For  one  thing, 
a corporation  as  such  has  no  business  dealing  in 
party  politics.  For  another,  I am  firmly  convinced 
that  it  would  be  a grave  mistake  for  business  to  align 
itself  with  either  political  party;  in  fact,  it  would 
be  the  surest  way  of  creating  a labor  party.  Both 
parties  exert  great  political  influence  in  this  coun- 
try, and  both  need  more  good  men  and  women  ac- 
tively working. 

I realize  that  a certain  amount  of  skepticism  about 
the  sincerity  of  our  bi-partisan  approach  must  be 
expected.  But  I know  too  that  we  at  Ford  Motor 
Company  intend  to  make  it  perfectly  clear  that  we 
mean  exactly  what  we  say.  We  are  convinced  that 
the  bi-partisan  way  is  the  best  way,  and  that  is  the 
way  we  will  take. 

The  second  question  is  this:  "Isn’t  this  whole  flur- 
ry of  business  activity  aimed  primarily  at  building 
an  even  bigger  business  lobby?” 

Again  the  answer  is  no.  Let  me  make  it  clear 
that,  acting  as  a corporation,  we  intend  to  help  artic- 
ulate a business  point  of  view  on  the  public  ques- 
tions that  concern  the  company.  We  feel  that  it  is 
part  of  the  democratic  expression  of  all  interested 
parties  to  make  known  the  stand  of  the  company 
on  such  matters,  and  we  do  not  intend  to  be  bashful. 
At  the  same  time,  we  realize  that  we  cannot  formu- 
late a point  of  view  that  fails  to  include  our  responsi- 
bility to  the  welfare  of  the  whole  nation.  It  may 
be  difficult  to  resist  narrow,  self-interested  objectives. 
We  realize  that.  But  we  are  convinced  that  we  must 
apply  ourselves  imaginatively  to  the  public  problems 
of  the  day  and  attempt  to  offer  constructive  solutions 
based  on  the  balanced  interests  of  the  whole  com- 
munity. It  is  only  in  this  way  that  we  will  deserve 
public  respect  and  achieve  effectiveness. 

The  third  question  is  this:  "Isn’t  this  just  a drive 
to  out-politic  organized  labor?” 

I am  quite  sure  I have  already  made  it  clear  that 
the  answer  is  no.  It  is  undeniable  that  the  political 


activity  of  the  labor  unions  has  served  to  stimulate 
the  interest  of  businessmen. 

However,  we  at  Ford  Motor  Company — and  I 
know  this  applies  to  a great  body  of  business  peo- 
ple throughout  the  country — see  our  program  as 
something  desirable  even  if  there  were  no  labor  po- 
litical movement  in  America.  On  some  issues,  our 
views  will  be  in  agreement.  At  times,  no  doubt,  we 
will  take  positions  on  issues  contrary  to  those  adopted 
by  organized  labor.  But  certainly  business  and  labor 
can  disagree  on  public  policies  without  the  one  being 
"anti-labor”  and  the  other  "anti-business.” 

The  fourth  question  is  this:  "Isn’t  this  an  effort  to 
regiment  everybody  into  one  camp  or  another,  with 
everybody  following  an  established  company  policy?” 

This  should  never — under  any  circumstances — be 
the  purpose  of  the  program!  We  at  Ford  are  con- 
vinced that  such  tampering  with  individual  political 
liberty  would  destroy  the  very  thing  we  are  trying 
to  help  create. 

We  hope  to  achieve  a government  resting  squarely 
on  a two-party  system  that  truly  represents  all  the 
people  in  the  United  States.  We  have  confidence  in 
this  system.  We  have  prospered  under  it.  We  feel 
that  our  best  hope  for  continued  prosperity  is  under 
fully  representative  government.  But  this  kind  of 
government  is  not  achieved  through  regimentation. 


Individual  Freedom 

We  are  not  adopting  this  program  in  order  to  tell 
employees  what  to  think.  They  will  be  aware  of  what 
we  say  publicly  about  current  issues,  certainly,  but 
there  is  no  question  whatsoever  as  to  their  right  to 
disagree  with  company  opinions  or  the  individual 
opinions  of  any  member  of  management.  We  are 
making  it  plain  to  everyone  associated  with  our 
company  that  respect  for  individual  freedom  of  deci- 
sion is  a cornerstone  of  our  program.  Otherwise,  we 
are  simply  wasting  our  time. 

Our  efforts  in  one  company  mean  little  in  view 
of  the  size  and  scope  of  governmental  matters  today 
unless  they  are  joined  to  the  efforts  of  thousands  of 
others.  We  will  do  our  best  work  with  other  com- 
panies and  individuals  and  to  share  the  experience 
we  have  gained  through  our  own  activities.  For  we 
are  sincerely  convinced  that  the  best  hope  for  our 
success  as  a corporation  and  for  the  welfare  of  the 
nation  rests  with  the  kind  of  government  that  all 
the  people — interested,  informed,  and  active  in  gov- 
ernmental and  political  matters — will  provide. 

t Mr.  McKee,  Regional  Civic  and  Governmental  Affairs 
Manager,  Ford  Motor  Company,  718  Mercantile  Conti- 
nental Building,  Dallas. 
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Many  Nervous  People 

Are  More  Psychotic  Than  Neurotic 

Two  types  of  nervous  persons  are  described.  One  is  the  essentially 
sane  and  sensible  person,  but  perhaps  worn  down  with  strain;  the 
second  is  the  one  born  to  be  poorly-adjusted  and  none-too-sane  for 
all  his  days.  For  the  first  group,  treatment  will  work  well,  but  for  the 


second,  it  often  is  unsuccessful. 


AFTER  54  YEARS  of  talking  to  nervous  people, 
I feel  convinced  that  there  is  a tremendous  need 
for  distinguishing  quickly  between  two  main  types. 
One  is  the  person  who  is  essentially  sane  and  sensible, 
but  is  nervous,  and  perhaps  tired  out  because  of  some 
heavy  strain  or  prolonged  overwork  or  great  sorrow; 
and  second  is  the  person  who  evidently  was  born  to 
be  nervous,  is  poorly-adjusted,  none-too-sane,  and 
likely  to  suffer  from  nervousness  and  problems  of 
behavior  all  his  days. 

So  often,  I have  been  disturbed  because  my  able 
assistant  failed  to  notice  this  tremendous  difference 
between  the  two  types  of  nervous  patients  he  was 
seeing.  Evidently,  no  one  had  ever  trained  him  to 
note  definite  signs  of  a mild  psychosis.  Like  me,  until 
some  years  ago,  he  did  not  know  that  the  early  signs 
of  a beginning  insanity  are  abdominal  pain  with 
heart-consciousness,  feelings  of  toxicity,  weakness, 
great  fatigue,  and  often  diarrhea  and  indigestion. 

What  often  caused  me  to  marvel  the  more  at  my 
assistant’s  lack  of  interest  in  the  fact  that  a patient 
was  mildly  psychotic  was  that  my  receptionist  would 
see  that  a woman  was  nervous,  but  she  would  remark 
that,  with  it  all,  she  was  nice  and  sensible,  pleasant, 
friendly,  cooperative,  and  easy  to  handle. 


Another  time,  the  girl  would  whisper  to  me  that 
a certain  woman  was  a "screwball”  or  a "half-crazy” 
person  who  was  making  a nuisance  of  herself.  Per- 
haps, she  was  coming  up  to  the  desk  every  5 minutes 
to  demand  that  she  be  shown  right  into  my  office,  or 
smoking  one  cigarette  after  another,  or  running  out 
to  the  toilet  every  little  while,  or  perhaps  annoying 
the  other  patients,  and  perhaps,  when  she  could  not 
have  her  way,  getting  nasty  and  abusive.  Sometimes 
a laboratory  woman  also  would  comment  on  the  fact 
that  the  latter  type  of  patient  made  a scene  when 
blood  was  being  taken  from  her  arm,  or  when  an 
attempt  was  made  to  estimate  her  basal  metabolic 
rate,  or  when  the  leads  for  the  ECG  were  placed  on 
her  arms  and  legs. 

All  these  signs  of  a lack  of  social  sense,  or  lack 
of  self-control,  or  lack  of  consideration  for  others, 
would  reenforce  my  opinion — gained  from  a glance 
at  the  person,  or  her  clothes,  or  from  talking  to  her 
for  a few  minutes  and  noting  the  curious  way  in 
which  she  answered  my  questions  and  gave  her  his- 
tory— that  she  was  more  than  nervous;  she  was 
mildly  psychotic. 

This  conclusion  would  be  strengthened  later  when 
I came  to  sum  things  up  and  talk  about  treatment. 
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The  sensible  woman  with  a fatigue  state  would  wel- 
come my  statement  that  her  examinations  had  all 
shown  her  to  be  essentially  normal,  while  the  mildly 
psychotic  woman,  when  told  that  she  was  physically 
well,  might  be  incredulous  or  outraged.  She  might 
try  to  argue  me  out  of  my  opinion  and  might  show 
considerable  ingenuity  trying  to  prove  that  one  of 
my  statements  was  inconsistent  with  another.  She 
might  leave  feeling  disappointed  and  insulted,  and 
later  I might  get  a long,  rambling,  and  nasty  letter 
from  her.  Sometimes  I could  spot  the  mildly  psy- 
chotic woman  from  the  queer  appearance  of  her 
mother,  or  one  or  two  "goofy”  sisters  who  came  with 
her,  or  I would  note  the  discourtesy  with  which  my 
queer  patient  treated  her  relatives. 

Often,  on  talking  to  the  relatives  while  the  odd 
patient  was  in  another  room,  I would  learn  that  she 
had  had  one  or  two  episodes  when  she  was  "out  of 
her  mind.”  I might  learn,  also,  that  the  family  was 
afraid  of  her  because  of  her  bitter  tongue,  her  violent 
temper,  and  her  faculty  for  stirring  up  trouble. 


Nice  People  Can  Be  Psychotic 

The  physician  may  be  surprised  in  finding  that 
an  apparently  "nice”  patient  is  psychotic.  Sometimes, 
even  a pleasant  and  nice  looking  and  apparently 
normal  person  soon  will  prove  to  be  psychotic.  For 
instance,  one  Saturday  morning  I was  asked  by  a 
colleague  to  review  the  case  of  a beautiful  and  pleas- 
ant young  woman  who  complained  of  some  abdom- 
inal distress  with  occasional  nausea  and  dizziness  and 
diarrhea.  Because  a thorough  examination  had  failed 
to  show  anything  wrong,  my  colleague  had  been  puz- 
zled completely. 

I was  puzzled,  too,  until  I happened  to  ask  the 
woman  if,  over  the  dull  week  end  in  Rochester,  she 
would  go  to  the  movies.  She  said,  "No.”  She  had 
formerly  loved  the  movies,  but  since  her  baby  was 
born,  2 months  before,  she  could  not  stand  the 
movies — she  could  not  feel  the  slightest  interest  in 
the  people  up  there  on  the  screen.  Next,  I found 
that  since  her  confinement  she  had  lost  all  interest 
in  her  handsome  husband,  in  her  formerly  adored 
mother,  and  even  in  her  baby.  I asked,  "Where  is 
your  baby?”  and  she  said,  "I  left  him  with  my  moth- 
er; I was  afraid  I would  kill  him.”  When  I reported 
this  to  my  colleague,  he  just  could  not  believe  it. 
He  said,  "She  is  too  sweet  and  nice.” 

Another  time  I happened  to  see  a rather  beautiful 
and  pleasant  woman  of  35.  I saw  her  only  because 
her  home  physician  had  asked  that  I see  her  about 
some  abdominal  discomforts  she  sometimes  had.  Be- 
cause, when  she  arrived,  I was  out  of  town,  a col- 


league saw  her  and  had  her  operated  on  for  a 
femoral  hernia  which  he  thought  might  account  for 
her  symptoms. 

Day  after  day,  on  going  to  the  hospital  to  call  on 
her,  I always  found  her  out  of  her  room.  The  nurse 
said,  "You  know,  that  is  the  most  talkative  and 
friendly  and  active  patient  I ever  saw.  She  is  all  over 
the  place,  visiting  all  the  other  patients.”  With  this, 
I got  a hunch.  When  I finally  caught  up  with  her,  I 
asked,  "Are  you  always  this  full  of  energy?”  "Oh, 
no,”  she  said,  "I  am  now  on  top  of  my  wave,  and 
talkative  as  can  be;  soon  I’ll  be  down  at  the  bottom 
of  the  wave,  and  then  I’ll  hibernate  in  my  room  for 
a few  months.”  Perfectly  obviously,  she  was  a manic- 
depressive  person.  This  was  why  she — a beautiful 
woman — had  never  married.  When  manic,  she  got 
beaus,  but  when  depressed,  she  lost  them. 

Many  of  the  patients  going  through  the  offices  of 
physicians  are  decidedly  psychotic,  but  no  one  notices 
this.  One  of  my  good  friends,  an  able  urologist,  one 
day  said,  "Walter,  because  you  can  speak  Spanish,  I 
am  sending  you  a wealthy  South  American  man  of 
45  who  has  been  seen  and  treated  by  several  of  the 
leading  urologists  of  this  country.  For  3 weeks  he  has 
been  pestering  the  life  out  of  me,  demanding  that  I 
keep  looking  into  his  bladder.  I keep  telling  him  I 
cannot  see  anything  wrong,  but  back  he  comes.  Now 
he  is  way-laying  me  in  the  hall.  For  goodness’  sake, 
get  him  off  my  neck  and  preferably  get  him  to  go 
back  home.” 

Noting  that  the  patient  looked  sad  and  depressed, 
and  that  he  talked  slowly  in  a monotone,  I asked  him 
why  he  wanted  so  many  genito-urinary  examinations. 
He  said,  "I  must  suffer;  it  is  the  only  way  in  which 
I can  expiate  the  sexual  crime  which  I think  I may 
have  committed  against  my  wife.  I cannot  remember 
well;  it  is  all  hazy,  but  I fear  that  once  I was  untrue 
to  her.  The  more  the  doctors  hurt  me  and  make  me 
suffer,  the  easier  my  conscience  is,  and  the  less  I 
have  to  think  of  suicide.”  Obviously,  he  was  psy- 
chotic. But  I went  into  the  reception  room,  and, 
taking  his  wife  and  sisters  into  another  room,  I 
asked  them  what  they  thought  of  his  sanity.  They 
said,  "For  years,  he  has  been  crazy  as  a coot,  just  like 
his  parents.  He  never  has  worked.” 

I can  assure  you  that  this  problem  is  such  a com- 
mon one  that  if  physicians  will  look  carefully  at  all 
the  people  going  through  their  office,  they  will  soon 
find  some  cases  of  mild  or  even  severe  psychosis.  To 
me,  what  is  sad  is  that  today,  so  commonly,  when  a 
psychotic  woman  is  found  to  have  a silent  gallstone 
or  a silent  uterine  myoma,  she  welcomes  an  operation 
for  it,  an  operation  which,  of  course,  cannot  do  her 
any  good.  She  is  so  anxious  to  get  rid  perhaps  of  a 
terribly  distressing  depression  that  she  will  accept  any 
procedure  that  she  thinks  might  bring  quick  recovery. 

Today,  the  surest  sign  of  wisdom  in  a physician  or 
surgeon  is  his  ability  to  say,  in  case  after  case,  that 
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the  gallstone  found  has  nothing  to  do  with  producing 
the  symptoms;  they  are  all  part  of  the  person’s  psy- 
chosis. 


Psychoses  Are  Common 

Psychoses  and  equivalents  of  psychoses  are  com- 
mon. Some  readers  may  feel  that  what  I am  talking 
about  must  be  rare,  and,  hence,  not  worth  spending 
time  on.  But,  no,  there  are  some  750,000  insane 
patients  being  cared  for  in  the  hospitals  of  this  land, 
and  there  must  be  as  many  more  being  cared  for  in 
homes.  Every  one  of  these  persons  has  relatives,  some 
of  whom  are  somewhat  psychotic.  Let  us  remember 
that,  during  World  War  II,  the  draft  turned  down 
perhaps  1 man  in  8 for  mental  reasons,  and  of  the 
men  the  Army  did  accept,  thousands  now  are  in 
Veterans  Administration  mental  hospitals. 

How  are  the  many  mildly  psychotic  people  in  our 
offices  now  being  treated?  Not  very  well.  At  least  1 
in  11  is  being  operated  on — more  or  less  unwisely. 
I have  reviewed  the  subject  at  length,  giving  ab- 
stracts of  the  case  reports  of  hundreds  of  cases,  in 
my  book,  "Practical  Leads  to  Puzzling  Diagnoses: 
Neuroses  that  run  through  Families,”  (Lippincott, 
1958). 

I know  that,  in  dividing  my  nervous  patients  into 
the  two  classes  of  neuroses  and  minor  psychoses,  I 
am  not  following  the  usual  psychiatric  classification, 
but  I am  not  writing  for  psychiatrists.  I am  writing 
as  a clinician  for  clinicians,  and  through  the  years, 
I have  found  my  classification  helpful.  It  serves  my 
purposes  and  needs.  When  a patient  comes  into  my 
office,  I must  first  decide,  if  I can,  whether  he  has 
only  a functional  trouble  that  no  amount  of  testing 
will  reveal,  or  whether  he  has  an  organic  lesion 
which  I can  demonstrate. 

If  his  trouble  is  functional,  then  I want  to  know, 
if  only  for  purposes  of  prognosis,  if  he  has  a neurosis 
which  may  quickly  be  cleared  up  with  reassurance, 
rest,  a vacation,  or  some  sedation,  or  if  he  was  born 
to  be  a "crack-pot,”  or  a "screwball,”  or  a "queer 
bird.”  If  he  is  going  to  be  odd  and  eccentric,  or 
shy,  or  unapproachable,  or  unemployable  all  his  days; 
or  if  he  will  have  depressions  every  so  often;  or  if, 
whenever  the  going  gets  rough,  he  will  take  to  the 
bottle;  or  if  he  can  never  love  anyone  or  stay  mar- 
ried to  anyone;  or  if  he  often  will  behave  as  a spoiled 
child;  or  if  he  does  not  care  to  try  to  adjust  to  a 
civilized  life;  or  if  he  will  never  learn  to  pay  his  bills 
and  shoulder  some  responsibilities  or  hold  his  tem- 
per; and  especially  if  he  likes  himself  the  way  he  is 
and  sees  no  need  for  reforming,  what  can  I or 
anyone  else  hope  to  do  to  make  him  over?  Yes,  I 
know,  he  may  reform  for  a while,  but  he  will  never 
be  safe,  and  he  may  never  be  happy  or  comfortable. 


Even  an  able  psychiatrist,  after  years  of  effort,  may 
be  unable  to  change  him  much. 


Person's  Work  Record 

Incidentally,  when  a physician  is  taking  a history, 
especially  from  an  odd-looking  man,  he  must  ask 
about  the  fellow’s  work  record.  It  can  be  tremen- 
dously revealing.  Every  so  often  I am  astonished  to 
hear  a man  of  50  admit  that  he  either  never  had  a 
job  or  he  never  could  hold  a job.  He  lived  off  his 
mother.  Surely,  such  a bit  of  information  should  be 
in  a man’s  medical  history.  It  will  probably  be  the 
most  important  statement  in  his  whole  record,  but 
one  seldom  finds  a young  medical  graduate  who  will 
ask  every  neurotic-looking  man,  "How  many  jobs 
have  you  had  in  the  last  20  years?” 

Naturally,  the  world  is  full  of  persons  suffering 
from  organic  changes  in  their  body,  plus  a mild  psy- 
chosis, and  they  are  the  ones  that  will  call  for  all  the 
experience,  knowledge,  wisdom  and  good  sense  that 
a physician  has.  Then,  the  big  questions  will  be, 
"How  many  of  the  symptoms  are  due  to  the  organic 
disease,  and  how  many  are  due  to  the  psychosis?” 
"Will  the  patient  be  any  better  for  an  operation  de- 
signed to  remove  the  organic  disease?”  As  we  all 
know,  today,  the  public’s  faith  in  surgery  is  so  great 
that  any  psychotic  woman  who  finds  she  has  a little 
goiter,  or  a diaphragmatic  hernia,  or  a uterine  my- 
oma, wants  it  fixed  right  off — even  if  her  surgeon  is 
reluctant  to  operate  on  her. 

Through  the  years,  as  I have  kept  making  notes 
on  my  nervous  patients,  I have  found  that  the  nice 
sensible  one  with  a simple  neurosis  nearly  always 
has  a good  nervous  heredity.  In  9 out  of  10  cases  he 
has  had  good,  sensible,  hard-working,  successful,  and 
respected  parents,  grandparents,  uncles,  aunts,  sibs, 
cousins,  and  perhaps  children.  On  the  other  hand,  in 
perhaps  9 out  of  10  cases,  the  "screwball”  has  one 
or  more  mentally  disturbed,  alcoholic,  or  violent- 
tempered  relatives.  These  are  unquestionable  facts  of 
observation.  How  a man  is  going  to  interpret  them 
will  depend  on  his  bias  and  previous  indoctrination 
or  what  degree  of  openmindedness  he  has. 

An  interesting  point  I learned  while  studying 
hundreds  of  families  with  a poor  nervous  inheritance 
is  that,  through  the  three  or  four  generations  about 
which  I could  get  information,  I would  find  that  the 
apparently  hereditary  nervous  or  mental  disease  did 
not  always  breed  true.  For  instance,  a man  with  a 
psychosis  might  have  an  alcoholic  brother,  a mentally 
retarded  son,  an  epileptic  grandson,  and  a few  neph- 
ews or  cousins  or  sibs  who  were  constitutionally  in- 
adequate, or  unemployable,  or  had  what  looked  like 
minor  equivalents  of  psychosis,  such  as  stuttering, 
enuresis,  or  hysteria.  The  epileptics  whom  I see 
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usually  have  relatives  whose  main  trouble  is  great 
irritability  and  violence,  perhaps  with  some  alco- 
holism and  psychosis,  and,  occasionally,  epilepsy. 

People  often  escape  the  serious  psychic  injury  one 
would  expect  them  to  have  gotten  from  a terrible 
environment.  Years  ago,  the  old  giants  of  psychiatry 
used  to  face  the  probability  that  some  of  the  men 
or  women  who  came  away  mentally  injured  from  a 
bad  home — in  which  there  was  alcoholism,  poverty, 
brutality,  insecurity,  and  social  shame — inherited 
some  bad  genes  from  the  psychotic  or  alcoholic  or 
epileptic  father  or  mother  who  made  the  home  the 
hell  that  it  was.  These  old  time  psychiatrists  used  to 
face,  also,  the  great  implications  of  the  fact  that, 
usually,  out  of  such  a home  came  several  good  and 
able  and  successful  persons  who  apparently  did  not 
get  any  of  the  bad  genes.  The  one  or  two  children 
who  went  to  pieces  nervously  could  well  have  been 
"chips  off  the  old  block.” 

Recendy,  I was  much  interested,  while  chatting  in 
the  office  with  a fine,  able  business  man,  to  learn  that 
he  and  his  four  sibs  had  come  out  of  a terrible  home. 
His  father  had  been  a brutal  alcoholic  who  regularly 
beat  up  his  wife  and  children,  and  only  occasionally 
paid  the  rent  or  the  grocery  bill.  My  friend  told  me 
that  out  of  the  five  children,  three  came  out  of  that 
hell  apparently  unharmed  by  their  miserable  child- 
hood— which  strongly  suggests  that  environment  is 
not  so  all-important.  My  friend  told  me  that  his  two 
brothers  who  grew  up  as  alcoholics  seemed,  from 
their  youth,  to  have  inherited  their  father’s  great 
thirst  for  alcohol. 


Psychosis  Hard  to  Cure 

It  is  often  futile  to  spend  time  trying  to  cure  the 
person  with  an  inherited  life-long  psychosis.  As  I 
previously  inferred,  one  big  reason  why,  through  the 
years,  I have  tried  to  differentiate  the  two  main  types 
of  nervous  persons  is  that,  having  only  so  many  hours 
a day  in  which  to  see  patients,  I hate  to  waste  my 
time.  In  most  cases,  I would  be  wasting  my  time  if 
I tried  to  make  over  a psychopathic  person  who  had 
apparently  been  born  into  a life-long  tendency  to 
psychosis.  Often,  I will  soon  see  that  a man  has  no 
persistent  ability  to  mend  his  ways,  and  so  to  direct 
his  steps  and  his  energies  that  he  can  be  well  and 
happy  and  successful.  Much  of  the  time  he  may 
behave  like  a silly  child  with  an  adult  body.  Seldom 
can  one  teach  him  to  live  sensibly  and  hygienically. 
Sometimes  he  cannot  leave  alcohol  alone  or  he  keeps 
taking  each  day  a handful  of  tranquilizers  and  bar- 
biturates. Perhaps  he  tells  me  that,  in  him,  there  are 


two  warring  personalities,  and  the  bad  one  can  usual- 
ly block  the  plans  of  the  good  one. 

The  worst  patients  are  the  mildly  psychotic  ones 
who  have  a low  I.Q.  Those  I will  not  spend  much 
time  on,  because  I have  found  from  years  of  sad 
experience  that  I can  seldom  help  them.  Neither  will 
I spend  time  on  a woman  who  thinks  she  knows  it 
all,  and  who,  when  in  my  office,  insists  on  doing  all 
the  talking. 

In  trying  to  explain  this  attitude  of  mine  to  gradu- 
ate students,  I sometimes  tell  Darwin’s  story  about 
the  man  he  knew  who  used  to  train  monkeys  for  a 
vaudeville  act  on  the  stage.  The  man  liked  to  take 
home  from  a pet  shop  12  monkeys,  and  next  day  to 
bring  back  11  that  he  said  he  could  never  train. 
When  Darwin  asked  him  how  he  could  pick  out  the 
trainable  one  so  quickly,  he  said  that  was  easy.  All  he 
had  to  do  was  to  keep  the  monkey  that  paid  atten- 
tion to  him.  Similarly,  if  in  my  office  a mentally 
disturbed  patient  of  low  intelligence  pays  no  atten- 
tion to  me,  I dismiss  him. 


Summary 

Every  internist  should  try  quickly  to  pick  out  all 
his  patients  who  have  no  demonstrable  disease.  He 
should  next  try  quickly  to  differentiate  two  main 
types  of  nervous  persons : ( 1 ) those  who  are  essen- 
tially sane  and  sensible,  but  perhaps  worn  down  with 
strain,  and  (2)  those  who  were  born  to  be  poorly- 
adjusted  and  none-too-sane  for  all  their  days.  Some 
who  are  slowly  going  insane  are  complaining  mainly 
of  abdominal  pain,  fatigue,  and  feelings  of  toxicity. 

Laymen  know  well  the  difference  between  the  nice 
and  sane  nervous  person  and  the  "screwball”  or 
"queer  bird.”  Curiously,  we  physicians  seldom  make 
the  differentiation.  Usually,  the  patient’s  relatives 
know  that  he  is  "a  bit  off.”  If  the  physician  will  only 
spend  time  talking  to  the  patient,  he  will  be  aston- 
ished to  find  that  he  or  she  is  almost  ready  for  a 
mental  hospital  or  perhaps  has  been  in  one.  Several 
cases  of  this  type  are  described  briefly. 

This  type  of  illness  is  common.  In  a man,  it  often 
can  be  recognized  quickly  by  asking  about  his  work 
record.  Many  mildly  psychotic  men  have  never 
worked  steadily  anywhere.  Nine  out  of  10  of  the 
sensible  persons  with  a simple  neurosis  have  a good 
nervous  heredity,  while  9 out  of  10  of  the  mildly 
psychotic  persons  have  a poor  nervous  heredity.  A 
big  reason  for  differentiating  the  nervous  and  the 
mildly  psychotic  persons  is  that,  for  the  first  group, 
the  prognosis  is  good  and  treatment  will  work  well; 
for  the  second  group,  treatment  often  is  unsuccessful. 

| Dr.  Alvarez,  700  N.  Michigan  Avenue,  Chicago. 
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Study  of  a new  nonmercurial  diuretic,  chlorphthalidolone  (Hy- 
groton),  indicates  that  it  is  more  potent  as  a diuretic  and  as  an  anti- 
hypertensive agent  than  is  chlorothiazide  (Diuril).  Chlorphthalidolone 
produces  less  potassium  loss  than  chlorothiazide,  has  a longer  duration 
of  action,  and  appears  to  he  a significant  therapeutic  advance. 


Therapy  of  Edema  and  Hypertension 

Comparative  Clinical  Effects  of 
Chlorothiazide  and  Chlorphthalidolone 


RALPH  V.  FORD,  M.D. 

With  the  Technical  Assistance  of  Joan  Bush 
Houston,  Texas 


SINCE  THE  ADVENT  of  chlorothiazide  many 
new  thiazide  compounds  have  appeared  on  the 
market.  The  differences  in  these  various  compounds 
(when  compared  to  chlorothiazide)  have  been  re- 
stricted mainly  to  increased  potency  (on  a milligram 
for  milligram  basis)  and  to  a somewhat  decreased 
potassium  loss.  Some  observers  have  discounted  the 
actual  utilitarian  value  of  these  improvements. 

However,  at  this  time  a new  compound,  chlor- 
phthalidolone ( Hygroton ) , has  been  introduced.2  This 
new  agent  is  a nonmercurial,  long-acting,  oral  diu- 
retic of  the  sulfonamide  group — a derivative  of  the 
phthalimidine  nucleus  in  contrast  to  the  basic  thi- 


Chlorothiazide  is  available  as  Diuril,  Merck  Sharp  & 
Dohme,  Philadelphia. 

Chlorphthalidolone  will  be  available  as  Hygroton,  Geigy 
Pharmaceuticals,  Ardsley,  N.  Y. 


adiazine  structure  of  chlorothiazide.  It  posseses  the 
advantages  of  the  newer  benzothiadizine  diuretics 
as  well  as  certain  other  distinct  improvements. 

Materials  and  Methods 

Using  bioassay  techniques  previously  described1 
a comparison  of  the  diuretic  and  antihypertensive 
properties  of  chlorothiazide  and  chlorphthalidolone 
was  made.  Pilot  studies  to  determine  the  dose  re- 
sponse of  chlorphthalidolone  were  done  on  10  pa- 
tients with  hypertensive  cardiovascular  disease.  Com- 
parative potency,  duration  of  action,  and  electrolyte 
excretion  effects  were  observed  in  two  different 
groups  of  10  patients  with  hypertensive  cardiovas- 
cular disease.  Changes  in  serum  electrolytes  were 
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observed  in  5 patients  in  each  group.  Comparative 
effects  in  the  control  of  hypertension  were  observed 
in  20  patients  in  each  group. 

Results 

Dose  Response. — Chlorphthalidolone  was  admin- 
istered in  incremental  dosages  beginning  with  12.5 
mg.  and  extending  to  200  mg.  as  a single  dose.  The 
most  significant  response  appeared  to  be  at  the  25 
and  50  mg.  doses  (table  1).  Although  the  100  mg. 


Table  1. — Urinary  Sodium  Responses  to  Single  Doses  of 
Chlorphthalidolone  ( average  data  from  10  patients ). 


Dose 

(mg.) 

Increase* 

12.5 

67 

25 

112 

50 

164 

100 

180 

* Increase  in  urinary  sodium  excretion  over  control 
(mEq./24  hr.). 


dose  demonstrated  a slightly  greater  increase  in 
sodium  excretion,  this  dose  was  associated  with  some 
complaints  of  nausea  and  weakness.  At  the  200  mg. 
dose  the  patients  complained  further  of  nausea  and 
weakness,  and  at  this  point  there  was  a decline  in 
sodium  excretion. 

Duration  of  Response  to  a Single  Dose. — Chloro- 
thiazide, when  given  as  a single  dose  of  2,000  mg. 
(under  metabolically  controlled  conditions)  had  a 
duration  of  action  between  12  and  18  hours.  Chlor- 
phthalidolone 50  mg.,  however,  not  only  produced  an 
increased  sodium  response  (over  that  of  chlorothi- 


azide) but  also  had  a duration  of  action  of  approxi- 
mately 60  hours  (fig.  1). 

Twenty-Four  Hour  Urinary  Electrolyte  Excretion 
Patterns. — Twenty-four  hour  urinary  electrolyte  ex- 
cretion patterns  of  chlorothiazide  (200  mg.  single 
dose)  and  chlorphthalidolone  (50  mg.  single  dose) 
comparing  sodium  and  potassium  excretion  pH 
changes  and  water  excretion  demonstrated  that  chlor- 
othiazide produces  less  of  an  increase  in  sodium  and 
water  excretion  and  a greater  increase  in  pH  and 
potassium  excretion  (fig.  2).  Of  particular  interest 
is  the  fact  that  during  the  24  hours  following  the 
administration  of  chlorothiazide  the  urinary  sodi- 
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um/potassium  ratio  of  increases  was  2.3  while  the 
ratio  of  the  increases  of  sodium/potassium  observed 
following  the  administration  of  chlorphthalidolone 
was  18.5. 

Serum  Biochemical  Changes  After  7 Days’  Con- 
secutive Therapy. — Following  7 consecutive  days  of 
therapy  with  chlorothiazide  2,000  mg.  and  chlor- 
phthalidolone 50  mg.  it  was  noted  that  there  was  no 
significant  difference  over  control  in  the  serum 
biochemical  architecture  of  the  two  groups  of  pa- 
tients (fig.  3). 


URINARY  SODIUM 

EXCRETION 

microequivalents/min 


Fig.  1.  The  duration  of  action  to  a single  dose  of 
chlorphthalidolone  50  mg.  is  approximately  60  hours 


while  the  duration  of  action  to  chlorothiazide  2,000  mg. 
is  1 2 and  1 8 hours  (average  of  1 0 patients  in  each  group). 
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YY\  Chlorothiazide  2000  mg 

Chlorphthalidolone  50  mg 

Fig.  2.  Twenty-four  hour  urinary  electrolyte  excretion 
patterns  reveal  that  chlorphthalidolone  produces  a great- 
er sodium  and  water  excretion  with  a smaller  increase 


in  pH  and  potassium  excretion  than  does  chlorothiazide 
(average  of  10  patients  in  each  group). 
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Chlorphthalidolone  50  mg  daily 


Fig.  3.  No  significant  difference  over  control  in  the 
serum  biochemical  architecture  was  noted  following  7 


consecutive  days  of  therapy  with  chlorothiazide  and 
chlorphthalidolone  (average  of  5 patients  in  each  group). 
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Effect  of  Diuretics  as  Antihypertensive  Agents  in 
Patients  Who  Have  Had  No  Previous  Therapy.— An 
apparently  greater  antihypertensive  effect  was  ob- 
served with  chlorphthalidolone  50  mg.  in  compari- 
son to  that  noted  in  a similar  group  of  patients  re- 
ceiving chlorothiazide  2,000  mg.  daily  (fig.  4). 


BLOOD  PRESSURE 
millimeters  mercury 


C 42 
Days 


250 


150 


C 42 
Days 


| | Control 

Y//\  Chlorothiazide  2000  mg  daily 
Chlorphthalidolone  50  mg  daily 


Fig.  4.  When  chlorothiazide  and  chlorphthalidolone 
were  given  to  two  groups  of  patients  (20  patients  in 
each)  in  effective  dosages,  it  was  noted  that  chlor- 
phthalidolone produced  a greater  antihypertensive  effect. 


dolone  produces  further  sodium  excretion,  extensive 
clinical  research  relative  to  the  optimum  dose  of  this 
diuretic  indicates  that  doses  in  excess  of  50  mg.  are 
not  necessary,  and  in  most  cases,  optimum  clinical 
effect  can  be  achieved  with  a dose  of  50  mg.  every 
other  day. 

That  the  drug  possesses  the  advantage  of  increased 
potency  (not  only  on  a milligram  basis)  is  demon- 
strated by  calculation  of  its  potency  estimation.* 
Chlorphthalidolone  (orally)  is  1.8  times  as  potent 
as  meralluride  intramuscularly.  The  potency  estima- 
tions of  various  diuretics  have  been  determined  pre- 
viously and  are  presented  in  table  2. 


Table  2. — Comparison  of  Potency  of  Various  Diuretic 
Agents. 


Diuretic 

Route  of 
Administration 

Potency 

Estimation* 

Chlorphthalidolone  (Hygroton)  Oral 

Hydrochlorothiazide 

1.8 

(Hydrodiuril) 

Oral 

1.4 

Meralluride  (Mercuhydrin) 

Intramuscular 

1.0 

Chlorothiazide  (Diuril) 

Oral 

0.8 

Chlormerodrin  (Neohydrin) 

Oral 

0.5 

Acetazoleamide  (Diamox) 

Oral 

0.25 

* Determined  from  previous  analysis  of  variance  of  these 
drugs. 


Discussion 

Chlorphthalidolone,  3 hydroxy-3- (4  chloro-3-  sul- 
famylphenyl)  phthalimidine,  is  a new  nonmercurial 
oral  diuretic  of  the  sulfonamide  group  and  is  a 
phthalimidine  derivative  rather  than  a benzothiadi- 
azine  derivative  such  as  chlorothiazide  (fig.  5).  Al- 
though it  was  noted  that  100  mg.  of  chlorphthali- 


Another  advantage  of  chlorphthalidolone  resides 
in  its  more  physiologic  (and  perhaps  safer)  urinary 
electrolyte  excretion  pattern.  This  drug  is  capable  of 
producing  a greater  sodium  excretion  (with  less  of 
a potassium  loss)  than  chlorothiazide.  Two  further 
advantages  of  chlorphthalidolone  include  its  afore- 
mentioned longer  duration  of  action  and  its  greater 
antihypertensive  effect. 


OH 


2 


0 

3-hydroxy-3-(4-chloro-3-su!famylphenyl)phthalimidine 

chlorphthalidolone 


Cl 


H2NS02  Iss.  A /Nhl 
A/  S02 

6-chloro-7-sulfamyl-l,2,4,-benzothiadiazine-l,l-dioxide 

chlorothiazide 


Fig.  5.  Structural  formulas  of  chlorphthalidolone  and 
chlorothiazide. 


Summary 

Chlorphthalidolone  (when  compared  to  chlorothi- 
azide) is  a more  potent  diuretic  as  well  as  anti- 
hypertensive agent.  This  drug  produces  less  potas- 
sium loss  than  chlorothiazide,  has  a longer  duration 
of  action,  and  appears  to  be  a significant  therapeutic 
advance. 
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CHRONIC 


URTICARIA 


1.  Approach  to  an  Enigma 


Chronic  urticaria,  an  allergic  reaction  of  the  superficial  cutaneous 
blood  vessels  apparently  mediated  by  histamine,  can  be  relieved  most 
of  the  time.  Certain  food  and  drugs  can  affect  the  mast  cells  and  incite 
hives.  Other  common  causes  include  physical  allergy,  emotional  ten- 
sion, and  infection  and  infestation. 


ALBERT  H.  UNGER,  M.D. 

EL  PASO,  TEXAS 


CHRONIC  URTICARIA,  a frequently  encoun- 
tered and  vexing  syndrome,  often  is  dismissed 
by  physicians  as  a "minor  disease.”  To  the  patient, 
these  maddeningly  itchy  swellings  are  well-nigh 
catastrophic.  They  interfere  with  his  work  and  sleep, 
alter  his  ( or,  even  worse,  her ) appearance,  make  him 
scratch  in  most  unseemly  locations,  and  drive  him 
from  one  doctor  to  another- — possibly  to  the  psychi- 
atrist eventually.  This  patient  needs  help;  we  can, 
with  planned  perseverance,  afford  him  relief  most 
of  the  time.  The  more  we  try,  the  more  often  we  will 
succeed. 

"Urticaria  is  a vascular  reaction  pattern  of  the 
skin  characterized  by  the  appearance  of  transient 
erythematous  or  whitish  swellings  in  the  skin.”12 
The  word  is  defined  as  "nettle-rash”  (most  appro- 
priately) and  derived  from  the  Latin  "urere,”  mean- 


ing "to  burn.”  Various  authorities  have  estimated 
that  15  to  25  per  cent  of  all  adults  have  had  hives 
at  some  time;  the  majority  of  these  have  no  other 
allergic  manifestations. 

Ordinary  hives  may  be  "minor”  in  the  sense  that 
they  are  not  dangerous  to  life;  complications  can  be 
decidedly  dangerous.  The  major  possibilities  are 
listed  in  table  1.  Laryngeal  edema  is  a true  emer- 
gency, requiring  epinephrine  promptly.  Renal  and 
collagen  diseases  are  possible  late  complications  of 
drug  allergy,  which  may  have  been  initially  mani- 
fested as  hives.  Diagnosis  and  treatment  of  compli- 
cations is  beyond  the  scope  of  this  article. 

During  the  course  of  chronic  urticaria,  most  pa- 
tients intersperse  episodes  of  angio-edema  (giant 
hives  or  angioneurotic  edema)  with  those  of  typical 
hives.  There  also  may  be  attacks  demonstrated  by 
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Table  1. — Complications  of  Chronic  Urticaria. 


1.  Laryngeal  edema. 

2.  Gastrointestinal  edema  (Nausea  and  vomiting,  pain, 
cramps,  diarrhea) . 

3.  Peripheral  neuropathy  (compression?). 

4.  Cerebral  edema. 

5.  Renal  disease. 

6.  Collagen  diseases  ( ? ) : lupus  erythematosus,  poly- 
arteritis. 

7.  Myocardial  affection  (in  serum  sickness). 

8.  Exophthalmos? 


the  appearance  of  erythematous  macules  alone.  Hives 
involve  blood  vessels  of  the  upper  corium,  while 
angio-edema  is  a reaction  of  subcutaneous  tissues. 
Thus,  swellings  are  more  diffuse  in  angio-edema, 
while  hives  itch  more  (more  nerve  endings  in  up- 
per skin).  The  mechanism  of  these  reactions  is  simi- 
lar to  that  of  Lewis’  triple  response  to  injury.  Vaso- 
dilatation leads  to  local  erythema,  thence  to  local 
edema  via  increased  capillary  permeability.  The 
spreading  red  flare  is  probably  due  to  axon-reflex 
arteriolar  vasodilatation.  Histamine  presumably  medi- 
ates this  response. 

"The  study  of  the  mechanism  of  the  production 
of  urticaria  has  as  its  central  figure  the  mast  cell. 
It  has  recently  been  proved  that  the  mast  cell  par- 
ticipates in  all  urticarial  reactions.  It  is  located  about 
the  finer  cutaneous  blood  vessels  and  stores  a reser- 
voir of  the  powerful  vasodilator  substance,  histamine. 
Any  type  of  physical  or  chemical  damage  to  this  cell 
will  result  in  a sudden  outpouring  of  histamine, 
which  causes  a localized  increase  in  the  capillary 
permeability.  Accordingly,  serum  proteins  and  fluid 
pass  into  the  dermis  in  abnormally  large  quantities 
....  The  depleted  mast  cell  gradually  reforms  hista- 
mine, but  it  is  significant  to  note  that  there  is  a 
period  in  which  the  mast  cell  histamine  level  is  in- 
sufficient to  produce  further  urtication  ....  During 
the  process  of  whealing  it  is  possible  to  demonstrate 
histologically  that  the  mast  cell  granules  are  depleted 
or  that  they  disappear.  These  granules  contain  the 
histamine  and  heparin  ....  The  mast  cell  is  very 
sensitive  and  an  amazingly  large  number  of  chemi- 
cals cause  the  release  of  histamine  from  it.”12  Baso- 
phils are  thought  to  be  the  circulating  counterpart 
of  the  fixed  mast  cell;  during  bouts  of  hives,  the 
total  basophil  count  drops. 

The  most  important  clinical  aspect  of  all  this 
theory  is  the  recognition  of  a group  of  substances, 
both  proteins  and  simple  chemicals,  which  affect 
mast  cells  directly  to  incite  urtication  via  histamine 
release  without  allergy  or  any  other  mediating  mech- 
anism. Table  2 lists  these  substances;  note  how  com- 
mon some  of  them  are  (morphine,  codeine,  atropine, 
and  others).  This  reaction  should  be  classified  as 


"idiosyncrasy,”  as  in  table  3,  although  "hypernomer- 
gy”  would  be  more  apropos.  The  Urtication  is  an 
exaggeration  of  a normal  response  to  the  substance, 
rather  than  an  allergic  reaction. 


Table  2.— Histamine-Releasing  Agents. 


Sensitizing  compounds: 
Compounds  damaging  tissue: 

Proteolytic  enzymes: 
Surface-active  agents: 

Large  molecules: 

Histamine  liberators: 


Monobasic  compounds: 


Antigens,  haptens 
Venoms,  toxins,  traumatic 
agents 
Trypsin 

Tween  20,  bile  salts 
Egg  white,  dextran,  P.V.P., 
horse  serum,  "Anaphyla- 
toxin” 

Morphine,  codeine,  atropine, 
quinine,  thiamine,  pilo- 
carpine, stilbamidine, 
Apresoline,  Priscoline 
Alkylamines 


(After  Paton,  W.  D.  M.  L. : Histamine  Liberation  and 
Lymphagogue,  J.  Physiol.  123:58P-59P  1954.)  March 

Table  3. — Causes  of  Chronic  Urticaria. 

1.  Drug  allergy  and  idiosyncrasy. 

2.  Food  allergy  and  idiosyncrasy. 

3.  Infection  and  infestation. 

4.  Emotional  factors. 

5.  Physical  allergy. 


FOOD  AND  DRUG  SENSITIVITY 

Foods  which  apparendy  can  affect  mast  cells  di- 
rectly include  strawberries,  egg  white,  and  shellfish.17 
Winkelmann17  lists  the  following  main  food  causes 
of  hives  (both  allergy  and  hypernomergy) : eggs, 
chocolate,  nuts,  fish,  seafood,  fresh  berries,  tomatoes, 
fresh  pork,  cheese,  grapes,  pineapples,  and  bananas. 
In  my  experience,  the  last  four  have  been  infrequent 
offenders.  To  the  list,  I would  add  all  legumes,  beer 
and  other  alcoholic  beverages,  cola  drinks,  mustard, 
melons,  and  citrus  fruits.  Proper  investigation  of  food 
allergy  requires  strict  elimination  diets  and  trial 
feedings.  I ordinarily  eliminate  all  of  the  minor 
foods  just  mentioned  as  the  first  step,  reverting  to 
elimination  of  such  major  foods  as  milk,  wheat,  or 
eggs  only  if  the  patient  fails  to  improve.  No  reli- 
ance should  be  placed  upon  skin  tests  without  clinical 
confirmation  of  all  results,  positive  and  negative; 
in  my  office,  no  skin  tests  are  performed  for  pure 
hives. 

A major  barrier  to  control  of  urticaria  is  the  fre- 
quent multiple  etiology,  with  several  exciting  and 
several  predisposing  factors  combining  variously  to 
induce  acute  or  continuing  lesions.  It  is  rare  indeed 
to  find  a single  food  which  alone  accounts  for  the 
entire  illness.  It  is  equally  rare  to  find  emotions  as 
the  sole  excitant.  Drug  allergy  is  probably  the  only 
excitant  which  usually  acts  alone.  Examples  of  mul- 
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tiple  causation  abound,  including  milk  sensitivity  at 
high  altitudes  only,2  the  presence  of  chemicals  in 
foodstuffs,  and  the  frequent  initiation  of  exacerba- 
tions by  a minor  illness,  such  as  overindulgence  or 
gastroenteritis.  Leider9  postulated  that  these  latter 
conditions  induce  hives  either  because  of  the  medi- 
cations taken  for  the  minor  illness  or  through  ab- 
normal absorptive  patterns  of  the  inflamed  gastro- 
intestinal tract  permitting  introduction  of  poly- 
peptides, which  are  primarily  urticariogenic. 

Drug  sensitivity  is  now  a common  topic  of  medi- 
cal discussion;  only  a few  major  points  require  em- 
phasis here.  First,  drugs  which  cause  reactions  need 
not  do  so  after  each  exposure.  This  may  lull  doctor 
and  patient  into  a false  sense  of  security;  remember 
that  the  next  reaction,  especially  to  penicillin,  could 
be  fatal.  After  a drug  sensitivity  is  proven,  every 
patient  should  carry  this  information  on  a card  in 
his  wallet.  Such  individuals  should  never  take  drugs 
blindly;  they  have  a right  and  obligation  to  question 
each  doctor  about  medicines  he  is  administering  or 
prescribing. 

Physicians  can  prevent  most  drug  reactions  by  one 
simple  procedure:  always  ask  the  patient  what,  if 
any,  medications  he  cannot  tolerate.  Do  not  use  the 
word,  "drugs,”  since  many  people  interpret  this  to 
mean  only  narcotics;  some  may  even  be  offended 
by  the  question.  After  you  have  asked,  listen  to  the 
answer  and  believe  it,  unless  you  have  proof  to  the 
contrary.  Many  reactions  (also,  malpractice  suits) 
could  be  averted  by  this  simple  procedure. 

"Penicillin  continues  to  be  the  most  common  cause 
of  drug  sensitivity  today,  surpassing  even  foreign 
serum  in  the  production  of  fatal  anaphylactic  re- 
actions. Between  5 and  10  per  cent  of  the  unselected 
population  is  now  allergic  to  penicillin.  Penicillin 
causes  over  80  per  cent  of  all  drug  eruptions  .... 
Penicillin  anaphylaxis  is  not  avoided  by  the  substi- 
tution of  one  type  of  penicillin  for  another,  nor  by 
the  substitution  of  the  oral  for  the  injectable  va- 
riety.”5 Anaphylactic  reactions  are  not  prevented  by 
concurrent  administration  of  antihistamines  or  prior 
coverage  with  steroids  although  these  measures  may 
minimize  or  prevent  minor  reactions.  Two  deaths 
have  been  reported  from  penicillin  combined  with 
adequate  dosage  of  a good  antihistamine. 

The  reference  above  to  substitution  of  oral  for 
parenteral  penicillin  applied  only  to  anaphylactic 
reactions.  Certainly,  penicillin  in  any  form  should 
never  be  exhibited  to  any  patient  with  a history  even 
suggestive  of  severe  systemic  penicillin  reactions. 
However,  there  is  mounting  evidence  that  a new 
synthetic  oral  penicillin  (Syncillin)  is  the  safest  to 
use  when  penicillin  administration  is  definitely  indi- 
cated in  patients  with  questionable  previous  minor 
reactions.  The  oral  route  permits  greater  control  of 
dosage  and  quicker  control  of  sensitivity  reactions 


should  they  occur.  How  far  we  can  go  with  Syncillin 
remains  to  be  seen. 

Do  not  rely  upon  penicillinase  or  steroids  for  sole 
treatment  of  penicillin  reactions.  Both  take  several 
hours  to  become  effective;  during  the  interim,  other 
measures  are  essential.  Penicillinase,  despite  the  pos- 
sibility of  allergic  reactions  to  it,  can  be  invaluable 
for  treatment  of  known  penicillin  reactions.  It  is 
also  useful  for  etiologic  diagnosis  when  penicillin 
has  been  given  along  with  other  drugs  or  may  have 
been  inadvertently  administered  or  ingested  via  peni- 
cillin-containing foods,  vaccines,  syringes,  and  so 
forth.  Penicillinase  can  be  administered  along  with 
essential  injections  of  polio,  adenovirus,  or  other 
penicillin-containing  vaccines.  There  have  been  very 
few  reactions  to  Salk  vaccine  in  penicillin-sensitive 
individuals  although  each  should  be  approached  with 
caution. 

Cross-sensitization  among  drugs  can  account  for 
reactions  on  initial  exposure  and  for  persistence  of 
symptoms  despite  careful  avoidance  of  the  known 
cause.  Common  cross-sensitizers  include  the  follow- 
ing: (1)  neomycin  and  streptomycin;  (2)  Thorazine 
and  Phenergan;  (3)  Vioform,  Diodoquin,  Quinolor, 
and  Sterosan;  (4)  benzocaine,  para-aminobenzoic 
acid,  sulfonamides,  and  saccharine.  There  are  and 
will  be  many  more. 


INFECTIONS  AND  INFESTATIONS 

Infections  and  infestations  frequently  have  been 
indicted  as  a cause  of  hives;  their  vogue  waned  with 
that  of  the  "focus  of  infection”  theory.  They  cannot 
be  dismissed  that  lightly.  Every  patient  deserves  a 
complete  history  and  physical  examination,  plus  indi- 
cated laboratory  procedures.  Corrective  measures  can 
then  be  instituted  to  benefit  the  entire  patient  and, 
possibly,  also  eliminate  the  hives.  I require  a thor- 
ough dental  examination  and  full  mouth  roentgeno- 
grams on  each  patient  with  chronic  urticaria.  Elimi- 
nation of  dental  defects  has  been  followed  by  ces- 
sation of  hives  in  a group  of  patients.15 


EMOTIONAL  STRESS 

Emotional  stress,  according  to  some  writers,11  can 
cause  chronic  urticaria;  I do  not  believe  this  the 
usual  cause.  Emotions  certainly  can  cause  exacerba- 
tions in  those  who  already  have  hives;  it  is  less  likely 
that  the  entire  illness  can  be  psychogenic.  Each  pa- 
tient must  be  considered  as  the  sum  and  result  of 
interaction  of  body,  mind,  and  soul.  All  chronic 
illnesses  engender  emotional  effects  which  can,  in 
turn,  exacerbate  the  initial  malady.  So  it  is  with 
hives. 
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PHYSICAL  ALLERGY 

"Physical  allergy”  includes  urticarial  reactions  to 
trauma,  cold,  heat,  and  certain  wavelengths  of  light. 
Dermographism  is  whealing  following  trauma  and 
is  readily  reproducible  by  stroking  the  skin  with 
a key  or  similar  instrument.  Lesions  occur  mainly 
under  pressure  areas,  such  as  garters  and  belts.  Pri- 
mary dermographism  is  sometimes  difficult  to  dis- 
tinguish from  hives.  Not  all  urticaria  patients  are 
dermographic  although  it  has  been  reported  that 
dermographism  is  a frequent  complication  of  peni- 
cillin reactions  and  can  persist  long  after  other  evi- 
dence of  the  reaction  has  abated.14  It  is  dermograph- 
ism which  makes  skin  tests  so  difficult  to  interpret 
at  times. 

There  are  four  types  of  cutaneous  cold  sensitivity; 
( 1 ) Cryoglobulinemia  and  ( 2 ) syphylitic  paroxysmal 
cold  hemoglobinuria  are  rare  causes  of  cold  urticaria, 
while  ( 3 ) cold  hemagglutination  does  not  cause 
hives.  (4)  Essential  cold  urticaria  is  the  most  fre- 
quent clinical  type;  its  lesions  ordinarily  are  local- 
ized to  exposed  areas  although  generalized  hives  may 
appear  in  very  sensitive  individuals.  The  wheals  ap- 
pear after  exposure  ceases;  primary  vasoconstriction 
prevents  immediate  urtication. 

As  in  other  allergic  manifestations,  secondary  fac- 
tors may  affect  cold  urticaria.  "In  isolated  cases  cold 
urticaria  was  found  to  be  manifest  only  under  spe- 
cific conditions,  such  as  after  eating  custard,  pork- 
blood  sausages  or  menthol  lozenges.  It  has  been 
found  also  in  association  with  ascaris  infestation, 
foci  of  infection,  uterine  fibroids,  hypoacidity  and 
hypothyroidism  and  cleared  upon  removal  of  these 
conditions.”6 

"When  exercise,  heat  and  emotions,  or  a combina- 
tion among  the  three,  increase  the  body  temperature 
from  0.2°  to  1°F.,  they  cause  the  warmed  blood  to 
stimulate  some  heat-regulating  center  in  the  brain. 
This  in  turn  sends  nerve  impulses  along  cholinergic 
nerves  of  the  parasympathetic  nervous  system,  which 
then  releases  its  chemical  mediator,  acetylcholine. 
The  skin  of  subjects  who  presumably  are  hypersen- 
sitive to  this  chemical  then  reacts  with  the  produc- 
tion of  cholinogenic  urticaria  . . . .The  lesions  them- 
selves are  so  characteristic  that  the  disease  can  be 
diagnosed  clinically.  They  are  small  1 to  2 mm. 
wheals,  surrounded  by  a large  axone  reflex  flare. 
When  the  lesions  are  confluent,  huge  patches  of 
erythema  are  noted  ....  There  is  a second  type  of 
lesion  that  is  characterized  by  minute  discrete  1 to 
3 mm.  wheals.”7  Heat  urticaria  has  been  called 
"cholinogenic”  or  "cholinergic.”  Systemic  symptoms 
may  occur  from  it.  This  is  the  one  kind  of  hives 
which  is  readily  reproducible  emotionally. 


Dr.  Albert  H.  Unger  presented  this 
paper  at  the  El  Paso  meeting  of 
the  University  of  Texas  Postgradu- 
ate Sehool  of  Medicine,  May  24, 
1959. 


Solar  urticaria  is  rare  although  certain  drugs,  such 
as  sulfanilamide,  can  induce  photosensitivity  in  se- 
lected individuals.  This  can  be  reproduced  artificially 
by  injections  of  rose  bengal;  the  resultant  hives  are 
histologically  identical  with  all  other  hives.  Roentgen 
radiation  can  produce  urticarial  lesions  also.16 


TREATMENT 

Relief  of  chronic  urticaria  is  ordinarily  attainable 
when  an  etiologic  diagnosis  is  possible.  This  prob- 
lem must  be  tackled  from  all  possible  angles,  begin- 
ning with  a complete  and  searching  history,  a thor- 
ough physical  examination,  and  such  laboratory 
tests  as  are  deemed  necessary  (table  4).  Dental 
examination  and  roentgenograms  should  be  required 
routinely.  All  medications  should  be  eliminated  other 
than  those  prescribed  by  the  attending  physician. 
Initially,  I eliminate  completely  all  those  foods  previ- 
ously mentioned;  stricter  diets  may  be  necessary  later. 

The  Rowe  elimination  diets  and  similar  strict 
regimens  have  a definite  place  in  allergy,  including 
urticaria  on  occasion.  If  the  patient  does  not  improve 
on  moderate  dietary  restriction  as  mentioned  earlier, 
I ordinarily  switch  to  a routine  which  permits  only 
five  foods,  plus  products  prepared  from  them.  These 
are  milk,  wheat,  eggs,  beef,  and  chicken;  the  diet 
is  rounded  out  by  salt,  sugar,  and  tea.  This  is  a 
highly  palatable  diet  for  3 days;  after  this,  other 
foods  are  rapidly  added  if  the  patient  is  free  from 
hives.  If  he  is  not  clear,  I switch  to  a wheat-egg- 
milk-beef  free  diet. 

I also  use  food  diaries,  but  recommend  that  these 
be  expanded  to  include  physical  and  emotional  events 
which  might  influence  the  hives.  This  also  provides 
a convenient  wedge  to  discussion  of  emotional  fac- 
tors with  the  physician.  The  patient  feels  more  con- 
fidence in  a doctor  who  encourages  frank  talk  with- 
out implications  of  emotional  imbalance  as  the 
cause  of  all  symptoms. 

Medications  for  treatment  of  acute  exacerbations 
are  listed  in  table  5.  Epinephrine  still  comes  first; 
it  is  fastest  and  surest.  Injections  of  0.30  cc.  of 
aqueous  epinephrine  1:1,000  can  be  given  deep  sub- 
cutaneously combined  with  0.05  cc.  of  Chlor-Trime- 
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TABLE  4. — Diagnostic  Approach. 

1.  Complete  and  very  detailed  history. 

2.  Physical  exam;  lab  work  as  needed. 

3.  Dental  exam  with  full-mouth  roentgenograms. 

4.  Elimination  of  all  drugs. 

5.  Elimination  diets. 

6.  Food  and  event  diary. 

7.  Emotional  attention  as  indicated. 


ton  Injectable  (100  mg.  per  cubic  centimeter);  no 
more  than  0.50  cc.  of  epinephrine  should  be  used 
in  any  one  injection.  Since  epinephrine  in  oil  is 
ordinarily  suspended  in  peanut  oil,  a prime  allergen, 
I prefer  Sus-Phrine,  a 1:200  suspension  in  sodium 
thioglycollate,  for  prolonged  epinephrine  action.  Full 
adult  dose  is  0.30  cc.  deep  subcutaneously;  I combine 
it  with  an  antihistamine  as  described  before. 

First  choice  for  oral  treatment  of  acute  episodes  is 
ephedrine,  which  should  always  be  combined  with 
an  antihistamine,  tranquilizer,  or  sedative  (various 
compounds  designed  for  treatment  of  asthma  may 
be  used).  Pure  antihistamines,  especially  those  with 
some  sedative  effect,  are  effective  for  less  acute 
flareups.  Tranquilizers  (Phenergan  might  be  first 
choice,  inasmuch  as  it  is  both  tranquilizer  and  anti- 
histamine), Temaril,  and  intravenous  calcium  glu- 
conate all  are  beneficial,  as  is  penicillinase.  A nebu- 
lizer (I  prefer  the  Medihaler-Iso)  affords  peace  of 
mind  for  patient  and  doctor  since  it  quickly  allevi- 
ates the  dreaded  laryngeal  edema. 

Steroids  are  rarely  the  drugs  of  choice  although 
we  are  all  forced  to  use  them  on  occasion.  Self- 
limited, potentially  dangerous  allergic  illnesses,  such 
as  penicillin  urticaria,  provide  the  best  indication  for 
immediate  exhibition  of  steroids.  Full  doses  should  be 
used  at  the  onset  and  reduced  as  rapidly  as  possible. 
I prefer  short  courses,  which  can  be  repeated  if 
necessary.  Even  though  steroids  are  controlling  the 
symptoms,  the  cause  must  still  be  found,  if  possible. 
If  it  is  not,  we  have  merely  put  off  the  problem  for 
another  day. 


SUMMARY 

Chronic  urticaria,  including  angio-edema,  is  an 
allergic  reaction  of  the  superficial  cutaneous  blood 
vessels  apparently  mediated  by  histamine.  The  mast 
cells,  which  store  histamine,  participate  in  this  re- 
action. Anything  which  damages  mast  cells  can  in- 
stigate the  process.  True  allergic  responses,  especially 
to  foods  and  drugs,  as  well  as  direct  effect  of  certain 
common  foods  and  drugs  can  affect  the  mast  cells 
and  incite  hives.  Other  common  causes  include  physi- 


TABLE 5. — Drug  Therapy  for  Acute  Episodes. 

1.  Epinephrine  first. 

2.  Ephedrine,  with  sedative. 

3.  Antihistamines. 

4.  Temaril. 

5.  Nebulizer  for  laryngeal  edema. 

6.  Tranquilizers? 

7.  Penicillinase? 

8.  Steroids:  not  usually  necessary. 


cal  allergy,  emotional  tension,  and  infection  and  in- 
festation. 

Each  of  these  factors  must  be  investigated  thor- 
oughly and  painstakingly  in  every  patient.  Only  if 
the  etiology  can  be  determined  is  there  a good  chance 
of  successful  treatment.  Palliative  measures  include 
epinephrine,  antihistamines,  such  specific  measures 
as  antibiotics,  dental  care,  and  penicillinase.  Steroid 
therapy  is  palliative  and  should  be  avoided  except  for 
drug  reactions  and  severely  ill  patients. 

With  proper  time  and  effort,  most  patients  can 
be  helped  a great  deal,  provided  that  the  physician 
keeps  in  mind  the  interplay  of  various  factors  which 
add  up  or  contribute  to  the  symptoms.  A positive 
approach  will  produce  positive  results. 
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Cyclandelate  (Cyclospasmol),  a new  synthetic  vascular  spasmolytic 
and  vasodilator,  has  recently  been  introduced  for  clinical  use.  In  a 
study  on  43  patients  with  peripheral  vascular  disorders,  cyclandelate 
proved  valuable.  It  was  well  tolerated  and  had  no  cardiac  side  effects. 
In  the  majority  of  patients  improvement  occurred  within  3 weeks. 


Effects  of  Cyclandelate  (Cyclospasmol  ) 

In  Treatment  of  Circulatory  Disturbances 

ROBERT  E.  LESLIE,  M.D. 

EL  CAMPO,  TEXAS 


MEDIAL  SCLEROSIS  of  blood  vessels  is  consid- 
ered to  be  both  metabolic  and  a result  of  the 
aging  process.  The  blood  vessels  become  wider  and 
longer;  but  there  is  no  significant  decrease  in  their 
capacity  to  supply  blood  except  under  extreme  de- 
mand. Many  believe  that  medial  sclerosis  leads  to 
intimal  sclerosis,  that  is,  atherosclerosis.  In  this  form 
of  arteriosclerosis,  there  is  a narrowing  of  the  lumen 
of  arteries  and  a decrease  or  subsequent  failure  of  the 
blood  supply.  Narrowing  of  the  lumen  and  diminu- 
tion or  failure  of  the  blood  supply  results  in  a vari- 
ety of  clinical  manifestations. 

In  arteriosclerotic  changes  in  vessels  of  the  ex- 
tremities, the  site  of  maximum  involvement  usually 
is  the  media.  When  degeneration  is  confined  to  the 
media,  little  change  occurs  in  the  amount  of  blood 
supplied.  However,  when  thickening  of  the  intima 


The  cyclandelate  used  in  this  study  was  generously  sup- 
plied through  the  courtesy  of  Medical  Department,  Ives- 
Cameron  Company,  New  York. 


occurs,  there  is  diminution  or  occlusion  of  the  vessel 
lumen.  Arteriosclerosis  of  this  type  may  cause  inter- 
mittent claudication,  ulceration,  gangrene,  or  other 
effects  attributable  to  faulty  metabolism  or  insuffici- 
ent blood  supply  to  tissues  of  the  extremities. 

Although  the  underlying  disease  is  progressive  and 
chronic  in  most  instances,  the  ultimate  aim  of  treat- 
ment is  improved  tissue  metabolism.  Established  pro- 
tective measures  include  protection  from  cold,  avoid- 
ance of  heat,  vasoconstrictors,  or  any  demand  by  tis- 
sues for  increased  nutrition  or  metabolism.  Therapy 
also  should  include  spasmolytics  and  vasodilators  to 
relieve  or  prevent  smooth  muscle  spasm  and  to  dilate 
constricted  arteries  as  well  as  vessels  not  necessarily 
constricted  but  which  do  not  dilate  under  usual  cir- 
cumstances. 

There  are  many  oral  and  parenteral  spasmolytic 
and  vasodilating  compounds,  but  none  has  proved 
entirely  satisfactory.  Some  agents,  such  as  xanthine 
derivatives,  papaverine,  nitrites,  and  organic  nitrates, 
produce  marked  and  rapid  peripheral  vasodilatation, 
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but  this  is  accompanied  by  a substantial  decrease 
in  blood  pressure.  In  older  age  patients,  such  hypo- 
tension is  certainly  uncomfortable  and  is  often  dan- 
gerous. Other  compounds  increase  the  blood  supply 
to  some  areas  of  the  body  but,  in  so  doing,  cause 
deprivation  in  another.  Still  other  compounds  in- 
crease cardiac  output,  and  this  is  a distinct  disad- 
vantage in  patients  who  have  coronary  insufficiency. 

Usually  when  spasmolytics  and  vasodilators  are 
pushed  to  the  point  of  effectiveness,  undesirable  side 
effects  occur.  A rapid  decrease  in  blood  pressure  may 
accompany  nitrites  and  papaverine.  Palpitation,  ner- 
vousness, and  decreased  diastolic  pressure  are  ob- 
served with  nylidrin.  Flushing  of  the  skin,  appre- 
hension, palpitation,  nausea  and  vomiting,  severe 
postural  hypotension,  and  syncope  have  been  noted 
with  Tolazoline.  Weakness,  dizziness,  nausea,  and 
other  symptoms  of  hypotension  are  reported  with 
azapetine.  These  side  effects  prompted  me  to  evalu- 
ate cyclandelate,  which  other  investigators  have  found 
to  be  well  tolerated  and  produce  a favorable  response. 

Cyclandelate 

Cyclandelate,  a new  synthetic  compound  which  is 
an  excellent  vascular  spasmolytic  and  vasodilator, 
has  recently  been  introduced  for  clinical  use.  Cy- 
clandelate is  the  mandelic  acid  ester  of  3,3,5-tri- 
methylcyclohexanol.  It  is  white  or  pale  yellow  in 
color,  practically  insoluble  in  water,  and  readily  sol- 
uble in  alcohol  and  in  many  organic  solvents.  The 
structural  formula  is  as  follows: 


H CH3 


H CB3 


Its  action  on  smooth  muscle  has  been  described 
as  musculotropic  because  it  acts  directly  on  smooth 
muscle,  in  particular  that  in  the  wall  of  blood  vessels 
and  especially  that  in  arterial  walls.3 

Pharmacologic  and  Experimental  Investigations. — 
Extensive  pharmacologic  investigations  of  cyclande- 
late were  first  made  by  Funcke,6  who  found  that  the 
mandelic  acid  esters  of  trimethylcyclohexanol  possess 
strong  spasmolytic  properties.  According  to  Funcke, 
their  effect  on  spasm  of  smooth  musculature  pro- 
duced experimentally  by  barium  chloride,  acetylcho- 
line, histamine,  and  other  chemical  substances  is  ap- 
proximately three  times  greater  than  the  spasmolytic 
effect  of  papaverine.  In  collaboration  with  Bijlsma2 
the  marked  vasodilation  of  these  compounds  was 
further  demonstrated. 

The  effect  of  cyclandelate  on  blood  pressure  was 
studied  by  Bijlsma  and  others2  and  found  to  be  either 
absent  or  slight.  Toxicity  of  the  mandelic  acid  esters 
of  trimethylcyclohexanol  is  considerably  less  than 
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papaverine.  They  do  not  offer  side  effects  of  decrease 
in  blood  pressure,15  constipation,  or  drowsiness  that 
have  been  reported  with  papaverine. 

It  was  concluded  by  van  den  Akker,  Bijlsma,  van 
Dongen,  and  Ten  Thijle16  that  improvement  in  vas- 
cular disease  is  due  not  only  to  the  vasodilation  and 
spasmolysis  of  cyclandelate,  but  also  to  a more  rapid 
and  extensive  neoformation  of  blood  vessels.  Their 
conclusions  were  based  on  a comparison  of  tissues, 
microscopically,  of  treated  and  control  animals  in 
which  blood  vessels  were  ligated  and  tissue  ischemia 
and  necrosis  were  produced.  These  observations  were 
confirmed  by  clinical  studies  in  which  the  duration 
of  ulcerations  and  other  trophic  changes  was  reduced 
by  30  to  40  per  cent. 

Ruberti  and  Magliulo14  studied  and  reported  dura- 
tion, degree,  and  localization  of  cyclandelate  on  the 
circulation.  Thermometric  studies  and  plethysmo- 
grams,  taken  in  two  regions  simultaneously,  showed 
sustained  improvement.  This  was  reflected  by  an 
increase  in  the  digital  sphygmic  wave,  total  digital 
volume,  and  skin  temperature. 

Clinical  Investigations. — Based  on  Funcke’s  phar- 
macologic studies,  Herschel9  prescribed  cyclandelate 
in  spastic  conditions  of  the  blood  vessels.  The  good 
results  he  obtained  were  confirmed  by  Kappert,10 
van  Wijk,17  and  Gillhespy.7,  8 One  of  the  most  im- 
portant influences  was  the  prolongation  or  complete 
disappearance  of  claudication  time.  (The  time  elaps- 
ing from  the  beginning  of  a "two-step”  test,  which 
involves  mounting  and  descending  steps  in  5 seconds, 
and  the  appearance  of  the  first  symptoms  such  as 
feeling  of  heaviness  and  onset  of  pain.)  Good  re- 
sults were  found  in  patients  who  had  arteriosclerosis 
obliterans,  Raynaud’s  disease,  and  thromboangiitis 
obliterans.  Poor  results  were  obtained  in  acrocya- 
nosis.5 Cyclandelate  was  well  tolerated,  and  note- 
worthy side  effects  were  not  observed  even  after 
prolonged  administration.1, 12  Doornink4  and  Reed- 
er13 used  cyclandelate  in  the  treatment  of  leg  ulcers 
and  concluded  it  had  a highly  favorable  influence  on 
healing.  Leibetseder11  observed  rapid  and  excellent 
improvement,  both  subjective  and  objective,  after  2 
to  6 weeks  of  therapy  in  the  majority  of  cases  of 
peripheral  and  cerebral  circulatory  disturbances. 

Present  Clinical  Investigation 

The  present  study  included  45  patients,  25  men 
and  20  women.  Ages  of  patients  ranged  from  33 
years  to  85  years.  The  average  age  was  63  years.  The 
diagnoses  dor  patients  appear  in  table  1. 

Methods. — Each  patient  had  a thorough  physical 
examination,  and  a complete  history  was  obtained. 
Blood  counts,  urinalyses,  funduscopic  examinations, 
and  measurements  of  bromsulphalein  excretion,  thy- 
mol turbidity,  and  cephalin-cholesterol  flocculation 
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Table  1. — Diagnoses. 

Diagnosis  No.  Patients 

Arteriosclerosis  obliterans  35 

Raynaud’s  disease  4 

Vascular  headache  3 

Labrynthitis  1 

Leriche  disease  (acute  bone  atrophy  at  site 
of  an  injury  or  inflammation;  Sudeck's 
atrophy ) 2 


45 


tests  were  done  for  each  patient  before  cyclandelate 
therapy.  These  tests  were  repeated  1 week  after  start- 
ing therapy  and  bimonthly  thereafter.  In  addition, 
liver  function  was  measured  in  13  patients,  and  the 
albumin-globulin  ratio  was  measured  in  4. 

Treatment. — Of  the  45  patients,  31  had  previously 
received  peripheral  vasodilators  (table  2).  The  usual 
dose  of  cyclandelate  was  400  mg.  daily,  given  as 
tablets  of  100  mg.  four  times  daily.  In  order  to  ob- 
tain maximum  effectiveness,  therapy  was  individual- 
ized and  ranged  up  to  12  tablets  daily.  Initially,  37 
patients  received  4 tablets  of  cyclandelate  daily,  7 
patients  received  8 tablets  daily,  and  1 patient  re- 
ceived 12  tablets  daily.  In  addition  to  cyclandelate, 
other  previous  medications,  such  as  digitalis,  glyceryl 
trinitrate,  antibiotics,  Rauwolfia  derivatives,  and  qui- 
nine, were  continued  without  change  for  22  of  the 
45  patients.  The  total  number  of  patient  days  of 
therapy  was  3,453.  The  range  was  from  8 to  304 
days.  Many  of  these  patients  are  continuing  therapy 
on  a maintenance  basis. 

The  efficacy  of  cyclandelate  was  designated  as 
marked,  moderate,  slight,  or  none,  depending  on  the 
degree  of  improvement  attained.  Improvement  was 
considered  to  be  marked  when  the  patient  was  com- 
pletely free  from  symptoms,  that  is,  free  from  pain, 
nocturnal  cramping,  or  walking  cramps.  Moderate 
was  used  when  the  patient  could  double  the  distance 
walked  without  pain.  Response  was  scored  as  slight 


when  the  patient  observed  improvement  and  could 
walk  farther  but  still  had  pain.  As  a rule  this  group 
of  patients  requested  that  they  remain  on  cyclande- 
late rather  than  return  to  previous  therapy.  None  was 
used  to  designate  no  or  poorer  response  change. 

Comparison  also  was  made  of  the  effect  of  cyclan- 
delate with  previously  used  vasodilators.  Response 
was  designated  as  marked  improvement  when  patient 
could  walk  much  further,  had  less  nocturnal  cramp- 
ing, less  pain,  and  improved  capillary  filling.  The 
term  moderate  improvement  applied  when  there  was 
moderate  gain  in  walking,  and  slightly  less  nocturnal 
cramping  and  pain.  Same  was  used  when  there  was 
no  change;  and  less  effective  when  response  was 
poorer  than  with  previous  medication. 


Results  and  Discussion 

Forty  of  the  45  patients  receiving  cyclandelate 
were  judged  improved.  There  was  marked  improve- 
ment in  18,  moderate  improvement  in  15,  and  slight 
improvement  in  7.  In  most  instances,  improvement 
occurred  in  less  than  5 weeks  after  institution  of 
therapy.  In  5 patients  there  was  not  any  improve- 
ment. 

Of  the  5 patients  who  failed  to  respond  to  therapy, 
1 was  uncooperative  and  had  taken  medication  only 
sporadically.  A second  patient  had  coronary  insuf- 
ficiency and  an  old  myocardial  infarction.  The  third 
patient  had  generalized  arteriosclerosis,  particularly 
median  artery  sclerosis  (Monckeberg’s  arterioscle- 
rosis) although  peripheral  pulses  and  so  forth  were 
good.  This  patient  has  been  a difficult  therapeutic 
problem.  He  has  had  a chronic  peptic  ulcer  with  re- 
current symptoms.  Cyclandelate  for  82  days  has  been 
well  tolerated  but  no  improvement  has  occurred.  Two 
other  patients  who  failed  to  respond  to  therapy  had 
vascular  headaches  which  were  believed  to  be  of 
psychogenic  origin.  When  cyclandelate  was  used  in 
conjunction  with  promazine  for  one  of  these  patients, 


Table  2. — Efficacy  of  Cyclandelate  Compared  with  Other  Therapy. 


Previous  Therapy 

No. 

Patients 

Response  to  Cyclandelate 
Marked  Moderate 

Improvement  Improvement  Same 

Less 

Effective 

Nylidrin  HC1  

10 

6 

3 

1 

— 

Nicotinic  acid  

2 

1 

1 

— 

— 

Azapetine  

1 

1 

— 

— 

— 

Azapetine  and  nicotinic  acid 

1 

1 

— 

— 

— 

Tolazoline  HC1  

11 

4 

4 

3 

— 

Tolazoline  HC1  and  nylidrin  HC1  

2 

1 

1 

— 

— 

Tolazoline  HQ  and  nicotinic  acid 

2 

— 

2 

— 

— 

Nylidrin  HQ  and  nicotinic  acid 

1 

— 

1 

— 

— 

Nylidrin  HQ,  nicotinic  acid,  papaverine,  and 

dioxyline  phosphate  

1 

1 

— 

— 

— 

Total  

31 

15 

12 

4 

0 
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Fig.  1.  Case  5.  a.  This  view  was  taken  before  cyclandelate  therapy.  A cold  immersion  test 
was  carried  out  in  which  the  hands  were  submerged  in  water  at  a temperature  of  from  38  to 
40  F.  for  1 minute.  There  was  considerable  pain  within  30  to  40  seconds  after  submersion. 

b.  This  view  was  taken  21  days  after  institution  of  cyclandelate  therapy.  A cold  immersion 
test  was  carried  out.  The  tips  of  the  fingers  are  no  longer  blanched.  There  is  considerably 
more  evidence  of  color  in  both  hands.  Symptomatically,  the  patient  felt  better. 


relief  was  obtained  whereas  promazine  alone  was 
ineffective. 

Two  patients  who  initially  received  400  mg.  of 
cyclandelate  daily  were  sufficiently  improved  to  re- 
quire maintenance  medication  only  periodically.  Four 
patients  obtained  greater  improvement  on  a dose  of 
800  mg.  daily. 


Dr.  Robert  E.  Leslie  practices  in- 
ternal medicine  in  El  Campo. 


During  the  first  week  of  therapy,  transient,  slight 
nausea  was  noted  in  3 patients,  but  this  could  not 
be  clearly  ascribed  to  the  medication.  It  was  not 
necessary  in  any  instance  to  reduce  or  stop  therapy. 
These  3 patients  have  continued  to  take  cyclandelate 
medication  for  periods  of  304,  117,  and  81  days 
without  untoward  effects. 

Complete  blood  count,  urinalysis,  blood  pressure 
determination,  a general  physical  examination,  and 
funduscopic  examination  were  done  before  therapy, 
1 week  after  therapy,  and  bimonthly.  There  were 
no  significant  changes  and  no  evidence  of  depression 
of  hematopoiesis.  The  albumin-globulin  ratio  was 
normal  for  the  4 patients  in  whom  it  was  measured. 
Liver  function  studies  including  bromsulphalein  ex- 
cretion, thymol  turbidity,  and  cephalin-cholesterol 
flocculation  were  done  in  13  patients  and  were  nor- 
mal in  all  but  1 case.  Jaundice  developed  as  a result 
of  tolbutamide  therapy  in  this  1 patient.  It  cleared 
in  7 days  after  tolbutamide  therapy  was  discontinued. 
Cyclandelate  therapy  was  not  stopped. 

In  comparison  of  cyclandelate  with  previously 
used  peripheral  vasodilators,  it  was  found  that  cy- 
clandelate produced  marked  or  moderate  improve- 
ment in  27  patients  (table  2).  Of  the  31  patients 
who  had  received  peripheral  vasodilators  previously, 
15  obtained  a marked  response  to  the  cyclandelate. 
In  12  the  response  was  moderate.  The  response  was 
the  same  in  4 patients. 


Case  Reports 

The  therapeutic  value  of  cyclandelate  in  treatment 
of  patients  who  have  peripheral  vascular  disease  is 
clearly  demonstrated  by  the  following  cases. 

Case  1. — M.  W.,  male,  72  years.  Diagnosis:  Coronary 
occlusion  and  arteriosclerosis  obliterans.  The  patient  was 


unable  to  walk  because  of  severe  pain  in  both  legs.  On  the 
great  and  middle  toes  of  the  left  foot  there  were  several 
areas  of  early  gangrene.  Consultation:  Two  general  sur- 
geons and  an  orthopedic  surgeon  advised  amputation.  No 
pulse  was  palpable  in  the  left  ankle  or  foot.  Treatment: 
The  patient  was  hospitalized  and  given  cyclandelate,  3 
tablets  four  times  daily  (1,200  mg.).  Course:  Noteworthy 
improvement  occurred.  After  4 weeks,  a feeble  pulse  was 
palpable  in  the  left  foot.  The  areas  on  the  toes  began  to 
improve.  This  patient,  who  was  previously  unable  to 
walk  at  all  because  of  pain,  was  able  to  walk  and  did  so 
without  pain.  On  reevaluation  by  the  orthopedic  consult- 
ant, amputation  was  no  longer  advised. 

Case  2. — H.  E.  R.,  female,  66  years.  Diagnosis:  Severe 
arteriosclerosis  obliterans.  Consultation:  Sympathectomy  was 
advised  because  of  severity  of  the  disease,  the  lack  of  pul- 
sation in  the  ankles,  and  the  small  areas  on  the  tips  of 
the  toes  that  lacked  circulation.  Previous  therapy:  Nylidrin 
hydrochloride,  Tolazoline,  vitamin  E,  and  low  cholesterol 
diet  had  been  ineffective.  Treatment:  Cyclandelate,  8 tab- 
lets daily  ( 800  mg. ) , was  prescribed  for  a period  of  206 
days.  No  additional  medication  was  given.  Course:  Blanched 
areas  on  the  toes  cleared,  and  the  right  posterior  tibial  and 
left  dorsalis  pedis  pulses  became  palpable.  The  capillary  re- 
sponse to  pressure  improved.  Surgical  intervention  was  no 
longer  considered  necessary. 

Case  3. — L.  T.,  female,  47  years.  Diagnosis:  Diabetic 
ulcer  10  cm.  in  diameter,  ulcerative  colitis,  and  severe 
obesity.  Previous  therapy:  Tolazoline  had  been  prescribed 
and  was  not  effective.  Treatment:  Cyclandelate,  8 tablets 
daily  (800  mg.),  Cantil,  tolbutamide,  pantothenylol,  Tryp- 
tar  ointment,  and  prednisone  (2.5  mg.  four  times  daily) 
were  prescribed  for  a period  of  60  days.  Results:  Ulcer 
healed  in  3 weeks.  This  patient  had  had  previous  ulcera- 
tion which  required  grafting,  lengthy  hospitalization,  and 
usually  required  from  6 to  8 weeks  before  the  ulcer  healed. 
With  the  use  of  cyclandelate,  the  ulcer  healed  in  less  than 
half  this  time. 

Case  4. — W.  T.  P.,  male,  76  years.  Diagnosis:  Intermit- 
tent and  severe  nocturnal  claudication.  Arteriosclerotic  heart 
disease  with  failure.  Previous  therapy:  Quinine,  5 grains, 
once  daily  and  at  bedtime.  Treatment:  Cyclandelate,  4 tab- 
lets daily  (400  mg.),  was  prescribed  for  67  days.  Four 
days  during  this  period  medication  was  discontinued.  Re- 
sults: Marked  improvement  was  obtained.  The  patient  had 
a feeling  of  well  being  and  could  walk  farther  with  less 
cramping.  The  heavy  feeling  in  the  legs  also  was  ameli- 
orated. There  also  appeared  to  be  improvement  in  memory 
and  the  patient  was  more  alert.  During  the  4 days  in  which 
the  medication  was  discontinued  cramping  recurred.  On  re- 
sumption of  therapy  marked  improvement  was  again  noted. 

Case  5. — T.  D.,  male,  40  years.  Symptoms:  This  patient 
had  spasm  and  pain  in  both  hands.  When  it  was  moderately 
cold  (40  F. ),  he  wore  fur  lined  gloves  or  kept  his  hands 
in  his  pockets.  These  symptoms  had  appeared  approximately 
8 years  before  and  became  progressively  worse,  so  much 
so  that  he  moved  from  Texas  closer  to  the  equator  to  be 
in  a warmer  climate  where  there  would  be  less  effect  from 
the  cold.  Business  required  him  to  return  to  Texas.  When 
this  patient  was  first  seen,  there  was  blanching  present  in 
the  little  finger  and  the  thumb  of  the  left  hand,  and 
blanching  in  the  thumb  and  middle  finger  of  the  right 
hand  with  evidence  of  gangrene  in  the  tip  of  the  middle 
finger.  There  was  much  pain  on  exposure  to  cold  in  both 
hands,  but  considerably  more  in  the  right  hand.  Diagnosis: 
Raynaud’s  disease.  Previous  therapy:  During  the  8 year 
period,  nylidrin  hydrochloride  had  been  used  but  provided 
little  relief  from  symptoms.  Treatment:  Cyclandelate,  8 
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tablets  daily  (800  mg.),  was  prescribed  for  a period  of 
21  days.  Medication  was  continued  but  the  dose  was  in- 
creased to  12  cyclandelate  tablets  daily  (1,200  mg.)  for  1 
week,  and  then  decreased  to  a maintenance  dose  of  4 tablets 
daily  (400  mg.).  Results:  The  patient  has  improved  great- 
ly. He  no  longer  finds  it  necessary  to  keep  his  hands  in 
his  pockets  or  to  wear  gloves  when  there  is  any  notable 
decrease  in  the  temperature,  such  as  to  40  F.  Photographs 
taken  before  and  after  21  days  of  cyclandelate  therapy  show 
that  the  blanched  areas  on  the  tips  of  the  fingers  and 
thumbs  disappeared  upon  this  treatment.  There  is  no  longer 
any  gangrene  on  the  middle  finger  of  the  right  hand,  and 
there  is  improved  circulation  in  both  hands.  There  is  no 
pain;  on  a very  cold  day  there  is  only  slight  blanching  and 
slight  discomfort. 

Conclusions 

Cyclandelate  is  valuable  in  treatment  of  peripheral 
vascular  disease.  It  is  an  excellent  spasmolytic  in 
peripheral  vascular  disorders  in  which  there  is  vaso- 
spasm and  also  in  some  obliterative  vascular  disease 
as  evidenced  by  subjective  and  objective  improve- 
ment observed  in  this  clinical  study.  In  the  majority 
of  patients,  improvement  occurred  within  5 weeks 
after  institution  of  therapy.  Cyclandelate  was  often 
effective  in  producing  a response  in  serious  and 
chronic  cases  which  failed  to  respond  favorably  to 
other  forms  of  medication  and  treatment.  It  is  well 
tolerated  and  effective  in  prolonged  therapy  using 
doses  of  from  400  to  1,200  mg.  daily.  No  significant 
changes  in  blood  or  in  liver  function  occurred.  Tran- 
sient, slight  nausea  in  3 patients  was  the  only  side 
effect  to  occur  and  was  mild  and  of  short  duration. 
Its  good  tolerance  and  lack  of  cardiac  side  effects 
permit  its  use  in  the  presence  of  coronary  disease; 


it  does  not  interfere  with  sympathetic  nervous  con- 
trol; it  can  be  used  effectively  in  peripheral  vascular 
disorders,  whether  superficial  or  deep;  and  can  be 
given  chronically  with  safety. 
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Operation  of  a Summer  Camp 

For  Children  with  Diabetes  Mellitus 


WARREN  F.  DODGE,  M.D.;  A.  PIDD  MILLER,  M.D.;  and  LAURA  HOOKS,  B.S. 

Houston,  Texas 


An  evaluation  of  the  experience  gained  from  the  operation  of  a 
1 week  pilot  summer  camp  for  children  with  diabetes  mellitus  is 
given.  lo  reduce  the  risk  of  hypoglycemic  reactions  associated  with 
the  increased  activity  of  camp,  between  meal  and  bedtime  snacks  as 
well  as  a reduction  in  insulin  is  advisable. 


IT  IS  GENERALLY  agreed  among  physicians 
working  with  juvenile  diabetics  that  the  summer 
camp  represents  a valuable  educational  experience. 
It  provides  an  opportunity  for  the  child  to  gain 
confidence  in  his  own  ability  to  care  for  his  diabetes 
independent  of  parental  supervision,  while  at  the 
same  time  giving  him  a period  of  recreation  similar 
to  that  available  to  his  nondiabetic  contemporaries. 

The  present  report  concerns  the  operation  of  a 
1-week  pilot  summer  camp  for  children  with  juvenile 
diabetes  mellitus.  For  all  but  a few  of  the  children 
and  one  of  the  authors,  this  was  an  entirely  new 
experience.  At  the  time  plans  for  the  camp  were 
being  formulated,  a search  of  the  literature  revealed 
relatively  little  written  on  this  subject.2'4,  7-11  There- 


Dr.  Warren  F.  Dodge  practices  pediatrics  in  Houston. 

Camp  sponsored  by  the  Houston  Area  Diabetes  Associa- 
tion, Inc.,  Houston. 


fore,  it  is  hoped  that  a recounting  of  our  experiences 
will  be  useful  to  others  who  contemplate  similar 
projects. 

Preparation  for  Camp 

Several  months  in  advance  of  the  camp  opening, 
announcements  were  mailed  to  the  members  of  the 
local  societies  for  pediatrics  and  internal  medicine. 
This  announcement  contained  a brief  description  of 
the  camp  and  the  fact  that  funds  would  be  available 
to  those  diabetic  children  who  otherwise  would  not 
be  able  to  attend. 

A packet  containing  further  information  concern- 
ing the  camp,  an  application  blank,  and  a medical 
information  form  was  mailed  to  the  parents  who, 
at  the  direction  of  their  physician,  had  contacted  the 
local  Diabetic  Association  office.  Finally,  a few  weeks 
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prior  to  the  camp  date,  an  open  meeting  was  at- 
tended by  the  parents,  their  physicians,  and  the  camp 
medical  and  recreational  staff. 

Supplies 

The  supplies  listed  in  table  1 were  obtained  for 
use  at  camp. 

TABLE  1. — Supplies  Obtained  for  Diabetic  Camp. 

1.  Thirty  U40/U80  insulin  syringes.* * * §! 

2.  Thirty  no.  25 — Ys  inch  stainless  steel  needles.f 

3.  Thirty  Clinitest  and  Acetest  urine  testing  kits.f: 

4.  Two  dozen  U80  and  two  dozen  U40  NPH  insulin 
vials.  § 

5.  One  dozen  U80  and  one  dozen  U40  crystaline  in- 
sulin vials.§ 

6.  One  portable  pressure  sterilizer.?! 

7.  One  20  cc.  multiple  dose  vial  of  nembutal. 

8.  Six  1 cc.  ampules  of  1:1000  aqueous  adrenalin. 

9.  Four  50  cc.  ampules  of  50  per  cent  glucose. 

10.  Four  250  cc.  bottles  of  5 per  cent  glucose/14  NS. 

11.  Four  no.  20  Gardner-Murphy  infusion  needles  and 
four  disposable  plastic  infusion  sets. 

12.  Four  20  cc.  and  four  50  cc.  syringes. 

13.  Eight  no.  20  stainless  steel  needles. 

*U40  or  U80  only  syringes  should  be  used  if  the  chil- 
dren are  to  give  their  own  injections. 

fLoaned  by  Hermann  Hospital,  Houston. 

^Supplied  by  the  Ames  Company,  Elkhart,  Ind. 

§ Supplied  by  the  Eli  Lilly  Company,  Indianapolis. 
SILoaned  by  the  V.  Mueller  Surgical  Supply  House, 
Houston. 


Admission  Procedure 

The  parents  had  been  instructed  to  arrive  at  the 
camp  with  their  child  between  2 and  4 p.m.  Upon 
arrival,  the  children  were  given  a snack  and  the 
parents  interviewed  briefly.  The  following  points 
were  ascertained  during  the  interview:  usual  home 
insulin  dose  for  the  prior  week;  insulin  dose  given 
that  morning;  frequency,  symptomatology,  and  usual 
time  of  occurrence  of  hypoglycemic  reactions;  pres- 
ence of  a convulsive  disorder;  enuresis;  and  medica- 
tions. The  children  were  weighed  and  their  tempera- 
tures taken.  The  lower  bunks  were  assigned  to  the 
younger  children,  those  with  a convulsive  disorder, 
and  those  with  a history  of  nocturnal  hypoglycemic 
reactions.  A councilor  was  assigned  to  sleep  in  each 
bunk-room. 

Description  of  Campers 

The  camp  was  comprised  of  24  children  ( table  2 ) , 
ranging  in  age  from  5 to  18  years,  with  an  average 
age  of  11.1  years  and  a median  age  of  11.3  years. 
There  were  10  girls  and  14  boys.  Five  of  the  children 


(3  girls  and  2 boys)  had  had  their  diabetes  for  a 
period  of  less  than  2 years.  Four  children  (2  girls 
and  2 boys)  were  on  anticonvulsant  therapy.  Three 
subjects  (1  girl  and  2 boys)  were  receiving  an  oral 
hypoglycemic  agent  (DBI)  in  addition  to  insulin. 
Two  of  the  campers  were  brothers. 

Fifteen  of  the  children  were  in  the  fiftieth  per- 
centile or  above  for  weight.  Three  of  these  were 
overweight.  Only  1 child  with  diabetes  for  less  than 
2 years  was  below  the  fiftieth  percentile  for  weight. 
Of  the  other  8 children  below  the  fiftieth  percentile 
for  weight,  2 had  parents  who  were  also  small. 
Height,  unfortunately,  was  not  obtained.  The  average 
weight  age  was  11.1  years. 

One  child  (patient  24)  received  protamine  zinc 
insulin,  four  children  (patients  5,  13,  17,  and  22) 
received  Lente  insulin,  and  the  remainder  received 
NPH  insulin  as  their  long-acting  insulin  while  at 
home.  One  child  (patient  5)  received  two  injections 
of  NPH  insulin  daily  (7:30  a.m.  and  5:30  p.m. 
respectively).  She  required  2.72  units  of  insulin  per 
kilogram  of  body  weight  per  day  at  home.  Although 
a reduction  to  1.72  units  of  insulin  per  kilogram  per 
day  was  possible  by  the  completion  of  the  camp 
period,  because  of  her  relative  resistance  to  insulin 
she  is  omitted  from  the  calculations  presented  in 
tables  4 and  5 and  from  the  mean  of  table  2. 

Description  of  Staff 

Medical. — There  was  at  least  one  physician  pres- 
ent at  all  times,  and  from  early  morning  until  bed- 
time two  physicians  were  present.  In  addition,  a 
dietitian,  a nurse,  and  a senior  medical  student  were 
present  full-time. 

Recreational. — There  were  three  full-time  coun- 
cilors as  well  as  two  part-time  councilors.  The  latter 
two  presented  courses  in  archery,  tumbling,  and  the 
like;  the  former  three  supervised  hikes,  games,  handi- 
craft, swimming,  nature  study,  and  other  recreational 
activities. 

Operation  of  the  Camp 

General. — The  6 children  with  enuresis  were  awak- 
ened and  encouraged  to  void  approximately  YVl 
hours  after  going  to  bed.6  This  simple  device  sufficed 
in  all  but  1 of  these  children. 

None  of  the  4 children  who  were  receiving  anti- 
convulsant medications  had  a seizure  while  at  camp. 
All  had  had  their  diabetes  for  5 or  more  years.  Onset 
of  the  convulsive  disorder  followed  the  onset  of 
diabetes  mellitus  in  all  but  1 child.  This  subject 
(patient  19)  was  also  moderately  mentally  retarded. 
She  did  not  fit  well  into  camp  activities. 

Education. — Didactic  instruction  to  such  a group 
of  diabetics,  referred  by  many  physicians  with  diver- 
gent concepts  in  regard  to  the  management  and  ade- 
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Table  2. — Summary  of  24  Children  Attending  Diabetic  Camp. 


Pt. 

Duration 

of 

Diabetes 

(yr.) 

Age 

(yr.) 

Sex 

Weight 

(Kg.) 

Weight 

Age 

(yr.) 

Episodes 
of  Hypo- 
Diet  glycemia 

Insulin  Type  and 
Units /Day 

Usual  Last  Full 

Home  Dose  Camp  Day 

Insulin  Units/Kg./Day 

Usual  First  Full  Last  Full  % Change 
Home  Camp  Camp  in  Insulin 

Dose  Day  Day  Dose* 

1 

0.8 

5.0 

M 

22.7 

6.5 

1 

10  NPH 

4 reg. 

8 NPH 

0.62 

0.44 

0.35 

—43 

2 

0.9 

12.2 

F 

35.5 

11.0 

1 

1 

18  NPH 

20  NPH 

0.51 

0.45 

0.56 

+ 10 

3 

1.0 

11.9 

M 

40.9 

12.5 

3 

25  NPH 

20  NPH 

4 reg. 

0.61 

0.49 

0.59 

—3 

4 

1.3 

9.8 

F 

33.6 

10.5 

2 

1 

22  NPH 

18  NPH 

0.65 

0.48 

0.54 

—17 

5 

1.3 

11.8 

F 

44.1 

13.0 

3 

1 

80  Lente 

40  Lente 

56  NPH 

20  NPH 

2.72 

2.04 

1.72 

—37 

6 

2.0 

8.3 

F 

31.8 

10.0 

1 

5 

40  NPH 

26  NPH 

1.26 

1.01 

0.82 

—35 

7 

2.0 

10.2 

M 

24.1 

7.0 

1 

1 

22  NPH 

6 reg. 

18  NPH 

4 reg. 

1.16 

0.91 

0.91 

—21 

8 

2.0 

10.8 

F 

29.8 

9.5 

2 

1 

8 NPH 

2 reg. 

10  NPH 

4 reg. 

0.34 

0.20 

0.47 

+ 38 

9 

2.0 

13.2 

M 

63.6 

18.0 

2 

4 

64  NPH 

2 reg. 

54  NPH 

1.04 

0.85 

0.85 

—18 

10 

2.9 

7.9 

F 

25.0 

7.5 

1 

2 

42  NPH 

34  NPH 

1.68 

1.36 

1.36 

—19 

11 

3.0 

11.6 

M 

33.4 

10.5 

2 

35  NPH 

36  NPH 

1.05 

0.84 

1.08 

+ 3 

12 

3.5 

12.8 

F 

40.0 

12.0 

1 

1 

46  NPH 

34  NPH 

1.38 

1.13 

1.00 

—27 

13 

3.5 

13.7 

M 

39.5 

12.5 

3 

9 reg. 

18  Lente 

6 reg. 

19  NPH 

0.46 

0.38 

0.63 

+ 37 

14 

4.6 

12.2 

M 

43.2 

13.0 

3 

3 

44  NPH 

6 reg. 

32  NPH 

1.02 

0.79 

0.74 

—27 

15 

5.0 

8.0 

M 

28.0 

8.0 

3 

1 

24  NPH 

20  NPH 

0.86 

0.64 

0.71 

—17 

16 

5.0 

9.6 

M 

39.3 

12.5 

2 

2 

29  NPH 

22  NPH 

0.89 

0.74 

0.66 

—26 

17 

5.0 

11.9 

M 

34.1 

10.5 

3 

1 

6 reg. 

22  Lente 

4 reg. 

18  NPH 

0.65 

0.53 

0.67 

+ 3 

18 

5.5 

11.0 

M 

43.4 

13.0 

3 

2 

26  NPH 

5 reg. 

22  NPH 

0.88 

0.65 

0.74 

—16 

19 

6.0 

12.4 

F 

43.0 

12.5 

1 

12  reg. 

54  NPH 

10  reg. 
44  NPH 

1.67 

1.35 

1.35 

—19 

20 

6.0 

13.3 

M 

54.1 

15.0 

3 

1 

18  reg. 

48  NPH 

14  reg. 
32  NPH 

1.26 

0.98 

0.78 

—38 

20  reg. 

10  reg. 

21 

6.2 

9.7 

M 

40.1 

12.5 

3 

3 

28  NPH 

22  NPH 

0.70 

0.57 

0.65 

—7 

22 

7.0 

9.5 

M 

25.9 

7.5 

2 

15  Lente 

4 reg. 

16  NPH 

0.58 

0.46 

0.62 

+ 7 

23 

7.5 

9.5 

F 

25.9 

8.0 

2 

28  NPH 

20  NPH 

1.08 

0.85 

0.93 

—14 

24 

16.4 

18.9 

F 

43.4 

12.5 

1 

30  PZI 

4 reg. 

28  NPH 

0.92 

0.74 

0.83 

—10 

10  reg. 

8 reg. 

Mean 

Total 

4.2 

11.1 

36.9 

11.1 

30 

0.92f 

0.73t 

0.78f 

— 15t 

An  anticonvulsant  agent  was  administered  to  patients  16,  17,  19,  and  24. 

An  oral  hypoglycemic  agent  was  given  to  patients  3,  8,  and  13. 

One  episode  of  symptomatic  ketonuria  was  observed  in  patients  3,  13,  16,  21,  and  23;  2 episodes  were  observed  in 
patient  17;  and  3 episodes  in  patients  8 and  18. 

#Last  full  camp  day  dose  in  relation  to  usual  home  dose. 
tPatient  5 not  included  in  mean. 


quate  control  of  juvenile  diabetes  mellitus,  requires 
considerable  skill.  Otherwise,  the  child  may  leave 
camp  more  uncertain  of  the  role  diabetes  plays  in  his 
life  than  before  he  attended  it.  On  the  other  hand, 
instruction  by  example,  that  is,  influence  of  activity 
and  constancy  of  diet  upon  insulin  requirements,  can 
be  helpful. 

No  attempt  at  didactic  instruction  was  made  dur- 
ing this  short  1-week  pilot  summer  camp.  However, 


any  questions  of  either  the  child  or  his  parents  were 
answered  frankly. 

When  the  camp  lasts  for  3 or  more  weeks,  it  is 
possible  to  divide  the  time  between  assisting  the 
child  in  the  care  of  his  diabetes  and  giving  him  a 
vacation  from  this  responsibility.9  More  personnel 
than  were  present  at  this  camp  would  be  required 
to  supervise  self  insulin  injection  and  urine  testing. 

Urine  Tests  and  Insulin  Injections. — In  view  of 
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the  short  duration  of  the  camp  period  and  in  order 
to  provide  as  much  of  the  children’s  time  as  possible 
for  their  camp  activities,  the  insulin  injections  and 
urine  testing  was  done  by  the  medical  staff.  This 
was  well  accepted  by  all  of  the  children  except  1 
(patient  24).  She  was  considerably  older  than  the 
others  and  special  arrangements  were  made  for  her. 
The  insulin  injections  were  given  at  7:30  a.m.  and 
for  1 subject  (patient  5)  again  at  5:30  p.m.  Urine 
examinations  for  sugar  and  acetone  were  done  prior 
to  each  meal  and  at  bedtime. 

Diet. — Information  concerning  diet  was  obtained 
from  the  parents  as  a part  of  the  camp  medical  in- 
formation form.  It  might  be  well  to  state  here  that, 
as  a general  rule,  the  mothers  tended  to  underesti- 
mate the  amount  of  food  that  their  children  con- 
sumed. The  dietitian,  herself  a diabetic,  converted 
the  various  forms  of  diet  (weighed,  measured,  or 
exchange)  reported  to  an  exchange  diet.5 

Table  3 shows  the  three  basic  diets  into  which 
she  was  easily  able  to  group  the  children  and  in- 
cludes the  increases  in  intake  which  were  found  to 
be  necessary.  Diet  1 furnished  58.9  calories  per  kilo- 
gram of  body  weight  per  day  of  which  19-9  per  cent 
was  derived  from  protein,  38.7  per  cent  from  carbo- 
hydrate, and  41.4  per  cent  from  fat;  diet  2 furnished 
59-7  calories  per  kilogram  per  day  of  which  19-9 
per  cent  was  derived  from  protein,  38.2  per  cent 
from  carbohydrate,  and  41.9  per  cent  from  fat;  and 
diet  3 furnished  60.2  calories  per  kilogram  per  day 
of  which  19.2  per  cent  was  from  protein,  44.2  per 
cent  from  carbohydrate,  and  36.6  per  cent  from  fat. 
In  general,  the  younger  and/or  less  active  children 


were  assigned  diet  1,  the  older  and /or  more  active 
children  diet  3,  and  the  remainder  of  the  children 
diet  2, 

Breakfast  was  served  at  8 a.m.;  a snack  was  given 
midway  in  the  morning  and  afternoon  activity  peri- 
ods, 10  and  3 respectively;  lunch  was  served  at  12 
noon;  dinner  was  at  6 p.m.;  and  a bedtime  snack  was 
given  between  8:30  and  9 p.m. 

Hypoglycemic  Reactions. — It  was  decided  that  it 
would  be  well  to  adopt  a regimen  which  would  allow 
moderate  glycosuria,  rather  than  to  incur  the  risk  of 
hypoglycemic  reactions  which  might  mar  the  child’s 
camping  experience.  Therefore,  the  urine  sugar  tests 
were  frequently  in  the  2 to  3 plus  range. 

The  children  had  been  instructed  to  notify  a coun- 
cilor at  the  first  indication  that  they  were  having  a 
reaction.  When  the  planned  activity,  hiking,  fishing, 
horseback  riding,  and  the  like,  required  the  children’s 
absence  from  the  main  camp  site,  the  councilors  car- 
ried cube  sugar.  Bedcheck  was  made  at  midnight. 
Those  children  who  had  a negative  urine  sugar  test 
at  bedtime  were  awakened  then  and  given  60  cc.  of 
a 10  per  cent  glucose  solution  (Coke).  There  were 
no  nocturnal  episodes  of  hypoglycemia. 

A total  of  30  mild  hypoglycemic  episodes  occurred 
during  the  camp  period.  More  than  half  of  these, 
19,  occurred  on  the  first  full  camp  day  and  were 
precipitated  by  the  unforseen  prolongation  of  the 
morning  activity,  a hike,  into  the  lunch  period.  After 
the  first  day  all  episodes  occurred  in  the  half-hour 
period  immediately  preceding  lunch  or  dinner.  The 
symptoms  consisted  of  one  or  more  of  the  follow- 
ing: hunger,  headache,  perspiration,  paleness,  dizzi- 
ness, and  very  minimal  clouding  of  the  sensorium. 

No  major  hypoglycemic  reactions  occurred.  All 


Table  3 .—Diet  for  Diabetic  Campers. 


Diet 

Number 

Males  Females 

Mean 

Age 

(yr.) 

Mean 

Weight 

(Kg.) 

Meal 

Milk 

Meat 

Exchanges 
Bread  Fat  Fruit 

Veg.  A 

Veg.  B 

1 

2 

6 

11.0 

33.2 

Breakfast  

1 

1 

1 

1 

1 

Midmorning  snack  . . . . 

1 

Lunch  

1 

3 

2 

1 

1 

1 

Midafternoon  snack  . . . 

1 

Dinner 

1 

3 

2 

1 

1 

1 

1 

Bedtime  snack 

1 

2 

4 

3 

10.6 

35.9 

Breakfast  

1 

2 

2* 

2 

1 

Midmorning  snack  . . . 

1 

Lunch  

1 

3 

2 

1 

1 

1 

Midafternoon  snack  . 

1 

Dinner  

1 

3 

2 

1 

1 

1 

1 

Bedtime  snack 

1 

3 

8 

1 

11.5 

40.8 

Breakfast  

1 

2 

3t 

2 

1 

Midmorning  snack  . . . 

1 

Lunch  

1 

3 

3 

1 

1 

1 

Midafternoon  snack  . . 

1 

1 

Dinner  

1 

3 

3 

1 

1 

1 

1 

Bedtime  snack 

....  1 

1 

#Only  1 bread  exchange  for  patients  4,  8,  and  23. 
fOnly  2 bread  exchanges  for  patients  15  and  17. 
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Table  4. — Comparison  of  Campers  by  Duration  of  Diabetes. 


Average 

Average  Insulin  Units /Kg. /Day 

No.  of 

Weight 

Usual 

First  Full 

Last  Full 

% Change  in 

Classification 

Sex 

Subjects 

(Kg.) 

Home  Dose 

Camp  Day 

Camp  Day 

Insulin  Dose* 

Diabetes  less  than  2 yr 

M 

2 

31.8 

0.61 

0.47 

0.50 

—18 

F 

2 

34.5 

0.58 

0.46 

0.55 

—5 

Diabetes  2 yr.  or  more 

M 

12 

39.0 

0.90 

0.71 

0.76 

—15 

F 

7 

34.1 

1.20 

0.96 

0.97 

—19 

*Last  full  camp  day  close 

in  relation  to  usual  home  dose. 

Table  5 — 

-Comparison  of  Campers  by  Episodes  of  Ketosis. 

Average 

Average  Insulin  Units/Kg./Day 

No.  of 

Weight 

Usual 

First  Full 

Last  Full 

% Change  in 

Classification 

Sex 

Subjects 

(Kg.) 

Home  Dose 

Camp  Day 

Camp  Day 

Insulin  Dose* 

No  Episodes  of  Ketosis 

Diabetes  less  than  2 yr 

M 

1 

22.7 

0.62 

0.44 

0.35 

—43 

F 

2 

34.5 

0.58 

0.46 

0.55 

—5 

Diabetes  2 yr.  or  more.  . . . 

M 

7 

38.9 

1.03 

0.81 

0.81 

—21 

F 

5 

36.6 

1.36 

1.10 

1.06 

—22 

One  or  More  Episodes  of  Ketosis 

Diabetes  less  than  2 yr 

M 

F 

1 

0 

40.9 

0.61 

0.49 

0.59 

—3 

Diabetes  2 yr.  or  more 

M 

F 

5 

2 

39.3 

27.8 

0.72 

0.68 

0 O 

01  \j\ 

O -4 

0.67 

0.68 

—7 

0 

*Last  full  camp  day  dose 

in  comparison 

with  usual 

home  dose. 

were  free  of  symptoms  within  a half-hour.  None  re- 
quired epinephrine  or  parenteral  glucose  administra- 
tion. 

Insulin. — During  the  week  of  camp,  NPH  insulin 
was  used  exclusively  as  the  long-acting  insulin  in  all 
children.  In  anticipation  of  the  reduced  insulin  needs 
with  increased  activity  and  in  line  with  the  idea  of 
decreasing  the  risk  of  hypoglycemic  reactions,  the 
insulin  dose  on  the  first  full  camp  day  was  arbitrarily 
reduced  for  all  children  by  20  per  cent  from  the  dose 
that  they  were  accustomed  to  receiving  at  home.  As 
can  be  seen  in  table  4,  most  children  received  essen- 
tially this  same  dose  throughout  the  week  of  camp. 

In  keeping  with  the  natural  course  of  the  juvenile 
diabetic  to  require  much  less  insulin  in  the  first  1 to 
2 years  of  his  diabetes,  the  children  are  grouped  in 
tables  4 and  5 according  to  whether  they  have  had 
their  diabetes  for  less  than  2 years  or  for  2 years  or 
longer.  As  was  to  be  expected,  the  children  who  had 
had  their  diabetes  for  less  than  2 years  were  receiv- 
ing, on  a per  weight  basis,  approximately  half  (mean 
of  0.60  units  of  insulin  per  kilogram  of  body  weight 
per  day)  the  insulin  required  by  those  who  had  had 
their  diabetes  for  2 years  or  longer  (mean  of  0.90 
for  males  and  1.20  for  females)  at  home. 

Ketosis. — Thirteen  episodes  of  symptomatic  ketosis 
occurred  in  8 children  during  this  1 week  of  camp. 
Symptomatic  ketosis  in  these  instances  consisted  of 
the  occurrence  of  glycosuria  and  ketonuria  without 
clouding  of  the  sensorium  and  in  association  with 
one  or  more  of  the  following:  headache,  abdominal 
pain,  malaise,  anorexia,  nausea,  and  vomiting. 


All  were  clear  of  ketosis  in  2 to  6 hours  follow- 
ing from  one  to  three  injections  of  supplementary 
crystaline  insulin,  with  one  exception.  This  child 
(patient  3)  had  an  intercurrent  infection  (gastro- 
enteritis of  approximately  18  hours’  duration,  appar- 
ently viral  in  origin)  and  required  four  supple- 
mentary injections.  The  supplementary  dose  of  crys- 
taline insulin  was  calculated  as  that  equal  to  20  per 
cent  of  the  7:30  a.m.  insulin  dose  for  that  day  and 
was  administered  at  2 hour  intervals  as  long  as  the 
ketosis  persisted.1 

Discharge  Procedure 

A copy  of  the  child’s  daily  log  for  the  week  of 
camp  was  given  to  the  parents  at  the  time  they 
called  for  their  child.  The  urine  tests,  insulin  dos- 
age, and  episodes  of  hypoglycemia  and  ketosis  were 
discussed  with  them.  Any  questions  were  answered 
and  each  was  advised  to  return  to  the  child’s  usual 
diet,  activity,  and  type  and  dose  of  insulin. 

Discussion 

Those  children  who  had  had  their  diabetes  for 
less  than  2 years,  as  was  expected,  required  less  in- 
sulin on  a per  weight  basis  without  sex  difference 
than  those  who  had  had  their  diabetes  for  2 years 
or  longer.  Of  the  latter,  the  females,  probably  be- 
cause of  their  sedentary  habits,  tended  to  require 
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more  insulin  on  a per  weight  basis  than  the  males. 
This  is  particularly  evident  in  their  accustomed 
home  insulin  requirements  and  less  evident  in  their 
camp  dose. 

The  13  episodes  of  ketosis  were  particularly  dis- 
tressing since  only  1 episode  was  associated  with  an 
intercurrent  infection.  The  single  episode  in  1 other 
subject  (patient  16)  is  probably  explainable  on  the 
basis  of  an  emotional  disturbance  (complete  inactiv- 
ity brought  on  by  homesickness).  Table  5 is  de- 
signed to  elucidate  what  seems  to  be  the  most  likely 
explanation  for  the  remainder  of  the  episodes  of 
symptomatic  ketosis. 

It  is  obvious  that  in  those  subjects  in  whom  no 
ketosis  occurred  it  was  possible,  with  the  increased 
activity  of  camp,  to  sustain  a 20  per  cent  reduction 
in  the  insulin  dose.  Conversely,  in  those  subjects  in 
whom  ketosis  occurred  it  was  necessary,  despite  the 
activity  of  camp,  to  increase  the  insulin  dose  to  one 
equal  to  or  greater  than  the  usual  home  dose. 

These  findings  indicate  that  the  majority  of  the 
ketotic  episodes,  particularly  in  the  older  males,  was 
associated  with  the  reduction  of  their  insulin  dose  in 
anticipation  of  increased  activity  while  at  camp. 
However,  since  these  subjects  were  already  active  at 
home,  this  further  arbitrary  reduction  of  20  per  cent 
in  their  insulin  dosage,  without  regard  to  present 
home  insulin  dose  on  a per  weight  basis,  resulted 
in  ketosis.  \ 

The  3 children  who  were  receiving  an  oral  hypo- 
glycemic agent  (DBI)  in  addition  to  insulin  is  too 
small  a group  to  be  statistically  significant.  However, 
all  3 had  one  or  more  episodes  of  clinical  ketosis  in 
addition  to  the  intermittent  asymptomatic  finding  of 
ketone  bodies  in  their  urine.  Two  made  up  the  only 
group  of  children  requiring  a significant  increase 
in  their  insulin  dosage  (37  and  38  per  cent  respec- 
tively) from  the  usual  home  dose  in  association  with 
the  increased  activity  of  camp.  One  ( patient  3 ) , who 
had  had  his  diabetes  for  less  than  2 years,  required 
a dose  of  insulin  comparable  to  the  other  children 
who  had  had  their  diabetes  for  less  than  2 years  but 
who  were  not  receiving  an  oral  hypoglycemic  agent. 


Summary 

An  attempt  is  made  to  evaluate  the  experience 
gained  from  the  operation  of  a 1-week  pilot  summer 
camp  for  children  with  diabetes  mellitus. 


It  would  seem  advisable  not  to  include  mentally 
retarded  children  in  the  camp. 

Meal  planning  appears  to  be  more  convenient  and 
still  quite  satisfactory  when  the  exchange  system5  is 
used. 

To  reduce  the  risk  of  hypoglycemic  reactions  as- 
sociated with  the  increased  activity  of  camp,  between 
meal  and  bedtime  snacks  as  well  as  a reduction  in 
insulin  dosage  is  advisable.  A reduction  of  approxi- 
mately 20  per  cent  from  the  usual  home  require- 
ments would  seem  to  suffice  in  most. 

However,  it  is  suggested  that  a reduction  below 
approximately  0.85  units  of  insulin  per  kilogram  of 
body  weight  per  day  in  males  and  below  1.05  units 
of  insulin  per  kilogram  of  body  weight  per  day  in 
females  be  made  with  caution,  lest  it  result  in  ketosis. 
In  those  subjects  who  have  had  their  diabetes  for 
less  than  2 years,  the  lower  "safe”  limit  of  reduction 
would  seem  to  be  approximately  0.55  to  0.60  units 
of  insulin  per  kilogram  of  body  weight  per  day. 
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Treating  the  Comatosed  Patient 

Value  of  Methylphenidate  (Ritalin) 

Hydrochloride 


Ritalin  was  used  in  8 patients  suffering  from  severe  central  de- 
pression, 5 from  ethyl  alcohol.  Response  appeared  satisfactory  with 
almost  no  side  effects. 


Methylphenidate  (Ritalin)  hydrochloride 

has  been  used  in  the  treatment  of  patients 
suffering  from  overdosages  of  chlorpromazine,  reser- 
pine,  barbiturates,  alcohol-barbiturate  combinations, 
promazine,  and  Lotusate  and  to  shorten  the  recovery 
time  after  a general  anesthetic.2,  3’ 7 


Probable  Pharmacological  Action 

Hess5  postulated  that  the  subcortical  system  con- 
sists of  two  mutually  antagonistic  divisions,  the 
trophotropic,  and  the  ergotropic  divisions.  The  tro- 
photropic  division  integrates  parasympathetic  and 
somatomotor  activities  to  produce  behavioral  pat- 
terns that  conserve  and  restore  energy.  Trophotropic 
stimulation  results  in  sedation,  increased  parasympa- 
thetic activity,  and  decreased  muscle  tone  and  activ- 
ity. An  example  of  a drug  producing  stimulation  to 
this  division  is  reserpine.  The  ergotropic  division 
integrates  sympathetic  and  somatomotor  activities  to 
produce  patterns  of  behavior  which  prepare  the  body 


for  positive  action.  The  ergotropic  division  stimula- 
tion results  in  arousal,  increased  sympathetic  activity, 
enhanced  skeletal  muscle  tone  and  activity,  and  an 
activated  psychic  state.  Chlorpromazine  blocks  this 
division,  thus  producing  a similar  action  to  reserpine. 
Mescaline,  the  amphetamines,  and  ephedrine  stimu- 
late the  ergotropic  division.  Ritalin  and  Meratran 
also  stimulate  this  division,  but  they  have  only  a 
minor  direct  action  on  the  peripheral  autonomic 
system.1 


Dr.  Johnny  Randolph  Powell  is  a 
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'Normal" 


Coherent 

Coherent  but 
disoriented 

Responded  to 
verbal  stimuli 

Responded  to 
painful  stimuli 

Semi  stuporous 

Stuporous 


i 

i 

i 

i 

l 

I Average  observation  time 

i before  Ritalin  therapy 

l 

I 

I Average  time  to  alertness 

I after  Ritalin  therapy 

I 

I 

I 

I 

I Average  Ritalin  dosage  = 10  to  15  mg.  I.V. 

» ■ i 1 . > i 

01  234567 

Hours 


Fig.  1.  Coses  1-5.  Treatment  of  alcoholic  (ethyl) 


induced  depression. 


8 


Hours 

Fig.  2.  Case  6.  Treatment  of  alcohol  (isopropyl)  induced  depression.  The  chart  indicates  the  large  amount  of  Ritalin 
required  initially  with  this  type  of  drug  ingestion. 


"Normal 

Coherent 

Coherent  but 
disoriented 

Responded  to 
verbal  stimuli 

Responded  to 
painful  stimuli 

Semistuporous 

Stuporous 


Ritalin  200  mg.  in 
500  cc  . D5 W 

100  mg  . Ritalin 

Ritalin  100  mg.  „ added  to  last  I.V, 
in  500  cc  . D5  W / 1 


Ritalin  50 
mg  . P . O 

Ritalin  50  mg.P.O. 


> TO  mg  . Ritalin 
added  to  last  I . V 


*0?  restarted  ^ Ritalin  200  mg 


* * 


Oz  D.C.d 


in  500  cc  . of  N/S 

JkGastric  lavage  and  nasal  0^ 


('Ritalin  90  mg.  I.V. 

4 Ritalin  60  mg.  I.V. 

/* 


w Ritalin  100  mg.  I.V. 
BP  dropped  to  88/60 


6 

Hours 


10 


Fig.  3.  Case  7.  Treatment  of  thorazine-Mebaral  depression.  This  graph  represents  the  constant  need  for  "titering" 
the  dosage  of  Ritalin  in  severe  cases. 
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'Normal 


Coherent 

Coherent  but 
disoriented 

Responded  to 
verbal  stimuli 

Responded  to 
painful  stimuli 

Semi  stuporous 

Stuporous 


After  emergency  measures^  patient  referred  to  family  doctor 


e™ 


rr, . 


Ritalin  100  mg.  in  500  cc  . D5W 


j Ritalin  100  mg.  I.V. 


Gastric  lavage  and  nasal  O-, 

— . 1 — . — , — . — i — »_£-+. 


4 5 

Hours 


Fig.  4.  Case  8.  Treatment  after  Tolserol  and  an  unknown  tranquilizer.  This  represents  an  “average"  case  of  at- 
tempted suicide. 


Discussion  of  Cases 

la  an  attempt  to  establish  the  clinical  efficacy  of 
Ritalin,  it  was  decided  to  use  the  drug  on  patients 
suffering  from  severe  central  depression.  Unfortu- 
nately, during  the  year  of  investigation,  the  etiology 
of  the  central  depression  was  not  varied  as  greatly 
as  one  would  desire.  Of  the  7 patients  in  the  original 
work,  5 had  central  depression  from  ethyl  alcohol, 
1 from  isopropyl  alcohol,  and  1 from  a combination 
of  chlorpromazine-barbiturate  ingestion.  The  case 
presented  in  the  addendum  represents  an  overdosage 
of  Tolserol  and  an  unknown  tranquilizer. 

Cases  1 through  5. — These  patients  were  all  semistupor- 
ous  to  comatosed  from  excessive  ethyl  alcohol  intake.  Their 
cases  are  summarized  in  figure  1.  The  average  blood  pres- 
sure upon  admission  was  126/78;  pulse  85.  The  greatest 
increase  in  systolic  blood  pressure  was  38  mm.  of  mercury 
in  a 77  year  old  man.  The  greatest  diastolic  rise  was  20  mm. 
of  mercury.  The  same  patient  had  an  increase  in  pulse 
rate  of  34  after  he  became  extremely  excited  (he  received 
only  10  mg.  of  Ritalin). 

Case  6. — A 45  year  old  man  was  admitted  to  the  hos- 
pital in  an  extremely  comatosed  state  due  to  ingestion  of 
isopropyl  alcohol.  This  case  is  summarized  in  figure  2. 
Alcoholic  content  of  the  gastric  content  was  1.0  Gm.  and 
the  blood  alcohol  was  350  mg.  per  100  cc.  The  patient 
required  a large  amount  of  Ritalin  before  responding  in 
about  4 to  5 hours.  All  necessary  roentgenograms,  blood 
chemistries,  and  the  spinal  fluid  were  negative. 

CASE  7. — A 23  year  old  man  had  ingested  twelve  100 
mg.  Mebaral  tablets  and  twenty-five  50  mg.  thorazine 
tablets.  His  case  is  summarized  in  figure  3.  The  patient 
required  large  and  frequent  doses  of  Ritalin.  The  curve 
representing  the  level  of  consciousness  indicates  the  need 
for  close  observation  of  this  type  case  and  the  method  of 
"titering”  the  Ritalin  dosage. 


Summary 

Ritalin  is  an  invaluable  drug  in  the  armamentari- 
um for  the  treatment  of  the  patient  suffering  from 
an  overdose  of  central  depressants.  The  return  to  an  , 
adequate  level  of  consciousness  is  more  rapidly  ob- 
tained, the  level  being  directly  related  to  the  interval 
and  amount  of  Ritalin  given.  In  this  series,  the  vital 
signs  were  altered  in  only  2 persons.  There  was  a 
38  mm.  of  mercury  rise  in  the  systolic  blood  pressure 
in  a 77  year  old  patient  who  had  received  10  mg. 
of  Ritalin  intravenously,  and  an  intravenous  infusion 
of  1,000  cc.  D5W  with  90  mg.  of  Ritalin  was  started 
after  a gastric  lavage.  This  rise  in  blood  pressure  was 
approximately  1 hour  after  the  medication  was 
started  and  the  patient  was  returning  to  a level  of 
consciousness  to  verbalize  his  wishes.  There  was  a 
diastolic  blood  pressure  rise  of  20  mm.  of  mercury 
and  a pulse  rate  increase  of  34  in  1 patient  who  had 
received  10  mg.  of  Ritalin  and  had  become  extremely 
excited.  There  were  no  other  side  effects  noted,  and 
the  degree  of  transient  hypertension  was  not  as  great 
as  Hartert4  noted. 

The  patients  suffering  from  alcohol-induced  de- 
pression required  less  Ritalin  and  responded  more 
readily.  The  patient  who  ingested  the  isopropyl  al- 
cohol required  more  Ritalin  and  responded  more 
slowly.  The  patient  suffering  from  an  overdose  of 
barbiturate-thorazine  required  the  most  Ritalin  and 
responded  the  slowest.  It  appears  that  better  results 
are  obtained  by  injecting  large  doses  of  Ritalin  intra- 
venously directly  and  undiluted  when  dealing  with 
the  latter  2 types  of  cases  initially;  then  an  intra- 
venous "titer”  can  be  established.  The  decreased 
blood  pressure  seen  in  case  7 appeared  to  respond 
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to  Ritalin  alone,  whereas  in  the  case  reported  by 
Ivey,6  Ritalin  was  believed  to  potentiate  the  pressor 
effect  of  levo-arterenol  bitartrate.  (Blood  pressure 
dropped  to  88/60  some  4 hours  after  admission  but 
stabilized  at  about  132/70  when  the  patient  was 
completely  alert.) 

Conclusion 

Ritalin  has  a useful  place  in  the  treatment  of  the 
comatosed  patient.  The  usual  steps  for  obtaining  a 
definite  history  of  the  substances  ingested  and  the 
ruling  out  of  organic  causes  are  essential.  The  amount 
of  Ritalin  required  varies  with  the  patient  and  is 
relatively  easy  to  "titer  in,”  but  the  attending  physi- 
cian or  a highly  competent  person  should  observe  the 
patient.  It  was  found  the  drug-induced  depression 
required  100  to  200  mg.  of  Ritalin  initially  and  then 
a titer  dose  was  instituted. 


Addendum 


Since  the  original  work  on  this  paper,  an  addi- 
tional patient  (case  8)  has  been  treated  with  Ritalin. 
Her  case  is  summarized  in  figure  4. 
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Present  Status  of  Marrow 
Transplantation  for  Leukemia 

BURTON  C.  EINSPRUCH,  B.A.,  Sc.B.,  Dallas,  Texas 

It  has  been  established  that  lower  animals  can  be  protected  by  implantation  of 
homologous  hematopoietic  tissue  and  that  autologous  tissue  derived  before  irradiation 
is  highly  effective  in  protecting  the  radiated  animal.  This  theory  has  been  applied  to 
the  treatment  of  terminal  leukemia  patients.  Results  suggest  that  potentially  lethal 
ranges  of  x-radiation  followed  by  marrow  autograft  may  be  successful  in  treatment  and 
eventual  cure. 


PRIOR  TO  the  hypothecation  that  marrow  drawn 
from  a donor  might  be  helpful  in  repopulating 
the  diseased  erythropoietic  tissues  of  the  leukemic 
patient,  the  bulk  of  the  therapeusis  rested  upon  anti- 
folic  acid  compounds,  inhibitors  of  purine  and  pyra- 
midine  synthesis,  and  the  steroids.  None  of  these 
techniques  have  been  characterized  by  lasting  success. 
However,  chemical  compounds  frequently  bring  re- 
missions and  thereby  enlarge  the  life  span  of  the 
otherwise  doomed  individual. 

Several  years  after  Lorenz  and  others11  demon- 
strated that  intravenous  bone  marrow  protected  ro- 
dents against  lethal  x-radiation,  Barnes  and  others2 
reported  that  intravenous  infusions  of  isologous  and 
homologous  bone  marrow  successfully  increased  the 
survival  in  C.B.A.  mice  with  lymphoid  leukemia  fol- 
lowing a 100  per  cent  lethal  dose  of  whole  body 
x-radiation.  With'  the  event  of  Barnes’  work,  a new 
hope  was  given  to  leukemic  patients,  and  the  perfec- 
tion of  a new  technique  was  immediately  begun. 

Naturally,  no  one  at  this  time  had  substantiative 
evidence  to  back  any  hypothesis  as  to  the  mode  of 

Burton  C.  Einspruch,  B.A.,  Sc.B.,  senior  medical  student 
and  research  associate,  Division  of  Neurosurgery,  University 
of  Texas  Southwestern  Medical  School,  won  second  place 
in  the  southwestern  American  Cancer  Society  essay  contest 
in  1959  with  this  article. 


protection.  However,  it  was  assumed  that  "humoral 
factors’’  interacted  in  some  fashion  to  modify  the 
maleffects  of  the  irradiation.4  A more  attractive 
theory  was  based  upon  the  destruction  of  immuno- 
logical response  by  the  irradiation  and  subsequent 
repopulation  of  the  marrow  sites  by  the  injected 
preparations.  This  would  imply  that  leukemic  mar- 
row could  be  destroyed  and  that  transplantation 
could  be  effected  while  the  recipient’s  immunologic 
capacities  are  altered  to  such  a degree  that  the  donor 
marrow  is  not  recognized  as  being  foreign.  The 
adaptation  of  the  laboratory  technique  to  man  obvi- 
ously required  considerable  experimentation. 

Viable  marrow  cells  may  be  easily  procured  from 
fetal  and  adult  cadavers,  from  surgical  specimens,  and 
from  biopsy  specimens.  The  marrow  is  then  infused 
into  the  patient  who  has  been  irradiated,  and  the 
erythropoietic  material  either  thrives  or  the  graft 
is  rejected.  Rekers10  extensively  studied  the  probable 
causes  of  failure  of  marrow  grafts  to  develop  in 
hosts.  He  considered  causes  such  as  inadequate  stim- 
ulus for  bone  marrow  growth,  inadequate  quantities 
of  marrow,  limited  vascular  supply  to  the  implant, 
immunologic  incompatibility,  and  embryologic  age 
of  the  graft.  Experimentation  has  ruled  out  the  first 
three  possibilities.1  The  problem  of  immunologic  in- 
compatibility, even  when  modified  by  x-radiation, 
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may  be  a fundamental  defect  in  the  technique. 
Meighan  and  Bean13  have  considered  that  "the  hemo- 
poietic system  in  animals  and  man  may  be  different 
and  what  may  be  applicable  to  disease  and  therapy 
in  one  is  not  in  the  other.”  Even  if  the  graft  proced- 
ure were  successful,  one  must  then  ponder  the  pos- 
sible delayed  reactions  due  to  either  the  transplant 
or  the  massive  irradiation  which  made  it  possible. 


Theoretical  Concepts 
Of  Transplantation 

Lethal  dosages  of  irradiation  are  followed  by  high- 
er postirradiative  survivals  in  animal  groups  given 
injected  erythropoietic  cellular  material.  The  possi- 
bilities would  be,  as  summarized  from  Torelli:20 

1.  Resumption  of  the  hemopoietic  process  by  re- 
population. 

2.  Spontaneous  regeneration  of  recipient’s  marrow 
made  possible  by  the  fact  that  marrow  injections  en- 
abled the  recipient  to  "tide  over”  the  critical  phase 
of  aplasia. 

3.  Possible  induction  by  injected  marrow  of  a 
humoral  factor  capable  of  causing  or  stimulating 
medullary  regeneration  in  the  recipient. 

Although  the  possibility  that  a humoral  factor 
exists  has  never  been  completely  ruled  out,  the  pre- 
ponderance of  evidence  presently  supports  the  theory 
of  repopulation.  Several  classical  experiments  indicate 
that  various  groups  of  researchers  using  different 
techniques  all  arrived  at  the  same  conclusions. 

Lindsley  and  others9  injected  irradiated  rats  with 
a different  "type”  of  marrow.  They  later  demon- 
strated, using  a differential  agglutination  with  spe- 
cific antiserum,  that  the  circulating  peripheral  blood 
contained  largely  erythrocytes  of  the  transplanted 
varieties. 

Nowell  and  his  group14  showed  that  rat  marrow 
injected  into  the  mouse  continues  to  function.  Since 
polynucleated  cells  of  the  rat  react  strongly  positive 
to  the  histochemical  reaction  for  alkaline  phosphatase, 
whereas  the  mouse  does  not,  the  demonstration  of 
cells  possessing  the  reaction  within  the  mouse  im- 
plies large  numbers  of  rat  cells  living  within  the 
mouse. 

Ford6  demonstrated  that  irradiated  mice  which  re- 
ceived cellular  suspensions  from  donor  mice  having 
a specific  chromosomal  pattern  began  to  produce 
cells  which  showed  this  chromosomal  pattern. 

Speculation  as  to  the  nature  of  which  erythro- 
poietic elements  are  the  effective  cell  types  indicts 


a dividing  cell,  which  implies  the  stem  cells  and 
reticulum  cells  of  hematopoietic  tissue.10  By  neces- 
sity, it  must  be  a cell  which  rapidly  enters  the  blood- 
forming  sites  and  becomes  a blast  cell;  however,  the 
exact  types  have  not  yet  been  determined. 

Techniques 

Marrow  used  for  transplantation  may  have  four 
origins: 

1.  Autologous — in  which  the  recipient  and  the 
donor  are  the  same  animal. 

2.  Isologous — in  which  the  recipient  and  the  donor 
are  of  the  same  inbred  strain  (for  example,  mice). 

3.  Homologous — in  which  the  recipient  and  the 
donor  are  the  same  species  but  vary  as  to  strain  or 
"genetic  constitution”  (for  example,  man). 

4.  Heterologous — in  which  species  variation  exists 
(for  example,  rat  to  mouse). 

Needless  to  say,  the  probability  of  failure  in- 
creases in  descending  order.  Marrow  is  aspirated  by 
multiple  punctures  of  the  iliac  crests  and  sternum, 
usually  done  under  anesthesia.  The  marrow  is  then 
placed  in  a tissue  culture  medium  which  contains 
heparin.  The  marrow  suspension  is  cooled  by  Polge’s 
method  in  15  per  cent  glycerol  with  tissue  culture 
solution  to  70  C.  and  is  stored  for  further  use.  The 
amount  used  for  transplantation  has  been  calculated 
by  Thomas  and  others19  to  be  about  4 to  40  billion 
nucleated  marrow  cells  of  the  usual  differential  dis- 
tribution. These  figures  were  determined  by  results 
from  mouse3  and  monkey5  experiments. 

To  reduce  the  hazards  of  pulmonary  embolism  or 
general  vascular  obstruction,  filtration  and  subse- 
quent centrifugation  are  used  to  eliminate  fat  par- 
ticles, spicules  of  bone,  and  small  clots. 

For  obvious  reasons,  the  LD50  for  x-radiation  de- 
livered to  man  is  not  known.  Accidental  exposure 
and  data  from  atomic  blast  survivors  place  the  dose 
within  300  to  450  r.15  The  patient  receives  a dose 
of  450  to  550  rads  of  minimal  midplane  tissue 
x-radiation. 

While  the  patient  is  being  irradiated,  the  marrow 
is  rapidly  thawed  in  a water  bath,  and  the  infusion 
is  started  within  the  first  postirradiation  hour.  The 
heparin  which  accompanies  the  infusion  is  neutral- 
ized by  intravenous  protamine  sulfate.  Early  toxic 
manifestations  may  be  demonstrated,  such  as  ano- 
rexia, loss  of  weight,  or  epilation,  and  these  signs 
may  reverse  or  a progressive  downhill  course  may 
supervene,  demonstrating  the  severe  toxic  signs  of 
massive  irradiation,  culminating  in  a rapid  death. 
Autopsy  findings  resemble  in  many  respects  those 
described  by  Liebow  and  others  in  the  Japanese  vic- 
tims of  the  atom  bomb,  dying  about  the  same  length 
of  time  after  exposure.3- 12 
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Conclusion 

It  has  been  established  beyond  doubt  that  lower 
animals,  especially  rodents,  can  be  protected  by  im- 
plantation of  homologous  hematopoietic  tissue.7, 11 
It  also  has  been  shown  that  autologous  tissue  de- 
rived before  irradiation  is  highly  effective  in  protect- 
ing the  radiated  animal.1  Since  the  radiation  dose  is 
able  at  least  temporarily  to  disrupt  the  organism’s 
immunologic  mechanisms,  it  appeared  quite  feasible 
to  apply  this  to  cancer  problems  in  which  a large, 
diffuse  type  of  malignancy  which  is  totally  radio- 
sensitive may  be  destroyed.  Since  the  most  dangerous 
problems  are  associated  with  the  loss  of  blood- 
forming  elements,  that  is,  overwhelming  infections 
due  to  leukopenia  and  hemorrhagic  episodes  in  the 
presence  of  thrombocytopenia,  replacement  of  eryth- 
ropoietic elements  have  been  attempted.  Direct  ap- 
plication of  this  theory  has  been  attempted  in  the 
treatment  of  terminal  leukemia  patients. 

McGovern  and  others12  and  Meighan  and  Bean13 
have  reported  recently  their  experiences  in  4 cases. 
Repplenger  and  others17  presented  8 cases;  however, 
disease  persisted  in  4 of  8 leukemic  patients  who 
survived  after  exposure  to  300  r.  Kurnick  and  others8 
have  presented  2 cases  of  their  unsuccessful  experi- 
ence of  applying  this  technique  to  metastatic  malig- 
nancies, and  Thomas  and  others18, 19  have  presented 
8 cases.  Two  of  the  cases  involved  twins.  In  the 
identical  twin  marrow  autograft  was  deemed  suc- 
cessful and  the  disease  was  in  remission  67  days  at 
the  time  of  presentation  of  the  paper.  In  the  fra- 
ternal twin  case,  the  patient  was  subjected  to  the 
procedure,  and  leukemia  returned  in  2 months.  Sub- 
sequent repetition  of  the  procedure  has  been  done, 
and  the  disease  has  been  in  remission  1 month.  Of 
this  group,  McGovern  presented  1 successfully  treated 
patient  with  acute  lymphoblastic  leukemia  who  was 
prepared  during  a period  of  remission  induced  by 
6-mercaptopurine  by  removal  and  storage  of  marrow 
from  the  iliac  crests.  Following  total  body  irradiation, 
she  was  given  an  autologous  marrow  infusion.  The 
patient  suffered  minimal  side  effects,  and  3 weeks 
postirradiation  she  showed  no  hematologic  evidence 
of  leukemia  and  has  remained  essentially  "normal” 
for  4 months,  at  which  time  the  case  was  published. 
This  suggests  that  potentially  lethal  ranges  of  x-radi- 
ation followed  by  marrow  autograft  may  be  success- 
ful and  thereby  afford  new  insights  in  treatment, 
and  eventually  cures,  of  the  diseases  which  classically 
terminate  fatally. 
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^ Coming  Meetings 


Texas  Medical  Association,  Galveston,  April  22-25,  1961,  Dr.  May 
Owen,  Fort  Worth,  Pres.;  Mr.  C.  Lincoln  Williston,  1801  North 
Lamar  Blvd.,  Austin,  Exec.  Secy. 

American  Medical  Association,  Miami  Beach,  June  13-17,  I960. 
Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blasingame, 
535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


May 

American  Association  for  Thoracic  Surgery,  Miami  Beach,  May  11- 
13,  I960.  Dr.  William  E.  Adams,  Chicago,  Pres.;  Dr.  Ffiram  T. 
Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons,  Dearborn,  Mich., 
May  11-13,  I960.  Dr.  Reed  M.  Nesbitt,  Ann  Arbor,  Mich.,  Pres.; 
Dr.  W.  J.  Engel,  2020  E.  93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Plastic  Surgeons,  Milwaukee,  May  17-20, 
I960.  Dr.  Lyndon  A.  Peer,  New  Jersey,  Pres.;  Dr.  Thomas  D. 
Cronin,  6615  Travis  St.,  Flouston  25,  Secy. 

American  Gynecological  Society,  Williamsburg,  Va.,  May  30-June  1, 
I960.  Dr.  Karl  H.  Martzloff,  Portland,  Pres.;  Dr.  A.  A.  Marchet- 
ti,  3800  Reservoir  Rd.  N.W.,  Washington  7,  D.  C.,  Secy. 
American  Ophthalmological  Society,  Colorado  Springs,  May  16-18, 
I960.  Dr.  A.  B.  Reese,  New  York,  Pres.;  Dr.  M.  C.  Wheeler, 
30  W.  59th,  New  York  19.  Secy. 

American  Orthopaedic  Association,  Hot  Springs,  Va.,  May  30-June 
2,  I960.  Dr.  John  Royal  Moore,  Philadelphia,  Pres.;  Dr.  Lee 
Ramsay  Straub,  535  East  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Swampscott,  Mass.,  May  5-6,  I960.  Dr. 
Samuel  Z.  Levine,  New  York,  Pres.;  Dr.  A.  C.  McGuinness, 
Room  1036,  2800  Quebec  St.,  N.W.,  Washington  8,  D.  C., 
Secy. 

American  Psychiatric  Association,  Atlantic  City,  N.  J.,  May  9-13, 
I960.  Dr.  William  Malamud,  New  York,  Pres.;  Dr.  C.  H. 
Hardin  Branch,  156  Westminister  Ave.,  Salt  Lake  City,  Secy. 
American  Urological  Association,  Chicago,  May  16-19,  I960.  Dr. 
William  M.  Coppridge,  Durham,  N.  C.,  Pres.;  Mr.  William  P. 
Didusch,  1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 
International  College  of  Surgeons,  U.  S.  Chapter,  Rome,  Italy,  May 
15-18,  I960.  Dr.  Henry  Meyerding,  Rochester,  Minn.,  Pres.;  Dr. 
Ross  T.  Mclntire,  1516  Lake  Shore  Dr.,  Chicago,  Executive  Di- 
rector. 

National  Tuberculosis  Association,  Los  Angeles,  May  15-20,  I960. 
Dr.  H.  McLeod  Riggins,  New  York,  Pres.;  Mrs.  Wallace  B. 
White,  651  Marlborough  Rd.,  Brooklyn,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  May  4,  I960.  Dr. 
David  A.  Todd,  San  Antonio,  Pres.;  Mr.  Curt  W.  Reimann,  5014 
Bull  Creek  Rd.,  Austin  3,  Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  10-12,  I960.  Mr.  F.  S. 
Walters,  Jr.,  Amarillo,  Pres.;  Mr.  O.  Ray  Hurst,  2208  Main, 
Dallas,  Executive  Director. 

Fourth  District  Society,  San  Angelo,  May  7,  I960.  Dr.  S.  Braswell 
Locker,  Brownwood,  Pres.;  Dr.  J.  G.  Bodenhamer,  Mason,  Secy. 


June 

American  College  of  Chest  Physicians,  Miami  Beach,  Fla.,  June  8-12, 
I960.  Dr.  Seymour  M.  Farber,  San  Francisco,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 

American  Neurological  Association,  Boston,  June  13-15,  I960.  Dr. 
Derek  Denny-Brown,  Boston,  Pres.;  Dr.  Melvin  D.  Yahr,  New 
York  Neurological  Institute,  710  W.  168th  Street,  New  York  32, 
Secy. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  20-22, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Carolyn  H.  Mil- 
lard, 1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


National  and  Regional 

American  Academy  of  Allergy,  Washington,  D.  C.  Dr.  Bram  Rose, 
Montreal,  Canada,  Pres.;  Dr.  Joseph  Noah,  100  N.  Euclid  Ave., 
St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  General  Practice,  Miami,  April  17-20,  1961. 
Dr.  John  G.  Walsh,  Sacramento,  Calif.,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Academy  of  Pediatrics.  Dr.  William  W.  Belford,  San 
Diego,  Calif.,  Pres.;  Dr.  E.  H.  Christopherson,  1801  Hinman 
Ave.,  Evanston,  111.,  Executive  Director. 

American  College  of  Allergists,  Dallas,  March  12-17,  1961.  Dr. 
Giles  A.  Koelsche,  Rochester,  Minn.,  Pres.;  Mr.  Eloi  Bauers,  2160 
Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oct.  9-14,  I960.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C., 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 
American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19,  Secy. 

American  College  of  Gastroenterology,  Philadelphia,  O a.  23-29, 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists.  Dr.  John  I. 
Brewer,  Chicago,  Pres.;  Mr.  Donald  F.  Richardson,  P.  O.  Box 
749,  Chicago  90,  Executive  Secy. 

American  College  of  Physicians.  Dr.  Howard  P.  Lewis,  Portland, 
Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200  Pine,  Philadelphia  4,  Secy. 
American  College  of  Radiology,  Atlantic  City,  Sept.  30-Oct.  1,  I960. 
Dr.  Earl  E.  Barth,  Chicago,  Pres.;  Mr.  W.  C.  Stronach,  20  N. 
Wacker  Dr.,  Chicago  6,  Executive  Director. 

American  College  of  Surgeons,  San  Francisco,  Oct.  10-14,  I960.  Dr. 
Owen  H.  Wangensteen,  Minneapolis,  Pres.;  Dr.  William  E. 
Adams,  950  E.  59th  St.,  Chicago,  Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington, D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago  2, 
Executive  Secy. 

American  Dermatological  Association.  Dr.  Marion  B.  Sulzberger,  New 
York,  Pres.;  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32, 
Secy. 

American  Gastroenterological  Association.  Dr.  H.  Marvin  Pollard, 
Ann  Arbor,  Pres.;  Dr.  Wade  Volwiler,  University  of  Washington 
School  of  Medicine,  Seattle  5,  Secy. 

American  Fleart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland,  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago,  Executive  Director. 
American  Laryngological,  Rhinological,  and  Otological  Society,  Lake 
Placid  Club,  May  23-25,  I960.  Dr.  Fletcher  D.  Woodward,  Char- 
lottesville, Va.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg., 
Rochester,  N.  Y.,  Secy. 

American  Proctologic  Society.  Dr.  H.  R.  Reichman,  Salt  Lake  City, 
Pres.;  Dr.  Norman  D.  Nigro,  10  Peterboro,  Detroit  1,  Secy. 
American  Public  Health  Association,  San  Francisco,  Oct.  31 -Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  New  York,  On.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 
American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24-Oct.  2, 
I960.  Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells, 
445  Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 

Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

Radiological  Society  of  North  America,  Cincinnati,  Ohio,  Dec.  4-9, 
I960.  Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S. 
Childs,  713  E.  Genesee,  Syracuse  2,  N.  Y„  Secy. 

South  Central  Association  of  Blood  Banks.  Dr.  John  B.  Alsever, 
Phoenix,  Pres.;  L.  Ruth  Guy,  Ph.D.,  Room  1101,  Stoneleigh 
Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  St.  Louis,  Oct.  31-Nov.  3,  I960.  Dr. 
Edwin  H.  Lawson,  New  Orleans,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 
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Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4, 
I960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 

Southwest  Allergy  Forum.  Dr.  Johnny  A.  Blue,  Oklahoma  City, 
Pres.;  Dr.  George  L.  Winn,  Suite  104,  Lister  Medical  Building, 
430  Northwest  Twelfth  St.,  Oklahoma  City,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Oct.  23,  I960. 
Dr.  Robb  Rutledge,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
Westchester  House,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  El  Paso,  Oct.  20-22,  I960. 

Dr.  R.  L.  Deter,  El  Paso,  Pres.;  Dr.  Merle  Thomas,  1501  Ari- 

zona Building,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio.  Dr.  Peter 

E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711 

Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Fort  Smith,  Ark.  Dr.  Fred  H.  Krock, 
Fort  Smith,  Ark.,  Pres.;  Mary  O’Leary,  813  Medical  Arts  Bldg., 
Oklahoma  City,  Exec.  Secy. 

Tri-State  Medical  Assembly,  Louisiana,  Sept.  14-15,  I960.  Dr.  R.  B. 
Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport,  Secy. 

United  States-Mexico  Border  Public  Health  Association.  Mr.  Frank  J. 
Von  Zuben,  Jr.,  Austin,  Pres.;  Dr.  Jorge  Roman,  243  United 
States  Court  House,  El  Paso,  Secy. 


State 

Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 

Texas  Academy  of  General  Practice,  Dallas,  Oct.  3-5,  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine.  Dr.  Merton  M.  Minter,  San 
Antonio,  Pres.;  Dr.  Hugo  T.  Engelhardt,  1216  Main,  Houston, 
Secy.  Meetings  restricted  to  members. 

Texas  Air-Medics  Association,  Galveston,  April  22-25,  1961.  Dr. 
C.  D.  Henry,  San  Antonio,  Pres.;  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Secy. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Galveston,  April 
22-25,  1961.  Dr.  L.  P.  Walter,  Austin,  Pres.;  Dr.  W.  V.  Brad- 
shaw, Jr.,  1800  University  Drive,  Fort  Worth,  Secy. 

Texas  Qub  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio. 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1, 
Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Galveston,  April 
22-25,  1961.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kel- 
ton,  Jr.,  108  West  30th,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Galveston, 
April  22-25,  1961.  Dr.  Hiram  M.  Anderson,  San  Angelo,  Pres.; 
Dr.  Milton  V.  Davis,  3707  Gaston  Avenue,  Dallas,  Secy.-Treas. 
Texas  Dermatological  Society,  Galveston,  April  22-25,  1961.  Dr. 
M.  W.  Harrison,  Houston,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy.-Treas. 

Texas  Diabetes  Association,  Galveston,  April  22-25,  1961.  Dr.  James 
A.  Greene,  Houston,  Pres.;  Dr.  John  W.  Chriss,  2436  Morgan 
Street,  Corpus  Christi,  Secy.-Treas. 

Texas  Heart  Association,  Dallas,  Sept.  9-10,  I960.  Dr.  Robert  E. 
Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H.  Jones 
Library  Building,  Houston  25,  Executive  Director. 

Texas  Industrial  Medical  Association,  Galveston,  April  22-25,  1961. 
Dr.  Noble  B.  Daniel,  Texarkana,  Pres.;  Dr.  J.  G.  Burdick,  Pasa- 
dena, Secy. 

Texas  Neuropsychiatric  Association,  Galveston,  April  22-25,  1961. 
Dr.  Clarence  S.  Hoekstra,  Dallas,  Pres.;  Dr.  E.  Ivan  Bruce,  Jr., 
Galveston,  Secy.-Treas. 

Texas  Ophthalmological  Association,  Galveston,  April  22-25,  1961. 
Dr.  Otto  Lippmann,  Austin,  Pres.;  Dr.  James  H.  Scruggs,  Waco, 
Secy. 

Texas  Orthopedic  Association,  Galveston,  April  22-25,  1961.  Dr. 
Ike  S.  McReynolds,  Houston,  Pres.;  Dr.  Margaret  Watkins,  Dallas, 
Secy.-Treas. 

Texas  Otolaryngological  Association,  Galveston,  April  22-25,  1961. 
Dr.  August  J.  Streit,  Amarillo,  Pres.;  Dr.  Louis  E.  Adin,  Jr., 
Dallas,  Secy. 

Texas  Pediatric  Society,  October,  I960,  Dallas.  Dr.  Byron  York, 
Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris,  Secy. 
Texas  Physical  Medicine  and  Rehabilitation  Society,  Galveston,  April 
22-25,  1961.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 


Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Fort  Worth,  March  5-8,  1961. 
Mrs.  Maggie  Belle  Davis,  Corpus  Christi,  Pres.;  Mr.  Joseph  N. 
Murphy,  Jr.,  Box  4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 
Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9,  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Galveston,  April  22-25,  1961. 

Dr.  Randle  J.  Brady,  Houston,  Pres.;  Dr.  Eugene  L.  Slataper, 

Houston,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Galveston,  April  22-25, 
1961.  Dr.  W.  S.  Horn,  Jr.,  Fort  Worth,  Pres.;  Dr.  Louis  Levy, 
Fort  Worth,  Secy.-Treas. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Galveston, 
April  22-25,  1961.  Dr.  H.  Gray  Carter,  Dallas,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Temple,  Secy.-Treas. 

Texas  Society  of  Pathologists,  Inc.,  Galveston,  April  22-25,  1961. 

Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A. 
Stembridge,  Dallas,  Secy.-Treas. 

Texas  Society  of  Plastic  Surgeons,  Galveston,  April  22-25,  1961. 

Dr.  J.  B.  Patterson,  Fort  Worth,  Pres.;  Dr.  Raymond  O.  Brauer, 
Houston,  Secy.-Treas. 

Texas  Society  on  Aging.  Dr.  Ernest  W.  Keil,  Temple,  Pres;.  Mrs. 

William  B.  Ruggles,  3701  Stratford,  Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  San  Antonio,  Oct.  3-4,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  Antonio, 
Dec.  2-3,  I960.  Dr.  Lyle  J.  Logue,  Houston,  Pres.;  Dr.  Oliver 
Suehs,  14  Medical  Arts  Square,  Austin,  Secy. 

Texas  Traumatic  Surgical  Society,  Galveston,  April  22-25,  1961.  Dr. 
Edward  R.  Rowe,  Galveston,  Pres.;  Dr.  John  C.  Long,  Plainview, 
Secy.-Treas. 

Texas  Tuberculosis  Association,  Corpus  Christi,  March  16-18,  1961. 
Dr.  J.  Edward  Johnson,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box 
6158,  Austin  21,  Executive  Director. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas,  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St., 
Wichita  Falls,  Secy. 


District 


First  District  Society.  Dr.  Russell  Holt,  El  Paso,  Pres.;  Dr.  Gordon 
L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  District  Society,  Snyder,  1961.  Dr.  M.  J.  Loring,  Midland, 
Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 

Third  Ditrict  Society,  Lubbock.  Dr.  Grady  M.  Wallace,  Lubbock, 
Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo,  Secy. 
Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9.  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13th,  Austin,  Secy. 

Eighth  District  Society,  Corpus  Christi,  July  8-9.  I960.  Dr.  M. 
Warren  Hardwick,  Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346, 
Victoria,  Secy. 

Ninth  District  Society,  Bellville,  Spring,  1961.  Dr.  Irving  M.  Wat- 
son, Jr.,  Conroe;  Dr.  William  E.  Sharp,  721  E.  Texas,  Baytown, 
Secy. 

Tenth  District  Society,  September,  I960.  Dr.  J.  W.  McCall,  Jr., 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Eleventh  District  Society.  Dr.  Ben  Wilson,  Tyler,  Pres.;  Dr.  Floyd 
Verheyden,  813  John  St.,  Jacksonville,  Secy. 

Twelfth  District  Society,  Waco,  January,  1961.  Dr.  Bernard  Rosen, 
Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th,  Corsicana, 
Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  William  B. 
Allensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  11,  I960.  Dr. 
Andrew  Jackson,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  20-22, 
1961.  Dr.  Frank  H.  Kidd,  Jr.,  Dallas,  Pres.;  Millard  J.  Heath, 
433  Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 
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International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  6-9, 
1961.  Dr.  Maurice  E.  St.  Martin,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas.  Henry  B.  Hardt,  Ph  D.,  Fort  Worth,  Pres.; 
Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State  Office  Bldg.,  201  E. 
14th  St.,  Austin. 


EDUCATION 


One  Texan  Among  Lederle  Grant  Awardees 

One  Texas  physician,  Dr.  George  L.  Jordan,  Jr.,  of 
Baylor  University  College  of  Medicine,  Houston,  is  among 
14  young  medical  school  faculty  members  who  have  been 
named  this  year  to  share  $250,000  under  the  Medical 
Faculty  Awards  program  of  Lederle  Laboratories  Division, 
American  Cyanamid  Company. 

In  the  7 year  span  of  the  grants,  more  than  $1,750,000 
has  gone  to  105  faculty  members  in  55  United  States  and 
Canadian  medical  schools.  Generally  awarded  for  terms  not 
to  exceed  3 years,  the  money  may  be  used  in  three  ways: 
to  supplement  salary  of  an  individual  so  that  the  school 
can  retain  him  for  vital  teaching  and  research  functions; 
to  bring  into  a school  a new  faculty  member  not  previously 
supported  either  by  budget  or  research  funds;  or  to  con- 
tinue the  salary  of  an  individual  previously  supported  from 
sources  outside  the  medical  school,  such  as  research  fellow- 
ships or  grants. 

Nominations  are  made  to  the  Awards  Committee  through 
the  offices  of  deans  of  the  medical  schools. 


Postgraduate  Courses 

Arthritis  and  Related  Diseases,  Holly wood-by-the-Sea, 
Fla.,  June  11-12. — Being  held  immediately  following  the 
annual  meeting  of  the  American  Rheumatism  Association 
and  immediately  preceding  the  annual  meeting  of  the 
American  Medical  Association,  this  postgraduate  seminar 
is  acceptable  for  8 hours  of  category  I credit  by  the  Acad- 
emy of  General  Practice.  It  is  sponsored  by  the  Florida 
Chapter,  Arthritis  and  Rheumatism  Foundation,  with  the 
cooperation  of  University  of  Florida  Medical  College,  Uni- 
versity of  Miami  Medical  School,  Florida  State  Board  of 
Health,  and  the  South  Florida  Rheumatism  Society.  Regis- 
tration fee  is  $15.  Programs  and  registration  forms  are 
available  from  the  Seminar  Committee,  Florida  Chapter, 
Arthritis  and  Rheumatism  Foundation,  1206  Huntington 
Medical  Building,  Miami  32,  Fla. 

Maternal-Fetal  Relationships,  Denver,  June  27-29- — A 
summer  seminar  on  "Basic  Aspects  of  Maternal-Fetal  Rela- 
tionships” will  be  held  June  27-29  in  Denver.  It  is  spon- 
sored by  the  Department  of  Obstetrics  and  Gynecology  of 


the  University  of  Colorado  School  of  Medicine.  Tuition  fee 
is  $35  for  the  3 days.  This  course  is  approved  for  Ameri- 
can Academy  of  General  Practice  category  I credit  for  12 
hours.  For  further  information,  those  interested  may  write 
to  the  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  4200  East  Ninth  Avenue, 
Denver  20. 

Internal  Ophthalmology,  Aspen,  Colo.,  July  5-8. — A 
course  in  internal  ophthalmology  will  be  presented  July 
5-8  at  Aspen,  Colo.  It  is  sponsored  by  the  Colorado  Oph- 
thalmological  Society  and  the  Division  of  Ophthalmology  of 
the  Department  of  Surgery  of  the  University  of  Colorado 
School  of  Medicine.  The  course  has  been  arranged  so  that 
all  scientific  sessions  will  be  held  in  the  mornings,  leaving 
the  afternoons  free  for  recreation.  Registration  fee  for  the 
course  is  $50.  Those  interested  in  further  information  may 
write  the  Office  of  Postgraduate  Medical  Education  at  the 
University  of  Colorado  Medical  Center,  4200  East  Ninth 
Avenue,  Denver  20. 


Five  More  Schools  Approved 
For  Vocational  Nurse  Training 

Five  schools  have  been  newly  added  to  those  in  Texas 
offering  vocational  nurse  training  programs,  bringing  the 
total  to  108,  F.  R.  Higginbotham,  president  of  the  Board 
of  Vocational  Nurse  Examiners,  has  announced.  The  new 
training  centers  are  Refugio  County  Hospital,  Refugio; 
Victoria  College,  Victoria;  Big  Sandy  Hospital,  Big  Sandy; 
Bethania  Hospital,  Wichita  Falls;  and  Lamesa  School  of 
Vocational  Nursing,  Lamesa. 

At  the  March  25  statewide  examination,  589  candidates 
passed  and  were  issued  vocational  nursing  licenses.  Highest 
score  on  the  examination  (94.8)  was  attained  by  Mrs. 
Elizabeth  Duncan  Coke,  who  completed  her  year’s  training 
at  Memorial  Hospital  School  of  Vocational  Nursing,  Mt. 
Pleasant. 

Since  inception  of  the  Vocational  Nurse  Law  in  1951, 
a total  of  21,853  licenses  have  been  issued,  including  those 
to  licentiates  qualified  through  waiver  requirements,  those 
who  qualified  through  schooling  and  examination,  and 
those  whose  licenses  were  issued  by  reciprocity. 

Next  state  board  examination  will  be  held  July  23  in 
Austin,  with  deadline  for  applications  submission  June  22. 
Governor  Price  Daniel  appointed  the  following  on  March 
14  to  serve  6 year  terms  on  the  board  of  examiners:  Mrs. 
Lena  Mae  Land,  R.N.,  Brady;  Mrs.  Willie  B.  Robichaux, 
L.V.N.,  Beaumont;  and  Mrs.  Winnie  O.  Warhol,  L.V.N., 
Marlin. 


Houston  Symposium  to  Study 
Mental  Retardation  Set  June  2-4 

"Causes  of  Mental  Retardation  and  Practical  Approach 
to  Diagnosis  and  Management”  will  be  the  subject  of  a 
postgraduate  symposium  to  be  held  June  2-4  in  the  audi- 
torium of  the  Texas  Children’s  Hospital,  Houston. 

The  symposium  is  being  presented  under  auspices  of 
the  Department  of  Pediatrics,  Baylor  University  College  of 
Medicine,  and  the  Division  of  Maternal  and  Child  Health, 
State  Department  of  Health.  Making  arrangements  are  Dr. 
Russell  J.  Blattner,  Texas  Children’s  Hospital  physician- 
in-chief  and  chairman  of  the  Baylor  Department  of  Pedi- 
atrics, and  Dr.  A.  Aaron  Mintz,  chairman  of  the  postgrad- 
uate teaching  committee,  Baylor  Department  of  Pediatrics. 
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Medical  Students'  Day 

Held  at  Baylor  University,  Houston 

The  Texas  Medical  Association  and  Harris  County  Medi- 
cal Society  jointly  honored  medical  students  on  April  28 
with  the  annual  Medical  Students’  Day  at  the  Baylor  Uni- 
versity College  of  Medicine,  Houston. 

Dr.  May  Owen,  Fort  Worth,  President  of  Texas  Medical 
Association,  presented  the  evening  dinner  address,  climax- 
ing the  program.  Her  topic  was  "Looking  Ahead:  Healing, 
Teaching,  Citizenship.” 

Dr.  Wendell  H.  Hamrick  of  Houston,  president  of  the 
Harris  County  Medical  Society,  presided  at  the  one-day 
meeting  and  delivered  the  welcoming  address. 

Other  speakers  and  their  topics  were  C.  Lincoln  Willis- 
ton,  Austin,  Executive  Secretary  of  Texas  Medical  Associa- 
tion, "The  Best  Medical  Care  for  All  Texans”;  Dr.  Thomas 
L.  Royce,  Houston,  member  of  the  Council  on  Public  Rela- 
tions and  Public  Service,  "Your  Practice  and  Public  Opin- 
ion”; Donald  M.  Anderson,  Austin,  Assistant  Executive 
Secretary  of  the  Association,  "Serving  the  Doctors  of  Tex- 
as”; and  Pat  Bailey,  Austin,  Assistant  General  Counsel  of 
TMA,  "Legal  Aspects  of  Medical  Practice;  Malpractice — 
How  to  Avoid  It.” 

Also,  Dr.  R.  Mayo  Tenery,  Waxahachie,  District  14 
Councilor,  "Medical  Ethics  and  Medical  Etiquette;  Obliga- 
tion of  the  Physician  to  His  Colleagues  and  to  the  Profes- 
sion”; William  L.  Haverfield,  Houston,  Medical  Center 
representative,  Mead  Johnson  & Company,  "Where  Should 
I Practice?”;  and  Dr.  Harvey  Renger,  Hallettsville,  Presi- 
dent-Elect of  TMA,  "The  Business  Side  of  Your  Practice.” 

Dr.  James  H.  Sammons  of  Highlands,  District  9 Vice 
Councilor,  presided  over  the  evening  and  dinner  session. 

George  Noon,  president  of  the  senior  class  of  Baylor 
University  College  of  Medicine,  gave  the  student  response 
and  Dr.  Stanley  W.  Olson,  Houston,  dean  of  the  medical 
college,  responded  for  his  office. 

Dr.  Elerbert  H.  Duke  of  Baytown,  District  9 Councilor, 
introduced  the  dinner  speaker,  Dr.  Owen. 


Physicians  Still  Needed  by  Armed  Forces 
Despite  Occasional  Surplus:  Hershey 

The  Armed  Forces  continue  to  require  the  services  of 
most  physicians  liable  for  military  service  under  the  Uni- 
versal Military  Training  and  Service  Act.  Lt.  General  Lewis 
B.  Hershey,  director  of  Selective  Service,  issued  this  re- 
minder to  physicians  when  it  became  apparent  recently  that 
the  Armed  Forces  would  not  call  to  active  duty  a small 
number  of  physicians  in  a few  specialties  who  had  been 
deferred  for  residency  training  under  the  Armed  Forces 
Reserve  Medical  Officer  Commissioning  and  Residency 
Consideration  Program. 

All  reserve  officers  deferred  for  residency  in  most  spe- 
cialties will  be  called. 

The  Selective  Service  director  urged  doctors  not  to  draw 
erroneous  conclusions  concerning  the  need  for  their  services. 
If  a substantial  number  of  physicians  conclude  rhey  are 
not  needed,  existing  shortages  in  the  Armed  Forces  will 
be  aggravated,  he  said.  Temporary  surpluses  in  some  areas 
are  due  to  such  factors  as  4-or-5-year-ahead  planning,  re- 
visions in  Armed  Forces  strength,  redistribution  of  troops, 
reorganization  of  the  hospital  system,  specialists  choosing 
a military  career,  and  voluntary  extension  of  duty  tours 
by  reserve  officers. 


Two-Campus  Route  Developed 
For  Degree  in  Nursing 

An  improved  two-campus  educational  route  to  a bachelor 
of  science  degree  in  nursing  at  the  University  of  Texas  will 
be  inaugurated  with  enrollment  of  the  freshmen  class  in 
September,  Dr.  Logan  Wilson,  president,  announced  re- 
cently. 

The  first  half  of  the  student’s  4 year  term  will  be 
taught  at  the  University’s  main  campus  in  Austin  and  the 
second  half  in  the  school  and  hospitals  of  the  Medical 
Branch  in  Galveston.  A variation  of  the  University’s  pro- 
gram allows  for  acceptance  of  a nursing  student  who  has 
completed  prescribed  freshman  work  at  any  accredited  junior 
or  senior  college.  Applications  for  fall  enrollment  will  be 
received  at  both  Galveston  and  Austin  immediately. 

High  lights  of  the  program  are  ( 1 ) it  will  streamline  the 
work,  cutting  out  about  8 weeks  of  classroom  time  through 
rearranged  schedules,  allowing  more  vacation  time  and 
conforming  with  usual  academic  calendars;  (2)  several 
members  of  the  Medical  Branch  faculty  will  shift  to  Austin 
to  teach  preparatory  nursing  courses  in  conjunction  with 
other  work  in  the  College  of  Arts  and  Sciences;  and  (3) 
the  curriculum  will  be  strengthened  by  utilizing  more  of 
the  main  University’s  teaching  faculty  and  facilities. 


Foreign  Study  Grants 
Available  to  Medical  Students 

A program  to  further  international  relations  for  the 
United  States  by  making  it  possible  for  medical  students 
to  serve  as  unofficial  ambassadors,  has  been  announced  by 
the  Association  of  American  Medical  Colleges  and  Smith 
Kline  & French  Pharmaceutical  Company. 

Established  by  a $180,000  grant  from  Smith  Kline  & 
French,  the  new  program  will  provide  foreign  fellowships 
through  which  students  of  United  States  medical  colleges 
may  travel  abroad  for  a limited  period  of  time  to  work 
in  remote  areas  of  the  world. 

Any  student  who  has  completed  his  third  year  of  medical 
school  is  eligible  to  apply  for  a fellowship.  If  accepted  he 
may  spend  12  weeks  or  more  at  a foreign  mission  or  other 
remote  private  medical  facility,  or  a public  health  unit, 
clinic,  or  hospital.  Medical  students  who  wish  to  apply  for 
a fellowship  must  submit  their  application  to  the  dean  of 
their  medical  school.  If  the  application  is  acceptable,  the 
dean  will  then  endorse  it  and  forward  it  to  the  Association 
of  American  Medical  Colleges. 


University  of  Texas  Medical  Branch 

Dr.  Wilder  Penfield,  director  of  the  Montreal  Neurologi- 
cal Institute,  and  chairman  of  the  Department  of  Neurology 
and  Neurosurgery  at  McGill  University,  gave  the  Kempner 
Lecture  at  the  University  of  Texas  Medical  Branch,  April 
28,  in  Galveston.  He  spoke  on  "The  Record  of  Experience.” 
"The  Importance  of  Dreaming”  was  his  subject  for  a lec- 
ture at  the  Medical  Branch  the  next  day. 

Dr.  Robert  Pudenz  of  Pasadena,  Calif.,  was  speaker  for 
the  annual  Greenwood  Lecture  at  the  University  of  Texas 
Medical  Branch,  Galveston,  on  March  8.  His  subject  was 
"The  Dynamic  Aspects  of  Head  Injury.” 
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MEDICAL  MEETINGS 

Out-of-State  Speakers,  Workshops 
Set  for  Alcoholism  Institute 

A faculty  of  national  repute  will  present  latest  authenti- 
cated information  relating  to  the  nature,  treatment,  and 
prevention  of  alcoholism  when  the  University  of  Texas 
holds  the  third  session  of  its  annual  Institute  on  Alcohol 
Studies  June  26-29  in  Austin. 

"The  Magnitude  and  Scope  of  the  Problem”  will  be 
discussed  by  John  Park  Lee,  executive  secretary,  Board  of 
National  Presbyterian  Health  and  Welfare  Association, 
United  Presbyterian  Church,  USA,  New  York. 

"Where  Do  We  Go  From  Here?”  will  be  the  topic  of 
Carl  Anderson,  Ph.D.,  alcoholism  program  services  staff 
member,  National  Institute  of  Mental  Health,  Bethesda, 
Md.;  and  C.  Stanley  Clifton,  Director  of  the  School  of 
Social  Work,  University  of  Oklahoma,  Norman,  will  speak 
on  "The  Disintegrative  Effects  of  Alcoholism  on  the 
Family.” 

George  Moon  of  the  Texas  Company,  Port  Arthur,  will 
discuss  "Economic  Aspects  of  Alcoholism  in  Industry,”  Dr. 
Earle  M.  Marsh  of  San  Francisco  will  discuss  "How  One 
Becomes  an  Alcoholic  and  What  Can  Be  Done  About  It," 
and  Jessie  Helen  Haag,  Ed.D.,  associate  professor  of  health 
and  education  at  the  University  of  Texas,  will  speak  on 
"An  Effective  Preventive  for  Alcoholism.” 

"Utilizing  Community  Resources  in  Attacking  Alcohol- 
ism” will  be  the  topic  of  Frances  Robertson,  executive 
director,  Houston  Council  on  Alcoholism,  Houston. 

Workshops  for  social  workers,  clergy,  educators,  physi- 
cians, nurses,  correctional  officials,  and  civic  leaders  are 
planned. 

All  sessions  will  be  held  in  air-conditioned  Kinsolving 
Dormitory  on  the  University  of  Texas  campus.  Institute 
registration  fee  is  $15,  with  a limited  number  of  scholar- 
ships offered  to  Texas  residents.  Rates  for  room  and  board 
at  Kinsolving  Dormitory  for  the  3-day  period  are  $21 
twin  bedroom,  $27  single  bedroom,  with  connecting  baths. 
Registration  of  full-time  students  is  limited  to  200,  special 
consideration  being  given  to  those  in  position  to  make 
greatest  use  of  knowledge  gained  in  the  respective  fields  in 
which  each  is  engaged. 

Application  blanks  or  information  may  be  requested 
from  the  Texas  Commission  on  Alcoholism,  State  Office 
Building,  Austin. 

Second  Annual  Cancer  Conference 
Set  for  Oregon  July  7-8 

The  second  annual  Oregon  Cancer  Conference  is  being 
held  July  7-8  in  Portland,  under  joint  sponsorship  of  the 
Oregon  State  Medical  Society,  the  Oregon  Division  of 
the  American  Cancer  Society,  and  the  University  of  Oregon 
Medical  School. 

Guest  lecturers  will  include  Dr.  Oscar  Creech,  Jr.,  New 
Orleans,  professor  and  chairman  of  the  Department  of 
Surgery,  Tulane  University  School  of  Medicine;  Dr.  J. 
Hartwell  Harrison,  Boston,  clinical  professor  of  genito- 
urinary surgery,  Harvard  Medical  School;  Dr.  Henry  Jaffe, 
Los  Angeles,  director  of  the  Division  of  Radiation  Therapy 
and  Nuclear  Medicine,  Cedars  of  Lebanon  Hospital;  Dr. 

I.  S.  Ravdin,  Philadelphia,  professor  of  surgery  at  the  Uni- 
versity of  Pennsylvania  Medical  School;  and  Dr.  R.  Wayne 
Rundles,  Durham,  N.  C.,  Department  of  Medicine,  Duke 
University  Medical  Center.  Program  chairman  is  Dr.  Mar- 
tin A.  Howard,  Portland. 


Entire  expense  of  the  conference  is  being  underwritten 
by  the  Oregon  Division  of  the  American  Cancer  Society; 
there  will  be  a charge  for  luncheons  and  banquet.  All  ses- 
sions are  to  be  at  the  new  Sheraton  Hotel,  where  a block 
of  rooms  has  been  reserved  for  physicians  wishing  to  at- 
tend. Further  information  may  be  requested  from  Roscoe 
K.  Miller,  executive  secretary,  Oregon  State  Medical  Society, 
2164  SW  Park  Place,  Portland  5. 

International  Internal  Medicine  Congress 
To  Attract  Top  Men  Around  World 

The  Sixth  International  Congress  of  Internal  Medicine, 
organized  by  the  International  Society  of  Internal  Medi- 
cine, will  be  held  August  24-27  in  Basle,  Switzerland.  Some 
70  leading  internists  from  all  over  the  world  will  take  part 
in  the  main  scientific  program  by  reading  papers  or  par- 
ticipating in  panel  discussions. 

Official  languages  will  be  German,  French,  and  English, 
with  simultaneous  translation.  Principal  subjects  of  the 
Congress  are  to  be  "Pathogenesy  and  Therapy  in  the 
Edema”  and  "Enzymic  Regulations  in  the  Clinic.”  Panels 
on  interstitial  nephritis,  nephrosis,  diuretics,  diagnostic 
value  of  the  enzymes,  therapeutic  indications  of  the  en- 
zymes, and  serology  in  rheumatic  diseases  will  be  held. 
Also  slated  are  instruction  in  internal  medicine  and  lectures 
on  subjects  of  free  choice. 

Programs  and  registration  forms  may  be  requested  from 
Dr.  H.  Ludwig,  Secretary  of  the  Sixth  International  Con- 
gress of  Internal  Medicine,  Steinentorstrasse  13,  Basle  10, 
Switzerland.  President  of  the  congress  is  Dr.  A.  Gigon, 
Basle;  president  of  the  International  Society,  Sir  Russell 
Brain,  London. 

Congenital  Malformations  to  Be 
London  Conference  Topic 

The  International  Conference  on  Congenital  Malforma- 
tions will  be  held  in  London  July  18-22  under  sponsorship 
of  the  National  Foundation.  Its  program  will  deal  particu- 
larly with  the  incidence  of  congenital  malformations  and 
their  relationship  to  social  and  medical  conditions,  the 
genetic  and  environmental  factors  that  may  be  responsible, 
the  normal  mechanisms  of  embryogenesis  and  the  condi- 
tions which  result  in  abnormalities,  the  relationships  be- 
tween mother  and  fetus  during  pregnancy,  and  the  obstet- 
rical problems  related  to  deformity. 

Further  information  may  be  requested  from  Stanley  E. 
Henwood,  executive  secretary,  International  Medical  Con- 
gress, Ltd.,  120  Broadway,  New  York. 

International  Medical  Assembly 
Of  Southwest  Texas  Elects 

The  International  Medical  Assembly  of  Southwest  Texas 
elected  officers  and  directors  for  the  1961  meeting  and  a 
president-elect  for  its  1962  meeting  when  it  held  its  annual 
business  session  February  29  in  San  Antonio. 

New  officers  and  directors  include  Dr.  Max  E.  Johnson, 
president;  Dr.  Lawrence  B.  Reppert,  president-elect;  Dr. 
A.  P.  Thaddeus,  first  vice-president;  Dr.  John  M.  Smith, 
Jr.,  second  vice-president;  Dr.  William  M.  Center,  secretary- 
treasurer;  Dr.  John  H.  Bohmfalk,  Dr.  E.  A.  Maxwell,  Dr. 
James  L.  Mims,  Dr.  John  C.  Parsons,  Dr.  James  B.  Pridgen, 
Dr.  A.  O.  Severance,  and  Dr.  H.  Vincent  Walker,  direc- 
tors, all  of  San  Antonio. 
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Texas  Rehabilitation  Association 
Names  Speakers  for  July  21-22  Meet 

National  rehabilitation  experts  in  a variety  of  areas  have 
been  dated  as  speakers  for  the  annual  session  of  the  Texas 
Rehabilitation  Association,  which  will  be  held  July  21-22 
in  the  Baker  Hotel  in  Dallas.  Luncheon  speaker  will  be 
Governor  Price  Daniel. 

"Texas  Considers  Its  Obligations  to  the  Handicapped” 
will  be  the  subject  of  Dr.  Donald  A.  Covalt,  director  of  the 
department  of  physical  medicine  and  rehabilitation,  New 
York  College  of  Medicine,  New  York  City. 

Ben  H.  Mitchell,  president  of  Texas  Employers  Insur- 
ance Association,  will  discuss  "The  Insurance  Carriers  Con- 
sider Their  Obligation  to  the  Handicapped  Workman  of 
Texas.” 

Moderator  for  a panel  before  the  Association’s  insurance 
section  will  be  W.  Scott  Allen,  assistant  vice-president  of 
Liberty  Mutual  Insurance  Company  and  author  of  the  book, 
"Rehabilitation:  A Community  Challenge.”  A panelist  is 
to  be  Justin  Harris,  director  of  the  Rehabilitation  Advisory 
Service,  General  Reinsurance  Corporation. 

The  brace  and  prostheses  group  has  secured  as  speakers 
Jerry  Levy,  vice-president  of  A.  J.  Hosmer  and  D.  W. 
Dorrance  Company,  Santa  Clara,  Calif.,  who  will  discuss 
"Today’s  Upper  Extremity  Prostheses  in  Action”;  Paul 
Ryckoff  of  the  U.  S.  Manufacturing  Company,  Glendale, 
Calif.,  who  will  describe  "The  Hydra  Cadence  Knee  Unit”; 
and  Lester  Smith,  assistant  director  of  AOPA,  Washington, 
D.  C.,  who  will  speak  on  "Aids  in  the  Othotics  and  Pros- 
thetic Field.” 

Slated  for  the  afternoon  session  on  July  21  is  the  meet- 
ing of  the  speech  and  hearing  group.  At  this  session,  Dr. 
Marvin  C.  Culbertson,  Jr.,  Dallas,  will  speak  on  "The  Im- 
portance of  Otological  Examinations  and  the  Stapes  Mobili- 
zation Operation.” 

"Speech  Problems  with  an  Adult”  will  be  the  topic  of 
Kennon  H.  Shank,  Ph.D.,  associate  professor  in  the  depart- 
ment of  speech,  University  of  Oklahoma. 

Frederick  J.  Artz,  director  of  sales  and  field  representa- 
tive for  Zenith  Hearing  Aid  Corporation,  Chicago,  will 
speak  on  "The  Importance  of  Fitting  Hearing  Aids.”  He 
was  formerly  director  of  the  Speech  and  Hearing  Clinic 
of  Seattle. 


World  Medical  Association 
U.  S.  Committee  to  Meet  June  14 

The  fifth  annual  meeting  of  the  United  States  Commit- 
tee, World  Medical  Association,  will  be  held  Tuesday,  June 
14,  at  the  Hotel  Americana  in  Miami  Beach  during  the 
American  Medical  Association  session.  The  program  is 
scheduled  to  begin  at  3 p.m. 

The  fourteenth  general  assembly  of  the  World  Medical 
Association  is  set  for  September  15-22  in  West  Berlin, 
Germany. 

Institute  on  Hospital  Accounting 

The  sixth  annual  Institute  on  Hospital  Accounting  will 
be  conducted  by  the  Florida  Chapter  of  the  American 
Association  of  Hospital  Accountants  and  the  Florida  Hos- 
pital Association,  September  14-16,  in  Jacksonville,  Fla. 
The  theme  of  the  institute  is  "Missile  Age  Accounting.” 
For  further  information,  those  interested  may  write  Ray- 
mond F.  Poore,  South  Miami  Hospital,  South  Miami,  Fla. 


Rocky  Mountain  Cancer  Meet 
Scheduled  July  20-21  in  Denver 

Dates  for  the  fourteenth  annual  Rocky  Mountain  Cancer 
Conference  will  be  July  20-21  in  the  new  Denver-Hilton 
Hotel  in  Denver. 

Tentative  program  plans  for  the  conference,  sponsored 
by  the  Colorado  Division  of  the  American  Cancer  Society 
and  the  Colorado  State  Medical  Society,  include  a symposi- 
um on  skin  cancer  and  a symposium  on  thyroid  lumps. 
Afternoon  sessions  on  both  days  will  be  devoted  to  papers 
on  cancer  detection  and  treatment  by  six  outstanding 
physicians. 

Participants  and  speakers  are  Dr.  R.  Lee  Clark,  Jr., 
Houston;  Dr.  A.  James  French,  Ann  Arbor,  Mich.;  Dr. 
Roy  L.  Kile,  Cincinnati;  Dr.  Wendell  G.  Scott,  St.  Louis; 
Dr.  H.  W.  Schmidt,  Rochester,  Minn.;  and  Dr.  Willard  P. 
VanderLaan,  La  Jolla,  Calif.  Participating  also  in  the 
conference  will  be  Dr.  E.  Vincent  Askey,  Los  Angeles, 
president-elect  of  the  American  Medical  Association,  and 
Dr.  Warren  H.  Cole,  Chicago,  president  of  the  American 
Cancer  Society. 

DRUG  NOTES 

New  Nonmercurial  Diuretic  Drug 
Lacks  Side  Effects  of  Recent  Compounds 

Benzthiazide  (Charles  Pfizer  & Co.)  a new  non- 
mercurial  diuretic  related  to  Chlorothiazide  (Diuril,  Merck- 
Sharpe  and  Dohme).  A recent  research  paper  reports  out- 
standing pharmacological  properties  of  this  compound.  Its 
close  relationship  to  a well  known  group  of  diuretic  agents 
prompted  this  brief  resume. 

In  1945,  the  discovery  of  the  renal  effect  of  inhibitors 
of  this  enzyme  system  as  diuretics,  stimulated  research  in 
this  area  that  has  led  to  a series  of  carbonic  anhydrase  in- 
hibitors as  diuretics  (e.g.  Acetazolamide,  Diamox,  Lederle) . 
Although  these  compounds  are  effective  diuretics,  on  the 
basis  of  their  mechanism  of  action  they  give  rise  to  a 
number  of  side-effects.  Pharmacodynamically,  this  inhibition 
of  carbonic  anhydrase  leads  to  diuresis  by  decreasing  tubu- 
lar reabsorption  of  bicarbonate,  thus  promoting  excretion 
of  bicarbonate  ions  which  leads  to  loss  of  extracellular 
fluid.  Generally,  this  is  followed  by  depletion  of  bicarbo- 
nate and  acidosis,  which  leads  to  side  effects  that  limit  the 
use  of  these  carbonic  anhydrase  inhibitors. 

Consequently,  research  has  been  directed  towards  the 
design  and  synthesis  of  a diuretic  that  would  exhibit  a 
higher  degree  of  specificity  and  lack  these  side  effects. 
These  efforts  have  led  to  the  synthesis  of  Chlorothiazide 
which  has  shown  properties  common  to  both  the  mercurial 
diuretics  and  the  carbonic  anhydrase  inhibitors;  it  increases 
the  renal  excretion  of  sodium  with  an  equivalent  amount 
of  chloride,  and  to  a lesser  degree  the  excretion  of  potas- 
sium and  bicarbonate.  Since  structure-activity  relationships 
indicate  that  the  diuretic  potency  may  be  altered  by  struc- 
tural modifications  on  the  heterocyclic  ring  of  the  Chloro- 
thiazide molecule,  research  efforts  have  led  to  this  new 
diuretic,  Benzthiazide.  Benzthiazide  has  been  investigated 
pharmacologically,  and  the  data  demonstrates  that  the  in- 
troduction of  a benzylthiomethyl  group  into  position  three 
of  the  heterocyclic  ring  conferred  upon  the  molecule  a 
pronounced  increase  in  diuretic  potency. 

Benzthiazide  is  considered  a highly  potent  and  orally 
effective  diuretic  and  saluretic.  In  comparison  with  choloro- 
thiazide,  it  is  reported  to  be  4 and  8 times  more  potent 
in  dogs  and  rats,  respectively.  When  compared  with  hydro- 
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chlorothiazide  in  rats,  Benzthiazide  was  found  to  be  1.8 
times  more  potent  in  its  natriuretic  effect. 

NAQUA  (Trichloromethiazide,  Schering  Corporation)  is 
another  relatively  new  diuretic  bearing  very  close  relation- 
ship to  Chlorothiazide  and  Benzthiazide  (mentioned  pre- 
viously). All  three  of  these  diuretics  possess  a common 
sulfonamide-heterocyclic  nucleous  as  the  major  structural 
feature.  Consequently,  compounds  possessing  this  nucleous 
are  considered  to  be  "benzothiadiazine”  derivatives. 

The  available  clinical  data  reveals  certain  outstanding 
structure-activity  relationships.  Naqua  is  reported  to  possess 
10  to  20  times  higher  saluretic  potency  than  Hydrochloro- 
thiazide, and,  correspondingly,  100  to  200  times  that  of 
Chlorothiazide.  Naqua  is  also  reported  to  exert  a more  pro- 
longed duration  of  action  than  other  benzothidiazine  deriv- 
atives. 

The  mechanism  of  action  by  which  Naqua  effects  diu- 
resis is  by  an  inhibitory  effect  on  the  reabsorption  of 
sodium  and  chloride  in  the  renal  tubules,  hence,  exerting 
an  increase  in  the  rate  of  excretion  of  sodium  and  chloride. 
Its  effect  on  potassium  and  bicarbonate  is  apparently  only 
temporary  and  exerted  only  to  a lesser  degree.  Therefore, 
in  this  respect  this  new  diuretic  exerts  its  activity  on  the 
basis  of  the  same  fundamental  principle  of  the  mechanism 
of  action  of  the  other  benzothiadiazine  derivatives,  but, 
apparently  exerts  a more  potent  effect.  Qualitatively,  the 
activity  should  be  considered  similar,  but  very  different 
from  a quantitative  standpoint. 

Librium  (Methaminodiazepexide,  Hoffman  - LaRoche, 
Inc.)  is  a new  psychotherapeutic  agent.  This  new  com- 
pound is  a member  of  a new  chemical  class  of  compounds, 
and  furthermore,  exhibits  unusual  pharmacological  prop- 
erties. Although  it  is  difficult  to  estimate  its  eventual  posi- 
tion in  the  armamentarium  of  the  physician  in  the  treat- 
ment of  psychiatric  disorders,  the  available  clinical  data  in- 
dicates that  Librium  is  a very  interesting  and  valuable  drug. 

Although  chemically  different  from  the  phenothiazines, 
reserpine  and  meprobamate,  it  is  known  to  exert  the  tran- 
quilizing  effects  of  chlorpromazine  (Thorazine,  SKF)  and 
reserpine  ( Serpasil,  Ciba ) . On  the  other  hand,  Librium 
lacks  the  autonomic  blocking  effects  of  these  compounds. 
Furthermore,  it  is  considerably  more  potent  than  mepro- 
bamate (Equanil,  Wyeth)  in  its  muscle  relaxant  effect.  In 
comparison  with  the  barbiturates,  Librium  is  known  to 
exert  anticonvulsant  effects  similar  to  those  of  phenobar- 
bital,  but  does  not  induce  hypnosis. 

Pharmacological  data  reveals  that  Librium  has  a unique 
effect  in  taming  monkeys  at  doses  below  the  ataraxic  dose. 
Comparative  studies  show  that  this  taming  effect  was  not 
observed  with  meprobamate,  chlorpromazine,  and  pheno- 
barbital  until  the  ataraxic  dose  was  reached.  It  has  been 
postulated  that  this  new  psychopharmacologic  agent  has 
two  different  types  of  action,  that  is,  an  anti-anxiety  effect 
and  a sedative  activity.  On  the  basis  of  these  two  actions, 
Librium  is  considered  by  clinicians  in  psychiatry  to  be  the 
most  potent  agent  presently  available  in  its  ability  to  allay 
anxiety  and  tension  in  the  presence  of  depression.  Further- 
more, it  has  been  reported  that  this  new  product  is  believed 
to  exert  a psychostimulating  effect  which  is  manifested  in 
a feeling  of  well  being,  increased  social  participation,  and 
lifting  of  anxious  depressions. 

Librium  is  indicated  whenever  fear,  anxiety,  and  tension 
are  significant  components  in  the  clinical  profile.  In  low 
doses  (10  mg.  3 or  4 times  daily)  it  is  indicated  in  cases 
of  mild  to  moderate  anxiety  and  tension,  preoperative  and 
postoperative  apprehension,  premenstrual  tension,  and  other 
gynecologic  malfunctions.  In  higher  doses  (20  mg.  three 
or  four  times  daily)  it  is  indicated  in  severe  anxiety  and 
tension,  chronic  alcoholism,  agitated  depression,  and  am- 
bulatory psychoneuroses. 


Tetrabenazine  (Nitoman,  Hoffman-LaRoche)  is  an- 
other psychopharmacologic  agent  that  has  been  recently 
developed.  This  new  compound  is  a benzoquinolizine  deriv- 
ative. Although  it  is  chemically  different  from  Reserpine, 
an  indole  alkaloid,  animal  experiments  indicate  that  the 
action  of  Tetrabenazine  resembles  Reserpine.  Nevertheless, 
in  spite  of  the  fact  that  this  new  compound  does  not 
possess  an  indole  nucleous,  both  compounds  under  con- 
sideration may  be  considered  as  containing  the  quinolizine 
nucleous.  Consequently,  like  Reserpine,  Nitoman  is  believed 
to  release  norepinephrine  and  serotonin  in  the  brain  since 
they  possess  a certain  degree  of  similarity  and  may  compete 
for  the  same  receptor  sites. 

Tetrabenazine  decreases  the  serotonin  and  norepinephrine 
values  of  the  brain.  In  this  respect  it  bears  very  close 
pharmacological  properties  to  Reserpine.  It  has  been  re- 
ported that  it  differs  from  Reserpine  in  a number  of  re- 
spects: it  is  less  potent;  it  is  shorter  acting;  it  exerts  a 
selective  action  on  the  brain  since  it  releases  little  or  no 
serotonin  and  epinephrine  peripherally;  and  it  possesses  the 
capability  of  blocking  the  action  of  Reserpine. 

Clinical  investigations  reveal  that  this  new  product  is 
effective  in  schizophrenic  hallucinations.  A comparison  of 
Tetrabenazine,  Reserpine,  and  Placebo  reveals  that  55  per 
cent  of  the  patients  (schizophrenic)  treated  with  Tetra- 
benazine improved,  whereas,  61  per  cent  of  the  patients 
treated  with  Reserpine  showed  improvement.  Patients 
treated  with  Reserpine  demonstrated  improvement  during 
the  third  month  of  treatment,  those  with  Tetrabenazine 
showed  the  greatest  clinical  improvement  in  the  first  month. 

— Herbert  Schwartz,  M.S.,  and 
Jaime  N.  Delgado,  M.S.,  Austin. 


MEDICOLEGAL  NOTES 

Instructions  Given  by  Telephone 
Should  Be  Repeated  to  Doctor 

Numerous  times  each  day  physicians  find  it  necessary  to 
converse  with  hospital  personnel  concerning  the  care  and 
treatment  to  be  given  individual  patients  and  to  pharma- 
cists in  connection  with  prescriptions  to  be  dispensed  or 
delivered  to  a patient.  Often,  by  virtue  of  necessity  or  con- 
venience, this  is  done  by  telephone  and  the  instructions 
given  by  the  physician  on  these  occasions  are  frequently 
of  a nature  which  if  not  correctly  understood  could  result 
in  serious  harm  or  injury  to  the  patient  involved. 

Undoubtedly,  every  physician  has  at  one  time  or  another 
been  personally  aware  of,  or  heard  of,  a situation  where 
injury  or  harm  was  suffered  by  a patient  or  barely  averted 
by  telephoned  instructions  being  incorrectly  understood  or 
interpreted.  This  invariably  leads  to  the  questions  of  where 
does  the  blame  and  potential  liability  rest  if  injury  or  harm 
is  suffered  by  the  patient,  and  what  can  be  done  to  lessen 
the  likelihood  of  such  unfortunate  incidents. 

Let  us  first  take,  for  an  example,  a case  where  a physi- 
cian, by  telephone,  instructs  certain  hospital  personnel  to 
administer  a particular  drug  to  one  of  his  patients.  The 
nurse  misunderstands  the  physician's  instructions  and  sub- 
sequently the  patient  is  given  an  incorrect  drug  which  re- 
sults in  harm  or  injury  to  the  patient.  This  invariably  raises 
the  question  of  whether  the  physician  erroneously  gave 
the  wrong  instructions  or  whether  the  nurse  was  in  error 
in  her  understanding  of  the  physician’s  order  or  instruc- 
tions. This,  in  turn,  can  easily  result  in  a "swearing  match’’ 
as  to  who  was  in  error — the  physician  or  the  nurse. 

From  a practical  standpoint,  should  litigation  result,  the 
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effort  will  probably  be  made  to  place  the  responsibility  for 
the  error  upon  the  physician.  This  is  because,  as  a general 
rule,  the  physician  will  not  have  some  of  the  defenses  avail- 
able that  are  available  to  the  hospital,  should  the  hospital 
be  a party  to  the  suit.  The  collection  of  a judgment  once 
rendered  for  damages  incurred  by  the  patient  from  the 
physician  rather  than  the  nurse  normally  would  tend  to  be 
more  successful,  because  of  the  physician’s  likelihood  of 
having  insurance  coverage  or  assets  readily  reached. 

Next,  let  us  take  an  example  where  the  physician  tele- 
phones a prescription  to  a pharmacist.  Once  again  there  is 
a misunderstanding  as  to  the  drug  being  prescribed  or  dos- 
age and  the  patient  subsequently  receives  the  wrong  drug 
or  instructions  and  suffers  injury  or  harm.  Again,  this 
raises  the  issue,  in  many  instances,  of  who  was  at  fault. 
Did  the  physician  actually  prescribe  the  wrong  drug  or  did 
the  pharmacist  err  in  his  understanding  of  the  physician’s 
instructions?  In  most  instances,  it  could  be  anticipated  that 
both  the  physician  and  the  pharmacist  would  be  sued,  and 
it  is  conceivable  that  both  might  be  found  negligent  due 
to  their  failure  to  take  safeguards  to  prevent  this  type  of 
occurrence. 

This  then  raises  the  problem — what  steps  can  be  taken 
to  guard  against  this  type  of  unfortunate  and,  perhaps, 
costly  incident?  Although  no  procedure  is  or  can  be  fool- 
proof, I do  feel  that  if  the  physicians  would  take  one  par- 
ticular safeguard,  this  potentially  dangerous  type  of  occur- 
rence would  be  substantially  eliminated. 

If  the  physician,  once  he  has  completed  his  instructions, 
orders,  or  prescriptions,  would  have  the  nurse  at  the  hos- 
pital or  the  pharmacist  repeat  back  to  him  the  instructions, 
orders,  or  prescriptions  he  has  given,  it  would  serve  as  a 
check  for  both  the  physician,  nurse,  and  pharmacist  that 
the  instructions  or  prescriptions  have  been  understood  and 
correctly  so.  The  small  amount  of  time  that  this  procedure 
would  take  for  all  parties  concerned  would  be  more  than 
offset  by  the  loss  of  time  which  could  be  incurred  by  all 
in  the  event  of  litigation  arising  from  an  incident  which 
might  have  been  prevented. 

— Philip  R.  Overton,  LL.B.,  Austin. 


OF  GENERAL  INTEREST 

Personals 

Dr.  C.  C.  Pate,  Paducah,  known  in  Cottle  and  King 
Counties  as  the  "white-haired  country  doctor,”  was  hon- 
ored in  a surprise  testimonial  program  at  the  annual 
Paducah  Lions  Club  ladies’  night  banquet  recently.  High 
light  of  the  occasion  was  the  presentation  of  an  oil  portrait 
of  Dr.  Pate  painted  by  Mrs.  Charles  Pearson,  Paducah.  A 
native  of  Ennis  and  Graduate  of  Vanderbilt  University, 
Dr.  Pate  came  to  Paducah  in  1926.  He  has  been  in  the 
medical,  civic,  and  religious  activities  of  the  community. 

Dr.  William  S.  MacComb,  Houston  radiation  therapist, 
received  the  Janeway  Medal  from  Dr.  Theodore  R.  Miller, 
New  York  City,  American  Radium  Society  president,  in 
ceremonies  at  the  March  17-19  forty-second  annual  meeting 
of  that  organization  in  San  Juan,  Puerto  Rico.  Dr.  Mac- 
Comb  had  presented  the  society’s  annual  Janeway  Lecture, 
which  memorializes  pioneer  contributions  in  radiation  ther- 
apy  by  the  late  Dr.  Henry  Harrington  Janeway. 

Dr.  George  L.  Jordan,  Jr.  of  Houston  presented  a paper 
April  20  before  the  Third  (Boston  University)  Surgical 
Service  of  Boston  City  Hospital  entitled,  "The  Surgical 
Management  of  Acute  Gastroduodenal  Perforation.” 

The  late  Dr.  J.  M.  Frazier  of  Belton  was  honored  April 


15  when  his  former  pupils,  college  co-workers,  fellow  dea- 
cons, patients,  and  children  gathered  to  dedicate  the 
Frazier  Memorial  Health  Center  on  the  campus  of  Mary 
Hardin-Baylor  College  in  Belton. 

Dr.  William  C.  Holt  of  Angleton  was  recognized  March 
30  on  Doctor’s  Day  by  the  Brazoria  Woman’s  Auxiliary  as 
the  doctor  who  has  practiced  the  longest  in  the  county. 
He  recently  observed  his  thirtieth  year  there. 

Dr.  Nym  L.  (Bill)  Barker,  Paris  general  practitioner, 
was  the  subject  of  a "profile”  sketch  on  the  editorial  page 
of  the  Paris  News  on  March  27.  Citing  Dr.  Barker  for 
his  civic  and  medical  work,  the  article  pointed  to  his 
recent  appointment  to  Governor  Daniel’s  Advisory  Com- 
mission on  Aging  and  his  current  presidency  of  the 
newly-formed  United  States  Clubs  of  Paris. 

Dr.  Milton  Turner,  Austin  physician  and  an  Air  Force 
Reserve  lieutenant  colonel,  was  among  76  doctors  who  were 
graduated  from  the  primary  course  in  aviation  medicine 
at  Brooks  Air  Force  Base  School  of  Aviation  Medicine 
early  in  April.  He  drove  a total  of  8,100  miles  between 
Austin  and  San  Antonio  over  a period  of  3 years  to  com- 
plete the  course,  points  out  an  Air  Force  news  release. 
While  on  active  duty,  Colonel  Turner  is  assigned  to  the- 
directorate  of  air  crew  effectiveness,  headquarters,  Air 
Training  Command. 

Mrs.  W.  F.  McCreight,  wife  of  the  Kirbyville  physician, 
died  February  6,  I960,  in  a Beaumont  hospital.  A charter 
member  of  the  Jasper-Newton  Counties  Medical  Auxiliary 
who  held  numerous  offices  in  the  auxiliary,  Mrs.  Mc- 
Creight was  the  daughter  of  Dr.  and  Mrs.  David  Scar- 
borough of  Alba.  In  addition  to  Dr.  McCreight,  she  is 
survived  by  three  children,  Kathleen  Inez  Matthews,  Chan- 
nelview;  William  F.  McCreight,  Jr.,  Kirbyville;  and  Wanda 
Marie  Brown,  Crockett. 


Congressional  Funds  Available 
For  Community  Cancer  Projects 

Funds  appropriated  by  Congress  for  preventing  and  con- 
trolling cancer  are  now  available  for  community  cancer 
demonstration  projects.  Administered  by  the  Cancer  Control 
Program,  Bureau  of  State  Services  of  the  Public  Health 
Service,  the  program  is  under  the  technical  guidance  of 
the  director  of  the  National  Cancer  Institute. 

Nine  types  of  projects  believed  to  offer  the  best  oppor- 
tunities for  demonstrating  better  ways  of  providing  com- 
munity cancer  control  services  include:  (1)  professional 
and  technical  education  in  cytology,  (2)  screening  female 
beneficiaries  of  medical  care  for  cancer  of  the  cervix,  (3) 
selected  educational  projects,  particularly  public  information 
and  follow-up  services,  to  emphasize  the  importance  of  peri- 
odic uterine  cytology  examinations,  (4)  professional  edu- 
cational activities  emphasizing  the  importance  of  including 
cancer  diagnostic  aids  in  complete  health  examinations, 
( 5 ) selected  public  educational  projects  on  the  desirability 
of  and  need  for  health  maintenance  examinations,  (6) 
evaluation  of  effectiveness  of  public  educational  activities, 

(7)  tumor  registers  collecting  data  of  exceptional  value, 

(8)  extension  and  evaluation  of  rehabilitation  programs  in 
cooperation  with  state  rehabilitation  agencies,  and  (9) 
selected  projects  demonstrating  effective  treatment  for  can- 
cer in  public  beneficiaries  of  medical  care. 

Applications  are  accepted  from  nonprofit  organizations, 
institutions,  and  official  health  agencies.  Additional  infor- 
mation and  application  forms  may  be  obtained  from  the 
Department  of  Health,  Education,  and  Welfare,  Region  VII, 
1114  Commerce  Street,  Dallas  2. 
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Universal  Distribution  Makes 
Tuberculosis  Control  Difficult 

Worldwide  distribution  of  tuberculosis  creates  a formi- 
dable obstacle  to  its  control,  and  makes  its  elimination 
extremely  difficult. 

Although  the  struggle  in  many  countries  is  a battle 
primarily  involving  large  numbers  of  people  with  open 
and  active  disease,  attention  in  the  United  States  is  turning 
increasingly  toward  the  nearly  50,000,000  people  who 
have  been  infected  and  who  react  positively  to  intradermal 
tuberculin.  These  individuals  constitute  the  source,  current 
and  future,  of  all  cases  of  active  infectious  disease.  Fre- 
quent and  widespread  use  of  the  tuberculin  test  to  identify 
these  infected  persons  should  be  encouraged. 

In  the  United  States,  perhaps  more  than  in  other  coun- 
tries, it  has  become  increasingly  evident  that  many  forms 
of  Mycobacteria  which  formerly  were  thought  to  be 
saprophytic  are  being  found  in  diseased  human  tissues.  In 
addition,  these  tissues  demonstrate  invasion  and  pathogenic 
proclivities  for  man  as  well  as  for  certain  laboratory  ani- 
mals, especially  in  the  mouse  and  the  hamster.  Careful 
study  of  increasing  numbers  of  patients  with  disease  caused 
by  these  atypical  Mycobacteria  has  demonstrated  a picture 
clinically  and  pathologically  very  similar  to  tuberculosis. 
However,  since  the  organisms  do  not  produce  typical  path- 
ological changes  of  tuberculosis  in  the  guinea  pig  they 
have  been  classified  erroneously  as  saprophytes. 

Infection  with  one  of  the  several  species  of  atypical 
Mycobacteria  may  result  in  hypersensitivity  of  a low  order 
of  magnitude  to  tuberculin,  prepared  from  the  human 
variety  of  tubercle  bacillus.  Specific  tuberculins  prepared 
from  certain  atypical  strains,  notably  the  photochromogens 
and  the  nonphotochromogens,  or  "Battey”  strains,  may 
incite  a much  larger  reaction  in  such  patients,  suggest- 
ing that  many  weakly  positive  reactions  to  standard  tuber- 
culin may  represent  cross  reactions  rather  than  "nonspecific” 
reactions. 

Sources  of  methods  of  dissemination  of  infection  with 
atypical  Mycobacteria  are  at  present  poorly  understood,  but 
geographic  areas  of  prevalence  are  known  to  exist. 

In  Texas,  an  increasing  number  of  patients  are  being 
recognized  with  predominantly  pulmonary  and  lymph  node 
disease.  From  these,  photochromogenic  organisms  have  been 
isolated.  Since  the  photochromogens  may  demonstrate  con- 
siderable resistance  to  commonly  used  antituberculosis 
drugs,  recognition  by  the  laboratory  worker  and  accurate 
reporting  to  the  physician  is  important.  Far  advanced 
destructive  lung  disease  and  death  have  been  observed  as 
a result  of  infection  with  photochromogens,  so  that  these 
organisms  no  longer  should  be  reported  or  considered  as 
saprophytes. 

— Committee  on  Tuberculosis, 
Texas  Medical  Association. 

Prescription  Drug  Industry 
Growth  Cited  by  Economist 

The  prescription  drug  industry  is  providing  new  jobs 
three  times  faster  than  all  other  manufacturing,  while 
growing  in  dollar  volume  twice  as  fast  as  the  national 
economy,  Dr.  Jules  Backman,  economics  research  professor 
of  New  York  University,  says. 

Addressing  the  Pharmaceutical  Manufacturers  Association 
at  its  annual  meeting,  Dr.  Backman  pointed  out  that  the 
industry’s  wholesale  prices  have  declined  6 per  cent  during 
the  period  since  1947-1949,  while  the  all-commodities  index 
has  risen  18.9  per  cent. 


Nonprofit  Hypnosis  Foundation 
Chartered  in  Illinois 

Seminars  on  Hypnosis  Foundation,  a nonprofit  teaching 
and  research  institute  in  hypnosis,  has  been  chartered  in 
Illinois  to  further  the  scientific  development  of  hypnosis. 

The  organization  will  facilitate  cooperation  among  sci- 
entists using  hypnosis,  make  scientific  use  of  hypnosis 
more  effective  in  promoting  human  welfare,  and  increase 
public  understanding  of  the  subject.  Funds  will  be  used 
to  promote  research  projects  in  hypnosis,  offer  grants-in- 
aid  to  institutions  of  higher  education,  provide  fellowships 
in  teaching  institutions,  and  recognize  significant  accom- 
plishment in  the  field  with  awards. 

Dr.  Milton  H.  Erickson,  Phoenix  psychiatrist,  is  chair- 
man of  the  board  of  governors.  Chairman  of  the  board  of 
trustees  is  Frank  A.  Pattie,  Ph.D.,  professor  of  psychology, 
University  of  Kentucky. 

Founding  members  are  Dr.  E.  E.  Aston,  West  New 
York,  N.  J.,  dentist  and  vice-president  of  the  American 
Society  of  Clinical  Hypnosis;  Dr.  Seymour  Hershman, 
Chicago  physician  and  secretary  of  the  American  Society  of 
Clinical  Hypnosis;  Dr.  Irving  I.  Secter,  Chicago  dentist 
and  president  of  the  Chicago  Society  of  Clinical  Hypnosis; 
and  Dr.  Erickson. 

Fellowship  is  limited  to  any  qualified  physician,  dentist, 
or  psychologist  (with  a degree  of  Ph.D.  or  its  equivalent) 
who  has  completed  a satisfactory  training  program  in  hyp- 
nosis. The  foundation  will  sponsor  seminars  and  advanced 
teaching  programs  throughout  the  country. 

Office  address  of  the  organization  is  67  70  N.  Lincoln 
Avenue,  Chicago. 


Polio  Vaccine  Surplus  Now 

May  Omen  Summer  Cases,  Burney  Warns 

Supplies  of  unused  polio  vaccine  have  reached  a high 
of  26,400,000  doses  although  more  than  90,000,000  Amer- 
icans still  need  to  be  vaccinated,  Dr.  Leroy  E.  Burney, 
surgeon  general  of  the  United  States  Public  Health  Service, 
has  reported. 

There  has  been  a vaccine  surplus  every  spring  and  winter 
for  the  past  4 years,  Dr.  Burney  said,  followed  by  a short- 
age in  the  summer — when  the  occurrence  of  polio  cases 
reminds  people  they  should  get  vaccinated. 

The  surgeon  general  urged  the  public  to  remember 
that  vaccine  is  most  effective  if  used  before  polio  is 
prevalent,  that  vaccine  manufacture  takes  about  4 months, 
that  it  is  the  third,  and  then  the  fourth,  shot  which  gives 
greatest  protection. 

In  the  past  2 years,  Dr.  Burney  said,  infants  and  children 
under  5,  living  in  neighborhoods  where  there  are  con- 
centrations of  unvaccinated  people,  have  accounted  for 
almost  half  of  the  paralytic  cases. 

Rehabilitation  Journal  Recorded  for  Blind 

Rehabilitation  Literature,  an  interdisciplinary  journal 
published  by  the  National  Society  for  Crippled  Children 
and  Adults  for  professional  personnel  and  students  in  physi- 
cal rehabilitation,  will  be  reproduced  on  request  as  a 
recording  for  blind  persons  who  work  and  study  in  the 
same  field.  The  I960  issues  (12)  of  the  magazine  are 
scheduled  for  reproduction  by  Recordings  for  the  Blind, 
Inc.,  121  East  58th  Street,  New  York  22.  This  will  be  the 
first  time  the  organization  has  undertaken  to  record  a 
periodical. 
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Film  Selections  Available 

Texas  Medical  Association  members  are  invited  to  utilize 
the  film  selections  available  in  the  Memorial  Library,  Aus- 
tin. 

Members  of  the  staff  report  that  the  tape  library  is 
being  expanded  constantly.  Audio-Digest  medical  lectures 
are  recorded  by  outstanding  physicians  and  scientists.  In- 
cluded in  each  tape  is  an  edited  formal  paper  or  panel 
discussion.  Older  subscriptions  have  been  reviewed  this 
year  and  two  new  fields  have  been  added,  which  allow 
requests  on  the  following  subjects  to  be  answered:  internal 
medicine,  surgery,  pediatrics,  anesthesiology,  and  general 
practice. 

All  tapes  are  for  standard  tape  recorders  and  play  at 
3 3/4  speed.  A listing  of  all  tape  holdings  will  be  sent 
upon  request. 


Gifts  to  the  Library 

Dr.  Charles  M.  Darnall,  Austin,  210  books. 

Dr.  Morris  Davidson,  Austin,  8 journals,  15  bulletins. 
Dr.  J.  E.  Johnson,  Austin,  1 journal,  3 reprints. 

Dr.  R.  A.  Neely,  Bellville,  10  bound  journals,  9 journals. 
Dr.  Troy  Shafer,  Harlingen,  136  journals. 


Ciba  Foundation:  Significant  Trends  in  Medical  Research, 
Boston,  Little,  Brown  and  Co.,  1959- 

Ciba  Foundation  Study  Group:  Virus  Virulence  and 
Pathogenicity,  Boston,  Little,  Brown  and  Co.,  I960. 

Cole,  Warren  H.,  and  Puestow,  Charles  B. : First  Aid 
Diagnosis  and  Management,  ed.  5,  New  York,  Appleton- 
Century-Crofts,  I960. 

Davis,  Loyal:  Fellowship  of  Surgeons — A History  of 
the  American  College  of  Surgeons,  Springfield,  Charles  C 
Thomas,  I960. 

Gallagher,  J.  Roswell:  Medical  Care  of  the  Adolescent, 
New  York,  Appleton-Century-Crofts,  I960. 

Gardner,  Ernest;  Gray,  Donald  J.;  and  O’Rahilly,  Ronan: 
Anatomy,  Philadelphia,  W.  B.  Saunders,  I960. 

Glasser,  Otto:  Dr.  W.  C.  Rontgen,  ed.  2,  Springfield,  111., 
Charles  C Thomas,  1958. 

Gorbadei,  N.  K. : Intraarterial  Infusion  of  Procaine  in 
Therapeutic  Paracice,  New  York,  Consultants  Bureau,  I960. 

Goshen,  Charles  E. : Psychiatric  Architecture,  Washing- 
ton, American  Psychiatric  Association,  1959. 

Greenberg,  David  M.,  and  Harper,  Harold  A.:  Enzymes 
in  Health  and  Disease,  Springfield,  111.,  Charles  C Thomas, 
1960. 

Hilliard,  Marion:  Women  and  Fatigue,  Garden  City, 
Doubleday,  I960. 

Hunter,  George  W.;  Frye,  William  W.;  and  Swartz- 
welder,  J.  C. : A Manual  of  Tropical  Medicine,  ed.  3,  Phila- 
delphia, W.  B.  Saunders,  I960. 

Kitay,  Julian  I.,  and  Altschule,  Mark  D. : Pineal  Gland, 
Cambridge,  Commonwealth  Fund,  1954. 

Marti-Ibanez,  Felix:  Henry  E.  Sigerist  on  the  History  of 
Medicine,  New  York,  MD  Publications,  I960. 

Marvin,  H.  M.:  Your  Heart,  A Handbook  for  Laymen, 
Garden  City,  Doubleday,  I960.  , 

Mautner,  H.  Eric:  Doctor  in  Bolivia,  Philadelphia,  Chil- 
ton Co.,  I960. 


^ Books 


Books  Newly  Acquired 

Academy  of  Religion  and  Mental  Health:  Religion,  Sci- 
ence and  Mental  Health,  New  York,  New  York  University 
Press,  Josiah  Macy,  Jr.,  Foundation,  1959- 

Ambrose,  Gordon,  and  Newbald,  George:  Handbook  of 
Medical  Hypnosis,  ed.  2,  London,  Bailliere,  Tindale  and 
Cox,  1958. 

Bakwin,  Harry,  and  Bakwin,  Ruth:  Clinical  Management 
of  Behavior  Disorders  in  Children,  ed.  2,  Philadelphia, 
W.  B.  Saunders,  1960. 

Bonstein,  Isidore:  Psychoprophylactic  Preparation  for 
Painless  Childbirth,  New  York,  Grune  and  Stratton,  I960. 

Bowers,  Warner  F.:  Surgical  Gastroenterology,  Spring- 
field,  111.,  Charles  C Thomas,  I960. 

Britannica:  Book  of  the  Year,  I960,  Chicago,  Encyclo- 
paedia Britannica. 

Brooks,  Stewart  M. : Basic  Facts  of  Body  Water  and  Ions, 
New  York,  Springer,  I960. 

Bruner,  H.  D.,  Editor:  Methods  in  Medical  Research,  Vol. 
8,  Chicago,  Year  Book  Publishers,  I960. 

Ciba  Foundation  Symposium:  Biochemistry  of  Human 
Genetics,  Boston,  Little,  Brown  and  Co.,  1959- 

Ciba  Foundation  Study  Group:  Cancer  of  the  Cervix, 
Boston,  Little,  Brown  and  Co.,  1959- 

Ciba  Foundation:  Colloquia  on  Ageing  . . . Lifespan  of 
Animals,  Boston,  Little,  Brown  and  Co.,  1959. 


Book  Notes 

Albert  Schweitzer — The  Story  of  His  Life 

JEAN  Pierhal.  160  pages.  S3.  New  York,  Philosophical 
Library,  1957. 

Not  a formal  biography,  Jean  Pierhal’s  book  is  a profile 
on  the  genius  of  a man  who  has  been  called  "the  greatest 
human  being  in  the  world.” 

The  interest  to  doctors  specifically  is,  of  course,  the  fact 
that  Albert  Schweitzer  obtained  a medical  degree  for  the 
sole  purpose  of  embarking  on  a career  as  medical  mis- 
sionary in  Africa.  At  the  time  he  made  the  decision  to 
study  medicine  for  missionary  purposes,  he  voluntarily  re- 
nounced a comfortable  life  and  outstanding  recognition  as 
a theologian  and  as  a musician  with  an  honored  position 
as  a university  professor  in  Strasbourg.  All  this  he  and  his 
bride  gave  up  for  a life  of  hardship,  danger,  and  sacrifice, 
because  Albert  Schweitzer’s  principles  demanded  that  he 
express  his  Christianity  in  deeds  of  service  bestowed  upon 
humble  human  beings,  rather  than  in  words  of  lengthy 
dissertations. 

The  chapter  describing  his  arrival  at  this  conclusion 
(chapter  6,  "The  Great  Decision”)  plus  the  later  chapters 
describing  establishment  of  the  now  famous  hospital  at 
Lamferene  in  equatorial  Africa  are  probably  the  most  in- 
teresting in  the  book  for  a medical  reader. 

Although  the  subject  of  the  book  is  a very  fascinating 
human  being,  the  style  of  the  writing  itself  has  a rather 
marked  unevenness.  Perhaps  this  is  due  to  whatever  is 


TEXAS  State  Journal  of  Medicine,  MAY,  1960 


379 


lost  in  translation.  Also,  characters  are  not  portrayed  in 
any  sort  of  depth,  such  as  would  be  found  in  a definitive 
biography.  There  are  numerous  illustrations,  but  most  of 
them  are  of  rather  mediocre  quality  and  interest.  How- 
ever, the  book  does  afford,  at  least,  an  introductory  ac- 
quaintanceship with  a wonderful  human  being. 

— Morris  Polsky,  M.D.,  Austin. 

A Modern  Practice  of  Obstetrics 

D.  M.  Stern,  M.B.,  B.Ch.  (Cantab  ),  F.R.C.S.,  F.R.C.O.G., 
Obstetric  and  Gynaecological  Surgeon,  West  Middlesex  Hos- 
pital and  its  annexes;  Lecturer  in  Obstetrics,  West  London 
Hospital  Medical  School;  Examiner  to  the  University  of 
London,  the  Examining  Board  in  England,  and  the  Central 
Midwives  Board;  and  C.  W.  F.  BURNETT,  M.D.  (Lond.), 
F.R.C.S.,  F.R.C.O.G.,  Obstetric  and  Gynaecological  Surgeon, 
West  Middlesex  Hospital  and  its  annexes;  Assistant  Lecturer 
in  Obstetrics,  West  London  Hospital  Medical  School;  Exam- 
iner to  the  Central  Midwives  Board  and  the  General  Nursing 
Council.  248  pages.  $7.  London,  Bailliere,  Tindall  and  Cox, 
1952. 

As  stated  in  the  preface:  "This  book  sets  out  the  prac- 
tice of  obstetrics  at  the  West  Middlesex  Hospital,  and  is 
the  result  of  experience  gained  from  some  50,000  consecu- 
tive deliveries." 

The  text  omits  pure  anatomy  and  physiology.  It  was 
the  purpose  of  the  authors  to  write  a new  textbook  based 
upon  their  experience,  rather  than  upon  the  common  re- 
hash statements  which  follow  from  one  textbook  to  an- 
other without  substantiation.  The  style  of  writing  is  easily 
readable  and  the  book  is  printed  in  the  "easy  on  the  eye” 
two  column  method.  There  are  many  excellent  line  draw- 
ings present. 

Normal  and  abnormal  obstetrics  are  covered  completely, 
whereas  operative  procedures  suitable  for  the  obstetrician 
are  not  thoroughly  nor  adequately  presented. 

Of  interest  in  the  appendix  are  case  records  suitable  for 
the  average  hospital.  Some  of  the  obstetrical  practices  do 
not  conform  to  those  which  are  observed  in  the  United 
States.  However,  the  basic  principles  of  obstetrics  which 
are  presented  are  sound  and  acceptable  wherever  obstetrics 
is  practiced. 

I cannot  recommend  this  book  for  a man  limiting  his 
practice  to  obstetrics;  however,  it  might  be  useful  for  one’s 
library  collection. 

— Milton  Turner,  M.D.,  Austin. 

Clinical  Proctology 

J.  Peerman  Nesselrod,  M.Sc.  (Med.),  F.A.C.S.,  Assistant 
Professor  of  Surgery,  Northwestern  University  Medical  School; 
Attending  Surgeon,  Division  of  Proctology,  Evanston  Hos- 
pital, Evanston,  111.  ed.  2.  296  pages.  $7.  Philadelphia  and 
London,  W.  B.  Saunders  Company,  1957. 

An  excellent  book  for  the  general  practitioner,  Dr.  Nes- 
selrod’s  volume  also  contains  a great  many  items  which 
will  be  of  interest  to  the  specialist.  The  section  on  anatomy 
and  anal  infection  is  of  particular  interest. 

Although  the  explanation  of  the  etiology  of  hemorrhoids, 
on  the  basis  of  infection  would  not  necessarily  be  accepted 
universally,  it  is  at  least  another  explanation.  In  general, 
the  techniques  are  acceptable  and  conventional.  The  ex- 
planation of  the  formation  of  abscesses  and  fistulas  is  ex- 
cellent as  well  as  the  chapters  on  postoperative  care. 

Chapters  dealing  with  prolapse  and  anorectal  malforma- 
tions are  incomplete  and  perhaps  should  have  been  left 
to  a wider  concept  including  the  abdominal  approach. 
Likewise,  the  chapters  on  neoplastic  disease  are  lacking  in 
completeness  because  of  the  absence  of  and  correlation 
with  the  abdominal  procedures  involved  in  the  treatment 
of  these  conditions. 

— Robert  J.  Rowe,  M.D.,  Dallas. 
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AMA  Meets  June  13-17 
In  Miami  Beach 

Miami  Beach  will  be  the  site  June  13-17  of  the  109th 
annual  meeting  of  the  American  Medical  Association,  at 
which  nearly  2,000  physicians  will  participate  in  presenting 
the  scientific  program. 

Two  general  scientific  meetings  will  be  held  in  the 
Grand  Ballroom  of  the  Fontainebleau  Hotel,  and  other  lec- 
tures, symposiums,  and  panel  discussions  will  be  held  in 
the  Fontainebleau,  Eden  Roc  Hotel,  and  in  the  new  Miami 
Beach  Exhibition  Hall.  Headquarters  for  the  sessions  on 
dermatology,  which  are  being  held  jointly  with  the  Society 
for  Investigative  Dermatology,  will  be  at  the  di  Lido  Hotel. 

The  opening  general  scientific  meeting  is  scheduled  for 
Monday  afternoon,  June  13,  with  Dr.  Carl  A.  Lincke,  chair- 
man of  the  American  Medical  Association  Council  on  Sci- 
entific Assembly,  presiding.  Following  the  Joseph  Gold- 
berger  Lecture  on  Clinical  Nutrition  at  this  session,  the 
symposium  on  nutrition  will  be  conducted.  Included  in  the 
symposium  is  an  address  by  Dr.  Grace  A.  Goldsmith,  pro- 
fessor of  medicine  at  Tulane  University  School  of  Medicine, 
New  Orleans. 

Contributing  to  the  second  general  meeting  on  Tuesday 
morning,  June  14,  are  the  sections  on  anesthesiology,  dis- 
eases of  the  chest,  general  practice,  internal  medicine,  pedi- 
atrics, pathology  and  physiology,  and  surgery.  Title  of  this 
symposium  is  "Evaluation  and  Preparation  of  Patients  for 
Anesthesia  and  Surgery.” 

In  addition  to  the  two  general  scientific  meetings,  section 
programs  will  contribute  to  the  diversified  scientific  scope 
of  the  annual  meeting.  The  section  on  surgery  will  feature 
a symposium  and  panel  discussion,  developed  from  sugges- 
tions obtained  from  a survey  of  the  heads  of  departments 
of  surgery  in  the  nation’s  medical  schools. 

Meeting  throughout  the  week  will  be  the  House  of  Dele- 
gates, including  eight  representatives  from  Texas.  The  House 
will  name  a recipient  of  the  Distinguished  Service  Award 
and  will  announce  the  winner  of  the  Goldberger  Award  for 
outstanding  contributions  in  the  field  of  nutrition. 

Assuming  office  as  president  of  the  AMA  will  be  Dr. 
E.  Vincent  Askey,  Los  Angeles,  who  will  be  formally  in- 
augurated on  Tuesday,  June  14.  To  be  named  during  the 
meeting  will  be  a president-elect. 

On  display  in  the  Miami  Beach  Exhibition  Hall  will  be 
about  290  exhibits.  Of  interest  will  be  a new  special  ex- 
hibit on  body  fluid  disturbances  which  will  offer  a com- 
plete course  on  body  fluids.  Another  noteworthy  exhibit  is 
a special  one  on  fractures,  including  booths  on  fractures  of 
the  ankle,  hip,  wrist,  tibia  and  fibula,  children's  fractures, 
and  fractures  resulting  from  falls  on  the  outstretched  hand. 
Motions  picture  and  television  programs  will  be  coordi- 
nated with  the  scientific  program  in  the  exhibition  hall. 

The  National  Civil  Defense  Conference  will  be  held  at 
Miami  Beach  on  Saturday,  June  11,  immediately  prior  to 
the  opening  of  the  annual  AMA  meeting.  Sponsored  by 
the  AMA  Council  on  National  Security,  the  conference  will 
be  presented  by  the  Medical  Department  of  the  United 
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States  Navy  under  the  direction  of  Rear  Admiral  Calvin  B. 
Calloway,  MC,  USN,  assistant  chief  of  the  bureau  of  medi- 
cine and  surgery  for  research  and  military  medical  special- 
ties. AMA  President-Elect  Dr.  Askey  will  address  the  open- 
ing session.  A conference  highlight  will  be  the  erection  of 
components  of  a 60-bed  field  hospital  by  the  Second  Marine 
Division.  To  be  demonstrated  are  modern  techniques  of 
teaching  first  aid  and  self  aid  in  the  event  of  disaster. 


★ 


Texas 

Medical  Association 


TMA's  First  Lady  President 
Sparks  1960  Annual  Session 

A superior  scientific  program  and  a marathon  business 
session,  plus  the  installation  of  its  first  woman  President, 
marked  the  ninety-third  annual  session  of  the  Texas  Medi- 
cal Association  held  in  Fort  Worth  April  9-12. 

A total  of  3,021  persons  registered  for  the  Saturday- 
Tuesday  meeting,  Texas  doctors  accounting  for  1,796  of 
these  and  the  Woman’s  Auxiliary  for  630. 

Twenty-six  guest  speakers  and  26  special  speakers  head- 
lined the  scientific  program.  Crowded  into  the  busy  4-day 
period  were  specialty  group  meetings,  refresher  courses, 
scientific  section  programs,  general  meetings,  technical  ex- 
hibits, scientific  exhibits,  motion  picture  films,  business, 
and  social  events. 

Signs  of  the  times  were,  of  course,  a physicians'  golf 
tourney,  the  sophisticated  music  of  Les  Elgart’s  band  at  the 
President’s  Party,  and  the  number  of  doctors  coming  and 
going  by  private  plane. 


A Lady  Becomes  "The  Doctors'  Doctor" 


that  they  dedicate  themselves  to  elimination  of  any  abuses 
of  voluntary  prepaid  medical  or  hospital  insurance. 

A second  woman  President  taking  office  at  the  Fort 
Worth  annual  session  was  Mrs.  Ramsay  Moore  of  Dallas, 
who  was  installed  as  the  forty-third  President  of  the 
Woman’s  Auxiliary. 

Dr.  Harvey  Renger,  Hallettsville,  was  named  President- 
Elect  of  the  Texas  Medical  Association.  Mrs.  William  C. 
Barksdale,  Borger,  was  named  to  that  position  by  the  Aux- 
iliary. 

Other  officers  elected  were  Dr.  R.  L.  Deter,  El  Paso, 
Vice-President;  Dr.  C.  P.  Hardwicke,  Austin,  and  Dr. 
James  D.  Murphy,  Fort  Worth,  again  Speaker  and  Vice- 
Speaker  of  the  House  of  Delegates  respectively. 

Dr.  Elliott  Mendenhall,  Dallas,  was  elected  Trustee  to 
succeed  Dr.  G.  V.  Brindley,  Temple. 

Four  reelected  Councilors  included  Dr.  Henrie  E.  Mast, 
Midland,  Second  District;  Dr.  David  Wade,  Austin,  Seventh 
District;  Dr.  Carlos  E.  Fuste,  Jr.,  Alvin,  Eighth  District; 
and  Dr.  Herbert  H.  Duke,  Baytown,  Ninth  District.  Elected 
Councilor  of  the  Tenth  District  was  Dr.  Gail  Medford, 
Lufkin. 

The  four  American  Medical  Association  delegates  whose 
terms  expired  were  reelected.  They  were  Dr.  Troy  A. 
Shafer,  Harlingen;  Dr.  John  K.  Glen,  Houston;  Dr.  G.  W. 
Cleveland,  Austin;  and  Dr.  James  H.,  Wooten,  Columbus. 

Also  reelected  were  the  four  alternate  delegates  with 
expiring  terms.  These  included  Dr.  John  L.  Otto,  Galves- 
ton; Dr.  Robert  W.  Kimbro,  Cleburne;  Dr.  Ridings  E. 
Lee,  Dallas;  and  Dr.  E.  P.  Hall,  Jr.,  Fort  Worth. 


TMA  House  of  Delegates  Votes 
Against  Citizenship  for  Members; 
To  Increase  Trustees  to  Seven 


For  the  first  time  in  the  107  year  history  of  the  Texas 
Medical  Association,  a woman,  Dr.  May  Owen  of  Fort 
Worth,  became  President. 

In  her  presidential  address,  Dr.  Owen  stressed  the  im- 
portance of  strengthening  the  position  of  county  medical 
societies,  of  a strong  scientific  program  for  all  Texas  doc- 
tors, and  of  Association  participation  in  a planned  program 
of  medical  care  for  the  state’s  aged  indigent.  She  urged 
county  medical  societies  to  guarantee  and  publicize  the 
availability  of  medical  care  for  all,  regardless  of  ability  to 
pay;  to  revitalize  their  grievance  committees;  to  evaluate 
their  emergency  call  services;  and  to  establish  joint  con- 
ference committees  at  all  Texas  hospitals.  Of  major  im- 
portance also,  she  pointed  out,  is  that  doctors  make  a 
concerted  effort  to  improve  relations  with  the  press  and 


Dr.  Harvey  Renger  of  Hallettsville  became  President- 
Elect  of  the  Texas  Medical  Association  during  the  Fort 
Worth  annual  session. 


The  Texas  Medical  Association  House  of  Delegates,  in 
one  of  the  lengthiest,  busiest  sessions  in  years,  voted  against 
making  United  States  citizenship  a requirement  for  Asso- 
ciation membership,  reiterated  its  opposition  to  government 
control  of  medicine,  and  initiated  action  to  increase  the 
size  of  the  Board  of  Trustees  to  seven. 

In  cooperation  with  county  medical  societies,  the  Asso- 
ciation this  year  will  conduct  a survey  to  obtain  data  on 
community  activity  of  physicians,  including  their  contribu- 
tions to  medical  care  of  the  elderly. 

The  Board  of  Trustees  authorized  funds,  and  the  House 
voted,  for  a 1961  school  health  conference,  probably  to  be 
held  in  Houston.  The  move  was  made  as  a result  of  en- 
thusiastic reports  on  a similar  recently  completed  conference 
sponsored  by  the  Association,  the  Dallas  County  Medical 
Society,  and  the  Dallas  Independent  School  District. 

Also  receiving  support  from  the  House  was  anticipated 
enabling  legislation  to  put  into  effect  vendors  medical  care 
payments  as  voted  by  the  Texas  electorate. 

New  Insurance  Plans  Authorized 

A business  overhead  insurance  plan  was  authorized  by 
the  House  of  Delegates  as  the  fourth  insurance  plan  de- 
signed for  members  of  the  Texas  Medical  Association. 

Good  experience  with  the  Association’s  disability  insur- 
ance program  permits  the  offering  of  greater  coverage  for 
those  desiring  it,  plus  a continuation  of  a 15  per  cent  bonus 
on  claims  under  the  plan.  Reported  to  be  operating  satis- 
factorily was  the  Association  life  insurance  plan,  but  ex- 
perience with  the  accidental  death  and  dismemberment  in- 
surance program  has  been  such  that,  upon  underwriters' 
(Continued  on  page  384) 
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(1)  Miss  Harriet  Cunningham,  Austin,  late  managing 
editor  of  the  Texas  State  Journal  of  Medicine,  registered 
pleasure  over  a bouquet  of  roses  she  received  from  the 
Council  on  Annual  Session.  Beside  her  sits  executive 
Secretary  C.  Lincoln  Williston,  Austin.  (2)  Sharing  a 
light  moment  is  this  presidential  quartet  including  Dr. 
Milford  O.  Rouse,  Dallas;  American  Medical  Associ- 
ation President  Louis  M.  Orr,  Orlando,  Fla.;  Dr.  May 
Owen,  Fort  Worth,  President,  Texas  Medical  Association; 
and  Dr.  Franklin  W.  Yeager,  Corpus  Christi,  left  to 
right.  (3)  The  House  of  Delegates  in  action.  (4)  Busy 


spot  before  the  House  of  Delegates  meeting  was  the 
Credentials  Committee  table  where  delegates  checked 
in.  (5)  A steady  flow  of  arriving  members  surrounded 
the  convention  registration  booth.  Standing  in  back- 
ground is  new  Woman's  Auxiliary  Executive  Secretary 
Nola  Acton.  (6)  Convention  VIP's  photographed  together 
included  eight  past  presidents.  Standing,  left  to  right, 
they  are  Drs.  Milford  O.  Rouse,  Howard  O.  Smith,  J. 
Layton  Cochran,  George  Turner;  foreground,  left  to 
right,  Drs.  T.  C.  Terrell,  Witten  B.  Russ,  L.  H.  Reeves, 
and  G.  V.  Brindley,  Sr. 
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(1)  Dr.  J.  H.  Steger,  Fort  Worth,  chairman  of  the 
Committee  on  General  Arrangements,  presents  a bou- 
quet from  the  Fort  Worth  Altrusa  Club  to  Dr.  May  Owen 
at  the  President's  Party.  (2)  Dr.  Woodrow  M.  Avent, 
chairman  of  the  Section  on  General  Practice,  discusses 
the  program  with  guest  speaker  Dr.  0.  Theron  Clagett, 
Rochester,  Minn.  (3)  Talking  medicine  are  two  disting- 
uished guest  speakers,  Dr.  Joseph  A.  Hardy  of  St.  Louis, 
and  Dr.  Eugene  P.  Pendergrass  of  Philadelphia.  (4)  Leg- 


islative matters  were  bound  to  come  up  in  conversation 
between  State  Senator  Crawford  Martin  of  Hillsboro  and 
Philip  R.  Overton,  general  counsel  of  the  Texas  Medical 
Association.  (5)  Fort  Worth  community  leaders  were 
honored  at  Tuesday's  civic  luncheon.  (6)  The  Public  Re- 
lations Committee's  Dr.  Joe  Donaldson,  Pampa,  presents 
the  third  place  Anson  Jones  Award  to  Mrs.  Mary  Tom 
Rasco,  Amarillo  Globe-Times  reporter  and  executive  sec- 
retary of  the  Potter-Randall  Counties  Medical  Society. 
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requests,  the  House  approved  increased  premiums  and 
decreased  benefits  for  that  program. 

The  House  also  voted  support  of  a disability  insurance 
program  for  American  Medical  Association  members,  since 
the  proposed  plan  will  not  affect  adversely  the  state  plan 
already  in  effect. 

Texas  Elderly  and  Rural  Indigent  Needs  Studied 

Approval  was  given  by  the  House  of  Delegates  to  vari- 
ous plans  for  bettering  the  care  of  Texas'  elderly  citizens, 
including  efforts  toward  upgrading  of  nursing  homes,  in- 
creasing chronic  illness  beds  in  general  hospitals,  provid- 
ing homemaker  services,  educating  medical  and  nursing 
students  in  geriatrics,  and  establishing  active  county  medi- 
cal society  committees  on  aging. 

A special  committee  to  serve  under  the  Council  on  Medi- 
cal Service  and  Insurance  was  authorized  to  study  the  prob- 
lem of  adequate  hospital  care  for  the  rural  medically  indi- 
gent of  the  state. 

The  House  voted  to  cooperate  with  the  Farm  Bureau  in 
working  out  satisfactory  answers  to  problems  in  health 
care  in  rural  areas,  and  to  work  with  various  agencies  and 
organizations  interested  in  reducing  the  census  of  non- 
service-connected cases  in  Veterans  Administration  Hospitals. 

Also  adopted  was  a report  urging  the  Texas  State  Health 
Department  to  plan,  and  put  into  operation,  an  effective 
program  of  tuberculosis  control  utilizing  all  feasible  facili- 
ties available  for  the  accomplishment  of  this  objective. 

House  Takes  Legislative  Action 

The  House  of  Delegates  gave  its  endorsement  to  estab- 
lishment of  the  medical  examiner  system  for  all  Texas 
counties. 

It  voted  support  of  federal  legislation  for  controlling  the 
labeling  of  hazardous  substances. 

The  House,  after  considerable  debate,  tabled  a resolution 
opposing  federal  aid  to  medical  schools. 

As  in  previous  years,  the  House  opposed  compulsory 
coverage  of  physicians  under  the  federal  social  security 
system.  Support  was  voted  for  permitting  tax  deferment  on 
pension  plans  for  the  self-employed  (Keogh  bill)  and  for 
protection  of  states’  rights. 

The  House  of  Delegates  went  on  record  as  being  un- 
equivocally opposed  to  any  type  of  national  compulsory 
health  insurance  or  Forand-type  legislation. 

House  Votes  By-Laws  Revisions 

Although  the  House  of  Delegates  adopted  extensive  re- 
vision of  chapters  of  the  Association  By-Laws  which  relate 
to  county  society  membership  and  disciplinary  procedure, 
most  of  the  changes  were  in  form  and  phraseology  rather 
than  in  basic  revision. 

After  some  debate,  the  House  turned  down  a resolution 
making  United  States  citizenship  a qualification  for  mem- 
bership in  the  Texas  Medical  Association.  County  medical 
societies  were  reminded,  however,  that  they  have  full 
authority  over  who  shall  or  shall  not  become  a member. 
The  House  pointed  out  that  physicians  who  fail  to  take 
steps  to  become  citizens  of  this  country  might  be  consid- 
ered for  suspension  of  license  to  practice. 

Action  to  increase  the  Association  Board  of  Trustees  to 
seven  members  was  initiated,  but,  since  such  a change  in- 
volves an  amendment  to  the  Constitution,  one  year  must 
pass  before  final  action  is  taken. 

On  recommendation  of  the  President,  the  House  voted 
that  a committee  member  who  fails  without  good  reason  to 


attend  two-thirds  of  the  meetings  of  his  committee  during 
the  year  shall  be  automatically  removed  from  it. 

Last  year  the  House  of  Delegates  approved  changes  in 
the  By-Laws  to  prohibit  the  Texas  Medical  Association 
from  entering  into  contracts  and  from  setting  fee  schedules. 
Two  resolutions  carried  over  from  last  year  would  have 
added  these  same  prohibitions  to  the  Constitution,  but 
after  considerable  debate  the  House  decided  it  would  be 
unnecessary  to  incorporate  into  the  Constitution  these  pro- 
visions now  effective  in  the  By-Laws. 

Standing  Committees  Accepted 

Made  standing  committees  by  the  House  of  Delegates 
were  the  Committee  on  Rehabilitation,  Committee  on  Spas, 
and  Committee  .to  Encourage  and  Assist  Hospitals  in  Se- 
curing Accreditation. 

Provision  was  voted  to  increase  the  membership  of  the 
Committee  on  Maternal  Mortality  to  15,  and  a Committee 
on  Nutrition  was  approved.  The  House  voted  to  continue 
the  Committee  on  Reorganization  as  a special  committee 
until  its  work  is  completed. 

Appointment  of  a President’s  Advisory  Committee  will 
be  left  to  the  discretion  of  the  President,  the  House  dis- 
approving inclusion  of  the  three  immediate  past  presidents 
as  ex  officio  members. 

Scientific  Exhibits 
Take  12  Awards 
At  Annual  Session 

Twelve  awards  went  to  10  scientific  exhibits  which  were 
judged  most  outstanding  among  35  of  their  kind  displayed 
at  the  Texas  Medical  Association’s  annual  session  in  Fort 
Worth. 

First  place  in  the  individual  exhibits  category  and  hon- 
orable mention  in  the  popularity  poll  went  to  a display 
entitled  "Renaissance  in  Otology’’  by  Dr.  W.  P.  Anthony, 
Fort  Worth. 

First  place  among  group  exhibits  was  awarded  to  "Bron- 
chogenic Carcinoma”  by  Dr.  Robert  Shaw,  Dr.  Donald  L. 
Paulson,  and  Dr.  John  L.  Kee,  Jr.,  all  of  Dallas. 

First  place  for  institutional  exhibits  was  won  by  "Selec- 
tive Visceral  Arteriography”  from  the  University  of  Texas 
Medical  Branch,  done  by  Dr.  Robert  N.  Cooley,  Dr.  John 
R.  Derrick,  and  Dr.  Colvin  H.  Agnew,  all  of  Galveston. 

Popularity  poll  first  place  winner  was  "Treatment  of 
Pulmonary  Tuberculosis”  by  Dr.  Ellison  F.  White  and  Dr. 
Carlos  J.  Quintanilla,  Harlingen  State  Tuberculosis  Hos- 
pital, and  Dr.  Lawrence  M.  Shefts,  thoracic  surgery  con- 
sultant, San  Antonio. 

Two  second  place  awards,  one  in  individual  exhibits  and 
one  in  the  popularity  poll,  went  to  "Surgery  of  the  Hand,” 
by  Dr.  J.  Robert  Cochran,  Fort  Worth. 

"Positive  Contrast  Ventriculography”  by  Dr.  McClure 
Wilson  and  Dr.  S.  R.  Snodgrass,  University  of  Texas  Medi- 
cal Branch,  Galveston,  won  second  place  among  group  ex- 
hibits, while  "Regional  Perfusion  of  Cancer”  from  the 
University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute,  Houston,  won  second  place  among  institutional 
exhibits.  The  display  was  presented  by  Dr.  John  S.  Stehlin, 
Jr.,  Dr.  R.  Lee  Clark,  and  others. 

Honorable  mention  awards  were  made  for  "Fate  of  Lead 
in  Synovial  Fluid”  by  Dr.  Louis  W.  Breck,  Dr.  W.  Com- 
pere Basom,  Dr.  Morton  H.  Leonard,  Dr.  Mario  Palafox, 
and  Dr.  W.  Kosicki  of  the  El  Paso  Orthopedic  Surgery 
Group,  individual  exhibits  category;  to  "From  Parenteral 
Digitalization  to  Oral  Maintenance”  by  Dr.  Robert  B. 
Crouch,  Houston,  group  exhibits  category;  and  to  an  in- 
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stitutional  exhibit  of  the  United  States  Army  Surgical  Re- 
search Unit,  Brooke  Army  Medical  Center,  Fort  Sam  Hous- 
ton, by  Col.  Edward  H.  Vogel,  Jr.,  MC;  Lt.  Col.  Wilfred 
T.  Tumbusch,  MC;  and  Capt.  Jerome  J.  DeCosse,  MC,  on 
"The  Treatment  of  Burns  of  the  Hands.” 


Indicative  of  the  high  caliber  of  scientific  exhibits 
shown  at  annual  session  this  year  are  those  pictured 
here.  Two  awards  went  to  “Renaissance  in  Otology" 
(top),  as  did  two  to  "Surgery  of  the  Hand"  (bottom). 
Posing  proudly  with  their  popularity  poll-winning  exhibit 
(center)  are  Dr.  Carlos  J.  Quintanilla,  Harlingen,  and 
Dr.  Lawrence  M.  Shefts,  San  Antonio,  at  right. 


Names  Make  the  News 
At  Fort  Worth  Session 

"Names”  made  the  news  throughout  the  Fort  Worth 
annual  session,  as  individuals  and  groups  were  honored 
by  the  Texas  Medical  Association. 

Dr.  Pat  Ireland  Nixon  of  San  Antonio  and  Dr.  Willard 
Richardson  Cooke  of  Galveston  were  elected  to  emeritus 
membership  in  the  Association,  one  of  the  highest  honors 
it  can  bestow. 

General  Practitioner  of  the  Year  title  went  to  Dr.  Elbert 
Dean  Rice  of  Tyler. 


Dr.  G.  V.  Brindley,  Sr.,  of  Temple,  retiring  as  a mem- 
ber of  the  Association  Board  of  Trustees  after  10  years, 
was  honored  for  50  years  of  service  to  the  profession.  Pre- 
sented to  him  by  the  Board  of  Trustees  during  a session  of 
the  House  of  Delegates  was  a plaque  bearing  the  words, 
"With  deep  appreciation  of  the  distinguished  and  unselfish 
service  to  Texas  Medicine — President,  Trustee,  Councilor.” 

Anson  Jones  Awards  for  outstanding  lay  medical  report- 
ing went  to  Blair  Justice,  Fort  Worth  Star-Telegram,  first; 
Miss  Marjorie  Clapp  of  the  San  Antonio  Light,  second; 
Miss  Mary  Tom  Rasco  of  the  Amarillo  Globe-Times,  third; 
and  John  Whiting  of  the  Marshall  News-Messenger,  special 
award  for  community  service  reporting. 

Miss  Harriet  Cunningham,  late  managing  editor  of  the 
Texas  State  Journal  of  Medicine,  was  presented  a bouquet  of 
roses  by  the  Council  on  Annual  Sessions  in  appreciation  for 
her  work  on  annual  session  arrangements  in  past  years. 


Dr.  Rice:  General  Practitioner  of  Year 

A commendation  to  Dr.  Ralph  E.  Gray,  former  chair- 
man of  the  Committee  on  National  Emergency  Medical 
Service,  was  contained  in  the  report  of  that  committee. 

Thirty  physicians  were  voted  to  honorary  membership — - 
among  them  the  late  Dr.  Albert  J.  Schuett  of  Dallas,  whose 
status  was  granted  posthumously — and  30  others  to  inactive 
membership. 

Dr.  May  Owen,  President  of  the  Texas  Medical  Associ- 
ation, was  made  an  honorary  life  member  of  the  Woman’s 
Auxiliary  in  a surprise  ceremony  at  an  Auxiliary  luncheon. 
She  is  the  first  physician  ever  to  have  been  so  honored  by 
the  group. 

Harris  County  Medical  Society  introduced  a resolution, 
adopted  without  referral  to  a reference  committee,  praising 
Dr.  R.  W.  Kimbro,  chairman  of  the  Board  of  Trustees, 
for  his  excellent  address  to  the  society  earlier  in  the  year. 

Past  presidents  of  the  Association  were  honored  with 
the  adoption  of  an  official  past  presidents’  lapel  pin  to 
be  given  to  all  living  past  presidents  and  to  each  president 
as  he  leaves  that  office. 

Forty  community  leaders  of  Fort  Worth  and  members 
of  the  Association’s  Fifty  Year  Club  were  honored  guests 
for  the  general  meeting  luncheon,  which  was  highlighted 
by  an  address  by  Dr.  Louis  Orr,  President  of  the  American 
Medical  Association.  His  topic  was  "Pawns  or  Individuals?” 
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PROFILE  IN  LEADERSHIP 


1932  TMA  President  John  Hoskins  Foster 
Cherishes  Medical  Honesty  Most  in  Life 


When  an  epidemic  broke  out  in  Laredo  in  1902,  there 
was  considerable  debate  among  local  physicians  as  to  wheth- 
er the  illness  was  malaria  or  yellow  fever,  and  local  oppo- 
sition to  quarantine  was  strong. 

As  a result,  the  state  health  officer  began  the  search  for 
a man  who  could  go  to  Laredo  with  him  and  know  how 
to  examine  blood  for  malarial  parasites — in  those  days,  no 
easy  assignment. 

The  man  he  finally  chose  was  a 26-year-old  doctor  who 
was  an  assistant  physician  at  the  Austin  State  Hospital  and 
who  had  received  his  medical  degree  cum  laude  from  the 
University  of  Texas  Medical  Branch  only  2 years  earlier. 
Though  he  had  never  seen  an  actual  case  of  yellow  fever, 
the  young  physician  was  able  to  eliminate  malaria  in  the 
Laredo  cases,  spent  a week  among  the  sick,  and  then  was 
packed  off  to  (yellow  fever  mosquito-less)  Mexico  City  to 
sit  out  a 10-day  spell  before  returning  home.  The  first 
night  in  Mexico,  chills  set  in,  and  for  several  desperate 
days  he  fought  the  severe  illness  he  had  just  diagnosed  in 
others. 

The  young  doctor  was  John  Hoskins  Foster,  who  became 
the  sixty-sixth  president  of  the  Texas  Medical  Association 
30  years  later  during  an  annual  session  held  in  Waco. 

Born  in  Nelsonville,  Austin  County,  on  November  20, 
1876,  he  was  the  son  of  Dr.  G.  W.  Foster,  a Confederate 
soldier  who  received  his  medical  degree  from  the  then 
University  of  Louisiana  in  1869.  The  son’s  own  medical 
career  was  interrupted  twice  by  war:  at  the  outbreak  of 
the  Spanish-American  War,  he  dropped  his  studies  tempo- 
rarily to  enlist  in  the  Army  and  serve  as  a hospital  steward 
in  the  First  Texas  Cavalry;  during  World  War  I he  was 
a Navy  lieutenant. 

In  1904  Dr.  Foster  left  his  post  at  the  Austin  State 
Hospital  to  go  to  New  York  to  study  otolaryngology  as  a 
specialty.  He  returned  to  Texas  to  open  a Houston  office 
in  1906  and  was  married  the  following  year  to  Miss  Anne 
Vineyard  of  that  city.  They  have  one  daughter,  Mrs.  G.  E. 
Cranz  of  Fort  Worth. 

As  all  Texas  Medical  Association  presidents  do,  Dr.  Fos- 
ter has  led  an  extremely  active  professional  life  in  addition 
to  his  practice.  In  1913,  he  studied  at  the  University  of 
Vienna.  In  1923  he  was  largely  instrumental  in  organiza- 
tion of  the  Houston  Eye,  Ear,  and  Throat  Hospital.  'In 
1933,  Southwestern  University  conferred  an  honorary  doc- 
tor of  science  degree  upon  him.  He  has  been  president  of 
the  Harris  County  Medical  Society,  the  South  Texas  District 
Medical  Society,  the  Texas  Ophthalmological  and  Oto- 
laryngological  Society,  and  several  other  groups.  The  Amer- 
ican Laryngological  Association  elected  him  first  vice-presi- 
dent, and  the  Texas  Medical  Association  named  him  an 
honorary  member  in  1947. 

Business  has  always  intrigued  Dr.  Foster.  In  1951,  for 
example,  he  was  named  chairman  of  the  board  of  the 
Houston  First  Federal  Savings  and  Loan  Association — 29 
years  to  the  day  since  he  was  first  elected  to  the  board 
of  directors. 

But  he  has  been  a sociable  man,  too,  belonging  to  such 
"leisure  time’’  institutions  of  our  day  as  the  Houston  Club, 


the  River  Oaks  Country  Club,  and  the  Houston  Yacht 
Club.  ( His  interest  in  at  least  one  of  these  was  precipi- 
tated by  his  favorite  hobby,  golf.)  Dr.  Foster  is  a Shriner 
and  an  Episcopalian. 

As  president  of  the  Texas  Medical  Association,  Dr.  Fos- 
ter emphasized  activities  he  sees  as  the  five  areas  important 
in  the  over-all  purpose  of  organized  medicine:  scientific 
work,  legislation,  sociological  activities,  medical  economics, 
and  medical  education.  He  stressed  the  need  for  dose  har- 
mony among  Texas  physicians,  the  importance  of  careful 
selection  of  district  councilors,  a careful  consideration  of 
the  principles  of  contract  medicine.  During  his  administra- 
tion, reorganization  of  the  Committee  on  Cancer  was 
effected. 

Now  retired,  Dr.  Foster  lives  at  Eagle  Lake,  where  he 
devotes  himself  to  his  farm  and  ranch  interests. 

"I  am  not  a prideful  individual,”  he  says,  "but  I think 
the  one  thing  I cherish  most  in  my  life  is  that  I always 
practiced  medicine  honestly.” 

This  is  John  Hoskins  Foster,  president  of  the  Texas 
Medical  Association  in  1932-1933:  a study  in  leadership. 


Dr.  John  H.  Foster 
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^ County  Societies 

County  Medical  Society  Briefs 

The  La  Salle-F rio-Dimmit  Counties  Medical  Society  heard 
Dr.  Donald  Thayer  Dodge,  San  Antonio  psychiatrist,  dis- 
cuss "Depression  Seen  in  General  Practice,”  when  it  held 
its  March  17  session  in  Dilley. 

During  the  business  portion  of  the  meeting,  Dr.  John 
Crawford,  Carrizo  Springs,  was  appointed  to  fill  the  vice- 
presidency left  vacant  by  the  recent  death  of  Dr.  William 

S.  Wilson,  Jr.  of  that  city.  Dr.  T.  D.  O’Connor  and  Dr. 
Emmett  Wilson,  both  of  Pearsall,  and  Dr.  Clyde  Myers 
of  Cotulla  were  appointed  to  a cancer  committee;  and  the 
society’s  meeting  date  was  changed  from  the  third  to  the 
first  Tuesday  of  each  March,  June,  September,  and  De- 
cember. 

The  June  meeting  will  be  held  in  Pearsall  with  Dr. 
O’Connor  as  program  chairman. 

Members  of  the  Bexar  County  Medical  Society  were 
guests  of  the  commander  and  staff  of  the  Aerospace  Medi- 
cal Center,  Brooks  Air  Force  Base,  on  April  5.  The  eve- 
ning’s program  included  a tour  of  the  new  teaching  and 
research  plant,  with  demonstrations  of  clinical  and  research 
activities.  A cocktail-buffet  preceded  the  program. 

The  Tarrant  County  Medical  Society  heard  Lt.  Col.  Ernest 
Clark,  chief  of  medical  service  at  Carswell  Air  Force  Base, 
discuss  "Complications  of  the  Flu  and  Staphylococcus 
Pneumonia”  at  its  March  1 dinner  meeting  at  the  Carswell 
Officers’  Club.  Sixty-one  members  and  30  Carswell  medi- 
cal officers  were  present. 

Dr.  Robert  E.  Chapman,  member  of  the  medical  juris- 
prudence committee,  announced  that  Millard  Heath,  execu- 
tive secretary  of  the  Dallas  County  Medical  Society,  had 
been  given  a leave  of  absence  to  help  with  opposition  to 
national  Forand-type  legislation. 

Additional  county  medical  society  officers  for  the  year 
are  as  follows: 

Top  o’  Texas  (Gray-Hansford-Hemphill-Lipscomb-Rob- 
erts-Ochiltree-Hutchinson-Carson)  . — President,  Dr.  Richard 
D.  Falkenstein,  Pampa;  president-elect  and  vice-president, 
Dr.  Woodrow  W.  Massad,  Borger;  secretary-treasurer,  Dr. 

T.  DeWitt  Harvey,  Pampa;  delegate,  Dr.  Raymond  M. 
Hampton,  Pampa;  alternate,  Dr.  W.  G.  Stephens,  Borger; 
board  of  censors,  Dr.  Charles  H.  Ashby,  Pampa;  Dr.  Steph- 
ens and  Dr.  William  C.  Barksdale,  Borger. 

Victoria-Calhoun-Goliad. — President,  Dr.  Richard  C.  Al- 
len, Jr.,  Victoria;  vice-president,  Dr.  F.  M.  Logsdon,  Port 
Lavaca;  secretary-treasurer,  Dr.  Ben  H.  White,  Victoria; 
delegate,  Dr.  Joseph  V.  Hopkins,  Victoria;  alternate,  Dr. 
Em  C.  Mooney,  Victoria;  board  of  censors,  Dr.  Craig  P. 
Bade,  Dr.  Thomas  L.  Sterne,  and  Dr.  Winton  L.  Coleman, 
all  of  Victoria. 

"Smoking  and  Lung  Cancer”  was  the  subject  of  Dr. 
Walter  McCook,  chest  physician  from  Shreveport,  who 
spoke  before  the  Harrison  County  Society  at  its  regular 
meeting,  April  8,  in  Marshall.  He  told  members  that  there 
is  a definite,  statistically  significant,  higher  incidence  of 
lung  cancer  in  smokers  than  nonsmokers.  Although  it  may 
be  too  much  to  expect  inveterate  smokers  to  stop  the  habit, 
he  said,  it  is  foolish  for  a nonsmoker  to  begin  smoking 
in  the  light  of  newer  knowledge  of  its  harmful  effects. 

Dr.  E.  Stanley  Crawford,  assistant  professor  of  surgery 
at  Baylor  University  College  of  Medicine,  Houston,  dis- 
cussed "Recent  Advances  in  Cardiovascular  Surgery”  at  a 
joint  meeting  April  12  of  the  Nueces  County  Society  and 


the  U.  S.  Naval  Hospital,  Corpus  Christi.  Medical  officers 
at  the  base  served  as  hosts  for  the  group. 

Captain  L.  G.  Bell,  new  commanding  officer  of  the 
hospital,  was  welcomed  back  to  the  city  by  many  members. 


Galveston  County  Society 
Honors  Sixteen  Physicians 

Sixteen  senior  members  of  the  Galveston  County  Medi- 
cal Society  were  honored  for  their  distinguished  contribu- 
tions to  Texas  Medicine  at  a formal  banquet  in  Galveston 
April  20.  Attending  were  their  colleagues  and  students, 
Donald  M.  Anderson,  assistant  executive  secretary  of  the 
Texas  Medical  Association,  officials  of  the  State  Bar  of 
Texas,  the  Chamber  of  Commerce,  the  Texas  Pharmaceuti- 
cal Association,  and  other  special  guests. 

Chief  speaker  was  Dr.  May  Owen  of  Fort  Worth,  Presi- 
dent of  the  Texas  Medical  Association,  who  paid  tribute 
to  the  honorees  for  their  dedication  to  medicine  in  their 
40  years  or  more  of  practice.  Dr.  John  McGivney  was 
master  of  ceremonies. 

Those  honored  were  Dr.  Fred  W.  Aves,  retired  general 
practitioner  now  of  Dickinson,  who  was  unable  to  attend; 
Dr.  Willard  R.  Cooke,  retired  chairman  of  the  department 
of  obstetrics  and  gynecology,  University  of  Texas  Medical 
Branch;  Dr.  G.  W.  N.  Eggers,  orthopedic  surgeon,  Gal- 
veston; Dr.  William  C.  Fisher,  retired  general  practitioner, 
Athens;  Dr.  Titus  Harris,  chairman  of  the  department  of 
psychiatry,  University  of  Texas  Medical  Branch. 


Members  of  the  Galveston  County  Medical  Society 
gathered  for  a formal  banquet,  April  20,  in  Galveston 
to  honor  sixteen  senior  members  of  the  society  for  their 
contributions  to  Texas  medicine. 

Also  Dr.  J.  L.  Jinkins,  Sr.,  obstetrician  and  gynecologist, 
Galveston;  Dr.  E.  S.  McLarty,  Sr.,  general  practitioner, 
president  of  the  Galveston  County  Medical  Society  and  the 
Texas  Academy  of  General  Practice;  Dr.  E.  L.  Porter,  pro- 
fessor emeritus  in  physiology.  University  of  Texas  Medical 
Branch;  and  Dr.  N.  Prunansky,  general  practitioner,  Gal- 
veston. 

Also  Dr.  Edward  Randall,  general  practitioner,  Galves- 
ton; Dr.  H.  Reid  Robinson,  professor  emeritus  of  obstetrics 
and  gynecology,  University  of  Texas  Medical  Branch;  Dr. 
William  B.  Sharp,  retired  chairman  of  the  department  of 
bacteriology  and  preventive  medicine  which  has  since  been 
dissolved  at  the  University  of  Texas  Medical  Branch. 

Also  Dr.  Will  Spiller,  Galveston  dermatologist;  Dr. 
C.  T.  Stone,  Sr.,  retired  chairman  of  the  department  of 
internal  medicine,  University  of  Texas  Medical  Branch; 
and  Dr.  Clarence  Sykes,  Galveston  ophthalmologist. 

Two  hundred  persons  attended  the  party  at  the  Buccaneer 
Hotel. 
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^ Woman’s  Auxiliary 


"My  Fair  Lady"  Holds  Spotlight 
In  Fort  Worth  Auxiliary  Convention 

Against  a background  of  romance,  song,  and  color  from 
"My  Fair  Lady,”  the  Woman’s  Auxiliary  to  the  Texas 
Medical  Association  presented  its  annual  convention,  April 
9-12,  in  Fort  Worth.  Its  "fair  lady”  theme  was  a tribute 
to  each  individual  member  in  her  four-dimensional  role 
as  wife  and  homemaker  in  auxiliary  and  community  serv- 
ice. The  forty-second  chapter  of  auxiliary  history,  "Cherish 
Our  Heritage  in  Health,”  was  concluded  in  a series  of 
meetings  and  luncheons  to  fit  the  theme. 

The  executive  board  of  the  Auxiliary  met  April  9 at 
luncheon,  called  to  order  by  Mrs.  Haskell  D.  Hatfield, 
president.  The  keynote  address  was  given  by  Mrs.  O.  M. 
Marchman,  Sr.,  of  Dallas.  She  identified  "My  Fair  Lady” 
as  the  little  lady,  our  official  insignia,  and  with  the  ideals 
and  heritage  of  the  auxiliary.  Greetings  from  Texas  Medical 
Association  were  given  by  Dr.  H.  O.  Padgett  of  Marshall, 
chairman  of  the  Advisory  Committee.  "After  eighteen  years 
of  receiving  advice  from  a member  of  the  auxiliary,”  Dr. 


Mrs.  Haskell  D.  Hatfield  gives  Woman's  Auxiliary 
address  before  the  Texas  Medical  Association's  House  of 
Delegates. 

Padgett  said,  "it  is  a pleasure  to  be  asked  to  give  advice  to 
the  auxiliary.”  Recommendations  and  reports  were  pre- 
sented by  officers  and  chairmen. 

On  Sunday  afternoon,  a conference  of  Councilors  and 
Council  Women  was  conducted  by  Mrs.  G.  Bedford  Brown 
of  Angleton,  first  vice-president.  Her  theme,  "How  We 
Operate,”  was  punctuated  by  organizational  plans  and  pro- 
cedures. Dr.  Travis  Smith  of  Abilene,  vice-chairman  of  the 
Board  of  Councilors,  spoke  on  the  opportunities  and  re- 
sponsibilities of  council  women,  making  recommendations 
toward  more  effective  program  and  organization  in  districts. 

Memorial  services  of  the  Texas  Medical  Association  and 
Woman’s  Auxiliary  were  held  on  Sunday,  April  10,  at 
5 p.m.  Memorial  addresses  were  given  by  Dr.  Milford  O. 
Rouse  of  Dallas  and  Mrs.  John  King  Glen  of  Houston. 


Mrs.  H.  S.  Renshaw  of  Fort  Worth  was  chairman  for 
the  Auxiliary  Past  Presidents’  Dinner  Sunday  evening  at 
Shady  Oaks  Country  Club.  Mrs.  A.  B.  Pumphrey,  Fort 
Worth,  showed  pictures  of  her  world  tour. 

The  general  assembly  was  called  to  order  Monday  morn- 
ing. The  Reverend  John  Leatherbury  of  All  Saints’  Episco- 
pal Church  gave  the  invocation,  followed  by  the  National 
Anthem  led  by  Mrs.  Frank  Halpin  of  Fort  Worth.  Mrs. 
George  Turner  of  El  Paso,  national  historian,  brought 
greetings  from  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  and  Mrs.  Oscar  W.  Robinson  of  Paris, 
Southern  parliamentarian,  brought  greetings  from  the 
Woman’s  Auxiliary  to  the  Southern  Medical  Association. 


Mrs.  Scott  Haggard,  Denton,  and  Mrs.  Richard  Hud- 
son, Corpus  Christi,  accepted  some  of  the  Auxiliary 
awards. 

Among  actions  taken  by  the  convention  were  the  follow- 
ing: Mrs.  E.  H.  Cary  and  Mrs.  O.  M.  Marchman  of  Dallas, 
first  president  and  secretary  of  the  auxiliary,  were  made 
honorary  life  presidents  of  the  Woman’s  Auxiliary  to  the 
Texas  Medical  Association;  $1,000  was  given  to  AMEF 
as  a memorial  to  auxiliary  members  deceased  during  the 
past  year;  proposed  revisions  were  tabled  for  further  study, 
excepting  those  concerned  with  finance;  year’s  contributions 
were  made  to  the  Library  Fund  to  be  used  to  purchase 
new  films;  Dr.  May  Owen  of  Fort  Worth,  president-elect 
of  Texas  Medical  Association,  was  made  an  honorary  life 
member  of  the  Auxiliary. 

County  presidents  reported  on  highlights  of  their  year’s 
work. 

Monday  Luncheon 

At  luncheon  the  Medi-Larks,  Tarrant  County  Auxiliary’s 
choral  group,  dressed  in  gay  flower  girl  costumes,  sang  a 
medley  of  songs  from  "My  Fair  Lady,”  directed  by  Mrs. 
Halpin  and  accompanied  by  Dr.  Feliks  Gwozdz.  Presiding, 
Mrs.  Hatfield  said,  "The  fair  ladies  of  auxiliary  are  you. 
Our  I960  production  unfolds  against  this  lovely  back- 
ground of  romance.  Among  the  dramatis  personae  are  our 
leading  ladies,  whom  we  honor  today:  our  county  presi- 
dents; each  of  them  took  our  script,  adapted  it  to  a local 
stage  and  setting,  and  produced  a successful  drama.  A 
special  heroine  who  became  the  ideal  wife,  setting  us  an 
example  in  devotion,  as  she  accompanied  her  husband  and 
encouraged  him  in  his  work  as  president  of  Texas  Medical 
Association,  is  Mrs.  Franklin  W.  Yeager.” 
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"In  the  supporting  cast  are  many  who  assist  us,  working 
as  stagehands  sometimes,  seldom  seen  or  heard,  members 
of  the  staff  at  the  central  office.  Among  these  who  have 
helped  us  through  the  years,  known  by  some  of  us  as 
'Miss  Auxiliary,’  beloved  by  all,  Miss  Harriet  Cunningham, 
editor  of  the  Journal.” 

"And  now,  the  star  of  our  story,  Dr.  May  Owen.”  Hand- 
ing Dr.  Owen  a card  of  parchment  embossed  in  gold,  Mrs. 
Hatfield  said,  "Dr.  Owen,  by  authority  of  this  convention 
I present  you  this  Honorary  Life  Membership  in  the 
Auxiliary.  We  pledge  you  our  love  and  loyalty.” 

The  luncheon  was  concluded  with  an  address  by  Dr. 
Granville  T.  Walker,  University  Christian  Church,  Fort 
Worth,  "Pygmalion  in  Eternity,”  which  illuminated  the 
theme  with  spiritual  meaning,  from  the  original  Greek 
myth  to  a modern  "fair  lady”  who  comes  to  full  life 
through  faith. 

Tuesday  Business 

Tuesday’s  general  session  was  a continuance  of  reports 
from  county  presidents  and  council  women.  Mrs.  Milton 
J.  Loring  of  Midland,  historian,  presented  awards.  The 
Gonzales  Auxiliary,  represented  by  Mrs.  James  C.  Price, 
received  the  silver  loving  cup  for  increase  in  membership. 

"My  Fair  Lady”  is  the  doctor’s  wife,  according  to  Dr. 
Joe  R.  Donaldson,  Pampa,  chairman  of  the  Committee  on 
Public  Relations  and  Public  Service  of  Texas  Medical  As- 
sociation. Said  Dr.  Donaldson:  "What  should  the  doctor 
do  if  his  public  relations  is  not  so  good?  Get  a partner 
interested  in  good  PR.  Get  a partner  with  a good  scientific 
background.  Get  one  interested  in  P.-T.A.,  church,  and  so 
forth;  one  good  at  handling  finances;  one  interested  in  tak- 
ing care  of  children.  Where  will  he  find  such  a partner? 
The  doctor’s  wife,  'My  Fair  Lady,’  the  best  public  relations 
partner  the  doctor  has.” 

Mrs.  John  D.  Gleckler,  Denison,  chairman  of  the  Nomi- 
nating Committee,  presented  the  following  slate  of  officers 
for  1960-1961,  who  were  elected  unanimously: 

President-elect,  Mrs.  William  C.  Barksdale,  Borger;  first 
vice-president,  Mrs.  Richard  L.  Hudson,  Corpus  Christi; 
western  vice-president,  Mrs.  Joe  R.  Donaldson,  Pampa; 
eastern  vice-president,  Mrs.  J.  Griffin  Heard,  Houston; 
northern  vice-president,  Mrs.  Walter  McCall,  Ennis;  south- 
ern vice-president,  Mrs.  R.  E.  Leslie,  El  Campo;  recording 
secretary,  Mrs.  M.  Lake  Fowler,  Jr.,  Galveston;  correspond- 
ing secretary,  Mrs.  Charles  Warren,  Dallas;  treasurer,  Mrs. 
Garland  G.  Zedler,  Austin;  and  parliamentarian,  Mrs.  Wil- 


Mrs.  Forrest  C.  Orman,  Lufkin;  Dr.  Travis  Smith,  Abi- 
lene; Mrs.  G.  Bedford  Brown,  Angleton;  and  Dr.  H.  O. 
Padgett,  Marshall,  visit  at  the  Conference  of  Councilors 
and  Council  Women. 


liam  Hibbitts,  Texarkana.  Mrs.  Ramsay  H.  Moore  of  Dallas 
took  over  as  president. 

A musical  style  show  and  luncheon  honoring  Mrs.  Hat- 
field, retiring  president,  and  Mrs.  Moore,  incoming  presi- 
dent, at  the  River  Crest  Country  Club  was  an  enjoyable 
and  unique  affair.  "Had  There  Been  An  Act  III  of  'My 
Fair  Lady’”  (with  apologies  to  Moss  Hart)  was  the  set- 
ting for  fashions  of  Meacham’s. 


Dr.  Felix  Gwozdz  and  Mrs.  Burl  V.  Thompson,  both 
of  Fort  Worth,  helped  provide  entertainment. 

Mrs.  Renshaw  installed  the  new  officers  with  a ceremony 
of  romance  "when  knights  were  bold,  ladies  fair,  and  in- 
stallations were  called  'investures.’  ” To  each  officer,  she 
presented  a miniature  crown,  tiara,  or  royal  plume. 

Post-Convention  Meeting 

The  post-convention  Board  meeting  was  held  Tuesday 
afternoon  with  Mrs.  Moore  presiding.  After  greetings,  in- 
troduction, and  program  discussions,  the  meeting  was  ad- 
journed. 

"Alertness  and  Action  for  Achievement”  will  be  the 
Auxiliary  theme  for  1960-1961. 

At  the  President’s  Party  Tuesday  night,  the  fair  ladies 
and  their  escorts  dined,  were  entertained,  and  danced  to 
the  music  of  Les  Elgart  and  his  orchestra. 

Among  special  guests  of  the  convention  were  Mesdames 
Grace  Martin,  College  Station;  Joseph  A.  Hardy,  St.  Louis; 
Peter  C.  Kronfeld,  Wilmette,  111.;  Don  H.  O’Donoghue, 
Oklahoma  City;  Edward  O.  Harper,  Cleveland,  Ohio;  J.  T. 
Willis,  President  of  the  Woman’s  Auxiliary  to  the  Louisi- 
ana State  Medical  Society;  E.  T.  Townson,  Shreveport;  and 
C.  Lincoln  Williston,  Philip  R.  Overton,  and  Jon  Horna- 
day,  all  of  Austin. 

— Mrs.  Hal  V.  Norgaard,  Denton. 


TEXAS  State  Journal  of  Medicine,  MAY,  1960 


389 


RECENT 


DR.  ELMER  C.  SCHOFIELD 

Dr.  Elmer  Clark  Schofield,  Orange,  died  March  3,  1960. 

A native  of  Ypsilanti,  Mich.,  Dr.  Schofield  was  born 
May  4,  1899,  the  son  of  Arthur  M.  and  Hattie  (Clark) 
Schofield.  Dr.  Schofield  attended  high  school  in  Amherst, 
Ohio,  and  was  graduated  in  1926  from  Ohio  University 
at  Athens.  He  received  his  medical  degree  from  the  Uni- 
versity of  Louisville  School  of  Medicine  in  Kentucky  in 
1930. 

A general  practitioner,  he  served  his  internship  with  the 
United  States  Army  in  San  Antonio  and  completed  his 
residency  at  St.  Joseph’s  Hospital  in  Louisville,  Ky.,  and 
at  Cumberland  General  Hospital  in  New  York  in  1933. 


DR.  ELMER  C.  SCHOFIELD 


Before  establishing  his  practice  in  Orange  where  he  was 
chief  of  staff  at  Orange  City  Hospital,  Dr.  Schofield  prac- 
ticed at  Fleming,  Ky.,  and  at  Schulenburg. 

From  1917  to  1919,  Dr.  Schofield  had  served  as  a 
private  with  the  United  States  Army  in  France.  Later,  in 
1930  and  1931,  he  held  the  rank  of  captain,  while  serving 
his  internship  in  San  Antonio. 

Dr.  Schofield  was  a member  of  the  American  Medical 
Association,  the  Texas  Medical  Association,  and  the  Orange 
County  Medical  Society.  He  was  a thirty-second  degree 
Mason.  His  church  affiliation  was  Episcopal. 

Survivors  are  his  wife,  the  former  Miss  Bess  Paddleford 
of  Mason,  whom  he  married  June  18,  1952,  in  Orange,  and 
a son,  Jimmy  Schofield  of  Washington,  D.  C. 


An  obituary  ordinarily  will  not  be  published  more  than 
four  months  after  date  of  death.  Cooperation  in  reporting 
deaths  of  physicians  and  in  furnishing  appropriate  biograph- 
ical material  promptly  is  solicited. 


DR.  JOHN  E.  SPARKS 

DR.  JOHN  E.  SPARKS 

4 

Dr.  John  E.  Sparks  died  March  9,  I960,  at  his  home  in 
San  Antonio  of  a coronary  occlusion. 

A native  of  Valley  Mills,  where  he  was  born  on  a 
nearby  ranch  on  September  1,  1877,  Dr.  Sparks  received  his 
early  education  in  the  Bosque  County  town.  He  was 
awarded  his  premedical  and  medical  degrees,  respectively, 
from  the  University  of  Tennessee  and  the  University  of 
Tennessee  College  of  Medicine,  Memphis. 

Following  his  graduation  in  1910,  he  began  practice  in 
Rockport,  moving  from  there  to  Floresville,  where  he  re- 
mained until  1929.  From  Floresville  he  moved  to  San 
Antonio,  where  he  practiced  until  his  retirement. 

At  the  age  of  78,  Dr.  Sparks  published  his  autobiography, 
'An  M.D.  the  Hard  Way,”  which  he  said  he  wrote  pri- 
marily for  his  children  so  that  they  might  know  more  about 
his  younger  days. 

He  was  a member  of  the  American  Medical  Association, 
the  Texas  Medical  Association  to  which  he  was  elected  an 
inactive  member  in  1958,  and  the  Bexar  County  Medical 
Society.  He  previously  had  served  as  secretary  and  as 
president  of  Karnes-Wilson  Counties  Medical  Society. 

Survivors  include  two  daughters,  Mrs.  William  Bowling 
and  Mrs.  Lola  Mitchell,  both  of  San  Antonio,  and  a son, 
August  Sparks,  Corpus  Christi.  His  wife  died  in  1952  and 
a son,  Virgil  D.  Sparks,  died  this  year. 


DR.  JOSEPH  W.  BOURLAND,  SR. 


Dr.  Joseph  W.  Bourland,  Sr.,  Dallas,  professor  emeritus 
of  obstetrics  and  gynecology  at  the  University  of  Texas 
Southwestern  Medical  School,  died  February  20,  I960,  of 
a cerebral  hemorrhage  at  the  home  of  a son. 

Credited  with  the  invention  of  the  incubator  for  prema- 
ture infants  nearly  50  years  ago.  Dr.  Bourland  was  a prac- 
ticing physician  for  almost  60  years  before  his  retirement 
in  1955.  He  had  begun  his  practice  in  1897  in  Dallas, 
following  the  completion  of  his  residency  at  New  York 
Infant  Asylum,  New  York.  He  had  attended  Baylor  Uni- 
versity, Waco,  and  Columbia  College  of  Physicians  and 
Surgeons,  New  York;  and  had  completed  his  internship  at 
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Elizabeth  General  Hospital  and  Dispensary,  Elizabeth,  N.  J. 

For  10  years,  Dr.  Bourland  was  chief  of  obstetrical  serv- 
ice at  Florence  Nightingale  Maternity  Hospital,  a unit  of 
Baylor  University  Hospital,  at  Dallas;  and  during  World 
War  I he  served  as  a captain  in  the  Medical  Corps  of  the 
United  States  Army.  One  of  the  founders  and  a director  of 
the  Dallas  Medical  and  Surgical  Clinic,  Dr.  Bourland  had 
been  one  of  the  first  Dallas  physicians  to  specialize  in  the 
new  field  of  obstetrics  and  gynecology  in  1915.  He  also 
served  10  years  as  a member  of  the  board  of  governors 
of  Parkland  Hospital,  Dallas. 

In  1935,  he  served  as  president  of  the  Texas  Association 
of  Obstetricians  and  Gynecologists.  In  addition,  he  was  a 
member  of  the  American  Board  of  Obstetrics  and  Gyne- 
cology. He  belonged  to  the  American  Medical  Association, 
the  Southern  Medical  Association,  the  Texas  Medical  As- 
sociation of  which  he  was  named  an  honorary  member  in 
1955,  and  the  Fourteenth  District  Medical  Society. 

For  20  years,  Dr.  Bourland  was  a member  of  the  board 
of  stewards  of  Dallas’  First  Methodist  Church.  His  father, 
the  late  Dr.  Hillen  Armour  Bourland,  had  been  pastor  of 
the  church.  His  mother  was  the  former  Pricilla  Howland. 
Born  on  October  21,  1872,  in  Hanibal,  Mo.,  Dr.  Bourland 
later  married  the  former  Miss  Virgie  Bookhout,  who  died 
in  1944. 

In  addition  to  his  medical  and  church  duties,  Dr.  Bour- 
land was  a charter  member  of  the  Dallas  Athletic  Club. 
In  recent  years  he  had  turned  to  oil  painting  as  a hobby. 

Surviving  him  are  two  sons,  Dr.  J.  Wilbur  Bourland, 
Jr.,  and  Dr.  John  B.  Bourland,  and  a daughter,  Mrs.  Frank 
Kendrick,  all  of  Dallas. 

DR.  C.  S.  CARTER 

Dr.  Charles  S.  Carter,  Bells,  died  December  9,  1959,  in 
Sherman  of  emphysema. 

Born  north  of  Bells  on  November  1,  1878,  Dr.  Carter 
was  the  son  of  J.  W.  and  Sarah  Ann  Carter.  He  was 
educated  in  Bonham  and  was  graduated  from  the  Georgia 
College  of  Eclectic  Medicine  and  Surgery  at  Atlanta  in 
1901.  He  also  attended  the  American  Medical  College,  St. 
Louis,  and  Tulane  Polyclinic,  New  Orleans. 


Dr.  Carter  practiced  in  Savoy  from  1908  until  1923,  in 
Whitewright  from  1923  until  1926,  and  in  Bells  from 
1926  until  1959. 

In  1956,  residents  of  Bells  feted  the  pioneer  physician 
with  "Dr.  Carter  Day,”  at  which  time  he  reported  he  had 
delivered  more  than  3,000  babies,  and  all  but  6 had  been 
delivered  in  homes  of  the  mother. 

A member  of  the  American  Medical  Association  and 
the  Texas  Medical  Association  for  many  years,  Dr.  Carter 
had  belonged  to  the  Grayson  County  Medical  Society.  For 
15  years  he  had  served  on  the  Texas  State  Board  of  Medi- 
cal Examiners,  and  he  had  been  president  of  the  Texas 
Eclectic  Medical  Association.  He  also  was  a Mason. 

Dr.  Carter  married  Miss  Maude  Frances  Short  of  Savoy 
in  1904.  She  died  in  June,  1931.  He  exchanged  wedding 
vows  with  Mrs.  Ethel  Belote  in  Greenville  in  1939. 

Surviving  besides  Mrs.  Carter  of  Bells  are  two  daugh- 
ters, Mrs.  M.  D.  Johnson  of  Dallas  and  Mrs.  M.  W.  May 
of  Austin,  and  a son,  Charles  W.  Carter  of  Dallas.  Also 
surviving  is  a sister,  Mrs.  Nora  Burks  of  Pauls  Valley, 
Okla. 


DR.  GEORGE  H.  HAMPSHIRE 

I 

Dr.  George  FI.  Hampshire,  Marlin,  died  February  26, 
I960,  in  a Marlin  hospital,  following  several  weeks  ill- 
ness. 

Born  in  St.  Louis  on  January  30,  1878,  Dr.  Hampshire 
was  a graduate  of  the  Barnes  Medical  College,  St.  Louis. 
He  completed  his  internship  at  the  Los  Angeles  Hospital 
in  Los  Angeles.  He  was  married  in  1907  to  Miss  Lilian 
Garrett  of  Houston,  who  died  October  7,  1959. 

Dr.  Hampshire  had  practiced  medicine  in  Stranger, 
Kosse,  Marlin,  and  Wichita  Falls,  returning  in  1931  to 
Marlin.  Following  a postgraduate  course  in  1918  in  New 
York,  he  had  specialized  in  urology.  He  was  on  the  staff 
of  two  clinics  in  Marlin,  although  at  the  time  of  his 
death  he  was  serving  with  the  Torbett  Clinic. 

A member  of  the  American  Medical  Association,  an 
honorary  member  of  the  Texas  Medical  Association,  and  a 
past  president  of  the  Falls  County  Medical  Society,  Dr. 


Hampshire  had  belonged  also  to  the  Masket  Shrine  Temple 
at  Wichita  Falls  and  was  a thirty-second  degree  Mason.  He 
was  a Methodist  and  a former  Rotary  Club  member.  For 
many  years  he  had  served  as  examining  physician  for  the 
Lone  Star  Gas  Company  in  Marlin. 

Survivors  include  his  daughter,  Mrs.  Louian  C.  Carter 
and  two  grandchildren.  Port  Arthur. 


DR.  C.  B.  YOUNG 

Dr.  Cuthbert  B.  Young,  Tyler,  died  March  17,  I960,  at 
his  home  following  a short  illness. 

Dr.  Young  was  born  November  27,  1907,  at  Graham, 
Minn.,  and  received  his  preliminary  education  in  the  Royal- 
ton,  Minn.,  public  schools.  He  was  graduated  from  the 
University  of  Minnesota  with  a bachelor  of  science  degree 
in  1931.  His  medical  degree,  which  had  been  delayed  by 
illness,  was  awarded  to  him  in  1937  by  the  University  of 
Minnesota  Medical  School.  He  interned  at  Minneapolis 
General  Hospital,  Minneapolis. 

Before  completing  his  M.D.,  he  had  served  with  the 
Federal  Transient  Division  and  he  had  served  as  camp 


DR.  C.  B.  YOUNG 


surgeon  at  Lamont,  Iowa,  with  the  Civilian  Conservation 
Corps. 

He  moved  to  Tyler  in  1937,  serving  for  5 years  as 
school  physician.  Opening  his  private  practice  in  1943,  Dr. 
Young  was  staff  physician  at  Mother  Frances  Hospital  and 
Medical  Center  Hospital  and  he  was  consulting  physician 
at  East  Texas  Tuberculosis  Hospital. 

A member  of  the  American  Medical  Association  and  the 
Texas  Medical  Association,  Dr.  Young  served  as  president 
of  the  Smith  County  Medical  Society  in  1958. 

He  was  a fellow  of  the  American  College  of  Chest  Physi- 
cians, a member  of  the  American  Trudeau  Society,  an  as- 
sociate member  of  the  American  College  of  Allergists,  a 
member  of  the  board  of  directors  of  the  Texas  Tuberculosis 
Association,  and  a charter  member  of  the  Smith  County 
Tuberculosis  Association.  He  belonged  to  Phi  Chi  Medical 
fraternity.  For  several  years  he  had  served  on  tTie  Tyler 
School  Board.  He  had  been  a recipient  of  the  distinguished 


service  key  award  of  the  Junior  Chamber  of  Commerce  for 
his  participation  in  the  establishment  of  a tuberculosis 
clinic  in  Tyler. 

A Methodist,  Dr.  Young  belonged  to  the  Masonic  order, 
Scottish  Rite  and  Shrine. 

Survivors  include  his  wife,  Mrs.  Vivian  Young,  Tyler; 
one  son,  John  Young,  Tyler;  two  daughters,  Mrs.  Patricia 
Cain,  Dallas,  and  Mrs.  Yvonne  Hyde,  Austin;  his  mother, 
Mrs.  Anna  Young,  Park  Ridge,  111.;  a brother,  Homer 
Young  of  San  Luis  Obispo,  Calif.;  three  sisters,  Miss  Olivia 
Young,  Portland,  Ore.;  Mrs.  Irene  Aker,  Foley,  Minn.;  and 
Mrs.  Lucille  Phinney,  Park  Ridge,  111.;  and  two  grandchil- 
dren, Polly  Lou  Cain  and  Randall  Scott  Hyde. 


DR.  F.  A.  BLOOM 

Dr.  Fred  Akard  Bloom,  Houston,  chief  of  orthopedic 
surgery  at  Jefferson  Davis  Hospital  and  clinical  professor 
at  Baylor  University  College  of  Medicine,  died  March  16, 
1960. 

Stricken  while  playing  golf  at  River  Oaks  Country  Club, 
Dr.  Bloom  died  apparently  of  a heart  attack. 

Born  October  26,  1902,  in  Weatherford,  Dr.  Bloom  re- 
ceived his  preliminary  education  there  and  was  graduated 
in  1925  from  the  University  of  Texas,  Austin.  In  1931, 
he  was  awarded  the  medical  degree  from  the  University 
of  Texas  Medical  Branch,  Galveston.  He  had  served  as  a 
staff  member  of  the  Southern  Pacific  General  Hospital, 
San  Francisco,  was  a resident  in  orthopedics  at  Children’s 
Hospital,  Los  Angeles,  and  was  a resident  at  the  Ruptured 
and  Crippled  Hospital,  New  York.  During  World  War  II, 
Dr.  Bloom  served  briefly  as  a naval  physician. 

Dr.  Bloom  was  a partner  at  the  Chelsea  Orthopedic 
Clinic,  Houston,  in  addition  to  his  hospital  and  professorial 
duties.  He  was  a member  of  the  American  Medical  As- 
sociation, the  Texas  Medical  Association,  and  the  Harris 
County  Medical  Society,  and  he  belonged  to  the  Methodist 
Church,  the  Rotary  Club,  the  Doctor’s  Club,  the  River  Oaks 
Country  Club,  and  the  Houston  Orthopedic  Society. 

Survivors  include  his  wife  and  a son,  Dalton,  both  of 
Houston. 


DR.  F.  A.  BLOOM 
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Aged:  Problems  and  Solution 

The  problem  of  aging  begins  at  birth.  As  aging  pro- 
gresses, there  is  a mental,  physical,  emotional,  and  socio- 
logical growth.  In  this  process  man  ages  to  the  so-called 
middle  age  of  life.  Then,  if  he  is  not  careful,  he  is  cata- 
pulted into  the  senior  citizen  class. 

This  comes  too  quickly  for  those  who  have  been  too 
busy  to  prepare  themselves  for  these  tapering-off  years. 
They  are  not  ready  to  accept  the  fact  that  there  is  a new 
generation  which  thoughtlessly  will  put  them  much  too 
soon  on  to  the  shelf  of  the  aged.  These  are  indeed  very 
painful  and  sensitive  years  to  be  pushed  into  suddenly  by 
forced  retirement.  There  is  nothing  like  boredom  or  inactiv- 
ity to  promote  senility. 

Because  too  large  a segment  of  our  aged  population  is 
not  prepared  for  this  period  of  life,  we  must  develop  a plan 
to  fit  each  individual  into  the  sum  total  of  the  community. 
We  must  find  a plan  to  utilize  all  individuals  to  the  maxi- 
mum of  their  potentiality.  We  must  make  them  feel  needed 
and  wanted,  and  not  commit  them  to  the  Siberia  of  sitting 
and  sighing.  To  accomplish  these  goals,  several  important 
facts  must  be  taken  into  consideration.  Members  of  the  aged 
population  have  varying  degrees  of  good  or  bad  health, 
financial  solvency,  and  desire  to  keep  trying. 

There  are  several  things  that  are  fairly  constant  with 
people  in  their  senior  years.  Their  wants  are  few — certainly 
contained  within  their  ability  to  pay;  very  seldom  do  we  see 
older  people  buy  beyond  their  means,  or  go  into  credit 
financing.  They  have  years  of  training  and  experience  in 
their  respective  fields.  Many  are  experts  in  their  particular 
lines.  Most  of  them  have  solved  the  problems  of  sociologic 
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adjustment  to  their  environments.  Most  of 
them  are  philosophic  about  the  seeming  catas- 
trophies  that  face  many  of  the  younger  gen- 
erations. 

All  of  them  are  very  proud  and  confident 
of  their  ability  to  care  for  themselves  and  their 
loved  ones,  if  given  a fair  chance.  Forced  re- 
tirement is  not  giving  them  a fair  chance.  The 
financially  independent  are  in  just  as  much 
need  of  being  wanted  and  needed  as  are  the 
completely  indigent,  but  usually  are  more  able 
to  fill  their  ambitions  for  themselves  in  later 
years.  They,  too,  can  be  committed  to  sitting 
and  sighing,  if  they  and  we  are  not  careful. 

Assuming  that  the  way  to  live  a fruitful  life 
to  its  complete  fullness  is  to  live  a busy,  inter- 
esting, and  exciting  one  to  the  limit  of  mental 
and  physical  capacity,  regardless  of  age,  we 
must  approach  the  problem  of  aging  as  a two- 
fold one.  The  most  pressing  problem  is  that 
of  the  aged  we  now  have  with  us,  and  how  to 
work  them  into  the  total  life  of  the  commun- 
ity. The  second  one  is  to  train  our  young  men 
and  women  and  our  middle-aged  so  that  they 
will  face  the  problem  with  an  intelligent  at- 
titude. 

I recommend  that  we  set  up  at  a county 
level  (including  possibly  a central  state  ad- 
visory committee)  a board  composed  of  men 
and  women  over  65  who  have  had  administra- 
tive or  executive  abilities  to  consider  the  prob- 
lem of  the  aged  in  the  following  categories: 

1.  The  active,  reasonably  healthy  persons 
who  have  been  retired,  and  are  willing  and 
able  to  look  out  for  themselves.  The  county 
board  could  gather  data  on  job  seekers  and 
their  skills  and  could  seek  requests  from  em- 
ployers or  local  agencies  who  could  utilize  or 
train  them.  Any  objection  to  the  possible  short 
term  of  service  in  a given  job,  due  to  their 
advanced  years,  can  be  answered  thusly;  as 
long  as  medicine  continues  to  improve  there 
is  an  unending  source  of  supply  of  this  short 
term  man  and  woman  power.  Their  years  of 
training  and  experience  should  not  be  wasted. 

Also,  the  board  could  furnish  service  organi- 


zations with  experienced  senior  citizens  to  par- 
ticipate in  community  affairs  or  organization 
planning.  Here,  the  board  could  draw  upon 
those  who  are  financially  able,  but  inactive. 

2.  Those  individuals  who,  by  reason  of 
health  or  finances,  are  partially  disabled.  The 
board  could  determine  to  what  extent  they 
could  be  incorporated  into  the  sum  total  of 
the  community  life. 

3.  The  next  group  to  be  considered  would 
be  those  senior  citizens  with  varying  degrees 
of  infirmity.  An  energetic  rehabilitation  pro- 
gram could  be  developed  for  them,  again  util- 
izing their  physical  and  mental  abilities  to 
capacity.  Persons  in  this  group  could  help 
others  find  jobs  or  fit  into  the  community. 

4.  This  group  includes  the  totally  incapable. 
The  board  must  take  forceful  leadership  in 
establishing  a sound  program  of  convalescent, 
hospital,  and  nursing  home  care  through  leg- 
islation or  city-county  ordinance.  It  must  set 
up  strict  rules  for  operation  of  these  facilities 
and  rigid  training  requirements  for  personnel 
working  in  them. 

As  to  the  pure  health  needs  of  the  aged  (by 
this  I mean  in  care  of  diseases  of  the  aged) 
we  would  like  to  make  the  following  recom- 
mendation: that  a subcommittee  of  the  county 
board  be  appointed,  consisting  entirely  of  physi- 
cians, with  whatever  local  help  from  welfare 
and  social  service  they  might  need  in  carrying 
out  their  program.  This  group  of  physicians 
should  very  strongly  consider  preventive  medi- 
cine education,  accident  prevention  education, 
and  they  should  develop  in  the  community  a 
very  strong  rehabilitation  program  for  the 
aged.  They  should  promote  general  health  edu- 
cation, and  emphasize  the  importance  of  peri- 
odic physical  examinations  to  prevent  illnesses, 
rather  than  to  try  and  cure  them. 

In  connection  with  the  specific  health  needs 
of  the  aged,  the  county  committee  could  serve 
as  a central  agency  where  the  needy  could  ap- 
ply for  help,  and  it  could  see  that  they  get  it 
in  all  phases  of  health.  The  physician  commit- 
tee should  see  to  it  that  charity  and  part-pay 
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clinics  in  hospitals  be  encouraged  to  include 
among  their  services  facilities  for  periodic  ex- 
amination and  health  education  services  to 
older  people  to  prevent  illness.  The  medical 
society  should  offer  and  take  leadership  in  es- 
tablishing well-adult  conferences  for  the  aging. 
The  county  medical  societies  should  take  the 
leadership  in  the  following  areas: 

1.  Initiating,  in  cooperation  with  other  civic 
groups,  a program  to  help  solve  the  overall 
problems  of  the  aged. 

2.  Promoting  improved  health  care  of  the 
aged  in  nursing  homes. 

3.  Encouraging  additional  chronic  care  fa- 
cilities in  conjunction  with  hospitals. 

4.  Encouraging  building  additional  custodial 
and  nursing  homes. 

Doctors,  as  well  as  laymen,  must  be  made 
aware  of  the  overall  problems  of  the  aged,  in 
addition  to  pathologic  disease  processes. 

As  to  financing  the  program:  surely  if  max- 
imum utilization  of  our  senior  citizens  is  devel- 
oped, a very  minimal  portion  of  this  group 
will  need  much  financing.  Certainly  city,  coun- 
ty, and  state  funds  could  be  appropriated  in 
minimal  amounts,  compared  to  the  tremendous 
expenditure  if  everyone  is  included.  An  addi- 
tional benefit  of  this  overall  program  is  that 
it  would  give  us  an  absolute  picture  of  the 
problem  of  the  aged  within  six  months  to  a 
year — a picture  we  have  not  been  able  to  es- 
tablish up  to  this  point. 

Finally,  we  should  take  some  immediate 
steps  to  train  young  men  and  women  and  the 
middle-aged,  so  that  they  will  face  these  prob- 
lems much  more  resourcefully.  They  must  have 
hobbies  and  extra-curricular  activities  during 
their  gainfully  employed  years,  so  that  in  their 
declining  years  these  can  be  a source  of  income 
and  mental  and  emotional  gratification.  Start 
now  to  make  a place  for  yourself  in  the  com- 
munity for  your  later  years. 

— Russell  L.  Deter,  M.D.,  El  Paso, 
Vice-President,  Texas  Medical  Association. 


Social  Security  for  Physicians 

Why  not  indeed?  Congress  today  is  contem- 
plating making  it  "easy”  for  you  to  "get  yours” 
by  placing  in  the  hands  of  the  House  Ways 
and  Means  Committee  several  bills,  all  designed 
to  include  physicians  under  OASI  coverage 
more  commonly  called  "Social  Security.” 

Serious  consideration  is  being  given  to  these 
bills  and  the  likelihood  is  that  unless  strongly 
opposed,  one  will  be  reported  favorably  out  of 
the  committee.  A favorable  committee  report 
will  be  tantamount  to  passage  by  the  House. 

Why  has  the  spectre  of  Social  Security  been 
raised  again?  Primarily  through  the  efforts  of 
a group  of  eastern  physicians  which  has  bom- 
barded members  of  the  House  Ways  and  Means 
Committee  with  letters  persuading  its  members 
that  most  physicians  favor  inclusion  of  them- 
selves in  the  social  security  system,  but  they 
have  been  prevented  from  participating  by  the 
treachery  of  their  elected  representatives  to 
medical  associations. 

Do  Texas  physicians  want  Social  Security? 
In  1956,  the  members  of  the  Texas  Medical 
Association,  responding  to  a simple  poll  asking 
whether  or  not  they  favored  inclusion,  thun- 
dered a resounding  "No!”  by  a 10-1  ratio.  Each 
subsequent  year,  including  I960,  the  Delegates 
to  the  Texas  Medical  Association  representing 
the  county  medical  societies  have  reported  their 
constituents  still  vigorously  opposed,  and  voted 
for  resolutions  opposing  the  inclusion  of  physi- 
cians in  the  social  security  system. 

What  is  the  siren  song  sung  by  those  who 
advocate  inclusion  of  physicians  in  the  leading 
socialist  experiment  of  our  country?  It’s  the 
same  old  theme  of  materialism,  "You  may  as 
well  get  yours,  everyone  else  is.” 

Well,  just  what  is  the  "yours”  which  physi- 
cians stand  to  gain? 

First,  what  "gain”  is  made  to  our  stand  on 
principle  in  opposition  to  the  socialization  of 
medical  practice?  The  Social  Security  system  is 
the  accepted  mechanism  through  which  the 
proponents  of  socialized  medicine  seek  to  ac- 
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complish  their  objective.  Advocacy  of  compul- 
sory OASI  coverage  for  physicians  neutralizes 
medicine’s  position  of  opposition  to  the  social- 
ization of  medicine  via  Social  Security  amend- 
ments. Social  Security  coverage  sought  by  doc- 
tors of  medicine  makes  medicine  subject  to  the 
charge  that  we  are  willing  to  accept  a little  bit 
of  socialism  for  personal  gain,  but  that  we  op- 
pose socialism  when  designed  for  public  use. 
Several  labor  newspapers  are  already  making 
this  charge. 

Secondly,  for  those  few  who  care  not  one 
whit  for  principle,  but  are  after  coverage  for 
the  "bargain”  they  can  get  out  of  it,  let’s  see 
just  how  much  of  a "bargain”  they  will  get. 

Of  the  8,200  members  of  the  Texas  Medical 
Association,  only  102  list  themselves  as  retired. 
Thus  most  of  us  go  right  on  working  after  age 
65  removing  our  eligibility  to  collect  Social 
Security  until  age  72.  Male  life  expectancy  is 
still  less  than  70  years  which  doesn’t  give  us 
much  of  a statistical  chance  personally  to  en- 
joy our  "bargain.” 

Conceding  that  few  physicians  will  ever  draw 
social  security  payments,  is  a physician’s  widow 
well  cared  for?  She  remains  ineligible  for  pay- 
ments until  age  62  and  then  must  live  at  least 
twelve  or  more  years  to  withdraw  an  amount 
in  payments  equivalent  to  tax  amounts  her  hus- 
band has  paid  during  a lifetime.  There  is  no 
interest  paid  for  the  money  held  and  used  by 
the  government.  No  way  the  widow  can  take  a 
lump  sum  settlement.  Should  she  follow  her 
husband  in  death  in  six  or  seven  years,  no  way 
to  leave  the  residue  to  her  heirs. 

Most  pro  social  security  arguments  using 
the  bargain  thesis,  concentrate  on  the  survivor- 
ship benefits  for  widows  with  two  or  more 
young  children  and  the  maximum  payment  of 
$254.  Seldom  is  mention  made  that  the  young 
widow  without  children  gets  nothing.  A needy 
child  over  age  18  years  gets  nothing.  A widow 
with  young  children  has  her  widow’s  benefit 
deducted  if  she  goes  to  work  for  her  family  and 
earns  the  wages  of  an  ordinary  clerical  worker. 
A middle-aged  widow  with  children  over  age 


18  and  who  is  probably  least  capable  of  all  in 
securing  employment  gets  nothing.  Compare 
this  spotty  coverage,  and  its  annual  tax,  with 
the  premium  cost  of  good  term  insurance  with 
an  income  rider  of  $250  for  20  years,  which 
the  widow  collects  at  any  age  regardless  of  the 
number  of  her  children. 

Just  a few  of  dozens  of  other  practical  points 
to  consider:  a widower  without  children  over 
18  years  of  age,  or  a single  person,  can  leave 
nothing  to  his  heirs  of  the  thousands  of  dollars 
he  has  paid  into  the  fund;  no  assurance  is 
given  that  the  salary  base  for  taxation  will  not 
be  continually  increased  until  one’s  entire  sal- 
ary is  the  base.  The  base  was  increased  from 
$4200  to  $4800  in  1959  and  most  bills  ex- 
panding benefits,  such  as  Forand-type  legisla- 
tion, contemplate  rate  increases  or  tax  base  in- 
creases or  both.  Maximum  rates  are  now  set 
for  a future  increase  to  9 per  cent,  but  no 
guarantee  is  made  that  rates  will  not  be  in- 
creased beyond.  In  fact,  a striking  feature  of 
social  security  is  that  no  guarantees  are  given 
for  anything. 

Another  depressing  feature  is  the  negative 
philosophy  of  the  program.  It  forces  into  re- 
tirement an  able-bodied  worker  in  order  that 
he  may  realize  some  payment  before  he  dies 
for  the  thousands  of  dollars  he  has  put  in  dur- 
ing a lifetime  of  taxation. 

Taking  a close  look  at  social  security,  is  it 
really  such  a bargain? 

In  summary,  the  probability  is  great  that 
not  more  than  one  physician  in  90  will  ever 
realize  a return  of  more  than  the  $255  burial 
payment  from  the  thousands  in  taxes  he  will 
pay  during  his  working  lifetime.  For  physicians, 
social  security  is  nothing  more  than  an  addi- 
tional progressive  income  tax. 

The  members  of  the  House  Ways  and  Means 
Committee  are  entitled  to  hear  from  you.  Your 
silence  is  your  consent  to  this  expansion  of 
socialism. 
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School  Health  Conference 

Enthusiastic  reports  on  the  Third  State  Con- 
ference on  Physicians  and  Schools  held  in  Dal- 
las, April  4,  stimulated  the  House  of  Delegates 
approval  of  the  authorization  by  the  Board  of 
Trustees  to  conduct  a similar  conference  in 
1961  probably  in  Houston. 

The  House  recommended  that  the  School 
Health  Conference,  sponsored  this  year  by  the 
Texas  Medical  Association,  in  conjunction  with 
the  Dallas  County  Medical  Society  and  the 
Dallas  Independent  School  District,  be  held 
yearly  and  that  in  the  succeeding  years  it  be 
presented  in  each  of  the  major  metropolitan 
areas  of  this  state.  The  House  also  reaffirmed 
its  desire  to  work  in  cooperation  with  some 
school  district  or  some  other  appropriate  or- 
ganization within  the  community  in  which  the 
conference  is  held. 

In  addition  to  physicians,  others  attracted  to 
this  year’s  successful  conference  were  school 
administrators,  school  principals,  school  nurses, 
counselors,  teachers,  as  well  as  key  members 
of  the  parent-teachers  associations,  ministers, 
and  representatives  of  civic  groups  primarily 
concerned  with  the  welfare  of  the  child. 

The  theme,  "The  Emotional  Growth  of  the 
Child,”  was  appropriate  inasmuch  as  the  Texas 
Governor’s  and  White  House  Conference  on 
Children  and  Youth  had  just  been  completed. 

Fundamental  and  basic  psychological  inter- 
pretations of  a child’s  emotional  growth  were 
first  outlined,  after  which  was  discussion  on 
what  communities,  schools,  homes,  churches 
could  and  should  do;  how  they  can  work  bet- 
ter together;  how  there  can  be  better  com- 
munication between  physicians  and  schools, 
between  physicians  and  parents,  and  lastly, 
how  they  could  develop  better  understanding 


and  communication  between  parents  and  their 
own  children. 

The  I960  School  Health  Conference  proved 
to  be  an  enlightening  medium  of  communica- 
tion helping  all  parties  interested  in  school 
health  to  exchange  their  views  and  to  arrive  at 
a mutual  common  denominator. 

“Pro-Con”  — Your  Section 

"Pro/Con,”  a new  section  designed  especially 
for  the  readers  of  the  Texas  State  Journal  of 
Medicine,  is  being  initiated  this  month  on 
Page  399.  Approved  by  the  Board  of  Trustees 
during  the  annual  session  this  year,  "Pro/Con” 
will  be  the  opinion,  minority  viewpoint,  and 
scientific  comments  section  of  the  Journal. 

Readers  are  encouraged  to  submit  worthy 
essays  to  the  column,  although  submission  does 
not  guarantee  publication.  The  following  poli- 
cies will  govern  the  section : 

1.  The  Journal  reserves  the  right  to  print  or 
to  condense  any  contributions  to  the  sec- 
tion. 

2.  Contributions  must  be  within  the  realm 
of  good  taste  and  propriety. 

3.  No  anonymous  letter  will  be  considered. 

4.  There  shall  be  no  limitations  as  to  sub- 
ject. 

5.  Available  space  will  be  considered  in 
selection  of  contributions. 

6.  Items  included  in  the  section  need  not 
necessarily  be  considered  to  represent  the 
policy  of  the  Texas  Medical  Association 
or  its  Journal. 

7.  The  Journal  Advisory  Committee  will 
act  as  a screening  committee  for  con- 
tributions, as  it  does  for  scientific  articles. 
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ADD  LIFE  TO  YEARS 


The  program  for  the  health  care  of  the  aged, 
not  only  in  Texas,  but  for  the  entire  nation  has 
gained  momentum  until,  at  present,  it  has  reached  3" 
a giant  snowball  form.  TjH 

In  a youth-oriented  country,  where  approaching 
old  age  most  often  leads — not  to  contemplation,  but 
to  a face  lift — there  is  a growing  interest  at  the  iflKEMH 
"grass  roots”  level  in  the  program  of  the  aged.  p>R  Owen 

This  is  exactly  where  it  should  be,  since  every 
living  person  begins  aging  from  the  day  of  his  birth. 

I like  to  think  that  here  in  America,  care  for  the  older,  perhaps 
disabled,  members  of  a family  is  a personal  privilege  and  project  for 
the  stronger  and  younger  members  of  the  family.  In  most  families, 
if  this  is  sometimes  a burdensome,  or  distasteful,  service,  few  out- 
siders ever  know  it.  Unfortunately,  today,  there  are  those  who  think 
care  of  aged,  or  disabled,  persons  is  a burden  and  a responsibility  which 
should  be  shifted  entirely  to  a state  or  national  government. 

It  is  a hopeful  circumstance  that  today  in  America  a large  cross 
section  of  people — individuals,  as  well  as  local  and  national  groups — 
are  thinking  about,  and  discussing,  programs  for  our  aging  population. 

A group  of  dedicated  members  of  the  Texas  Medical  Association 
who  form  the  Committee  on  Medical  Care  for  the  Aged  are  working 
closely  with  councils  on  voluntary  health  insurance  programs,  such 
as  Blue  Cross-Blue  Shield,  and  commercial  carriers,  in  the  extension 
of  voluntary  health  insurance  to  persons  over  age  65. 

You  may  be  assured  that  these  committees  are  making  an  effort 
to  work  with  all  interested  parties  to  encourage  construction  of  addi- 
tional facilities  for  the  care  of  the  aged,  and  improving  the  facilities 
which  already  exist. 

Time,  it  must  be  admitted,  does  not  stand  still  even  for  the  physi- 
cian. Our  profession  is  largely  responsible  for  the  years  which  have  been 
added  to  the  average  American’s  life  span;  and  the  responsibility  for 
helping  to  make  these  years  rich  and  good  is  also  surely  ours — in  part. 
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Endocrinologist  Challenges 
Paper  on  Hyperadrinocorticism 

The  recent  article  by  Dr.  R.  V.  Ford  and  Dr. 
R.  C.  Overton  entitled,  "Management  of  Early  Hy- 
peradrenocorticism,”  which  appeared  in  the  Decem- 
ber issue  of  the  Texas  State  Journal  of  Medicine  pro- 
pounds such  radical  departures  from  accepted  con- 
cepts of  endocrine  therapy  that  it  should  not  go 
unchallenged. 

The  authors  seem  to  imply  that  "hyperadrenocor- 
ticism”  (what  a dreadful  word!)  is  a homogeneous 
clinical  entity,  and  furthermore  one  which  is  said 
to  have  a cyclical,  rarely  self-limited  character.  Even 
if  the  authors  limited  their  remarks  to  Cushing’s 
syndrome  (which  they  do  not,  since  they  mention 
functional  hypoglycemia  [sic]  as  one  of  the  symp- 
toms of  "hyperadrenocorticism”),  this  statement 
would  be  incorrect.  There  is  nothing  cyclic  whatever 
about  adrenal  hyperfunction,  and  many  cases  re- 


Editor’s  Note:  The  editorial  comment  by  Dr.  Joseph  W.  Gold- 
zieher  of  Dr.  Ralph  V.  Ford’s  article,  "Management  of  Early  Hyper- 
adrenocorticism," was  received  January  14,  1960,  following  the 
publication  of  the  article  in  the  December,  1959,  issue  of  the  Jour- 
nal. Dr.  Ford’s  reply  was  received  April  25,  1960. 


main  static  for  years  and  years.  Moreover,  it  is  well 
known  that  adrenal  cortical  hyperfunction  varies  tre- 
mendously in  its  clinical  character,  ranging  from  the 
mildest  form  of  simple  hirsutism  associated  with  an 
elevation  of  the  17-ketosteroids  to  fullblown  Cush- 
ing’s syndrome,  which  runs  a course  and  a mortality 
comparable  to  that  of  highly  malignant  neoplastic 
disease.  To  make  blanket  therapeutic  recommenda- 
tions for  such  a wide  range  of  clinical  disorders, 
which  include  such  a varied  prognosis,  is  a procedure 
of  dubious  advisability. 

Aside  from  clinical  criteria — which  are  not  speci- 
fied with  any  precision — the  authors  apparently  feel 
that  hyperresponsiveness  to  a particular  stimulation 
test  with  ACTH  of  their  devising  is  sufficient  indi- 
cation for  a procedure  as  permanent  and  drastic  as 
total  adrenalectomy.  ACTH  tests  have  been  studied 
by  many  workers  in  this  country  and  abroad.  Con- 
siderable differences  of  opinion  exist  with  respect  to 
its  technique,  reliability,  and  interpretation.  No  one 
to  date  has  suggested  much  more  than  that  it  might 
be  of  additional  value  in  making  the  diagnosis  of 
Cushing’s  syndrome  in  questionable  cases  (leaving 
aside  problems  of  adrenal  hypofunction,  for  the  mo- 
ment). The  present  authors  do  not  present  in  this 
paper  any  data  permitting  one  to  evaluate  the  pre- 
cision and  reliability  of  their  ACTH  test,  even 


TEXAS  State  Journal  of  Medicine,  JUNE,  1960 


399 


though  it  seems  to  bear  a good  deal  of  weight  in 
the  decisions  they  make.  Elsewhere  (Arch.  Surg. 
79:791,  1959)  some  control  data  have  been  provided. 
The  evaluation  of  tests  used  in  clinical  endocrinology 
has  reached  a considerable  degree  of  sophistication 
in  recent  years  (For  example:  Jayle  and  others: 
Path.  & Biol.  7:957,  1959,  or  Birke  and  others:  J. 
Clin.  Endocr.  & Metab.  18:736,  1958),  and  certain 
statistical  criteria  of  excellence  must  be  met  before 
one  is  entitled  to  make  valid  judgments  on  the  basis 
of  the  test.  No  such  statistical  validation  accompanies 
the  data  on  which  such  crucial  decisions  are  to  be 
based. 

The  second  criterion  required  for  total  adrenalec- 
tomy is  said  to  be  a persistent  or  advancing  clinical 
syndrome  "in  spite  of  adequate  medical  management.’’ 
In  at  least  a few  instances,  documentation  of  this 
statement  would  have  been  most  comforting.  No- 
where do  the  authors  mention  evaluation  of  the  pa- 
tients or  a therapeutic  test  with  corticosteroid  admin- 
istration— a procedure  known  for  years  and  amply 
documented.  By  far  the  vast  majority  of  patients 
with  adrenal  cortical  hyperfunction  and  even  some 
with  mild  forms  of  Cushing’s  syndrome  respond  in 
satisfactory  fashion  to  medical  therapy  with  cortico- 
steroids. In  many  cases  this  constitutes  a simple  and 
excellent  medical  alternative  to  adrenal  extirpation. 
If  such  studies  were  performed  and  not  reported  in 
the  text,  this  constitutes  an  omission  of  vitally  im- 
portant data.  If  such  studies  were  not  performed  and 
the  studies  reported  were  carried  out  within  recent 
years,  it  can  only  be  considered  as  an  error  of  judg- 
ment. In  my  opinion,  it  is  unthinkable  to  recommend 
total  adrenalectomy  until  all  efforts  at  suppression  of 
adrenocortical  hyperfunction  by  medical  means  have 
been  exhausted. 

One  also  must  keep  in  mind  that  total  adrenalec- 
tomy is  a dreadful  final  procedure,  and  one  which 
condemns  patients  to  walk  on  the  brink  of  death  for 
the  remainder  of  their  lives.  I do  not  greatly  favor 
medical  brinkmanship.  The  authors’  statement  that 
"the  long-term  management  of  these  ( adrenalec- 
tomized)  patients  may  present  a challenge  to  the 
clinician”  may  well  be  one  of  the  classic  understate- 
ments of  1959-  We  do  not  always  deal  with  the 
ivory  tower  of  the  metabolic  ward,  but  with  people, 
sweating  in  the  hot  Texas  sun,  negativistic  in  pan 
because  of  their  adrenal  insufficiency  and  often 
hostile  to  the  expensive  medications  they  are  doomed 
to  take  for  the  rest  of  their  lives.  This  is  a challenge 
indeed. 

The  wisdom  of  a conservative  approach  in  this 
situation  is  further  emphasized  by  the  fact,  contrary 
to  the  statement  of  the  authors,  that  extremely  rapid 
progress  is  being  made  by  pharmacologists  in  devel- 
oping steroid  antagonists.  It  is  very  likely  that  the 
next  few  years  will  see  the  availability  of  substances 
which  are  capable  of  inhibiting  not  only  11-hydroxy- 


lation  (Searle  4885)  or  cholesterol  synthesis  (Mer- 
rell  25  and  29),  but  selectively  the  excessive  cortico- 
steroid production  seen  in  the  Cushingoid  or  adreno- 
genital type  of  patient.  Androstanazole,  for  example, 
is  already  under  test. 

To  condemn  patients  to  permanent,  critical  de- 
pendence on  a drug  and  to  destroy  their  capacity  to 
resist  stress  in  the  face  of  such  a rosy  pharmacologic 
future  strikes  me  (except  in  selected  instances)  as 
ill-advised  surgical  radicalism.  Even  in  those  cases 
where  there  is  no  alternative  to  surgical  resection  of 
the  adrenals,  it  is  felt  by  many  competent  endocrinol- 
ogists that  total  resection  on  one  side  and  subtotal 
resection  on  the  other  is  a worthwhile  intermediate 
step,  giving  patients  anywhere  from  1 to  5 years  of 
remission.  This  is  a result  not  to  be  dismissed  lightly, 
even  though  the  necessity  of  reoperation  may  de- 
velop in  a majority  of  the  patients  so  treated.  And 
then  there  is  also  the  little  matter  of  pituitary  tumors, 
which  seem  to  be  appearing  with  notable  frequency 
in  Cushingoid  patients  who  have  been  totally  adren- 
alectomized. 

There  are  also  many  minor  features  which  could 
be  commented  upon.  For  example,  no  mention  is 
made  of  the  fact  that  many  institutions  with  a tre- 
mendous experience  in  adrenal  surgery  have  long  ago 
discarded  the  trans-abdominal  approach  which  is  ad- 
vised by  Ford  and  Overton  in  order  to  examine  for 
additional  pathology.  When  carrying  out  so  grave 
and  stressful  a procedure  as  total  adrenalectomy,  one 
should  be  thoroughly  aware  in  advance  of  the  medical 
status  of  the  patient,  and  not  be  forced  to  poke 
about  the  peritoneal  cavity  at  the  time  of  operation, 
looking  for  "coexisting  diseases.”  The  fact  that  the 
authors  noticed  improvement  of  hirsutism  in  90  per 
cent  of  their  patients  is  also  a remarkable  observa- 
tion— one  which,  with  a single  exception,  has  no 
equal  in  the  endocrine  literature  on  hirsutism. 

There  is  no  question  that  the  availability  of  adrenal 
steroids  and  a thorough  knowledge  of  the  interrela- 
tions of  adrenal  cortical  function  and  electrolyte 
metabolism  have  made  adrenal  surgery  far  less  haz- 
ardous than  in  times  past.  However,  such  knowledge, 
coupled  with  great  skill  in  performing  a surgical 
procedure,  should  never,  in  my  opinion,  supplant 
detailed  appreciation  of  the  disease  or  diseases  in 
question  and  the  proper  application  of  medical  meas- 
ures; nor  should  it  tempt  one  to  neglect  the  possible 
benefits  of  foreseeable  medical  advances.  A "new  and 
radical  approach”  always  has  such  an  enthusiastic, 
ringing  sound.  In  retrospect,  the  word  "radical”  so 
often  shifts  its  meaning  and  turns  out  to  be  faulty 
perspective,  bias  of  one  kind  or  another  or  even  fool- 
hardiness. Sometimes,  perhaps,  the  most  radical  thing 
of  all  is  to  sit  tight  and  gamble  on  the  things  which 
are  almost,  but  not  quite,  here. 

— Joseph  W.  Goldzieher,  M.D.,  San  Antonio. 
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Dr.  Ralph  V.  Ford  Defends 
Views  on  Hyperadrenocorticism 

We  appreciate  Dr.  J.  W.  Goldzieher’s  comments 
on  our  recent  article,  "The  Management  of  Early 
Hyperadrenocorticism.”  Our  approach  to  this  problem 
has  been  an  active  one  and  the  purpose  of  publica- 
tion of  our  results  has  been  to  invite  objective 
analysis  of  our  observations. 

The  letter  from  Dr.  Goldzieher  is  both  consistent 
and  in  agreement  with  the  classical  school  of  ap- 
proach to  any  therapeutic-diagnostic  problem  in  med- 
icine: watchful  waiting,  while  patients  progress  in 
their  disease,  with  both  doctor  and  patient  hoping 
someone  in  one  giant  stride  will  bring  forth  an 
entirely  acceptable,  innocuous,  complete  therapeutic 
program,  and  until  such  a program  is  presented,  to 
challenge  each  attempt  to  provide  advancement  in 
a limited  area. 

We  fear  Dr.  Goldzieher  has  read  what  he  wished 
or  feared  into  the  lines  of  our  paper.  He  says  that 
we  imply  hyperadrenocorticism  is  a homogenous 
clinical  entity — on  the  contrary!  We  state  the  oppo- 
site. The  disease  can  present  as  a multiple  faceted 
syndrome,  varying  from  person  to  person  and  within 
a single  case  history — a cyclical,  recurrent,  rarely  self- 
limited natural  history  of  the  disease.  This  we  have 
observed.  If  this  is  true,  and  we  believe  it  is,  then 
both  the  clinical  picture  and  the  adrenal  cortical 
function  test  also  will  vary — as  he  has  pointed  out. 
Again,  if  this  is  true,  no  blanket  statement  could  be 
made  for  such  a range  of  clinical  disorders — but  a 
recommendation  can  and  has  been  made1  for  those 
people  who  present  progressive  symptomatology, 
demonstrable  progressive  dysfunction,  and  who  clin- 
ically are  nonresponsive  to  all  of  the  best  therapeutic 
regimens  presently  available  to  combat  the  many 
complications  of  adrenal  cortical  dysfunction. 

As  to  the  comment  that  a certain  response  to  a 
laboratory  procedure  is  the  deciding  factor  regarding 
surgery,  we  clearly  can  say  that  such  data  was  only 
additional  evidence,  but  the  total  clinical  picture  was 
the  primary  consideration  in  patient  selection.  The 
control  data  were  presented  in  a recent  article2  and 
space  limitation  unfortunately  precluded  their  repeti- 
tion in  the  article  challenged. 

The  effects  of  corticosteroid  administration  were 
observed  in  7 of  the  16  patients.  The  9 in  which 
this  was  not  done  were  (a)  the  first  3 patients 
studied  and,  (b)  6 patients  with  such  severe  chronic 
congestive  heart  failure  that  we  did  not  feel  could 
clinically  tolerate  the  long  term  therapy.  The  critic 
is  proper  in  both  his  correction  and  his  statement 
that  such  a procedure  must  be  tried  before  a proper 
evaluation  can  be  made. 

In  such  a case,  one  is  truly  faced  with  a clinical 


decision — along  which  brink  the  patient  shall  walk. 
The  past  failure  of  conservative  treatment  is  obvious 
to  any  who  can  understand  the  recurrence  rate  after 
noncomplete  excision.  To  prolong  a middleaged 
cardiac’s  life  ”1  to  5 years”  and  then  add  the  physi- 
ological insult  of  a recurrence  of  his  hypertensive 
cardiovascular  disease  or  refractory  congestive  heart 
failure  and  hope  that  his  survival  after  a second 
major  surgical  procedure  is  significantly  better  than 
with  5 years  of  well  controlled  replacement  therapy 
is,  as  yet,  not  founded.  This  matter  now  is  being 
tested. 

The  Merrill  compound,  MER-29  was  4 to  5 years 
in  getting  into  human  clinical  evaluation.  Yet,  the 
only  definite  statement  about  this  compound  is  that 
it  blocks  the  final  step  in  production  of  cholesterol. 
Definite  evaluation  of  its  side  effects  and  of  its 
eventual  value  will  be  more  years  in  the  coming. 
The  patients  treated  in  this  series  were  sick  yester- 
day— not  tomorrow. 

Our  sole  comment  as  to  the  surgical  approach  is 
that  we  have  found  the  trans-abdominal  route  best 
in  our  previous  experience  and  knowledge,1  and  that 
the  surgical  mortality  rate  and  9 day  average  hospital 
stay  speak  for  themselves.  Many  of  the  patients  in 
severe  congestive  failure  were  not  able  to  tolerate 
even  brief  periods  of  a prone  position  preoperatively 
much  less  as  an  operative  position  of  choice. 

The  improved  (but  not  cured)  hirsute  response 
was  a surprise  to  us  also,  but  as  he  observes,  is  not 
alone  in  medical  annals. 

The  critic’s  final  summary  paragraph  is  the  epit- 
ome of  good  medical  judgment  with  which  all  agree, 
but  he  neglects  to  say  what  route  one  takes  when 
(after  due  consideration  has  been  given  to  the  dis- 
ease and  proper  medical  measures  are  applied  with- 
out effect)  one  is  left  with  a lack  of  truly  foresee- 
able medical  advances  and — the  patient. 

— Ralph  V.  Ford,  M.D.,  Houston. 
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ARTICLES 


The  open  method  of  skin  grafting 
during  the  acute  phase  has  long  been 
advocated  by  surgeons,  but  after  the  acute 
phase,  it  was  found,  many  problems 
arise.  An  open  method  of  skin  grafting 
on  burned  patients  without  using  sutures, 
dressings,  or  splints,  and  a semi-open 
technique  for  preparing  recipient  areas  for 
grafting,  have  been  evaluated  by-  the 
Plastic  Surgery  Service  at  the  University 
of  Texas  Medical  Branch,  Galveston. 
Although  disadvantages  to  the 
new  technique  are  noted,  many 
advantages  are  apparent. 
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Evaluation  of 


a Semi-Open  Method  in  the  Management 
of  Severe  Burns  After  the  Acute  Phase 


THE  MANAGEMENT  of  severely  burned  pa- 
tients has  been  greatly  simplified  during  the 
acute  phase  by  the  adoption  of  the  exposure  method. 
After  the  acute  phase,  when  eschars  begin  to  sepa- 
rate, however,  local  therapy  is  more  complex  and 
large  amounts  of  dressings  are  required  to  continue 
effective  therapy  during  the  subacute  and  grafting 
stages,  as  well  as  additional  personnel  for  care  of 
the  burn  wound  per  se.  The  open  method  of  skin 
grafting,  wherein  no  dressings  are  placed  over  grafts, 
has  been  advocated  by  various  surgeons  for  many 
years.  In  1956,  for  example,  Shaw  detailed  a method 
of  open  grafting  of  wounded  extremities,  utilizing 
a box  and  splints  to  maintain  immobilization  of  the 
leg  in  lieu  of  dressings.  Calnan  and  Innes,  in  1957, 
reported  on  the  primary  exposure  of  skin  grafts 
applied  to  defects  following  surgical  excision.  For 
several  years  the  Plastic  Surgery  Service  at  the  Uni- 
versity of  Texas  Medical  Branch  has  been  evaluating 
an  open  method  of  skin  grafting  on  burned  patients 
without  using  sutures,  dressings,  or  splints,  and,  in 


addition,  the  service  has  developed  a semi-open  tech- 
nique for  preparing  recipient  areas  for  grafting. 

Essential  Features 

Details  of  the  routine  and  its  evaluation  in  112 
hospitalized  burn  patients  are  presented  herewith. 
The  essential  features  of  the  procedure  are  as  fol- 
lows: 

1.  Conservative  debridement  under  analgesia  at 
the  time  of  first  slough  separation,  leaving  intact 
eschars  in  place  and  covering  raw  areas  with  a 
single  layer  of  fine  mesh  gauze  cut  to  fit  the  de- 
fect. Exceptions  were,  first,  radical  debridement  at 
any  time  bacteremia  was  present  and,  second,  bulky 
dressings  applied  over  raw  areas  subjected  to  pres- 
sure or  rubbing,  or  absorbent  pads  under  the  back 
in  circumferential  burns. 

2.  Repeated  debridement  and  dressings  every  2 
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to  5 days,  according  to  appearance  of  eschars  and 
amount  of  exudate  on  dressings. 

3.  Preparation  of  granulations  for  skin  grafting 
between  tenth  and  fourteenth  days  post-burn  with 
preparatory  soaks  or  by  immediate  pregrafting 
mechanical  cleansing  with  hexachlorophene  soap 
and  tap  water,  or  saline,  followed  by  careful  dry- 
ing by  blotting  with  towels  or  gauze. 

4.  Careful  selection  of  donor  sites  from  the 
same  side  of  the  trunk  as  the  area  to  be  grafted, 
if  possible,  so  they  might  be  covered  with  a single 
layer  of  fine  mesh  gauze  for  a dressing  and  pro- 
tected from  friction  with  bedclothing.  Over  this  a 
moist  bulky  gauze  pad  was  held  on  firmly  for 
several  minutes  following  cutting  of  the  graft 
until  all  bleeding  ceased. 

5.  Application  of  dermatome  skin  grafts  in 
sheets  or  as  "postage  stamp”  patches  of  .006-.009 
inch  thickness  directly  on  granulations  when  they 
had  a firm,  red,  granular  appearance  without 
sumring  or  "pie-crusting”  and  without  dressings 
except  for  a single  layer  of  fine  mesh  gauze  im- 
pregnated with  a water-soluble  material  over 
donor  sites  and  raw  areas  between  grafts  when 
complete  coverage  was  not  possible.  Certain  small 
areas  were  covered  with  thicker  grafts  where  mar- 
ginal early  coverage  was  not  the  main  objective. 
The  hands  and  circumferential  burns  of  the  trunk 
and  thighs  were  treated  with  conventional  occlu- 
sive dressings. 

6.  Subsequent  dressings  according  to  appear- 
ance on  daily  inspection,  with  Hubbard  tank  or 
ward  tub  baths  for  children  started  after  the 
seventh  to  tenth  postgrafting  day.  Removal  of 
dressings  and  crusts  by  soaking  and  reapplication 
of  fine  mesh  gauze. 

7.  Subsequent  debridement  of  eschars  and  graft- 
ing procedures  as  indicated  by  the  appearance  of 
areas,  patient’s  general  condition,  and  availability 
of  donor  skin. 

Grafts  were  inspected  daily  with  ease,  and  post- 
grafting dressing  changes  under  analgesia  in  the  op- 
erating room  were  arranged  if  necessary  2 to  6 days 
postoperatively.  Any  obvious  collections  of  pus, 
blood,  or  serum  were  evacuated  on  the  wards.  At 
the  time  of  dressing  change  the  fine  mesh  gauze 
layer  was  easily  removed  after  soaking,  and  all  crusts 
and  loose  skin  were  trimmed  away.  Raw  areas  were 
redressed  as  before.  The  grafts  themselves  were  left 
entirely  open  except  in  areas  treated  by  bulky  oc- 
clusive dressings;  these  were  reapplied. 

The  lower  extremities  were  kept  elevated  for  three 
weeks  after  operation;  elastic  bandage  was  applied 
thereafter  for  another  three  to  four  weeks  before 
beginning  full  activity  and  weight  bearing;  support 
was  continued  until  the  extremities  ceased  to  swell 
when  dependent.  Burned  hands  were  kept  elevated 
above  the  heart  level  for  about  three  weeks  post- 


grafting; exercise,  active  only,  was  begun  on  the 
seventh  to  tenth  postgrafting  day  unless  cracking 
of  the  skin  or  bleeding  beneath  the  grafts  occurred, 
in  which  case  exercise  was  stopped  for  several  days. 
Where  possible,  exercise  was  started  in  a basin  of 
warm,  soapy  water. 

Results  of  "Semi-Open"  Method 

The  patients  making  up  this  study  are  shown  in 
Table  1.  In  evaluation  of  the  "semi-open”  method 
it  was  felt  that  the  use  of  dry,  intact  eschars  as 
physiological  dressings  until  autografting  could  be 
accomplished  prevented  the  possibility  of  excising 
partial-thickness  burned  areas,  greatly  simplified  care, 


Table  1. 


Age 

Patients 

Males 

Females  White  Negro 

< 5 yr. 

23 

Children 

24 

23 

33 

14 

5-12 

24 

13-20 

6 

21-30 

15 

Adults 

31-40 

16 

37 

28 

55 

10 

41-50 

15 

>50 

13 

Total 

112 

61 

51 

88 

24 

and  prevented  the  needless  opening  of  avenues  to 
infection.  Previous  experience  had  shown  that  if 
tightly  adherent  eschars  were  removed  mechanically 
the  underlying  fat,  unless  immediately  grafted,  often 
became  necrotic  and  the  sloughing  phase  might  be 
repeated  before  satisfactory  granulations  could  be 
obtained.  For  best  results  either  the  excision  had  to 
be  carried  down  to  the  muscle  fascia  layer  or  else 
the  exposed  fatty  tissue  had  to  be  grafted  immedi- 
ately after  slough  excision,  neither  of  which  was 
practical  in  cases  where  sufficient  donor  skin  was 
not  immediately  available.  Conservative  debridement 
of  burns  has  also  shortened  the  operative  debride- 
ment procedure,  minimized  blood  loss,  and  permit- 
ted the  use  of  analgesia  instead  of  anesthesia,  which 
in  turn  permitted  patients  to  eat  before  and  after 
such  procedures.  Also,  using  this  overall  plan,  un- 
skilled personnel  could  be  trained  quickly  as  assist- 
ants. 

In  a few  instances  there  developed  an  accumula- 
tion of  purulent  material  beneath  the  dry  eschar, 
and  whenever  a patient  presented  a spiking  fever 
and  chills  suggesting  a bacteremia,  all  eschar  was 
removed  at  the  time  of  debridement.  This  was  im- 
portant because  there  might  be  no  local  manifesta- 
tion of  infection  apparent,  and  only  complete  exci- 
sion would  assure  eradication  of  the  bacterial  focus. 

The  greatest  difficulty  encountered  with  the  tech- 
nique as  outlined  appeared  to  be  the  necessity  for 
increasing  the  number  of  pregrafting  dressings  and 


TEXAS  State  Journal  of  Medicine,  JUNE,  1960 


403 


SEVERE  BURNS  — Blocker  et  al  — continued 

minor  debridement  procedures  with  a delay  in  the 
interval  between  injury  and  the  first  operative  pro- 
cedure even  though  skin  grafting  was  carried  out  as 
soon  as  suitable  granulations  were  present,  even  ad- 
jacent to  intact  eschar.  The  use  of  a single  layer 
fine  mesh  gauze  covering  for  raw  areas  resulted  in 
considerable  saving  of  time  and  dressing  materials 
and  helped  to  reduce  both  surface  moisture  and 
temperature  (Fig.  1).  The  technique  proved  adapt- 
able for  use  across  joints,  on  the  face  and  neck,  the 
arms,  the  buttocks,  and  perineum  as  well  as  on  the 
broader  open  sites  of  the  trunk  and  thighs  (Fig. 
2-11). 


Granulation  at  Minimum 

In  the  group  of  patients  managed  according  to 
the  above  routine  there  was  not  a single  instance  of 
exuberant  granulations  although  some  areas  re- 
mained ungrafted  for  over  2 months  and  were  cov- 
ered during  this  time  only  with  one-layer  dressings 
of  fine  mesh  gauze.  It  became  apparent  that  the 
more  mechanically  clean  an  area  was  kept,  the  better 
the  appearance  of  the  granulation  tissue.  In  general, 
the  use  of  soaks  for  the  24  hours  preceding  grafting 
procedures  resulted  in  a healthier  look  than  when 
only  a single  layer  of  fine  mesh  gauze  was  used,  but 
after  the  soap  and  water  washing  and  rinsing  prep 
there  was  no  essential  difference  in  appearance  be- 
tween granulations  and  no  clinically  significant  dif- 
ferences were  noted  in  graft  takes.  Drainage  through 
or  from  beneath  the  gauze  was  unusual  and  indi- 
cated either  that  the  area  had  been  injured  by  me- 
chanical irritation  or  that  significant  surface  infec- 
tion was  present.  In  these  cases,  a bulky  type  dressing 
was  used  for  protection  or  frequently  changed  wet 
dressings  were  employed  to  reduce  the  bacterial 
contamination  in  the  burn  wound. 

It  was  noted  that  granulations  slightly  higher  than 
the  surrounding  skin  became  flat  after  skin  coverage, 
and  since  it  was  never  necessary  to  slice  or  scrape 
off  granulations  prior  to  grafting,  blood  loss  and 
operating  time  were  reduced.  Grafts  became  ad- 
herent almost  immediately,  at  least  to  the  extent 
that  they  would  not  slide  without  moderate  force, 
and  because  of  their  thinness  the  margins  did  not 
curl  under.  Elimination  of  all  suturing  saved  con- 
siderable time  and  blood  loss.  Hematomas  were  rare 
and  those  present  were  only  occasional  small  blisters. 
Invariably  skin  was  lost  over  a collection  of  either 
blood  or  pus  unless  excavation  was  carried  out  with- 
in the  first  24  hours.  Accumulation  of  serum,  how- 
ever, was  seldom  associated  with  graft  loss  regard- 
less of  age  or  size  of  collection  unless  infection 
occurred. 


Fig.  1.  Areas  almost  completely  debrided  and  covered 
only  with  a single  layer  of  fine  mesh  gauze.  Very  little 
exudate  present.  No  problem  with  managing  excreta 
since  no  bulky  dressings  are  used.  If  the  lower  extremi- 
ties are  not  involved,  patients  are  ambulatory. 

Grafts  left  entirely  open  and  exposed  to  the  air 
suffered  no  ill  effects.  They  did  not  dry  out  and 
neither  serum  nor  blood  collected  beneath  them. 
This  technique  was  distinctly  better  than  the  occlu- 
sive method  on  the  back,  abdomen,  chest,  buttocks, 
thighs,  neck,  and  shoulders,  where  it  is  extremely 
difficult  to  produce  immobilization  with  dressings. 
Dressings  in  these  areas  usually  move  in  a direction 
opposite  to  the  underlying  grafts,  and  immobilization 
is  actually  much  more  difficult  to  obtain  with 
dressings. 

Difficult  Areas 

Careful  evaluation  of  prospective  donor  sites  was 
required  as  well  as  ingenuity  in  arranging  the  post- 
operative position  of  the  patient.  Take  of  grafts 
was  best  over  broad,  flat  areas  such  as  the  anterior 
trunk,  as  would  be  expected.  A total  of  37  joints 
were  crossed  with  skin  grafts  in  the  study.  The 
greatest  difficulty  was  encountered  in  the  axilla 
where  it  was  found  almost  impossible  to  keep  an 
arm  in  extension  for  3 to  4 days  with  only  hand 
restraints.  Eight  skin  grafting  procedures  were  car- 
ried out  on  the  chin  and  neck  with  excellent  results 
despite  freedom  of  motion  as  long  as  the  head  was 
not  flexed  on  a pillow.  In  three  instances  skin  graft- 
ing was  carried  out  on  the  buttocks  down  to  the 
immediate  perianal  area.  No  prior  bowel  preparation 
was  used,  although  an  attempt  was  made  to  con- 
stipate the  patient  for  24  hours  postgrafting  and 
gentle  cleansing  of  the  area  with  saline  was  carried 
out  after  each  bowel  movement.  No  skin  was  lost 
and  no  further  grafting  procedures  were  required 
in  these  cases  (Fig.  8-11). 

Finger  grafts  had  the  poorest  results  in  spite  of 
requiring  the  most  time  for  grafting  from  a technical 
standpoint.  Where  sufficient  skin  was  available,  the 
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best  method  was  to  cover  each  digit  completely  with 
a single  sheet  regardless  of  the  size  of  the  open  area, 
trimming  away  the  excess  at  the  first  dressing 
change.  Attempts  to  patch  small  areas  were  associ- 
ated with  an  appreciable  loss  because  the  pieces  of 
skin  were  dislodged  while  applying  a bulky  dressing. 
Results  obtained  with  sumring  of  grafts  on  these 
small  areas  were  better,  but  bleeding  was  always 
a problem  and  led  to  some  skin  loss. 


Average  Time  Shortened 

The  average  time  of  the  skin  grafting  procedures 
in  the  group  of  112  patients  was  49  minutes  as 
compared  with  an  average  of  80  minutes  for  a 
group  with  comparable  burn  percentages  treated  by 
standard  techniques.  They  had  an  average  of  2.4 
grafting  procedures  while  those  managed  by  con- 


Fig. 2.  Five  year  old  patient  shown  in  Fig.  1 with  about 
12  per  cent  of  body  surface  requiring  grafting,  involving 
the  abdomen  and  both  anterior  thigh  regions.  Complete 
coverage  obtained  at  one  operation  with  skin  being 
taken  from  the  lateral,  medial,  and  posterior  thighs.  For 
that  reason  the  thighs  were  covered  with  bulky  dressings. 
Operating  time  was  44  minutes. 


Fig.  3.  This  is  the  same  patient  shown  in  Figures  1 and 
2,  four  days  later  in  bed.  Dressing  changes  were  carried 
out  in  the  operating  room  under  analgesia  until  the 
donor  areas  were  almost  healed. 


ventional  means  had  an  average  of  3.6  procedures 
to  obtain  coverage. 

The  average  day  postburn  when  skin  grafting  was 
first  started  varied  according  to  the  extent  of  the 
burn — from  25  days  in  burns  of  less  than  20  per 
cent  to  40  days  in  burns  over  40  per  cent  (Table 
2).  The  overall  average  for  the  days  postburn  before 
skin  grafting  was  29  days.  This  difference  appeared 
to  be  due  to  two  factors:  the  unavailability  of  suf- 
ficient donor  skin  to  warrant  carrying  out  the  pro- 
cedure earlier;  and  the  fact  that  grafting  in  the  ex- 
tensive burns  was  not  attempted  unless  the  area  to 
be  covered  looked  very  clean  and  was  covered  with 
firm  red  granulations. 

The  average  number  of  hospital  days  required 
for  the  different  percentages  of  body  area  burned 
ranged  from  46.5  days  in  the  burns  of  less  than  10 
per  cent  to  113  days  in  the  41  to  50  per  cent 
group  (Table  2).  Since  none  of  these  patients  were 


Fig.  4.  Seven  year  old  patient  with  third  degree  burns 
of  back,  both  buttocks,  right  thigh,  and  right  shoulder 
and  axilla.  This  represents  the  most  difficult  locations 
for  applying  occlusive  dressings.  The  entire  area  was 
covered  at  one  procedure.  The  patient  was  in  the  operat- 
ing room  40  minutes. 


Fig.  5.  Same  patient  as  in  Fig.  4,  showing  position  in 
bed  four  days  after  skin  grafting.  Patient  was  started 
in  the  Hubbard  tank  on  the  seventh  day  postgrafting. 
Moderate  motion  was  permitted  without  apparent  ill 
effects. 
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Fig.  6.  This  shows  a patient  with  an  arm,  lateral  trunk, 
and  thigh  open  area  covered  with  split-thickness  skin 
taken  from  adjacent  areas  and  from  the  opposite  side. 
The  arm  was  treated  by  the  occlusive  method.  The  donor 
sites  were  covered  with  a single  layer  of  fine  mesh  gauze. 


Fig.  9.  Close  up  of  patient  in  Fig.  8,  showing  newly 
applied  grafts  and  gauze  strips  over  narrow  open  areas 
between  grafts. 


Fig.  7.  Same  patient  as  in  Fig.  6,  showing  position  in 
bed.  Sheets  were  held  off  patient  by  gauze  running  from 
head  to  foot  of  bed  as  shown.  Note  occlusive  technique 
used  on  right  arm. 


Fig.  8.  Ten  year  old  patient  with  granulating  areas  over 
the  lower  back,  both  buttocks  down  to  immediate  peri- 
neal area  and  both  thighs.  Complete  coverage  obtained 
at  one  operation  with  the  patient  in  the  operating  room 
57  minutes.  Personnel  required,  three.  Dressings  re- 
quired, 8 feet  of  4-inch  gauze.  Donor  sites  from  back 
and  lower  thighs. 


Fig.  10.  Same  area  as  in  Fig.  9,  five  days  postgrafting, 
showing  take  down  to  perianal  area.  A bowel  prep  was 
not  used  and  the  patient  was  permitted  to  have  normal 
bowel  movements  over  grafts. 


Fig.  11.  Appearance  of  patient  in  Fig.  8-10,  28  days 
postgrafting.  Patient  required  no  postoperative  dressings 
in  the  operating  room  and  was  started  on  daily  baths  in 
the  Hubbard  tank  on  the  eighth  postgrafting  day. 
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Table  2. 


discharged  until  they  were  entirely  healed,  these 
values  represent  the  absolute  period  of  special  local 
care.  Prolonged  hospitalization  in  burns  over  30 
per  cent  was  due  primarily  to  delay  in  scheduling 
the  first  grafting  procedure  until  ideal  granulations 
were  present  and  the  2 to  3 weeks  waiting  period 
required  for  donor  sites  to  reepithelialize  sufficiently 
to  be  used  again.  In  general,  for  burns  over  30  per 
cent  it  was  necessary  to  use  some  donor  sites  2 times 
while  in  those  over  40  per  cent  many  areas  were 
used  3 times.  Minimum  hospitalization  ranged  from 
46.5  to  55  days.  Beyond  this  time  approximately 
2.3  to  2.5  additional  days  of  total  hospitalization 
were  required  for  each  1 per  cent  total  body  surface 
burned. 


Number  of  Grafts  Varies 

The  average  number  of  skin  grafting  procedures 
required  in  this  group  of  patients  varied  according 
to  the  extent  of  burn  from  1.4  in  burns  of  less  than 
10  per  cent  to  4 in  patients  with  over  50  per  cent 
body  surface  burn  involvement.  Three  factors  con- 
tributing to  difficulty  in  management  or  immobili- 
zation were  apparent:  the  majority  of  patients  re- 
ceiving such  localized  burns  were  either  elderly 
senile  individuals,  psychotics,  mental  deficients,  epi- 
leptics, or  infants;  most  had  electrical  burns  or  deep 
lesions  from  direct  contact  with  hot  objects  such 
as  stoves,  irons,  heaters,  rather  than  flame  burns; 
and  most  of  the  lesions  were  located  on  the  scalp, 
head,  hand,  foot,  or  buttocks. 


Dr.  T.  G.  Blocker,  Jr.,  Professor  of 
Surgery,  ond  his  co-authors  present 
this  paper  from  the  Department  of 
Surgery  (Plastic  and  Maxillofacial) 
of  the  University  of  Texas  Medical 
Branch,  Galveston. 


Hemoglobin  Levels 

After  the  acute  phase  an  attempt  was  made  to 
maintain  hemoglobin  levels  at  or  above  12  Gm.  by 
transfusion  as  necessary.  During  the  acute  phase 
roughly  .5  to  1 cc.  of  whole  blood  per  kilogram  of 
body  weight  for  each  per  cent  of  surface  area  burned 
was  given  depending  on  the  extent  of  third  degree 
involvement.  The  figures  shown  in  Table  3 indicate 


% Burn 

Average  Average 
Day  of  Days  in 
First  Graft  Hospital 

Average  Days 
in  Hospital 
per  % Burn 

Average 

Number 

Grafting 

Procedures 

10 

25.1 

46.5 

9.3 

1.4 

11-20 

25 

55 

3.5 

1.7 

21-30 

28.5 

60 

2.3 

2.0 

31-40 

30.5 

80 

2.3 

3.0 

41-50 

40 

113 

2.5 

3+t 

50 

31.6 

— 

— 

3 + 

Average  day  26.9  per 

cent. 

fMany  of  these  patients  died 

after  the  first 

or  second 

grafting  procedure. 

Table  3. 

Per  cent  Burn 

Average  cc.  Whole 

Blood  Required 

<10 

650 

11-20 

1150 

21-30 

1500 

31-40 

1666 

41-50 

4600 

>50 

4750 

that  the  requirements  for  whole  blood  to  maintain 
the  required  hemoglobin  level  after  and  excluding 
the  acute  phase  of  burn  therapy,  but  including  blood 
given  as  replacement  during  skin  grafting  proced- 
ures, varied  from  650  cc.  in  burns  of  less  than  10 
per  cent  to  4600  cc.  in  those  over  40  per  cent.  The 
approximate  blood  requirement  per  day  ranged  from 
14.4  cc.  in  the  least  burned  group  to  40  cc.  in  the 
most  severely  burned.  The  amount  used  per  day  for 
each  per  cent  of  body  surface  area  burned,  as  shown 
in  the  last  column,  varied  from  1.4  to  0.9  cc.,  de- 
creasing somewhat  according  to  severity,  but  aver- 
aging approximately  1 cc. 


Conclusions 

From  our  evaluation  of  a semi-open  method  of 
local  burn  care  after  the  acute  phase  and  an  open 
method  of  skin  grafting,  the  following  advantages 
were  apparent: 

1.  Marked  reduction  in  operating  time  from  an 
average  of  80  minutes  per  skin  grafting  procedure 
to  an  average  of  49  minutes  per  procedure,  with 
an  accompanying  reduction  in  skin  grafting  pro- 
cedures required. 

2.  Feasibility  of  conducting  minor  dressing 
changes  in  the  treatment  room  or  on  the  wards 
without  analgesia  in  many  instances. 

3.  Marked  reduction  in  the  amount  and  variety 
of  dressing  materials  needed. 

4.  Simplicity  of.  technique  for  inexperienced 
personnel. 
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5.  Possibility  of  applying  skin  grafts  immedi- 
ately adjacent  to  contaminated  areas  that  could 
not  be  covered  safely  at  the  same  procedure. 

6.  Decreased  blood  loss  and  transfusion  require- 
ments. 

7.  Comparable  graft  takes  as  previously  ob- 
tained by  more  elaborate  techniques  (with  a few 
exceptions);  demonstration  that  pressure,  sumring, 
and  "pie-crusting”  are  not  necessary  for  good  re- 
sults in  routine  grafting  and  that  preparation  of 
granulations  by  soaks,  pressure  or  excision  is  not 
necessary,  provided  that  thorough  mechanical 
cleansing  is  carried  out. 

8.  Rapid  healing  of  donor  sites  by  the  semi- 
open method  with  results  equal  to  those  obtained 
with  occlusive  dressings. 


The  chief  disadvantages  noted  were  as  follows: 

1.  Necessity  for  daily  careful  inspection  by  an 
experienced  individual. 

2.  Lack  of  adaptability  of  certain  areas,  such 
as  the  hands,  toes,  and  circumferential  burns  to 
the  method. 

3.  Necessity  of  close  cooperation  of  the  patient 
to  prevent  friction  with  bedclothing  but  without 
restriction  of  moderate  motion  of  the  hand  and 
extremity  including  partial  joint  flexion,  mild  ex- 
ercise, and  walking  unless  otherwise  contraindi- 
cated. 

4.  Unsuitability  of  the  technique  for  senile  and 
mentally  disturbed  patients  and  for  those  with 
fractures,  decubitus  ulcers,  and  other  problems, 
who  are  unable  to  maintain  prescribed  positions. 

| Drs.  Blocker,  Eade,  Lewis,  Jacobson,  Grant,  and  Ben- 
nett, Department  of  Surgery  (Plastic  and  Maxillofacial), 
University  of  Texas  Medical  Branch,  Galveston. 
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Homologous  Gonadal  Tumors:  A Synthesis 


A synthesis  of  previously  proposed  theories  and  observations  re- 
garding the  origin  of  homologous  male  and  female  gonadal  tumors 
depending  upon  the  direction  of  an  undiff erentiated  embryonic  blas- 
tema or  its  pleuri-potent  cells  is  presented. 


WILLIAM  W.  HOFFMAN,  M.D. 

Dallas,  Texas 


IN  1883,  WEISMAN,  noting  the  differences  in 
development,  structure,  and  behavior  of  the  cells 
which  subserve  the  function  of  species  reproduction, 
introduced  the  "Germ  Theory  of  Development.”2 
According  to  this  theory,  an  embryo,  from  its  very 
conception,  is  endowed  with  two  cell  systems — the 
sexual  and  the  somatic. 

The  somatic  cells  develop  into  the  body  and  its 
supporting  organ  systems,  and,  thus,  die  with  even- 
tual somatic  death  of  the  organism.  The  sex  cells, 
however,  pass  unchanged  from  an  organism  to  its 
progeny,  and  are,  thus,  quite  immortal.  Weisman’s 
theory  found  limited  acceptance  among  his  con- 
temporaries, and  now  is  not  accepted  as  he  promul- 
gated it.:  It  did  serve,  however,  to  focus  the  atten- 
tion of  embryologists  upon  certain  cells  in  the  early 
vertebrate  embryo.  These  are  large,  pale  cells  found 
in  the  yolk  sac  entoderm,  which  migrate  into  the 
mesentery  mesenchyme,  and  ultimately  into  the  geni- 
tal ridge.  They  later  are  found  in  the  embryonic  bi- 
sexual gonad2’4  (fig.  la  and  lb). 

It  generally  is  accepted  that  the  developing  human 
gonad  in  both  the  male  and  female  consists  of  an 
undifferentiated  blastema  (fig.  la).  This  structure 
is,  in  essence,  a bisexual  crvo-testis  containing  a 
germinal  epithelium  peripherally,  and  a diffuse  cen- 
tral epithelial  mass  with  mesenchymal  hilar  cells. 


In  the  male,  upon  selective  hormonal  stimulation 
thought  to  be  pituitary  directed,1,  4’  7’  9’ 13  the  cen- 
tral epithelial  mass  differentiates  into  the  testis  cords; 
the  hilar  cells  into  the  rete  testis.  Certain  cells  in  the 
mesenchymal  stroma  develop  into  the  hormone- 
producing  interstitial  cells  of  Leydig.  When  the 
definitive  tunica  albuginea  emerges,  the  peripheral 
germinal  epithelium  reverts  into  an  inert  peritoneal 
mesothelium.  In  the  female,  as  a result  of  similar 
stimuli,  a reorganization  of  the  central  epithelial 
mass  occurs.  In  this  process,  a new  secondary  cortex 
arises  by  a division  of  the  internal  epithelial  cell 
mass,  and  proliferation  of  the  peripheral  germinal 
epithelium.  Indifferent  epithelial  cells  from  the  cen- 
tral mass  surround  the  young  ova,  thereby  producing 
primary  follicles.  The  central  hilar  mass  remains  as 
the  rete  ovarii.2, 11, 13, 14 
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Fig.  253.— Indifferent  stage  of  the  human  gonad,  illustrated  by  transverse  sections.  A, 
At  12  mm.,  including  associated  regions  (after  Prentiss;  X 82).  B,  At  12  mm.,  showing  structural 
details  (X  550) 

Fig.  la  and  lb.  Figures  reproduced  from  Arey2  illus- 
trating the  primordial  germ  cells  basic  to  this  paper, 
and  the  embryonic  relationships  of  the  adreno-nephro- 
gonadal  complex. 


By  relating  the  origin  of  the  epithelial  tumors  of 
the  male  and  female  gonads  to  an  undifferentiated 
or  misdirected  blastema  capable  of  ambisexual  de- 
velopment, there  is  established  the  developmental 
basis  for  a whole  spectrum  of  testicular  and  ovarian 
tumors,4' 11-14  and  more  importantly,  for  their  hom- 
ology. The  first  series  of  homologous  tumors  to  con- 
sider are  the  so-called  teratoid  tumors  of  the  gonads, 
enumerated  in  figure  2. 


I . cf  Embryona I Ca . 


Teratoma 


+ Embryonal  Ca. 


+ Teratoma 


O Teratocarc i noma 
+ Teratocarc i noma 


IV 


Chor i ocarc i noma 


+ Choriocarcinoma 


Fig.  2.  Teratoid  tumors  of  the  gonad. 


granulosa  elements.  Similarities  with  all  four  cell 
types,  however,  are  seen  in  these  intermediate  tu- 
mors. Furthermore,  depending  on  their  being  pri- 
marily either  male  or  female  directed,  the  tumors 
can  be  either  masculinizing  or  feminizing.  These 
relationships  are  graphically  illustrated  in  figures  4 
and  5.4’  6-  n-  12> 14 

Scully11  has  studied  these  tumors  and  recognizing 
the  interrelationships  noted  above,  has  classified  them 
under  one  general  type,  the  Gonadoblastoma. 

With  more  definitive  development  of  the  central 
epithelial  mass  of  the  undifferentiated  blastema  be- 
fore neoplastic  change  takes  place,  a second  large 
group  of  tumors  emerges.1,  5'  8>  10  13  This  group  and 
their  directing  forces  are  illustrated  in  figure  5. 

The  peripheral  germinal  epithelium  has  no  adult 
male  function  and  atrophies  early  in  male  fetal  de- 
velopment. In  the  female,  it  is  implicated  in  tumor 
formation,1, 14  as  indicated  in  figure  6. 

The  last  series  of  homologous  tumors  to  be  con- 
sidered are  the  hypernephroid-adreno-gonadal  tumors, 
illustrated  in  figure  7. 

The  homology  in  this  series  of  tumors  is  compre- 
hended easily  by  considering  the  genital  ridge  at  the 
12  mm.  stage  of  embryonic  development  (see  fig. 
la)  before  the  various  organ  migrations  have  taken 
place.  At  this  state,  there  is  continuity  between  the 
gonad,  the  kidney,  and  the  adrenal.  It  does  not  re- 
quire any  degree  of  credulity  to  accept  the  "Rest 
Theory”  of  origin  in  this  series  of  tumors.1, 12, 13 

Very  convincing  arguments  in  favor  of  a theory  of 
origin  of  germinal  tumors  in  the  undifferentiated 
blastema  or  its  rests,  dependent  upon  hormonal  mis- 
direction or  stimulation,  are  these  observations  re- 
ported by  various  authors: 

1.  Elevated  total  gonadotropin  is  consistently  noted 
in  a high  percentage  of  patients  exhibiting  these 


According  to  the  concept  being  elaborated,  the 
development  of  this  series  of  neoplasms  begins  with 
one  of  the  multipotent  gonadocytes  which  Weisman 
anticipated  in  his  pleuri-potential,  immortal  sex  cell. 
Once  the  teratomatous  process  is  initiated,  by  what- 
ever causes  one  ascribes,  be  it  hormonal,  physical,  or 
chemical,1, 12  it  then  proceeds  in  either  a somatic 
(endo-,  ecto-,  or  mesodermal)  or  cytotrophoblastic 
(chorionic)  direction.1,3,4,14  This  is  graphically  il- 
lustrated in  figure  3. 

The  undifferentiated  blastema  (ovotestis)  has  been 
earlier  described  as  consisting  of  the  germinal  cor- 
tex and  diffuse  central  epithelial  cell  mass.  As  might 
be  expected,  in  its  less  differentiated  form,  the  cen- 
tral epithelial  mass  is  capable  of  producing  tumors 
more  remote  from  the  adult  tissue  in  both  function 
and  appearance.1, 14  Histologically,  these  primitive 
tumor  cells  have  little  identity  with  either  the  defini- 
tive male  Leydig-Sertoli  or  the  female  Theca- 
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Fig.  3.  Development  of  the  teratoid  series  of  gonadal 
tumors. 
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Fig.  4.  Tumors  of  the  primordial  undifferentiated  blast- 
ema. 


neoplasms.1,  4’ 11  • 13  Experimental  elevation  of  the 
gonadotropin  total  has  produced  some  of  these  tu- 
mors in  the  laboratory.7,  8 

2.  Teratomas  have  been  produced  in  roosters  by 
injecting  sheep  anterior  pituitary  into  traumatized 
actively  growing  testis.13 

3.  Interstitial  cell  tumors  have  been  produced  in 
animals  by  prolonged  estrogen  administration.9, 10 

4.  A pathologically  similar  tumor  (androblas- 
toma) capable  of  androgen  or  estrogen  production 
appears  in  both  testicle  and  ovary.6 

5.  Forty  per  cent  of  all  testicular  neoplasms  occur 
during  the  hormonal  prime  of  ages  18-35.4, 13 

6.  Ninety -three  per  cent  of  intrascrotal  tumors 
involve  the  testicle;  only  7 per  cent  involve  adnexal 


structures.4  Moreover,  97  per  cent  of  these  intra- 
scrotal tumors  are  tumors  of  the  sex  or  germ  cells. 

7.  Half  of  the  reported  dysgerminomas  are  associ- 
ated with  pseudohermaphroditism.14  Intersexuality  or 
incomplete  sexual  differentiation  of  the  gonad  is 
noted  in  significant  numbers  of  other  reported 
series.11, 13 

8.  Cryptorchid  testis  statistically  are  more  fre- 
quently associated  with  malignancies.  In  the  Army 
series  of  7,000  testicular  tumors,  11  per  cent  oc- 
curred in  cryptorchid  testis.  If  the  undescended  testis 
are  divided  into  the  intraabdominal  group  and  those 
within  the  inguinal  canal,  the  incidence  of  malig- 
nancy is  five  times  greater  still  in  the  former  group 
than  in  the  latter.4, 13, 14 


Summary 

A synthesis  of  previously  proposed  theories  and 
observations  regarding  the  origin  of  homologous 
male  and  female  gonadal  tumors  depending  upon 
the  direction  of  an  undifferentiated  embryonic  blas- 
tema or  its  pleuri-potent  cells  is  presented.  The  spe- 
cific type  of  tumor  elaborated  will  depend  upon 
whether  the  directing  or  inciting  force  is  somatically 
or  sexually  oriented  and  upon  the  stage  of  gonadal 
differentiation  at  which  its  impact  is  made  manifest. 
The  cellular  "Rest  Theory”  adequate  explains  an- 
other group  of  neoplasms.  Some  pertinent  statistical 
and  experimental  evidence  from  the  literature  is 
noted  in  support  of  this  synthesis. 
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THROMBOCYTOPATHY 


Qualitative  Platelet . Review  of  Present 

Defects  Day  Concepts 


The  physiological  and  biochemical  aspects  of  the  problem  of  quali- 
tative platelet  defects  are  reviewed.  The  important  factors  in  recogni- 
tion of  the  resulting  various  disease  manifestations  are  discussed.  The 
relationship  of  classification  of  these  manifestations  to  diagnosis  and 
study  of  the  various  forms  of  the  condition  is  presented. 


WILLIAM  L.  BENDEL,  JR.,  M.D. 

Dallas,  Texas 


AMONG  HEMORRHAGIC  disorders,  those  due 
to  qualitative  platelet  defects  have  remained 
the  most  obscure,  even  though  they  were  described 
very  early.  This  obscurity  reflects  the  lack  of  precise 
knowledge  of  the  normal  function  of  thrombocytes. 
Platelets  are  cytologic  abjects  with  interesting  chem- 
istry, and  only  recent  advances  in  electron  microscopy 
and  in  protein  chemistry  have  revealed  some  basic 
facts  on  their  role  in  normal  and  pathological  con- 
ditions. 


Physiology 

Biochemical  data  support  the  morphologic  and 
physiological  evidence  that  platelets  are  fragments 
of  the  cytoplasm  of  megakaryocytes,  since  both  plate- 
lets and  megakaryocytes  possess  cytoplasm  which 
stains  identically  for  enzymes15  and  for  nonenzymatic 
constituents  such  as  nucleic  acids,5  glycogen,7  and 
lipid.9  The  platelets,  therefore,  are  of  interest  as  sam- 
ples of  cytoplasm  presented,  to  us  by  nature.  As  one 
might  expect,  they  contain  no  demonstrable  desoxyri- 


bonucleic acid,  but  do  have  small  amounts  of  ribo- 
nucleic acid. 

Platelets  in  the  circulating  blood  are  in  the  shape 
of  flat  disks,  more  or  less  coin  shaped.16  Maintenance 
of  this  shape  seems  to  depend  upon  the  ionic  en- 
vironment, the  presence  of  colloids,  and  the  temper- 
ature.20 To  some  extent  changes  in  shape  are  rever- 
sible. The  disk  shape  is  retained  for  at  least  an  hour 
if  blood  is  collected  in  sodium  citrate  or  oxalate  and 
kept  at  37  C.  If  the  blood  is  chilled,  the  platelets 
become  spheres,  usually  with  protruding  filaments, 
but  many  of  them  again  resume  the  disk  shape  when 
the  blood  is  rewarmed.  The  more  specific  biochemi- 
cal implications  of  these  ion,  temperature,  and  colloid 
effects  upon  platelet  shape  are  not  yet  known. 

The  major  function  of  the  platelets  is  to  produce 
hemostasis.  This  can  be  divided  into  three  aspects: 
first,  clumping  and  fusing  of  the  platelets  at  the 
site  of  the  blood  vessel  injury;  second,  the  function 
of  the  blood  platelets  in  clotting;  and,  third,  the  role 
of  the  platelets  in  maintaining  the  resistance  of  the 
capillaries  to  red  cell  extravasation. 

With  regard  to  the  first  of  these  aspects,  the  pro- 
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THROMBOCYTOPATHY  — Bend  el  — continued 

cesses  of  agglutination  and  fusion  of  the  platelets 
that  produce  platelet  plugs  in  vivo  are  presumably 
the  same  as  those  causing  viscous  metamorphosis  and 
clot  retraction  in  vitro.  There  is  a great  deal  of  evi- 
dence that  viscous  metamorphosis  produces  clot  re- 
traction.3 Fibrin  needles  adhere  to  the  platelets,  and 
the  clot  is  pulled  together  as  the  platelets  agglutinate 
and  fuse.  However,  there  is  evidence  from  some  lab- 
oratories that  not  only  fibrinogen,  platelets,  and 
thrombin,  but  also  a nondialyzable  serum  factor  is 
required  for  retraction. 

Almost  all  investigators  agree  that  intact  platelets 
are  required  for  clot  retraction  and  viscous  meta- 
morphosis, and  that  for  the  production  of  these  two 
phenomena,  thrombin  as  an  enzyme  must  act  upon 
the  integrated  platelet. 

The  role  of  the  platelets  in  maintaining  the  in- 
tegrity of  the  capillaries  is  poorly  understood.  Recent 
evidence  indicates  that  injection  of  lyophilized  plate- 
lets improves  the  capillary  resistance  of  thrombo- 
cytopenic recipients.13  This  suggests  that  some  chem- 
ical component  of  the  platelets,  perhaps  a sulfated 
mucopolysaccharide,  is  responsible,  rather  than  viable 
circulating  platelets. 


Role  in  Coagulation 

Present  platelet  factors  postulated  to  play  a part 
in  blood  coagulation  may  be  tabulated  as  follows: 

1.  Platelet  factor  1 or  platelet  ac-globulin  (plasma 
factor  5). 

2.  Platelet  factor  2 or  fibrinoplastic  factor  (plas- 
ma factor  9). 

3.  Platelet  factor  3 or  prothrombin  activator  factor. 

4.  Platelet  factor  4 or  antiheparin  factor. 

5.  Antifibrinolysin  factor. 

6.  Platelet  co-thromboplastin  or  snake  venom  fac- 
tor. 

7.  Clottable  factor. 

8.  Antithromboplastin  factor. 

9.  Ac-globulin  stability  factor. 

10.  Serotonin  or  vasoconstrictor  factor. 

11.  Clot  retraction  factor. 

There  are  eleven  platelet  factors  listed  here  and 
there  may  well  be  more.10  Some  of  the  platelet  fac- 
tors so  far  described  appear  to  have  activities  simi- 
lar to  previously  studied  plasma  factors.  It  appears 
that  platelet  factor  3 is  the  only  known  platelet  ac- 
tivity effective  in  coagulation  that  is  not  found  in 
plasma.12  It  could,  therefore,  give  to  the  platelet  the 
characteristics  required  in  normal  hemostasis.  This 
indicates  that  on  a theoretical  basis,  and  a practical 
one  as  well,  replacement  of  platelets  is  in  fact  re- 
placement of  platelet  factor  3.  There  appear  at  the 
moment  to  be  three  clinical  situations  in  which  plate- 


let factor  3 is  unavailable  to  the  patient  and  needs 
to  be  replaced,  namely,  thrombocytopenia,  congenital 
thrombocytopathy  A,11  and  the  acquired  thrombo- 
cytopathy  of  uremia.4 

Rebuck14  has  found  that  the  platelets  of  patients 
suffering  with  congenital  thrombocytopathy  were 
abnormal  morphologically.  It  is  believed  that  plate- 
lets undergo  certain  changes  as  disintegration  takes 
place.11  The  postulated  phases  are  round,  dendritic, 
intermediate,  and  spread.  When  differential  platelet 
counts  of  100  platelets  are  carried  out  using  the  elec- 
tron microscopy  method,  it  has  been  found  that  most 
of  the  normal  platelets  are  in  the  dendritic  stage, 
whereas  most  of  the  platelets  of  the  patient  with  con- 
genital thrombocytopathy  are  found  to  be  in  the  last 
two  stages  of  disintegration,  intermediate  and  spread 
(table  1). 

TABLE  1. — Electron  Microscope  Platelet  Differential  Counts 
in  a Typical  Case  of  Congenital  Thrombocytopathy. 

Round  Dendritic  Intermediate  Spread 

Normal  0 82  8 10 

Thrombocytopathy  A . 1 29  51  19 


It  appears  from  this  observation  that  these  plate- 
lets may  have  had  difficulty  in  disintegration;  plate- 
let factor  3 activity  measured  after  the  platelets  had 
been  disintegrated  mechanically  in  the  sonic  oscillator 
revealed  that  the  platelets  of  these  patients  contains 
as  much  platelet  factor  3 activity,  when  thoroughly 
liberated,  as  normal  platelets.  The  similarity  of  throm- 
bocytopathy to  thrombocytopenia  becomes  apparent 
when  it  is  observed  that  thrombocytopenia  is  an  ab- 
sence of  platelets  and  therefore  of  platelet  factor  3. 
Thrombocytopathy  is  a lack  of  available  platelet  fac- 
tor 3 in  the  presence  of  adequate  numbers  of  plate- 
lets. 

When  tested  by  platelet  factor  3 assay,  uremic 
platelets  contain  very  little  platelet  factor  3 compared 
to  normal  platelets.  Disintegration  of  the  platelets  by 
the  sonic  oscillator  does  not  result  in  increase  of  this 
impaired  activity.  These  platelets  are  either  produced 
by  abnormal  megakaryocytes  with  each  platelet  de- 
ficient in  platelet  factor  3 activity  or  they  are  formed 
possessing  the  activity  which  is  then  destroyed  by 
the  abnormal  metabolites  or  metabolites  produced  in 
abnormal  amounts  in  uremic  blood.4 

A study  of  qualitative  platelet  diseases  was  begun 
by  Glanzmann8  in  1918.  He  described  several  cases 
of  purpura,  some  with  thrombocytopenia,  and  some 
with  normal  numbers  of  platelets  but  defective  clot 
retraction.  His  work  was  criticized  severely  and  bare- 
ly accepted  outside  the  German-speaking  countries. 
These  criticisms,  offered  from  valid  reasoning  by 
excellent  specialists  such  as  Quick  and  MacFarlane, 
have  proved,  at  length,  to  be  not  justified.  Further 
impulse  to  the  question  of  qualitative  platelet  dis- 
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eases  was  given  about  11  years  later  by  Von  Wille- 
brand  and  Jiirgens.18  These  authors  described  a famil- 
ial disease  on  the  Aland  Island  next  to  Finland,  char- 
acterized by  purpura  and  extremely  prolonged  bleed- 
ing time  with  normal  clot  retraction.  It  was  defined 
as  thrombocytopathia. 

A certain  number  of  cases  which  could  be  related 
to  "thrombocytoasthenia”  or  "thrombocytopathia” 
were  reported  in  the  following  years,  but  further 
progress  was  not  made  until  Bernard  and  Soulier1  in 
1948  described  a case  of  thrombocytopathia  with 
giant,  lymphocyte-sized  platelets  and  strongly  defec- 
tive prothrombin  consumption.  Later,  they  proved 
that  this  case  also  had  defective  platelet  thrombo- 
plastin generation. 

In  1952,  Braunsteiner  and  Pakesch2  defined  a dis- 
ease, based  on  electron  miscroscopic  examinations, 
which  is  characterized  by  the  inability  of  platelets  to 
form  pseudopods  and  especially  to  spread  in  contact 
with  a wettable  surface.  These  cases  also  show  either 
a manifest  or  latent  defect  of  clot  retraction  as  re- 
vealed by  thromboelastography,  and  have  been  desig- 
nated as  thrombocytoasthenias. 

Braunsteiner  and  Pakesch  have  felt  it  advisable  to 
distinguish  between  three  rather  similar  properties  of 
platelets,  that  is,  adhesiveness,  aggregation  or  cohe- 
sion, and  agglutination.  Pseudopod  formation  and 
spreading  represent  the  adhesive  faculty  of  platelets. 
This  adhesive  faculty  of  platelets  should  be  disting- 
uished from  aggregation,  that  is,  the  ability  of  the 
platelets  to  stick  to  one  another.  Aggregation  can  be 
diminished  or  abolished  by  addition  of  anticoagu- 
lants or  by  suspension  of  isolated  platelets  in  saline; 
adhesiveness  cannot.  Aggregation  can  be  strongly  en- 
hanced by  addition  of  thrombin  or  fresh  serum  (vis- 
cous metamorphosis),  which  leads  also  to  consecu- 
tive disintegration  of  platelets.  In  practice,  adhesive- 
ness and  aggregation  frequently  go  hand  in  hand, 
for  instance  during  formation  of  thrombi.  Conven- 
tional methods  for  measurement  of  "platelet  adhe- 
siveness” in  fact  measure  an  inconstant  proportion  of 
adhesiveness  and  aggregation.  Agglutination  is  an 
independent  phenomenon.  It  derives  its  practical 
meaning  from  pathologic  states  such  as  idiopathic 
thrombocytopenic  purpura.  Agglutination  generally 
diminishes  adhesiveness.  Distinction  of  adhesiveness, 
aggregation,  and  agglutination  of  platelets  gives  a 
clearer  understanding  of  their  functional  morphology. 

During  coagulation  most  of  the  hyalomere  dis- 
integrates and  the  coalesced  chromomeres  or  aggre- 
gates of  chromomeres  form  the  centers  of  the  fibrin 
net.  Formation  of  these  centers  seems  to  be  in  a 
certain  relation  to  clot  retraction.  In  all  instances 
where  pseudopod  formation  and  spreading  is  absent 
there  is  no  formation  of  "chromomere  centers”  and 
clot  retraction  is  inhibited. 

On  the  basis  of  their  findings,  Braunsteiner  and 
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Pakesch2  have  classified  qualitative  defects  as  follows: 

1.  Thrombocytoasthenia:  This  group  exhibits  de- 
fective pseudopod  formation  and  lack  of  spreading  in 
all  plasma  and  serums.  Normal  behavior  is  exhibited 
in  saline  or  plasma  substitutes.  The  platelets  are  seen 
to  be  isolated  and  medium-sized  on  smear.  Clot  re- 
traction is  manifestly  disturbed  or  latent  disturbances 
can  be  revealed  by  thromboelastography.  The  throm- 
boplastin generation  test  of  the  platelets  is  normal, 
as  are  the  prothrombin  consumption  test  and  the 
platelet-like  activity  of  the  serum.  The  condition  ex- 
hibits characteristics  of  a questionably  recessive  or 
spontaneous  heredity. 

2.  Thrombocytopathia:  This  group  exhibits  nor- 
mal pseudopod  formation  and  spreading.  Often  giant 
platelets  of  more  than  20  diameters  are  seen  after 
spreading.  On  smear  the  platelets  are  often  seen  to 
be  giant  in  size  with  a coarse  chromomere,  and  to 
be  isolated.  Clot  retraction  is  normal,  but  the  throm- 
boplastin generation  of  the  platelets  is  severely  dis- 
turbed, as  is  the  prothrombin  consumption  and  the 
platelet-like  activity  of  the  serum.  This  condition  has 
the  characteristics  of  a questionably  recessive  or 
spontaneous  heredity. 

3-  Probable  thrombocytopathy:  Electron  micro- 
scopy of  the  platelets  reveals  normal  configuration, 
with  occasional  isolation;  normal  clot  retraction  is 
present.  Thromboplastin  generation  of  the  platelets 
is  temporarily  or  moderately  disturbed,  as  are  the 
platelet-like  activity  of  the  serum  and  the  pro- 
thrombin consumption.  This  condition  appears  to  be 
inherited  as  a dominant. 

4.  Possible  thrombocytopathia:  The  platelets  ap- 
pear normal,  as  does  capillary  microscopy,  clot  re- 
traction, thromboplastin  generation,  and  prothrombin 
consumption.  The  platelet-like  activity  of  the  serum 
appears  disturbed.  The  condition  appears  to  be  in- 
herited as  a dominant  characteristic. 

This  classification  has  the  disadvantage  of  the 
utilization  of  such  terms  as  possible  and  probable, 
but  it  should  be  pointed  out  that  more  sensitive 
tests  still  on  trial  may  give  more  definite  delinea- 
tion. From  a practical  standpoint  the  classification 
proposed  by  Ulutin  and  Karaca1  ‘ should  be  consid- 
ered. Qualitative  platelet  defects  are  divided  into 
three  main  groups,  according  to  this  scheme. 
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THROMBOCYTOPATHY  — Bendel  — continued 

1.  Von  Willebrand-Jiirgens  type  of  thrombocyto- 
pathia:  In  this  disease,  the  bleeding  time  is  pro- 
longed, and  the  amount  of  thromboplastic  factor  in 
the  platelets  (platelet  factor  3,  phospholipid)  is  di- 
minished. The  prothrombin  consumption  time  is  ab- 
normal, and  when  the  patient’s  platelets  are  used  to 
replace  normal  platelets  in  the  thromboplastin  gener- 
ation test,  a defect  is  observed.  In  some  cases  the 
platelets  vary  greatly  in  size,  and  giant  platelets  are 
encountered.  This  group  is  analogous  to  the  group 
labeled  thrombocytopathia  in  the  Braunsteiner-  Pak- 
esch  classification. 

2.  Glanzmann-Naegli-Braunsteiner  type  of  throm- 
bocytoasthenia:  In  this  type,  a clot  retraction  defect 
exists.  Some  of  the  cases  exhibit  the  defect  only  on 
thromboelastography.  Defective  pseudopod  forma- 
tion, lack  of  spreading  of  hyalomere,  and  defect  in 
the  aggregation  of  platelets  are  seen  by  the  electron 
microscope.  This  group  corresponds  to  the  group 
designated  by  Braunsteiner  as  thrombocytoasthenia. 

3.  Thromboasthenia  thrombopathica:  In  this  type 
the  defects  of  the  first  two  groups  are  combined. 
Clot  retraction  is  poor  or  absent,  the  platelet  defects 
are  seen  by  the  electron  microscope,  and  a reduction 
in  the  formation  of  thromboplastin  due  to  a defici- 
ency of  the  thromboplastic  factor  of  platelets  is 
present.  No  corresponding  classification  for  this 
group  exists  in  the  Braunsteiner-Pakesch  scheme. 

Ulutin  and  Karaca  noted  that  after  the  incubation 
of  the  patient’s  platelets  with  distilled  water,  the 
defect  in  the  thromboplastin  generation  test  disap- 
peared. This  observation  suggests  that  in  the  case 
of  thrombocytopathia,  the  patient’s  platelets  contain 
the  thromboplastic  factor  of  platelets,  without  being 
able  to  release  it.  The  improved  activity  of  the  pa- 
tient’s platelet  extract  in  distilled  water  indicates 
that  in  the  Von  Willebrand-Jiirgens  type  of  thrombo- 
cytopathy,  the  platelets  contain  the  thromboplastic 
factor  but  are  unable  to  release  it  during  coagulation. 
This  observation  agrees  with  that  made  by  Johnson 
and  her  co-workers11’ 12  on  the  increased  activity 
manifested  by  platelets  of  such  patients  after  sonic 
disintegration.  When  the  normal  platelets  are  incu- 
bated in  saline  solution  at  37  C.  for  1 hour,  the 
thromboplastic  factor  passes  partially  into  the  saline 
solution,  as  can  be  observed  by  centrifuging  the 
mixture  and  using  the  supernatant  in  the  thrombo- 
plastin generation  test.  This  supernatant  possesses 
some  thromboplastic  activity.  In  contrast,  in  the  case 
of  thrombocytopathia,  no  activity  passes  into  the 
supernatant.  It  is  only  after  incubation  in  distilled 
water  that  the  factor  is  found  in  the  supernatant. 
This  difference  is  probably  due  to  a membrane  de- 
fect, for  the  investigation  of  which  a platelet  osmotic- 
resistance  test  utilizing  a quantitative  approach  to 


the  measurement  has  been  devised  by  Ulutin  and 
Karaca.17 

Platelet  membrane  resistance  is  increased  in  the 
Von  Willebrand-Jiirgens  type  of  thrombocytopathia. 
Even  after  the  platelets  are  incubated  in  water  for  30 
minutes,  some  intact  platelets  are  seen  through  the 
phase  contrast  microscope.  Undoubtedly,  this  ex- 
cessive resistance  of  the  platelets  against  hypotonic 
solutions  plays  a part  in  the  pathogenesis  of  the 
disease. 

In  secondary  thrombocytopathis,  such  as  those 
complicating  uremia,  liver  disease,  scurvy,  and  sprue, 
the  platelet  defects  in  the  thromboplastin  generation 
test  are  not  corrected  by  treating  the  patient’s  plate- 
lets with  distilled  water.  The  platelets  in  these  cases 
according  to  these  results  do  not  contain  the  throm- 
boplastic factor.  It  should  be  noted  that  this  con- 
clusion does  not  coincide  with  that  reached  by 
Johnson11  that  the  platelets  in  uremia  do  contain 
the  thromboplastic  factor,  but  that  it  is  inactivated 
or  destroyed  by  metabolites  in  the  uremia  patient’s 
blood. 


Discussion 

Two  rather  similar  classifications  have  been  dis- 
cussed in  relation  to  qualitative  platelet  defects, 
with  their  merits  and  defects.  The  diagnosis  of  at 
least  two  main  groups  in  these  classifications  may 
be  facilitated  by  the  intelligent  utilization  of  both 
special  and  routine  tests.  The  Glanzmann-Braun- 
steiner  thrombocytoasthenia  may  be  delineated  by 
morphologic  electron  microscope  abnormalities,  de- 
fective clot  retraction,  prolonged  bleeding  time, 
normal  thromboplastin  generation  and  prothrombin 
consumption,  and  normal  platelet-like  activity  of 
the  serum.  The  Von  Willebrand-Jiirgens  thrombocyto- 
pathia is  manifested  by  normal  pseudopod  forma- 
tion and  spreading,  normal  clot  retraction,  positive 
platelet  osmotic-resistance  test,  defective  thrombo- 
plastin generation  of  platelets,  which  is  improved 
after  disintegration  by  sonic  treatment,  defective 
platelet-like  activity  of  serum,  and  a poor  pro- 
thrombin consumption  test.  Giant  platelets  are  fre- 
quently a feature  of  this  condition. 

The  cases  grouped  heterogenously  under  Braun- 
steiner’s  possible  and  probable  thrombocytopathias, 
and  Ulutin-Karaca’s  thrombasthenia  thrombocyto- 
pathia do  not  lend  themselves  to  ready  classification 
at  the  present  stage  of  investigation. 

The  common  denominator  of  the  thrombocyto- 
pathic  diseases,  if  there  is  one,  appears  to  be  either 
a lack,  a decrease,  or  an  unavailability  of  platelet 
factors  3 and  4,  the  platelet  thromboplastin  factors. 
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Summary 

The  physiological  and  biochemical  aspects  of  the 
problem  of  qualitative  platelet  defects  have  been 
reviewed,  and  the  important  factors  in  recognition 
of  the  resulting  various  disease  manifestations  have 
been  enumerated  and  discussed.  The  classification  of 
these  manifestations  has  been  discussed,  and  the 
relationship  of  classification  to  diagnosis  and  study 
of  the  various  forms  of  the  condition  has  been  pre- 
sented. 
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Adolescents 

rT",EIERE  IS  A growing  appreciation  of  the  fact 
JL  that  teenagers  have  special  problems  which  de- 
serve more  attention  than  they  customarily  receive 
at  present.  As  children,  these  patients  are  taken  to 
a pediatrician  or  general  practitioner  for  routine 
check-ups,  bur  as  teenagers  they  are  apt  to  feel 
equally  out  of  place  in  the  pediatrician’s  office  sur- 
rounded by  infants  or  in  the  office  of  an  internist 
or  general  practitioner. 

A teenage  clinic  was  established  in  Boston  in 
1951,  and  because  of  its  success  others  have  been  or 
are  being  started. 

and  their 

Boston  Adolescent  Unit 

Medical  Care 

This  Adolescent  Unit  at  the  Children’s  Hospital 
in  Boston  offers  care  to  all  boys  and  girls  from  12 
to  21  years  of  age,  regardless  of  the  nature  of  their 
complaints  (except  for  fractures,  surgical  emergen- 
cies, and  acute  communicable  diseases,  which  are  re- 
ferred directly  to  the  appropriate  service).  The  unit 
is  attached  to  the  out-patient  department  of  the 
Children’s  Hospital,  but  has  a separate  entrance.  The 
out-patient  department  is  organized  as  a single  gen- 

Adolescents,  somewhat  overlooked  as 
an  age  group,  are  being  given  more 
attention  by  physicians  and  hospitals.  At 
least  two  hospitals,  the  Children’s 

Hospital  in  Boston  and  the  Women’s 
and  Children’s  Hospital  of  Baylor 

University  Medical  Center,  Dallas,  have 
completed  special  units  devoted  solely  to  the 
care  of  this  in-betiveen  age  group. 

eral  practice  clinic.  One  of  its  physicians  remains 
each  patient’s  doctor,  unless  a transfer  to  another 
service,  such  as  orthopedics  or  psychiatry,  is  in  the 
patient’s  best  interest.  Representatives  of  other  spe- 
cialties make  regular  visits,  but  each  comes  as  a 
teacher  consultant,  seeing  patients  while  the  pa- 
tient’s own  physician  is  present.  He  discusses  the 
situation  with  the  physician  only.  The  interview 
with  the  parents  takes  place  one  or  two  days  prior 
to  the  adolescent’s  first  visit  to  the  clinic.  This  is 
important  for  psychological  reasons  and  it  avoids 
keeping  the  adolescent  waiting  a long  time.  Through- 
out, there  is  an  effort  to  understand  the  patient,  and 
to  consider  his  needs  and  characteristics.  Emphasis 
is  on  the  care  of  a person,  not  on  a disease. 

Patients  are  seen  at  the  adolescent  unit  on  referral 

FRED  BROOKSALER,  M.D.,  and 

from  their  family  physicians,  specialists,  other  medi- 
cal clinics,  and  from  social  agencies.  The  more  pre- 
liminary information  that  can  be  given  regarding 
the  patient’s  symptoms  and  needs,  the  more  effici- 

C.  J.  KRAFFT,  M.D. 

ent  the  handling  can  be. 

A limited  number  of  beds  on  the  medical  service 

Dallas,  Texas 

is  reserved  exclusively  for  adolescents  and  is  avail- 
able for  those  who  require  hospital  bed  care.  How- 
ever, except  for  private  patients,  the  bed  patients 
are  the  responsibility  of  the  medical  service.  The 

This  manuscript  was  prepared  from  material  from  the 
Baylor  University  Medical  Center  and  the  Pediatric  Depart- 
ment of  Southwestern  Medical  School  of  the  University  of 
Texas,  Dallas , Texas. 
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staff  of  the  adolescent  unit  acts  in  an  advisory  and 
consultative  capacity.  About  100  new  patients  enter 
this  clinic  each  month.  There  are  about  6,000  visits 
a year. 

Dr.  J.  R.  Gallagher,  director  of  the  Boston  Ado- 
lescent Clinic,  believes  so  little  attention  has  been 
given  to  teenagers  as  a special  group  because  of  their 
generally  low  morbidity  and  mortality  rate,  and  be- 
cause they  are  in  a category  between  the  chief  inter- 
est of  the  pediatrician  and  that  of  the  internist.  The 
adolescent,  characteristically,  is  striving  for  inde- 
pendence, for  social  acceptance,  and  for  recognition 
as  an  individual  who  is  no  longer  a child,  but  who 
at  the  same  time  clings  to  the  security  he  enjoyed 
as  a child. 

Besides  offering  young  people  from  ages  12  to 
21  medical  care  in  their  own  out-patient  clinic  and 
by  their  own  physicians,  the  adolescent  unit  of  the 
Children’s  Medical  Center  serves  other  purposes: 

1.  To  focus  the  effort  of  research  workers  upon 
disorders  which  occur  in  adolescents,  so  that  methods 
of  preventing,  diagnosing,  and  treating  them  may 
be  improved. 

2.  To  furnish  physicians  with  opportunities  for 
training  in  understanding  of  adolescents  and  their 
medical  and  emotional  problems. 

3.  To  offer  to  physicians  training  in  the  care  of  a 
person  who  is  a member  of  an  age  group,  as  a 
supplement  to  training  focused  on  diseases  or  on  a 
specialty. 

The  care  of  the  adolescent  is  not  solely  the  pedi- 
atrician’s responsibility.  A majority  of  adolescents 
will  be  cared  for  by  general  practitioners,  some  by 
pediatricians  and  internists,  others  by  such  special- 
ists as  gynecologists,  dermatologists,  general  sur- 
geons, and  orthopedic  surgeons.  It  does  not  seem  so 
important  who  cares  for  the  boy  or  girl  but  rather 
that,  whoever  he  is,  he  should  have  experience  or 
training,  or  both,  in  the  Understanding  of  these 
young  people,  as  well  as  their  ailments. 

It  must  be  emphasized  at  this  point  that  special 
consideration  and  care  which  adolescents  require  for 
their  characteristics  and  ailments  should  be  given  not 
only  in  an  out-patient  and  office  setting,  but  it  is 
advisable  that  adolescents  be  hospitalized  with  pa- 
tients of  their  age  group. 


Baylor's  Twelve  to  Twenty  Club 

The  first  hospital  unit  solely  devoted  to  teenage 
medical  care  was  completed  recently  at  the  Women’s 
and  Children’s  Hospital  of  Baylor  University  Medi- 
cal Center,  Dallas.  A tremendous  effort  by  the  Bay- 
lor Hospital  Administration  has  gone  into  the  cre- 
ation of  this  unique  unit.  The  authors  of  this  paper 


were  asked  to  meet  with  the  administration  and 
nursing  service  leaders  to  review  common  interests 
and  problems  concerning  this  new  division,  desig- 
nated as  the  "Twelve  to  Twenty  Club.” 

A committee  was  organized  of  six  teenage  former 
patients  of  Baylor  Hospital.  The  meetings  of  this 
committee  provided  many  of  the  ideas  which  were 
embodied  in  the  hospital  wing.  The  teenage  patient 
advisory  committee  suggested  that  rooms  be  made 
colorful  and  cheerful  through  adequate  light  and 
decoration.  It  is  no  surprise  that  teenagers  asked  for 
a telephone  in  each  room.  Large  bulletin  boards  were 
requested  for  each  room.  An  urgent  demand  was 
made  for  popular  or  rock  and  roll  music,  as  well  as 
for  semi-classical  piped-in  music.  Also  requested  was 
a recreation  room  for  games,  books,  and  a record 
player.  Patients  would  bring  their  own  records.  The 
following  games  were  listed  for  the  recreation  room: 
dominoes,  cards,  checkers,  chess,  ping-pong,  scrabble, 
monopoly,  and  picture  puzzles.  Requested  were 


Dr.  Fred  Brooksaler  and  his  co- 
author presented  much  of  the  ma- 
terial submitted  in  this  paper  as 
a committee  report  on  adolescent 
care  to  the  Texas  Pediatric  Soci- 
ety October  23,  1959,  in  Houston. 


sports  magazines,  automobile  magazines,  science  fic- 
tion, mechanical  magazines,  fashion  magazines,  teen- 
age story,  and  comic  books.  The  name  of  the  new 
unit  also  was  selected  by  this  committee. 

The  "Twelve  to  Twenty  Club”  has  been  set  up  in 
a wing  on  the  sixth  floor  of  the  new  building.  In- 
cluded in  the  wing  are  20  beds  divided  among  8 
private  and  6 semi-private  rooms. 

A permanent  committee  of  the  medical  staff  has 
been  set  up  at  Baylor  University  Medical  Center, 
Dallas,  for  the  continuing  study  of  adolescent  care 
as  it  relates  to  the  new  unit. 


Letters  From  Teenagers 

In  addition  to  suggestions  of  former  teenage  hos- 
pital patients,  a number  of  letters  by  teenage  patients 
indicate  how  we  might  improve  out-patient  private 
care  for  this  age  group.  Some  of  these  comments  may 
be  quoted: 

"I  think  that  the  greatest  hesitation  of  a teen  to 
go  to  his  pediatrician  is  the  association  of  his  doc- 
tor with  babies  and  smaller  children.  A teen  feels 
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he  is  an  adult  or — should  I say — he  wants  to  be,  and 
he  wants  to  be  treated  as  one.  I feel  that  if  you 
had  separate  waiting  rooms  and  perhaps  separate 
examining  rooms,  the  teen  would  feel  a lot  better 
about  coming  to  his  doctor.  I also  think  the  idea  of 
a special  time  for  teens  to  visit  the  office  is  very 
good.  I think  it  would  be  good  if  you  had  a special 
"teen  day”  where  all  of  the  appointments  for  the 
day  were  solely  with  teenagers.  This  will  enable  the 
teenager  to  feel  he  is  not  being  taken  or  forced  to 
come  in  contact  with  small  children,  for  this  makes 
for  the  greatest  hesitation  in  visiting  his  doctor.” 

This  quotation  is  from  a 17  year  old  girl.  In  addi- 
tion to  things  previously  mentioned,  a teenage  boy 
asks  that  we  provide  a television  set  to  make  waiting 
more  bearable.  And  second,  he  advised,  "make  the 
office  more  attractive  for  teenagers:  take  down  all 
of  the  baby  pictures  and  make  it  look  a little  grown- 
up.” 

A practical  suggestion  was  that,  although  a sepa- 
rate time  for  teenagers  may  be  impossible,  most  pedi- 
atricians could  set  up  some  small  waiting  room  area 
which  would  be  exclusively  for  adolescents — even 
though  their  appointments  are  between  babies. 

Several  contributions  to  literature  on  adolescent 
medicine  have  been  published  lately.  For  example, 
Gallagher,  Heald,  and  Masland  review  the  various 
articles  pertaining  to  such  conditions  as  pancreatitis, 
thyroid  disorders,  and  ulcerative  colitis,  all  encoun- 
tered in  adolescents.  Acne,  menstrual  disorders,  and 
leukorrhea,  receive  special  attention.  A study  of 
6,000  school  children  indicates  that  visual  testing 
should  be  continued  through  the  high  school  years 
because  twelfth  grade  pupils  show  marked  deteriora- 
tion of  vision  as  compared  with  the  younger  children. 

Biehusen  describes  the  common  problems  of  the 
adolescent  as  he  experienced  them  in  such  a clinic 
at  the  Letterman  Army  Hospital  in  San  Francisco. 

A.  Roth  and  his  associates  give  a description  of 
type  and  range  of  the  adolescent’s  medical  problems 
and  conclude  that  the  complaints  and  physical  find- 
ings consist  mainly  of  minor  conditions  and  dis- 
orders. 


Summary 


Medically,  adolescents  are  often  a neglected  age 
group,  and  their  care  is  frequently  a "no-man’s 
land.”  Out-patient  departments,  exclusively  devoted 
to  the  care  of  teenagers  therefore  have  been  estab- 
lished in  different  parts  of  the  country  within  the 
last  few  years.  The  first  one,  organized  at  the  Chil- 
dren’s Medical  Center  in  Boston  in  1951,  is  explained 
in  detail  as  to  its  purposes  and  functions. 

The  first  in-patient  hospital  unit,  devoted  to  teen- 
age medical  care  only,  was  recently  opened  at  Baylor 
University  Medical  Center  in  Dallas,  under  the  name 
of  the  "Twelve  to  Twenty  Club.” 

Suggestions  by  teenagers  to  make  medical  care 
more  attractive  to  them  are  published.  These  sug- 
gestions were  derived  from  interviews  with  a num- 
ber of  young  people.  Several  of  the  teenagers  were 
former  hospital  patients.  Some  of  the  literature  of 
recent  years  on  the  care  of  adolescents  is  reviewed. 

It  can  be  concluded  that  the  characteristics  and 
ailments  of  adolescents  should  be  given  special  con- 
sideration, and  their  care  should  be  provided  in  a 
hospital  or  clinic  that  is  theirs  exclusively. 
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Myoglobinuria 
Following  Exhaustive 
Muscular  Effort 
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Although  myoglobinuria  often  follows  extensive  muscle  injury,  acute  attacks  of 
muscular  disability  with  myoglobinuria  occur  spontaneously  in  certain  individuals.  In 
instances  where  myoglobinuria  follows  exhausting  muscular  effort  there  is  uncertainty 
as  to  whether  one  is  dealing  with  simple  muscle  trauma  or  with  the  disease  "idiopathic 
myoglobinuria.”  A case  is  described  of  myoglobinuria  developing  in  an  apparently 
normal  individual  as  a result  of  extreme  and  unusual  muscular  effort. 


HE  RED  COLOR  of  striated  muscle  is  due 
largely  to  the  presence  of  myoglobin,  an  iron- 
bearing respiratory  pigment  very  similar  in  structure 
and  function  to  the  circulating  hemoglobin  of  eryth- 
rocytes. Both  myoglobin  and  hemoglobin  contain  the 
heme  complex  in  combination  with  a specific  pro- 
tein molecule,  and  both  react  positively  with  guaiac 
and  benzidine  reagents.  Myoglobin,  which  has  the 
greater  affinity  for  oxygen,  serves  as  an  intracellular 
oxygen  reservoir,  receiving  oxygen  from  circulating 
oxyhemoglobin  and  subsequently  releasing  it  when 
it  is  required  by  the  contractile  mechanism  of  the 
muscle  fiber. 


In  certain  clinical  situations  myoglobin  is  released 
into  the  bloodstream  and  concentrated  in  the  urine, 
to  which  it  imparts  a striking  reddish  color  indis- 
tinguishable from  that  produced  by  hemoglobin.  Ex- 
tensive muscle  injury,  such  as  that  associated  with 
crushing  trauma,  violent  generalized  convulsions,  and 
ischemic  infarction,  is  often  followed  by  gross  myo- 
globinuria. Less  comprehensible,  however,  is  a rela- 
tively rare  syndrome  of  spontaneously  recurring  mus- 
cular disability  and  myoglobinuria,  variously  referred 
to  in  the  medical  literature  as  "acute  recurrent  rhab- 
domyolysis,”3  "primary  myoglobinuria,”5, 16  "idio- 
pathic paroxysmal  myoglobinuria,”7, 111 12  and  "spon- 
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taneous  myohemoglobinuria.”9  Some  38  cases  of  this 
condition  have  been  reported  to  date,5,  7>  8>  17  and 
several  excellent  reviews  of  the  subject  have  appeared 
in  recent  years.3,  5’  9>  12, 13 

So-called  "primary,”  "spontaneous,”  or  "idiopathic” 
myoglobinuria  frequently  makes  its  appearance  in 
early  life,  and  several  instances  of  familial  occurrence 
have  been  reported.6  In  some  persons  with  this  dis- 
ease paroxysms  develop  without  apparent  precipitat- 
ing factors,  while  in  others  attacks  seem  associated 
with  acute  infections,  or  occur  repeatedly  during  the 
course  of  routine  and  even  minor  muscular  effort. 
Usually  there  is  an  acute  onset  of  pain,  cramping, 
tenderness,  swelling,  induration,  and  weakness  of  one 
or  more  muscle  groups;  chills,  fever,  and  gastroin- 
testinal disturbance  may  accompany  the  muscular 
symptoms.  Following  recovery  the  affected  muscles 
may  remain  weak  and  atrophic.  Rarely,  death  due 
to  respiratory  muscle  paralysis  occurs  during  the 
acute  episode.  Within  a few  hours  of  onset,  dark 
reddish  urine  is  passed.  Acute  renal  tubular  necrosis 
with  urinary  suppression  and  axotemia  is  not  un- 
common and  accounts  for  most  of  the  reported  fa- 
talities. Specimens  of  affected  muscle  obtained  dur- 
ing an  attack  are  grossly  pale  and  on  microscopic 
examination  show  patchy  necrosis  without  associated 
inflammatory  reaction.12 

Occasionally  the  syndrome  of  acute  myoglobinuria 
develops  in  an  apparently  normal  individual  as  a 
result  of  extreme  and  unusual  muscular  effort.4, 5 It 
is  not  yet  clear  whether  such  cases  should  be  regarded 
as  instances  of  the  "idiopathic”  disease  or  simply  as 
examples  of  severe  muscle  trauma.  Following  is 
described  a recently  encountered  patient  of  this  type. 

Cose  Report 

A 20  year  old  unmarried  male  college  student  came  to 
the  emergency  room  of  Brackenridge  Hospital  at  Austin 
on  the  evening  of  Sept.  28,  1959,  because  since  that  morn- 
ing he  had  been  passing  urine  of  an  unusually  dark  color. 

Two  weeks  previously  he  had  developed  a mild  sore 

Table  1. — Serum  transaminase  Activities  in  a Case  of 
Acute  Myoglobinuria. 

SCOT**  units  SGPTf  units 

Date  per  100  cc.  per  100  cc. 


9/29/59 

over  1160 

720 

9/30/59 

2360 

720 

10/1/59 

2350 

700 

10/2/59 

830 

220 

10/3/59 

94 

78 

10/5/59 

79 

124 

10/9/59 

46 

91 

10/15/59 

26 

40 

*SGOT  = Serum  glutamic-oxalacetic  transaminase. 
fSGPT  — Serum  glutamic-pyruvic  transaminase. 


Fig.  1.  Graphic  representation  of  data  in  Table  1. 


* Activity  in  excess  of  1160  units,  but  total  not  deter- 
mined. 

throat,  coryza,  and  cough  unaccompanied  by  fever.  Over 
the  course  of  several  days  all  symptoms  subsided  except 
for  a slight  cough,  noted  only  on  effort.  Only  symptomatic 
treatment  was  given. 

Between  1 and  2 a.m.  on  Sept.  27  the  patient  engaged 
in  unusually  strenuous  calisthenics  incident  to  his  status  as 
a fraternity  "pledge.”  This  session  included  "about  a 
hundred  push-ups”  in  addition  to  other  exercises  such  as 
straddle-hops,  deep  knee-bends,  stationary  running,  and 
sit-ups  from  the  recumbent  position.  The  patient  finally 
had  to  stop  some  of  the  exercises,  as  his  shoulders  and 
arms  seemed  "paralyzed”  so  that  he  was  unable  to  raise 
the  arms  above  his  head;  no  pain  was  noted,  however.  On 
arising  from  bed  later  in  the  day  the  patient  felt  extreme 
soreness  of  his  muscles,  especially  those  of  the  arms,  chest, 
shoulders,  and  back.  He  had  great  difficulty  in  using  his 
arms  to  perform  such  acts  as  combing  the  hair  and  driving 
a car. 

On  the  morning  of  Sept.  28  his  muscle  soreness  was 
less  severe,  but  the  urine  was  observed  to  be  a dark  red- 
dish color.  Repeated  voiding  of  such  discolored  urine 
during  the  day  prompted  the  patient  to  seek  medical  advice. 
Except  for  his  muscular  soreness  he  felt  perfectly  well. 

There  was  no  personal  or  family  history  of  previous 
urinary  discoloration  or  neuromuscular  disability.  The  pa- 
tient had  never  been  seriously  ill.  He  had  been  overweight 
for  a number  of  years,  and  his  genital  development  had 
been  considered  somewhat  slower  than  average.  In  1955  his 
basal  metabolism  rate  was  minus  24,  so  his  regular  physi- 
cian prescribed  thyroid  extract  (Parke-Davis,  Strong), 
which  was  taken  in  a dose  of  2 grains  daily  up  until  the 
present  illness;  nevertheless,  the  BMR  remained  in  the 
vicinity  of  minus  20.  Since  Dec.,  1956,  he  had  taken  1 
tablet  daily  of  Plestran  (Warner-Chilcott) , a preparation 
containing  purified  thyroid  globulin  (Proloid)  15  mg., 
estinyl  estradiol  0.005  mg.,  and  methyl  testosterone  2.5  mg. 
He  was  also  taking  oleandomycin,  250  mg.  daily,  for  acne, 
and  Obocell  (Irwin-Neisler) , containing  5 mg.  of  amphe- 
tamine phosphate  and  160  mg.  of  methyl-cellulose,  1 tablet 
daily,  to  assist  in  weight  control.  Never  a very  athletic 
boy,  he  had  been  doing  some  weight-lifting  exercises  for 
a short  while  prior  to  the  present  illness.  About  a month 
previously  his  regular  physician  had  noted  sluggish  quadri- 
ceps reflexes. 
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On  examination  the  patient  appeared  well.  Although  his 
general  physical  and  sexual  development  seemed  normal, 
he  was  slightly  obese  and  showed  rather  soft,  poorly  trained 
musculature.  His  height  was  66  inches  and  his  weight  1 66 
pounds.  There  was  a slight  cough.  The  temperature  was 
normal,  pulse  regular  at  72  per  minute,  and  blood  pres- 
sure 120/70  mm.  of  mercury.  The  optic  fundi  were  normal; 
there  was  no  edema.  There  was  moderate  tenderness  of  the 
muscles  of  shoulders,  arms,  chest,  and  abdomen.  Except  for 
the  ankle  jerks,  no  tendon  reflexes  could  be  elicited.  The 
remainder  of  the  examination  was  negative. 

Urine  voided  during  the  first  few  hours  after  admission 
was  deep  reddish-black  in  color  and  not  turbid.  There  was 
4 plus  proteinuria  (208  mg.  per  100  cc.),  and  the  initial 
specimen  showed  numerous  coarsely  granular  casts.  Al- 
though the  benzidine  test  for  "occult  blood”  in  the  urine 
was  positive,  no  red  blood  cells  were  present  in  the  sedi- 
ment. Tests  for  sugar,  bile,  melanin,  and  porphobilinogen 
were  negative;  urobilinogen  was  detected  in  a maximum 
dilution  of  1:10.  Blood  serum  drawn  during  the  period  of 
marked  urinary  pigmentation  was  of  normal  color  yet  gave 
a strongly  positive  benzidine  test. 

Blood  and  urine  specimens  collected  on  Sept.  29  were 
submitted  to  Barbara  H.  Bowman,  Ph.D.,  of  the  Genetics 
Foundation,  University  of  Texas,  for  spectrophotometric 
and  electrophoretic  analyses.  Spectrophotometry  gave  incon- 
clusive results,  probably  because  the  specimens  were  not 
fresh  at  the  time  of  examination.  Paper  electrophoresis, 
however,  showed  the  presence  in  the  urine  of  a benzidine- 
positive protein  with  the  mobility  characteristics  of  myo- 
globin. Chromatographic  analysis  of  the  urine  revealed  high 
concentrations  of  amino  acids. 

Other  laboratory  data  obtained  on  admission  are  as 
follows:  hematocrit,  45  per  cent;  hemoglobin  15.2  Gm. 
per  100  cc.;  leukocyte  count,  6,300  per  cu.  mm.  with  60 
per  cent  segmented  neutrophils,  4 per  cent  stabs,  26  per 
cent  lymphocytes,  5 per  cent  monocytes,  and  5 per  cent 
eosinophils;  blood  serology,  negative;  blood  urea  nitrogen 
10:5  mg.  per  100  cc.;  blood  creatinine,  1.1  mg.  per  100  cc. 

Serum  concentrations  of  glutamic-oxalacetic  and  glutamic- 
pyruvic  transaminases  were  markedly  elevated,  as  recorded 
in  Table  1 and  shown  graphically  in  Fig.  1.  Dr.  Bowman 
reported  the  serum  lactic  dehydrogenase  also  elevated 
(1,600  units  as  compared  to  a normal  range  of  100  to 
350  units).  An  electrocardiogram  was  normal. 

On  Oct.  2 the  24  hour  creatine  excretion  was  594  mg.; 
creatinine  excretion  for  the  same  period  was  1,530  mg. 

By  18  hours  after  admission  the  patient’s  urine  had 
resumed  a normal  yellow  color,  and  on  Sept.  30  all  but  a 
trace  of  protein  had  disappeared.  Urine  volume  continued 
normal  throughout,  and  urine  specific  gravity  ranged  from 
1.005  to  1.015.  Urine  pH  remained  at  6.0  through  Sept. 
30,  following  which  it  was  7.0  to  7.5.  Proteinuria  was 
absent  after  Sept.  30,  and  following  the  initial  urinalysis 
the  urinary  sediment  was  essentially  normal. 

Muscle  soteness  rapidly  subsided,  but  moderate  weakness 
of  the  shoulder  girdle  musculature  and  especially  of  both 
triceps  brachii  persisted  up  until  the  patient’s  discharge 
from  the  hospital  on  Oct.  3.  The  right  triceps  seemed  some- 
what indurated  as  compared  with  the  left.  Serum  trans- 
aminase levels  began  to  decline  sharply  on  the  fourth  day 
after  admission  (Fig.  1),  but  normal  levels  were  not  at- 
tained until  between  2 and  3 weeks  following  the  precipi- 
tating exercise. 

By  Oct.  14  the  patient  was  feeling  well  except  for  easy 
fatigability  of  the  thigh  muscles  on  stair  climbing.  Some 
triceps  weakness  was  still  demonstrable.  On  Nov.  17  he 
was  feeling  entirely  normal  again,  and  no  definite  muscular 
weakness  was  observed.  Tendon  reflexes  were  present  but 
sluggish. 


Discussion 

Evidence  for  the  excretion  of  myoglobin  by  nor- 
mal subjects  during  exercise  was  presented  by  Ono, 
who,  by  means  of  a sensitive  immunological  method, 
detected  myoglobinuria  in  42  of  46  skaters  and  in 
all  of  10  marathon  runners  following  competitive 
races.10  Two  of  the  latter  group  passed  distinctly  red 
urine.  Ono  and  others  have  suggested  that  many 
cases  clinically  diagnosed  as  "march  hemoglobinuria” 
are  in  reality  examples  of  effort  myoglobinuria.  Ac- 
cording to  Adams,  Denny-Brown,  and  Pearson,  By- 
waters has  observed  considerable  quantities  of  myo- 

Dr.  James  E.  Kreisle  practices  in- 
W"  ternal  medicine  in  Austin. 

globin  in  the  urines  of  several  cases  of  so-called 
march  hemoglobinuria.1 

"Extreme  muscular  activity”  is  listed  by  Adams, 
Denny-Brown,  and  Pearson  as  one  of  the  causes  of 
myoglobinuria,1  and  certainly  the  case  described  in 
the  present  report  suggests  that  severe  voluntary  mus- 
cular effort  may  precipitate  gross  myoglobinuria  in 
normal  persons.  However,  as  there  appears  to  be  no 
method  of  selecting  subjects  with  the  idiopathic  (or 
spontaneous)  form  of  myoglobinuria  other  than  by 
clinical  history,  the  status  of  an  individual  who  has 
suffered  a single  episode  after  unusual  effort  is  cer- 
tainly questionable.  We  have  encountered  in  the  lit- 
erature two  additional  instances  in  which  isolated 
episodes  of  myoglobinuria  resulted  from  muscular 
effort  forced  to  the  point  of  exhaustion.  De  Langen 
described  the  case  of  a 37  year  old  male  concentra- 
tion camp  prisoner  who  "had  to  make  deep  genu- 
flexions for  punishment  during  an  hour”  and  was 
then  beaten  with  rifle  butts  when  fatigue  forced 
him  to  cease.4  This  subject’s  thigh  muscles  became 
swollen,  painful,  and  weak;  myoglobinuria  devel- 
oped; and  transient  renal  insufficiency  (blood  urea 
nitrogen  up  to  145  mg.  per  100  cc.)  ensued.  Re- 
cently Gillett  reported  the  case  of  a 19  year  old  male 
who,  while  confined  in  a navy  brig  for  disciplinary 
reasons,  was  made  to  do  strenuous  calisthenics  for 
1 hour  twice  daily  over  a 3 day  period;  painful, 
tender,  swollen  muscles  and  myoglobinuria  resulted.5 

It  has  frequently  been  pointed  out  that  in  the 
presence  of  gross  myoglobinuria  the  blood  serum  is 
not  discolored,  whereas  hemoglobinuria  is  always 
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associated  with  pink  serum.  Myoglobin  passes  freely 
into  the  urine  at  a plasma  level  (20  to  30  mg.  per 
100  cc.)  which  is  below  the  range  of  visible  pig- 
mentation. This  relatively  "low  renal  threshold”  of 
myoglobin  has  long  been  attributed  to  the  fact  that 
its  molecular  weight  (17,000)  is  only  one  fourth 
that  of  hemoglobin  (68,000).  A more  recent  opin- 
ion holds  that  hemoglobin  is  bound  in  the  serum  up 
to  an  easily  visible  concentration  (100  to  120  mg. 
per  100  cc.)  by  an  alpha-2-mucoprotein,  haptoglobin, 
and  that  the  hemoglobin-haptoglobin  complex  (mo- 
lecular weight  310,000)  is  too  large  to  pass  the 
glomerular  filter;  not  until  the  binding  capacity  of 
haptoglobin  is  saturated  does  free  hemoglobin  ap- 
pear in  the  urine.7  On  the  other  hand,  haptoglobin 
is  said  to  have  no  affinity  for  myoglobin,  which  is 
therefore  free  to  pass  into  the  glomerular  filtrate  with 
little  buildup  in  plasma  concentration. 

Evidence  of  Myoglobinuria 

Strong  presumptive  evidence  of  myoglobinuria 
exists,  therefore,  when  reddish,  benzidine  positive 
urine  is  noted  in  a patient  without  hematuria  and 
with  normal-colored  blood  serum.  Precise  diagnosis, 
however,  demands  a more  positive  identification  of 
the  urinary  pigment.  Ultracentrifugation  and  spec- 
trophotometry have  proven  useful  in  this  regard;  but 
the  former  requires  equipment  not  often  available, 
and  the  latter  is  difficult  because  the  absorption 
bands  of  hemoglobin  and  myoglobin  occupy  very 
similar  positions.  Bowden  and  co-workers  have  in- 
troduced a simplified  spectrophotometric  method, 
employing  the  hand  spectroscope  and  a fluorescent 
light  source,  in  which  the  absorption  bands  in  ques- 
tion are  grossly  located  in  relation  to  the  lines  of 
the  mercury  emission  spectrum.3  Recently,  Whisnant 
and  others  have  recommended  paper  electrophoresis, 
combined  with  use  of  benzidine-peroxide  spray,  as  a 
means  of  differentiating  hemoglobin  and  myoglobin 
in  the  urine;  it  is  reported  that  myoglobin  migrates 
at  about  half  the  rate  of  hemoglobin.16, 17  A simple 
chemical  method  of  differentiating  myoglobin  from 
hemoglobin  was  suggested  by  Blondheim.2  After 
demonstration  by  sulfosalicylic  acid  precipitation  that 
the  pigment  is  a protein,  a sample  of  the  urine  to  be 
tested  is  brought  to  80  per  cent  saturation  with  am- 
monium sulfate;  under  these  conditions  hemoglobin 
is  precipitated,  but  myoglobin  remains  in  solution. 

It  is  not  surprising  that  intracellular  constituents 
other  than  myoglobin  are  released  from  diseased  or 
injured  striated  muscle.  Increased  urinary  excretion 
of  creatine,  derived  from  energy-rich  phosphocrea- 
tine,  is  well  known  to  accompany  a number  of  mus- 
cle disorders,1  including  myoglobinuria.3,  9 High  uri- 


nary concentrations  of  amino  acids  in  myoglobinuria 
have  also  been  previously  reported.3  The  question 
of  "myoporphyrin”  excretion  was  discussed  by  De 
Langen,  but  little  information  on  this  point  is  avail- 
able.4 


Serum  Enzyme  Activities 

Increased  activity  in  the  serum  of  several  intra- 
cellular enzymes  (aldolase,  phosphohexose  isomerase, 
lactic  dehydrogenase,  glutamic-oxalacetic  transami- 
nase, glutamic -pyruvic  transaminase,  and  cholinester- 
ase) have  been  observed  in  cases  of  muscular  dys- 
trophy, dermatomyositis,  and  extensive  muscle  trau- 
ma.14, is,  is,  lo  'p0  Jate  there  are  recorded  relatively 
few  observations  of  serum  enzyme  changes  in  cases 
of  myoglobinuria.  Pearson,  Beck,  and  Blahd  have 
reported  in  detail  the  serum  activities  of  glutamic- 
oxalacetic  transaminase,  aldolase,  and  phosphohexose 
isomerase  in  a case  of  idiopathic  myoglobinuria;11 
the  activity  of  each  of  the  three  enzymes  in- 
creased abruptly  between  the  second  and  eighth 
hours  following  onset  of  the  attack  and  began  a pre- 
cipitate return  toward  normal  by  the  twenty-sixth 
hour.  Maximum  activities  attained  were  in  the 
500  unit  range.  In  a case  reported  by  Kaufman  and 
Barry,  the  serum  glutamic-oxalacetic  transaminase 
was  286  units  and  the  glutamic-pyruvic  transaminase 
188  units  about  2 months  following  onset  of  pro- 
gressive rhabdomyolysis  with  myoglobinuria.8  Javid 
and  others  found  a glutamic-oxalacetic  transaminase 
activity  of  1,280  units  36  hours  after  onset  of  symp- 
toms in  their  case.7  As  indicated  in  Table  1 and  Fig.  1 
of  the  present  report,  both  glutamic-oxalacetic  and 
glutamic-pyruvic  transaminases  were  markedly  ele- 
vated in  the  serum  of  our  patient  2 days  following 
the  precipitating  exercise;  activities  higher  than 
any  previously  reported  in  cases  of  myoglobinuria 
were  attained;  and  although  a sharp  fall  in  both 
enzymes  occurred  between  the  fourth  and  sixth  days, 
return  to  entirely  normal  levels  did  not  occur  until 
the  third  week.  A single  determination  showed  ele- 
vation of  serum  lactic  dehydrogenase  about  2 days 
after  the  exhausting  effort.  Serum  enzyme  studies, 
therefore,  may  give  strong  supporting  evidence  in 
the  diagnosis  of  myoglobinuric  disorders. 

In  conclusion  it  should  be  emphasized  that  each 
episode  of  acute  myoglobinuria,  like  the  the  hemo- 
globinuria of  transfusion  incompatability,  is  poten- 
tially fatal.  Reiner  and  others  have  summarized  four 
fatalities,  of  which  three  were  due  to  acute  necrosis 
of  the  renal  tubules  (lower  nephron  nephrosis);12 
the  relationship  of  this  serious  complication  to  the 
presence  of  myoglobin  in  the  urine  is  not  yet  under- 
stood. At  present  there  is  no  way  of  predicting 
whether  the  syndrome  of  acute  myoglobinuria  will 
occur  in  certain  apparently  normal  persons  who  are 
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forced  to  exert  themselves  to  the  point  of  exhaustion. 
The  possible  roles  of  recent  infection,  drug  ingestion, 
and  other  factors  in  favoring  the  development  of  an 
attack  are  likewise  matters  for  speculation. 

Summary 

A case  was  reported  in  which  myoglobinuria  oc- 
curred in  an  apparently  normal  person  following  a 
period  of  exhausting  muscular  effort. 

Serum  enzyme  activities  accompanying  the  myo- 
globinuria were  presented,  and  similar  studies  in  pre- 
viously reported  cases  were  reviewed. 

Several  other  aspects  of  myoglobinuria  were  briefly 
discussed. 


Addendum 

Author’s  Note:  At  the  time  this  report  was  submitted, 
we  were  not  aware  of  the  article  by  W.  C.  Stahl,  J.A.M.A. 
164:1458-1460  (July  27)  1957,  entitled  "March  Hemo- 
globinuria, Report  of  Five  Cases  in  Students  at  Ohio  State 
University.”  Stahl’s  cases  almost  certainly  exhibited  the 
same  syndrome  described  in  our  report;  and  although  the 
urinary  pigment  in  his  patients  was  not  precisely  identified, 
he  suggested  that  the  term  "exercise  myohemoglobinuria” 
might  be  more  appropriate  than  "March  hemoglobinuria.” 
The  same  syndrome  has  very  recently  been  described  in 
further  detail  by  J.  A.  Howenstine,  J.A.M.A.  173:493-499 
(June  4)  1960,  in  an  article  entitled  "Exertion-Induced 
Myoglobinuria  and  Hemoglobinuria,  Simulation  of  Acute 
Glomerulonephritis.” 
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CASE  REPORT 


Acute  Bacterial  Endocarditis 
and  Coronary  Embolism 


A case  is  presented  of  acute  bacterial  endocarditis  caused  by  Staphy- 
lococcus aureus  with  the  apparent  site  of  entry  through  the  intestinal 
tract.  The  infection  was  not  controlled  by  the  currently  used  anti- 
biotics though  the  duration  of  treatment  was  short.  Death  was  caused 
by  a coronary  embolism. 


JOHN  S.  MARIETTA,  M.D. 

Fort  Worth,  Texas 


THE  PATIENT  reported  herein,  clinically  diag- 
nosed as  having  acute  bacterial  endocarditis, 
died  suddenly  of  a septic  coronary  embolism.  The 
relative  rarity  of  these  events  and  the  therapeutic 
problems  involved  justify  this  report. 

Case  Report 

This  70  year  old  mail  carrier  1 week  before  he  became 
ill  had  eaten  some  "left  over”  chicken  which  had  been 
stored  for  2 weeks  in  an  "old  fashioned  ice  box.”  Initially, 
his  symptoms  consisted  of  nausea,  vomiting,  and  diarrhea 
associated  with  fever.  His  usual  remedies  failed  to  control 
these  symptoms  so  medical  help  was  obtained.  During  the 
week  of  illness  at  home,  he  had  fallen  several  times  be- 


cause of  "weakness.”  He  did  not  complain  of  abdominal 
pain,  and  the  vomitus  and  stool  showed  no  unusual  char- 
acteristics. 

The  patient’s  second  wife  stated  that  her  husband  had 
been  in  excellent  health  as  far  as  she  knew  and  had  been 
working  daily.  He  was  involved  in  an  auto  accident  in  the 
distant  past  in  which  he  was  reputed  to  have  ruptured  his 
bladder  and  fractured  a few  ribs,  but  recovery  was  unevent- 
ful. No  other  significant  factors  could  be  gleaned  from  the 
family. 

On  admission,  the  patient  was  acutely  ill  and  confused. 
His  temperature  was  found  to  be  105  F.  The  apical  heart 
rate  was  120  and  irregular,  the  radial  pulse  was  80,  and 
the  blood  pressure  was  recorded  at  140/80.  The  neck  was 
rigid,  and  medium  rales  without  signs  of  consolidation  were 
present  at  the  left  base.  Harsh  systolic  murmurs  were  pres- 
ent at  both  the  aortic  and  mitral  areas  though  the  heart 
was  not  clinically  enlarged.  The  abdomen  was  distended 
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and  the  peristalic  sounds  were  increased.  Neither  the  liver 
nor  spleen  was  palpable.  Acute  tenderness  was  present  over 
the  third  lumbar  vertebra.  Straight  leg  raising  was  restricted 
and  the  deep  tendon  reflexes  were  hypoactive.  No  patho- 
logical reflexes  were  present. 

On  admission  of  the  patient  to  the  hospital  the  hemato- 
crit was  normal  though  the  white  cell  count  was  elevated 
to  13,900  with  15  per  cent  band  forms  and  68  per  cent 
neutrophils.  A 2 plus  albuminuria  with  many  white  cells 
and  coarsely  granular  casts  characterized  the  urine.  The 
qualitative  VDRL  test  for  syphilis  was  nonreactive.  The 
total  serum  proteins  measured  5.0  Gm.  per  milliliter.  A 
slight  hyponatremia  was  the  only  abnormality  of  the  elec- 
trolyte panel.  A portable  chest  roentgenogram  showed  car- 
diac enlargement  and  pleural  fluid  at  the  right  base.  The 
electrocardiogram  was  read  as  atrial  flutter  with  varying 
ventricular  response;  ST  segment  depressions  and  diphasic 
T waves  were  recorded  in  the  left  ventricular  leads.  The 
spinal  fluid  contained  22  crenated  red  blood  cells,  72  white 
cells,  and  81  mg.  per  milliliter  of  protein.  No  organisms 
were  found  on  culture.  Paracolon  bacterium  intermedium 
was  isolated  from  the  stool.  Blood  culture  on  the  day  of 
admission  was  positive  for  hemolytic  Staphylococcus  aureus 
(coagulase  positive). 

Treatment  with  2,000,000  units  of  procaine  penicillin 
and  2 Gm.  of  chloramphenicol  was  instituted  immediately. 
Though  the  organism  was  later  reported  as  resistant  to 
penicillin,  this  medication  was  continued  because  of  syner- 
gism with  streptomycin.  Good  sensitivity  to  chlorampheni- 
col, streptomycin,  and  erythromycin  prompted  their  use 
in  a dose  of  2 Gm.  of  each  daily  for  12,  9,  and  12  days 
respectively.  Three  Gm.  of  ristocetin  was  administered  in- 
travenously for  a 5 day  period.  Because  of  the  severity  of 
the  infection,  80  mg.  of  prednisolone  were  given  daily. 

In  spite  of  digitalization,  the  patient  developed  some 
diffuse  wheezing  in  his  lungs  on  the  third  day  but  gradu- 
ally became  more  alert  as  his  temperature  fell.  A Levin 
tube  was  inserted  to  control  the  abdominal  distention,  and 
a good  urinary  output  was  maintained  with  intravenous 
fluids.  Though  the  temperature  was  normal  on  the  twelfth 
day,  delirium  reappeared  and  increasing  dyspnea  necessi- 
tated the  aspiration  of  500  ml.  of  sterile,  straw-colored 
fluid  from  the  right  side  of  the  chest.  The  white  count  re- 
mained elevated  and  a second  blood  culture  was  found  to 
be  positive  on  the  patient’s  sixteenth  day  in  the  hospital. 
Resistance  to  erythromycin  had  appeared  so  that  2 Gm. 
each  of  chloramphenicol,  kanamycin,  and  tetracycline  were 
given.  The  delirium  gradually  cleared  and  the  temperature 
again  returned  to  normal  on  the  twenty-first  day.  The 
patient  died  suddenly  and  without  premonitory  symptoms 
on  his  twenty-third  day. 

Pathological  Report. — At  postmortem  examination,  the 
heart  was  found  to  be  enlarged,  weighing  650  Gm.  The 
mitral  valve  leaflets  were  thickened  and  rolled  and  the 
chordae  tendineae  were  fused  and  shortened.  The  fibrosed 
and  calcified  aortic  valves  showed  a marked  stenosis.  Ad- 
hesion of  the  posterior  tricuspid  leaflet  to  the  ventricular 
wall  had  produced  a marked  insufficiency.  On  the  mitral 
and  aortic  valves  were  soft,  friable  vegetations  exuding  a 
blood-tinged,  purulent  fluid.  These  vegetations  involved 
both  surfaces  of  the  aortic  valve.  An  aneurysm  of  the  right 
coronary  sinus  was  present  which  appeared  to  be  secondary 
to  a vegetation.  This  infection  had  extended  from  this  sinus 
through  the  septum  to  produce  a vegetation  in  the  right 
ventricular  cavity  at  the  junction  of  the  anterior  and  pos- 
terior leaflets  of  the  tricuspid  valve. 

In  a branch  of  the  anterior  descending  coronary  artery, 
an  occlusion  was  demonstrated  which  had  produced  an  in- 
farction measuring  3 by  2 by  1 cm.  The  coronary  vessels 
were  free  of  atherosclerosis  and  the  aorta  showed  only 
minimal  plaques. 


By  microscopic  examination  the  age  of  the  infarction  was 
estimated  to  be  between  48  and  72  hours.  Gram  positive 
cocci,  fibrin,  inflammatory  cells,  and  erythrocytes  were 
found  in  the  vegetations  and  in  the  coronary  embolus. 

Wedge  shaped  infarcts  were  demonstrated  in  the  tem- 
poral lobe  and  in  the  cerebellum.  These,  microscopically, 
showed  only  coagulative  necrosis  without  evidence  of  infec- 
tion. A single  infarct  was  found  in  the  spleen.  A right 
pleural  effusion  and  central  lobular  hyperemia  of  the  liver 
were  explained  as  the  results  of  congestive  heart  failure. 


Dr.  John  S.  Marietta  practices  in- 
ternal medicine  in  Fort  Worth. 


Comment 

Thayer8  reports  the  ratio  of  streptococcal  to 
staphylococcal  endocarditis  in  preantibiotic  days  of 
7.4  to  1.  Dowling2  in  1952  found  a 2.6  to  1 rela- 
tionship. In  view  of  the  widespread  use  of  anti- 
biotics and  the  increasing  resistance  of  the  staphy- 
lococcal organisms,  it  is  speculated  that  this  ratio  will 
continue  to  narrow  and  may  yet  be  reversed.  Dowling 
determined  that  the  majority  of  the  staphylococci 
entered  through  local  areas  of  infection  (skin 
abscesses,  upper  respiratory  infections,  pulmonary 
infections,  genitourinary  sources,  and  local  infections 
of  the  gastrointestinal  tract).  He  mentioned  that 
diarrhea  may  be  an  outstanding  symptom  of  staphy- 
lococcus endocarditis  but  did  not  suggest  an  entero- 
colitis as  a source.  Though  the  stool  culture  in  this 
patient  did  not  indicate  that  the  enterocolitis  was 
the  source  of  the  bacteremia,  this  possibility  must 
be  considered  as  the  most  likely. 

The  antemortem  diagnosis  of  acute  bacterial  endo- 
carditis was  made  in  this  patient  on  the  basis  of  an 
acute  staphylococcal  septicemia  and  evidence  of  pre- 
existing valvular  damage.  Enlargement  of  the  spleen 
was  not  detected  clinically  or  at  postmortem  exam- 
ination and  petechia  were  not  evident. 

Therapy  of  acute  endocarditis  by  multiple  anti- 
biotics has  resulted  in  some  recent  clinical  cures.4 
Massive  doses  of  antibiotics  are  generally  required 
and  combination  of  antibiotics  seems  routinely  rec- 
ommended. Ristocetin1  represents  a recent  introduc- 
tion into  the  antibiotic  field  though  it  is  already  the 
center  of  a controversy  in  regard  to  its  effective- 
ness.5 It  was  used  in  the  patient  reported  without 
apparent  sterilization  of  the  blood  stream  though 
some  of  the  finer  points  mentioned  by  Terry7  were 
overlooked. 
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BACTERIAL  ENDOCARDITIS  — Marietta  — continued 

Coronary  embolism  has  long  been  regarded  as  a 
rare  disease,  yet  the  recent  excellent  reviews  inti- 
mate a much  more  frequent  occurrence.6,  9 Though 
a number  of  new  case  reports  have  been  published 
in  the  past  year,  Wenger  was  able  to  find  only  74 
acceptable  cases  in  the  literature.  The  requisite  cri- 
teria listed  are  ( 1 ) an  occluding  mass  in  a major 
branch  of  a coronary  vessel,  (2)  identification  of 
the  site  of  origin  of  the  embolus,  and  (3)  the  dem- 
onstration of  a normal  arterial  intima  at  the  site  of 
occlusion.  These  criteria  are  understandably  strict, 
but  such  an  application  excludes  a clinical  diagnosis. 
An  antemortem  diagnosis  was  not  made  in  this  pa- 
tient, but  the  pathological  criteria  were  fulfilled 
except  for  the  size  of  the  occluded  artery.  Some  ex- 
ception might  be  taken  to  this  factor  since  fatal 
arrhythmias  may  be  produced  by  small  infarctions; 
and  the  size  of  the  vessel,  particularly  if  it  is  an 
important  collateral,  may  belie  its  significance  to 
myocardial  nutrition.  Further  substance  is  given  to 
this  thought  by  Gelphi,3  who  reported  a rupture 
through  an  infarction  resulting  from  a small  em- 
bolism. 

The  apparent  rarity  of  coronary  embolism  has 
been  explained  by  several  considerations.  The  small 
caliber  of  the  coronary  vessels  in  relation  to  the 
size  of  the  aorta  seems  to  reduce  the  possibility  of 
embolization.  Since  coronary  perfusion  occurs  pri- 
marily in  diastole;  the  greater  volume  of  blood,  and 
presumably  embolic  material,  flow  past  the  coronary 
orifices  at  a time  when  they  are  protected  by  the 
cusps  of  the  aortic  valve.  The  emphasis  on  these 
factors  suggest  that  further  clues  to  clinical  diag- 
nosis might  be  derived.  First,  should  the  aortic  valve 
be  abnormal  and  fail  to  cover  the  coronary  ostia 
during  systole,  the  likelihood  of  coronary  embolism 
would  seem  to  be  greater.  A stenosis  of  this  valve 
would  increase  the  eddy  currents  as  well.  Secondly, 
if  the  volume  of  blood  ejected  from  the  ventricle 


varied  in  amount,  as  would  be  the  case  with  an 
irregular  ventricular  rhythm,  emboli  would  remain 
near  the  coronary  ostia  when  the  projected  volume 
was  small.  Though  a review  of  multiple  case  reports 
does  not  clearly  substantiate  this,  these  considera- 
tions seem  sound  from  a»  theoretical  basis. 


Summary 


A case  is  presented  of  acute  bacterial  endocarditis 
caused  by  Staphylococcus  aureus  with  the  apparent 
site  of  entry  through  the  intestinal  tract.  The  infec- 
tion was  not  controlled  by  the  currently  used  anti- 
biotics including  ristocetin,  though  the  duration  of 
treatment  was  short.  Death  was  caused  by  a coronary 
embolism. 

Theoretically,  when  there  is  a source  for  systemic 
emboli,  aortic  valvular  disease  and  ventricular  ar- 
rhythmia may  increase  the  probability  of  coronary 
embolism. 
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Although  rarely  used  as  an  agent  for  attempted  suicide,  digitalis 
was  taken  by  this  patient  for  a period  of  more  than  10  years.  Electro- 
cardiographic changes,  therapy,  and  pathological  findings  are  de- 
scribed. 


Case  Report  of  Suicide 
With  the  Use  of  Digitoxin 


DEWEY  W.  JOHNSTON,  M.D.,  and  RICHARD  V.  PRICE,  M.D. 

Fort  Worth,  Texas 


THE  USE  OF  digitalis  as  an  agent  for  attempted 
or  successful  suicide  is  a rarity.  This  is  a report 
of  a successful  attempt  with  emphasis  to  be  placed 
on  the  electrocardiographic  changes,  therapy,  and 
the  pathological  findings. 

Case  Report 

HISTORY:  A 48  years  old  white  man  was  admitted  to  the 
hospital  9 hours  after  having  taken  30  to  50  0.2  mg.  digi- 
toxin tablets  in  an  apparent  suicide  attempt.  His  only  com- 
plaint was  that  of  slight  nausea  and  "palpitation.”  He  stated 
that  he  had  taken  digitoxin  intermittently  for  about  12  years 
for  "skipped  beats  and  palpitation.”  It  was  not  possible  to 
elicit  any  history  which  would  point  to  organic  heart 
disease,  and  the  patient’s  past  history  revealed  no  major 
medical  or  surgical  illnesses.  His  symptoms  of  depression 
had  dated  back  for  only  a few  weeks,  according  to  the 
family. 

Height  and  weight  of  the  patient  were  not  available,  but 
he  was  of  larger  than  average  size.  Apical  rate  was  100. 
Radial  pulse  by  palpation  was  75  to  80  with  a more  or 
less  totally  irregular  rhythm.  Blood  pressure  was  130/80, 
and  respirations  were  16  per  minute.  His  color  appeared 
normal,  and,  except  for  vomiting,  he  appeared  in  no  acute 
distress.  Funduscopic  examination  was  normal.  There  was 


no  distention  of  the  neck  veins  in  a sitting  position.  The 
chest  was  clear  to  auscultation  and  percussion.  The  heart 
was  not  enlarged;  the  rhythm  was  irregular;  and  no  mur- 
murs were  heard.  The  liver  was  just  palpable  at  the  right 
costal  margin  and  was  not  tender.  Peripheral  pulsations 
were  normal  in  intensity.  There  was  no  edema.  The  neuro- 
logical examination  was  normal. 

Laboratory  repons  showed  the  hemoglobin  was  16.2 
grams;  the  hematocrit  was  51  per  cent;  and  the  white  count 
was  26,800.  The  differential  revealed  83  segs,  1 stab,  7 
lymphs,  and  9 monos.  The  urinalysis  was  normal.  The 
serum  potassium  determination  12  to  24  hours  after  onset 
of  his  symptoms  was  5.9  mEq.  Serum  calcium  was  5 mEq. 

The  electrocardiogram  on  admission  is  shown  in  Fig.  1 , 
and  the  one  taken  10  to  12  hours  before  is  depicted  in 
Fig.  2.  The  electrocardiograms  show  second  degree  heart 
block,  but  largely  the  ventricular  response  is  normal. 
Bigeminy  is  readily  noted  in  Fig.  2.  Expected  ST-T  wave 
changes  of  digitalis  are  present.  It  is  emphasized  that  the 
terminal  portion  of  the  T wave  remains  upright. 

The  patient  expired  suddenly  about  40  hours  after  ad- 
mission. His  death  was  attributed  to  ventricular  tachycardia. 
During  the  40  hours  in  which  the  patient  was  in  the 
hospital,  he  was  treated  initially  with  80  mEq.  of  potas- 
sium chloride  intravenously;  40  mEq.  of  potassium  chloride 
were  given  intravenously  the  following  day.  Oral  potassium 
chloride  was  given  in  a dose  of  1 Gm.  4 times  daily.  Comp- 
azine was  used  for  the  nausea,  and  he  received  2 injections 
of  Calcium  Versenate.  This  was  the  only  form  of  Versenate 
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SUICIDE  WITH  DIGITOXIN  — Johnston  & Price  — continued 


RhytiJw: E.  Axis: A.  D.  I.:. 

P-R  Int: E.  Pos.: 

Fig.  1.  Electrocardiogram  on  admission. 


Fig.  2.  Electrocardiogram  1 0 to  12  hours  before  admis- 
sion. 


available.  It  should  be  pointed  out  that  this  was  of  no 
value,  since  this  was  the  calcium  salt  and  not  the  disodium 
salt.  The  patient  did  not  receive  Quinidine  or  Pronestyl. 

Autopsy. — The  heart  weighed  425  Gm.  Diffuse  areas 
of  subendocardial  hemorrhage  were  found  beneath  the  fat 
pad  on  the  posterior  right  ventricular  surface.  The  myo- 
cardium consisted  of  dark  red,  rubbery  tissue  in  which  two 
areas  of  recent  hemorrhage  were  found.  Extensive  sub- 
endocardial hemorrhage  was  found,  and  it  was  evident 
through  the  entire  left  ventricular  cavity.  The  valves  were 
normal.  The  coronary  ostia  were  normal.  The  coronary 
vessels  showed  minimal  atheromatous  degeneration.  Ex- 
tensive areas  of  petechial  hemorrhage  were  found  involving 
the  adventitia  at  the  base  of  the  aorta  and  pulmonary  ar- 
teries. Microscopically,  there  were  multiple  petechial  hemor- 
rhages, particularly  in  the  subendocardial  and  subepicardial 
areas.  No  necrosis  of  muscle  fibers  was  encountered.  How- 
ever, a few  showed  some  fading  of  the  cross  striations  and 
a little  darker  staining  reaction.  These  areas  also  seemed 
to  have  some  widening  of  the  interstitial  spaces,  suggesting 
edema. 

The  liver  weighed  2200  Gm.  The  dark  red  surface 
showed  diffuse,  irregular  areas  of  light  yellow  discoloration 
on  all  surfaces.  Microscopically,  there  was  central  conges- 
tion of  a marked  degree,  and  the  central  cells  showed  a 
granular  degenerative  change  and  moderate  fatty  degenera- 
tion. 

Grossly,  the  kidneys  were  normal,  but  on  microscopic 
examination  there  was  some  swelling  of  the  basement  mem- 
branes of  the  glomeruli  and  also  swelling  of  Bowman’s 
capsult.  A granular,  pink  protein  material  had  escaped 
through  the  more  permeable  glomeruli.  The  convoluted 
tubule  showed  some  granular  degenerative  change. 

An  incidental  finding  was  that  of  a 15  mm.  tumor 
nodule  in  the  adventitia  of  the  outer  portion  outside  the 
muscle  wall  of  the  esophagus.  Microscopically,  this  was  a 
leiomyoma,  benign. 

This  case  was  of  interest,  first,  because  of  the 
use  of  digitalis  as  an  agent  for  suicide.  Although 
there  have  been  a few  isolated  reports  of  its  use  in 
attempted  suicide,  the  selection  of  digitalis  is  a most 
unusual  agent  for  this  sort  of  effort.1,  n’ 12  It  was 
unfortunate  that  the  exact  dose  of  digitalis  taken 
could  not  be  determined.  Secondly,  the  electrocardi- 
ographic records  are  of  interest.  Although  not  dem- 
onstrated in  Fig.  1 or  2,  the  variability  of  rhythm 
over  a short  span  of  time  was  striking.  Thirdly,  this 
offered  an  attempt  to  review  the  various  agents  of 
benefit  in  severe  digitalis  poisoning,  and  finally,  the 
hemorrhagic  manifestations  in  the  myocardium  are 
of  special  interest. 

Cardiac  Manifestations 

The  cardiac  effects  of  digitalis  involve  two  phe- 
nomena: ( 1 ) the  depressive  effect  on  the  conductive 
tissue  which  is  mainly  limited  to  the  A.V.  node. 
This  effect  in  smaller  doses  is  chiefly  vagal,  and  in 
larger  toxic  doses  becomes  more  and  more  a direct 
effect.  But  even  then,  the  two  effects  are  synergistic; 
(2)  the  increased  irritability  and  irritative  phenom- 
ena of  digitalis  poisoning  result  in  ectopic  rhythms 
of  the  auricle  or  ventricle,  or  both.7, 10 

Sinus  bradycardia,  sinus  arrest,  or  sino-auricular 
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block  may  occur.  Heart  block  may  vary  from  the 
Wenckebach’s  phenomena  to  complete  heart  block. 
Early  disturbance  in  A.V.  conduction  usually  begins 
with  a prolonged  P.R.  interval,  but  a step-wise  pro- 
gression through  the  various  stages  of  A.V.  block  is 
by  no  means  necessary,  and  the  first  change  may  be 
the  development  of  complete  heart  block.  The  slow- 
ing of  ventricular  rate  per  se  is  not  a very  valuable 
therapeutic  index,  except  in  the  presence  of  auricular 
fibrillation  and  in  the  absence  of  myocarditis.  Irri- 
tative phenomena  produce  premature  beats,  and 
ventricular  premature  beats  are  more  common  than 
atrial  premature  beats.  Ectopic  auricular  rhythms 
may  develop,  and  many  are  "impure”  and  highly 
variable  over  a short  span  of  time.  Many  of  these 
auricular  rhythms  are  very  difficult  to  classify.  A 
rhythm  which  has  received  much  emphasis  recently 
and  which  is  almost  specific  for  digitalis  intoxica- 
tion is  that  of  paroxysmal  atrial  tachycardia  with 
A.V.  block.  This  is  most  important  to  recognize  as  a 
manifestation  of  digitalis  toxicity,  since  further  ad- 
ministration of  digitalis  may  be  disastrous.  Irritative 
phenomena  produce  ventricular  premature  beats  to 
the  point  of  bigeminy  or  may  progress  to  classical 
paroxysmal  ventricular  tachycardia.  The  most  com- 
mon cause  of  death  is  ventricular  tachycardia  or 
fibrillation.  Almost  every  form  of  arrhythmia  has 
been  attributed  to  the  use  of  digitalis.  It  is  note- 
worthy that  bundle  branch  block  is  rarely  if  ever  a 
manifestation  of  digitalis  toxicity. 

The  earliest  electrocardiographic  effects  of  digi- 
talis is  in  the  shortening  of  the  QT  interval,  sagging 
of  the  ST  segments,  and  inversion  of  the  first  por- 
tion of  the  T wave,  the  terminal  portion  remaining 
upright.  In  a normal  heart  there  is  never  any  true 
inversion  of  the  T wave.14  Its  peak  always  remains 
above  the  base  line.  Only  in  the  abnormal  heart  does 
complete  inversion  of  the  T wave  with  the  use  of 
digitalis  take  place.  There  is  usually  a slow,  down- 
ward slope  of  the  T wave  so  that  it  usually  joins  the 
base  line  at  the  beginning  of  the  P wave.  These 
changes  bear  no  relationship  to  the  therapeutic  or 
toxic  effect  of  digitalis,  in  contrast  to  the  rhythms 
described  above  produced  by  increase  in  irritability 
and  decrease  in  nodal  conductivity.6 

Pathological  Aspects 

The  pathological  aspects  of  this  case  perhaps  are 
the  most  significant.  As  has  been  pointed  out,  there 
were  multiple  hemorrhages  throughout  the  myo- 
cardium, and  these  hemorrhages  were  most  extensive 
in  the  subendocardial  area.  This  is  a finding  which 
apparently  has  not  been  described  before  in  man 
following  fatal  doses  of  digitalis.  Lown  and  Levine 
in  their  review  article  made  the  statement  that  "no 
morphologic  changes  have  been  noted  in  man.”10 


Dearing  has  stated  that  subendocardial  necrosis  and 
fibrosis  occur  in  cats  following  the  use  of  intraven- 
ous digitalis  preparation.3  The  dosage  used  here  was 
70-80  per  cent  of  the  minimum  lethal  dose.  These 
lesions  appeared  delayed  and  were  not  seen  in  the 
first  4 days.  When  they  did  appear,  they  usually 
occurred  between  the  fourth  and  fifth  day.  The  factor 
of  age  altered  the  results,  as  the  older  animals  tol- 
erated the  digitalis  less  well  than  the  young  ones. 
There  was  always  a tendency  for  these  changes  to 
be  more  extensive  in  the  subendocardial  region. 
Travell  produced  cardiac  hemorrhages  in  animals 
with  parenteral  digitalis  but  referred  to  postmortem 
studies  in  man  receiving  large  doses  of  digitalis 
orally  for  prolonged  periods  of  time  and  stated  that 
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meeting  December  13,  1958,  in 
Fort  Worth. 


such  administration  was  found  not  to  produce  hemor- 
rhages in  man.13  The  case  reported  by  Bergy  did 
not  have  hemorrhages  in  the  myocardium.1  Fig.  3 is 
a microsection  of  the  case  involved. 

In  addition,  in  this  particular  case,  the  microscopic 
section  of  the  kidneys  showed  swelling  of  the  base- 
ment membranes  of  the  glomeruli  and  also  swelling 
of  Bowman’s  capsule.  Granular  degenerative  change 
in  the  convoluted  tubule  was  present. 

Treatment1  of  Digitalis  Intoxication 

The  most  important  toxic  effect  of  digitalis  is  on 
the  heart;  it  is  this  effect  that  may  be  fatal.  The 
means  of  therapy,  then,  naturally  concern  the  various 
means  by  which  the  toxic  effect  of  digitalis  on  the 
heart  might  be  counteracted.  It  is  to  this  end  that 
the  direct  relationship  with  the  potassium  ion  is 
most  important.  Toxic  doses  of  digitalis  liberate  po- 
tassium from  heart  muscle,2, 14  and  the  administra- 
tion of  potassium  goes  far  in  counteracting  the  car- 
diac effects  of  digitalis.7,  8i  10  Potassium  may  be  given 
intravenously;  a dose  as  high  as  3 Gm.  of  potas- 
sium chloride  diluted  in  500  cc.  of  5 per  cent  glucose 
solution  may  be  given  at  a maximum  rate  of  5 cc. 
per  minute.  This  may  be  given  up  to  a total  of  6 
grams,  but  this  dose  should  not  be  exceeded  in  the 
first  6 hours.  If  one  chooses  to  use  oral  potassium, 
5 Gm.  of  potassium  chloride  may  be  given  at  once 
by  mouth  in  severe  cases.  This  should  be  dissolved  in 
chilled  fruit  juice  to  avoid  gastric  irritation.10 
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SUICIDE  WITH  DIGITOXIN  — Johnston  & Price  — continued 

Procaine  amide  may  be  used  for  paroxysmal  ven- 
tricular tachycardia  or  indications  of  ventricular  ir- 
ritability.7, 10  If  there  is  some  urgency  to  the  situa- 
tion, this  may  be  given  intravenously  in  a dose  of 
50  mg.  every  2 minutes,  provided  the  blood  pressure 
does  not  fall.  If  blood  pressure  does  fall,  this  interval 
should  be  lengthened,  and  a total  dose  up  to  1 gram 
initially,  within  the  first  hour,  may  be  given.  The 
effect  of  procaine  amide  largely  resembles  the  effect 
of  potassium.  By  the  oral  route  500  to  750  mg.  of 
procaine  amide  may  be  given  initially,  followed  by 
250  mg.  hourly  for  perhaps  2 additional  doses.  Main- 
tenance doses  are  approximately  one-half  gram  every 
3 to  6 hours.  It  is  important  to  be  aware  of  the  pos- 
sible danger  of  giving  large  doses  of  quinidine  or 
procaine  amide  in  the  presence  of  excessive  doses  of 
digitalis.  These  two  agents  in  excess  may  in  them- 
selves contribute  to  ventricular  tachycardia. 

For  some  time  it  has  been  well  established  that 
digitalis  and  calcium  have  a synergistic  effect.  Tak- 
ing advantage  of  this  relationship,  noting  that  a 
decrease  in  ionized  calcium  would  be  beneficial  in 
excessive  doses  of  digitalis,  Gubner  has  described 
the  use  of  EDTA  with  prompt  restoration  of  ab- 
normal rhythm.5  It  must  be  emphasized  that  this  is 
the  disodium  salt  or  the  magnesium  salt  of  EDTA, 
and  not  the  calcium  salt  which  has  been  most  com- 
monly used  in  lead  poisoning.  A dose  of  600  mg.  is 
given  intravenously.  It  is  said  that  3 grams  may  be 
given  safely  within  a 20  minute  period  with  no  great 
danger.  However,  he  found  that  only  a small  dose 
was  required,  and  this  could  be  repeated  if  necessary. 

Adjunctive  measures  include  the  use  of  Levophed 
for  shock.  Oxygen  may  be  of  help.  Bed  rest  is  to  be 
advised,  and  in  severe  cases  almost  continuous  elec- 
trocardiographic control  is  of  utmost  value.  Digitalis 
should  be  stopped.  Finally,  one  should  not  be  misled 
by  the  fact  that  the  patient  seems  to  have  improved 
or  has  done  well  for  several  days,  since  with  digi- 
toxin  particularly,  the  danger  period  may  be  pro- 
longed. 

Summary 

A case  of  death  directly  attributable  to  a toxic 
dose  of  digitoxin  has  been  described.  Pathological 
features  of  this  case  seem  very  important.  The  use 
of  this  agent  for  suicide  purposes  was  of  interest.  A 
brief  review  of  the  therapy  for  digitalis  intoxication 
is  presented. 

0 
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^ Coming  Meetings 


Texas  Medical  Association,  Galveston,  April  22-25,  1961.  Dr.  May 
Owen,  Fort  Worth,  Pres.;  Mr.  C.  Lincoln  Williston,  1801  North 
Lamar  Blvd.,  Austin,  Exec.  Secy. 

American  Medical  Association,  Miami  Beach,  June  13-17,  I960. 
Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blasingame, 
535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


June 

American  College  of  Chest  Physicians,  Miami  Beach,  Fla.,  June  8-12, 
I960.  Dr.  Seymour  M.  Farber,  San  Francisco,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 

American  Neurological  Association,  Boston,  June  13-15,  I960.  Dr. 
Derek  Denny-Brown,  Boston,  Pres.;  Dr.  Melvin  D.  Yahr,  New 
York  Neurological  Institute,  710  W.  168th  Street,  New  York  32, 
Secy. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  June  20-22, 
I960.  Dr.  M.  FI.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Carolyn  H.  Mil- 
lard, 1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 


July 

Eighth  District  Society,  Corpus  Christi,  July  8-9,  I960.  Dr.  M. 
Warren  Hardwick,  Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346, 
Victoria,  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 


National  and  Regional 

American  Academy  of  Allergy,  Washington,  D.  C.,  Feb.  6-8,  1961. 
Dr.  Bram  Rose,  Montreal,  Canada,  Pres.;  Dr.  Joseph  Noah,  100 
N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  General  Practice,  Miami,  April  17-20,  1961. 
Dr.  John  G.  Walsh,  Sacramento,  Calif.,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Academy  of  Pediatrics.  Dr.  William  W.  Belford,  San 
Diego,  Calif.,  Pres.;  Dr.  E.  H.  Christopherson,  1801  Hinman 
Ave.,  Evanston,  III.,  Executive  Director. 

American  Association  for  Thoracic  Surgery.  Dr.  William  E.  Adams, 
Chicago,  Pres.;  Dr.  Hiram  T.  Langston,  7730  Corondelet  Ave., 
St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  Reed  M. 
Nesbitt,  Ann  Arbor,  Mich.,  Pres.;  Dr.  W.  J.  Engel,  2020  E. 
93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Plastic  Surgeons.  Dr.  Lyndon  A.  Peer,  New 
Jersey,  Pres.;  Dr.  Thomas  D.  Cronin,  6615  Travis  St.,  Houston 
25,  Secy. 

American  College  of  Allergists,  Dallas,  March  12-17,  1961.  Dr. 
Giles  A.  Koelsche,  Rochester,  Minn.,  Pres.;  Mr.  Eloi  Bauers,  2160 
Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oct.  9-14,  1960.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C., 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 


American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19,  Secy. 

American  College  of  Gastroenterology,  Philadelphia,  Oct.  23-29. 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists.  Dr.  John  I. 
Brewer,  Chicago,  Pres.;  Mr.  Donald  F.  Richardson,  P.  O.  Box 
749,  Chicago  90,  Executive  Secy. 

American  College  of  Physicians.  Dr.  Howard  P.  Lewis,  Portland, 
Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200  Pine,  Philadelphia  4,  Secy. 
American  College  of  Radiology,  Atlantic  City,  Sept.  30-Oct.  1,  I960. 
Dr.  Earl  E.  Barth,  Chicago,  Pres.;  Mr.  W.  C.  Stronach,  20  N. 
Wacker  Dr.,  Chicago  6,  Executive  Director. 

American  College  of  Surgeons,  San  Francisco,  Oct.  10-14,  I960.  Dr. 
Owen  H.  Wangensteen,  Minneapolis,  Pres.;  Dr.  William  E. 
Adams,  950  E.  59th  St.,  Chicago,  Secy. 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington, D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago  2, 
Executive  Secy. 

American  Dermatological  Association.  Dr.  Marion  B.  Sulzberger,  New 
York,  Pres.;  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32, 
Secy. 

American  Gastroenterological  Association.  Dr.  H.  Marvin  Pollard, 
Ann  Arbor,  Pres.;  Dr.  Wade  Volwiler,  University  of  Washington 
School  of  Medicine,  Seattle  5,  Secy. 

American  Gynecological  Society.  Dr.  Karl  H.  Martzloff,  Portland, 
Pres.;  Dr.  A.  A.  Marchetti,  3800  Reservoir  Rd.  N.W.,  Washing- 
ton 7,  D.C.,  Secy. 

American  Heart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Emstene,  Cleveland.  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago,  Executive  Director. 
American  Laryngological,  Rhinological,  and  Otological  Society,  Lake 
Placid  Club,  May  23-25,  I960.  Dr.  Fletcher  D.  Woodward,  Char- 
lottesville, Va.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg., 
Rochester,  N.  Y.,  Secy. 

American  Ophthalmological  Society.  Dr.  A.  B.  Reese,  New  York, 
Pres.;  Dr.  M.  C.  Wheeler,  30  W.  59th,  New  York  19,  Secy. 
American  Orthopaedic  Association.  Dr.  John  Royal  Moore,  Phila- 
delphia, Pres.;  Dr.  Lee  Ramsay  Straub,  535  East  70th  St.,  New 
York  21,  Secy. 

American  Pediatric  Society.  Dr.  Samuel  Z.  Levine,  New  York,  Pres.; 
Dr.  A.  C.  McGuinness,  Room  1036,  2800  Quebec  St.,  N.W., 
Washington  8,  D.C.,  Secy. 

American  Proctologic  Society.  Dr.  H.  R.  Reichman,  Salt  Lake  City, 
Pres.;  Dr.  Norman  D.  Nigro,  10  Peterboro,  Detroit  1,  Secy. 
American  Psychiatric  Association.  Dr.  William  Malamud,  New  York, 
Pres.;  Dr.  C.  H.  Hardin  Branch,  156  Westminister  Ave.,  Salt 
Lake  City,  Secy. 

American  Public  Health  Association,  San  Francisco,  Oct.  31-Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29.  Secy. 
American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24-Oct.  2, 
I960.  Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells, 
445  Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 

American  Urological  Association.  Dr.  William  M.  Coppridge,  Dur- 
ham, N.  C.,  Pres.;  Mr.  William  P.  Didusch,  1120  N.  Charles  St., 
Baltimore  1,  Executive  Secy. 

Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Henry  Meyer-, 
ding,  Rochester,  Minn.,  Pres.;  Dr.  Ross  T.  Mclntire,  1516  Lake 
Shore  Dr.,  Chicago,  Executive  Director. 

National  Tuberculosis  Association.  Dr.  H.  McLeod  Riggins,  New 
York,  Pres.;  Mrs.  Wallace  B.  White,  651  Marlborough  Rd., 
Brooklyn,  Secy. 

Radiological  Society  of  North  America,  Cincinnati,  Ohio,  Dec.  4-9, 
I960.  Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S. 
Childs,  713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

South  Central  Association  of  Blood  Banks.  Dr.  John  B.  Alsever, 
Phoenix,  Pres.;  L.  Ruth  Guy,  Ph.D.,  Room  1101,  Stoneleigh 
Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  St.  Louis,  Oct.  31-Nov.  3,  I960.  Dr. 
Edwin  H.  Lawson,  New  Orleans,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 

Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4, 
I960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 
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Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 

Ga.,  Secy. 

Southwest  Allergy  Forum.  Dr.  Johnny  A.  Blue,  Oklahoma  City, 
Pres.;  Dr.  George  L.  Winn,  Suite  104,  Lister  Medical  Building, 
430  Northwest  Twelfth  St.,  Oklahoma  City,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Oct.  23,  I960. 
Dr.  Robb  Rutledge,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
Westchester  House,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  El  Paso,  Oct.  20-22,  I960. 

Dr.  R.  L.  Deter,  El  Paso,  Pres.;  Dr.  Merle  Thomas,  1501  Ari- 
zona Building,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio.  Dr.  Peter 
E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711 
Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Fort  Smith,  Ark.  Dr.  Fred  H.  Krock, 
Fort  Smith,  Ark.,  Pres.;  Mary  O’Leary,  813  Medical  Arts  Bldg., 
Oklahoma  City,  Exec.  Secy. 

Tri-State  Medical  Assembly,  Louisiana,  Sept.  14-15,  I960.  Dr.  R.  B. 
Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport,  Secy. 

United  States-Mexico  Border  Public  Health  Association.  Mr.  Frank  J. 
Von  Zuben,  Jr.,  Austin,  Pres.;  Dr.  Jorge  Roman,  243  United 
States  Court  House,  El  Paso,  Secy. 


State 

Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 

Texas  Academy  of  General  Practice,  Dallas,  Oct.  3-5,  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine.  Dr.  Merton  M.  Minter,  San 
Antonio,  Pres.;  Dr.  Hugo  T.  Engelhardt,  1216  Main,  Houston, 
Secy.  Meetings  restricted  to  members. 

Texas  Air-Medics  Association,  Galveston,  April  22-25,  1961.  Dr. 
C.  D.  Henry,  San  Antonio,  Pres.;  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Secy. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Galveston,  April 
22-25,  1961.  Dr.  L.  P.  Walter,  Austin,  Pres.;  Dr.  W.  V.  Brad- 
shaw, Jr.,  1800  University  Drive,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1. 
Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Galveston,  April 
22-25,  1961.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kel- 
ton,  Jr.,  108  West  30th,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Galveston, 
April  22-25,  1961.  Dr.  Hiram  M.  Anderson,  San  Angelo,  Pres.; 
Dr.  Milton  V.  Davis,  3707  Gaston  Avenue,  Dallas,  Secy.-Treas. 
Texas  Dermatological  Society,  Galveston,  April  22-25,  1961.  Dr. 
M.  W.  Harrison,  Houston,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy.-Treas. 

Texas  Diabetes  Association,  Galveston,  April  22-25,  1961.  Dr.  James 
A.  Greene,  Houston,  Pres.;  Dr.  John  W.  Chriss,  2436  Morgan 
Street,  Corpus  Christi,  Secy.-Treas. 

Texas  Division,  American  Cancer  Society.  Dr.  David  A.  Todd,  San 
Antonio,  Pres.;  Mr.  Curt  W.  Reimann,  5014  Bull  Creek  Rd., 
Austin  3,  Executive  Director. 

Texas  Heart  Association,  Dallas,  Sept.  9-10,  I960.  Dr.  Robert  E. 
Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H.  Jones 
Library  Building,  Houston  25,  Executive  Director. 

Texas  Hospital  Association.  Mr.  F.  S.  Walters,  Jr.,  Amarillo,  Pres.; 

Mr.  O.  Ray  Hurst,  1905  N.  Lamar,  Austin,  Executive  Director. 
Texas  Industrial  Medical  Association,  Galveston,  April  22-25,  1961. 
Dr.  Noble  B.  Daniel,  Texarkana,  Pres.;  Dr.  J.  G.  Burdick,  Pasa- 
dena, Secy. 

Texas  Neuropsychiatric  Association,  Galveston,  April  22-25,  1961. 
Dr.  Clarence  S.  Hoekstra,  Dallas,  Pres.;  Dr.  E.  Ivan  Bruce,  Jr., 
Galveston,  Secy.-Treas. 

Texas  Ophthalmological  Association,  Galveston,  April  22-25,  1961. 
Dr.  Otto  Lippmann,  Austin,  Pres.;  Dr.  James  H.  Scruggs,  Waco, 
Secy. 

Texas  Orthopedic  Association,  Galveston,  April  22-25,  1961.  Dr. 
Ike  S.  McReynolds,  Houston,  Pres.;  Dr.  Margaret  Watkins,  Dallas, 
Secy.-Treas. 

Texas  Otolaryngological  Association,  Galveston,  April  22-25,  1961. 
Dr.  August  J.  Streit,  Amarillo,  Pres.;  Dr.  Louis  E.  Adin,  Jr., 
Dallas,  Secy. 

Texas  Pediatric  Society,  Sept.  30-Oct.  1,  I960,  Dallas.  Dr.  Byron 
York,  Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris, 
Secy. 


Texas  Physical  Medicine  and  Rehabilitation  Society,  Galveston,  April 
22-25,  1961.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Fort  Worth,  March  5-8,  1961. 
Mrs.  Maggie  Belle  Davis,  Corpus  Christi,  Pres.;  Mr.  Joseph  N. 
Murphy,  Jr.,  Box  4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 
Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  Q'Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9.  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Galveston,  April  22-25,  1961. 

Dr.  Randle  J.  Brady,  Houston,  Pres.;  Dr.  Eugene  L.  Slataper, 

Houston,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Galveston,  April  22-25, 
1961.  Dr.  W.  S.  Horn,  Jr.,  Fort  Worth,  Pres.;  Dr.  Louis  Levy, 
Fort  Worth,  Secy.-Treas. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Galveston, 
April  22-25,  1961.  Dr.  H.  Gray  Carter,  Dallas,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Temple,  Secy.-Treas. 

Texas  Society  of  Pathologists,  Inc.,  Galveston,  April  22-25,  1961. 

Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A. 
Stembridge,  Dallas,  Secy.-Treas. 

Texas  Society  of  Plastic  Surgeons,  Galveston,  April  22-25,  1961. 

Dr.  J.  B.  Patterson,  Fort  Worth,  Pres.;  Dr.  Raymond  O.  Brauer, 
Houston,  Secy.-Treas. 

Texas  Society  on  Aging.  Dr.  Ernest  W.  Keil,  Temple,  Pres;.  Mrs. 

William  B.  Ruggles,  3701  Stratford,  Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  San  Antonio,  Oct.  3-4,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  Antonio, 
Dec.  2-3,  1960.  Dr.  Lyle  J.  Logue,  Houston,  Pres.;  Dr.  Oliver 
Suehs,  14  Medical  Arts  Square,  Austin,  Secy. 

Texas  Traumatic  Surgical  Society,  Galveston,  April  22-25,  1961.  Dr. 
Edward  R.  Rowe,  Galveston,  Pres.;  Dr.  John  C.  Long,  Plainview, 
Secy.-Treas. 

Texas  Tuberculosis  Association,  Corpus  Christi,  March  16-18,  1961. 
Dr.  J.  Edward  Johnson,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box 
6158,  Austin  21,  Executive  Director. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas,  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St., 
Wichita  Falls,  Secy. 


District 

First  District  Society.  Dr.  Russell  Holt,  El  Paso,  Pres.;  Dr.  Gordon 
L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  District  Society,  Snyder,  1961.  Dr.  M.  J.  Loring,  Midland, 
Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 

Third  District  Society,  Lubbock.  Dr.  Grady  M.  Wallace,  Lubbock, 
Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo,  Secy. 
Fourth  District  Society.  Dr.  S.  Braswell  Locker,  Brownwood,  Pres.; 

Dr.  J.  G.  Bodenhamer,  Mason,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9,  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13th,  Austin,  Secy. 

Ninth  District  Society,  Bellville,  Spring,  1961.  Dr.  Irving  M.  Wat- 
son, Jr.,  Conroe;  Dr.  William  E.  Sharp,  721  E.  Texas,  Baytown, 
Secy. 

Tenth  District  Society,  September,  I960.  Dr.  J.  W.  McCall,  Jr., 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Eleventh  District  Society.  Dr.  Ben  Wilson,  Tyler,  Pres.;  Dr.  Floyd 
Verheyden,  813  John  St.,  Jacksonville,  Secy. 

Twelfth  District  Society,  Waco,  January,  1961.  Dr.  Bernard  Rosen, 
Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th,  Corsicana, 
Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  William  B. 
Allensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  11,  I960.  Dr. 
Andrew  Jackson,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  20-22, 
1961.  Dr.  Frank  H.  Kidd,  Jr.,  Dallas,  Pres.;  Millard  J.  Heath, 
433  Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 
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International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  6-9, 
1961.  Dr.  Maurice  E.  St.  Martin,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee.  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.; 
Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State  Office  Bldg.,  201  E. 
14th  St.,  Austin. 


MEDICOLEGAL  NOTES 

Many  Malpractice  Cases 
May  Hinge  on  a Hasty  Word 

A shrug  of  the  shoulders,  a blinking  of  the  eyes,  a frown 
or  grimace  by  a physician  may  well  be  the  inception  of 
another  malpractice  case. 

Ridiculous — yet  not  so  ridiculous  when  such  a gesture 
implies  that  the  patient  has  not  been  properly  treated  or 
has  been  mistreated  by  the  patient’s  previous  physician. 
Even  more  damaging  can  be  the  hasty  and  ill-considered 
statement  by  a physician  that  the  patient’s  previous  medi- 
cal care  was  improper,  incomplete,  or  poorly  done.  The 
question,  "What  butcher  did  that  to  you?”  has  sent  more 
than  one  patient  in  search  of  counsel  to  seek  redress  by  way 
of  litigation,  when  the  question  itself  might  never  have 
been  asked  had  the  physician  taken  the  time  to  appraise 
himself  of  all  the  facts. 

It  has  been  estimated  that  up  to  one-half  of  the  mal- 
practice cases  could  be  prevented  if  hasty  and  ill-considered 
statements  and  criticisms  by  physicians  to  patients  con- 
cerning the  care  and  treatment  rendered  by  the  patient’s 
prior  physician  could  be  eliminated. 

Let  us  set  forth  an  example  to  demonstrate  how  even 
a statement,  lacking  in  malice  and  innocently  made,  but 
nevertheless  ill-considered,  may  result  in  litigation  for  some 
physician. 

Mr.  X is  treated  by  Dr.  A for  a severe  infection  of  the 
leg  occasioned  by  Mr.  X’s  failure  to  seek  medical  atten- 
tion at  an  early  date.  For  a period  of  time  the  issue  is  in 
doubt  as  to  whether  Dr.  A will  be  able  to  save  the  leg. 
Ultimately,  the  leg  is  saved,  but  there  was  considerable 
sluffing  of  tissue  at  and  adjacent  to  the  site  of  the 
wound.  This  continues  to  give  trouble  to  Mr.  X,  and  he 
subsequently  visits  another  physician  in  a nearby  com- 
munity. This  second  physician,  after  taking  a brief  history, 
mentions  to  the  patient  during  the  course  of  his  examina- 
tion that  he  has  certainly  received  a “bad  burn.”  This  state- 
ment was  made  with  little  or  no  knowledge  on  the  part 
of  the  physician  of  the  patient’s  past  condition  and  the 
treatment  given.  Result:  Dr.  A is  sued  by  Mr.  X for  the 
“burn”  received  during  the  course  of  Dr.  A’s  treatment  of 
the  infected  leg. 

Had  the  patient’s  subsequent  physician,  in  the  above 
example,  taken  a little  more  time  actually  to  ascertain  the 
patient’s  previous  condition,  as  well  as  the  treatment  af- 
forded, the  hasty  statement  about  the  “bad  burn”  would 
probably  never  have  been  made,  and  litigation,  with  its 
accompanying  expense  and  concern,  would  not  have  ensued. 


It  is  well  to  remember  before  making  critical  statements 
about  the  care  or  treatment  afforded  by  a former  physician 
that: 

First,  the  mere  fact  an  unfavorable  result  has  been 
achieved  does  not  in  itself  establish  that  there  has  been 
negligence  on  the  part  of  the  attending  physician,  because 
the  courts  have  long  held  that  a physician  is  not  a war- 
rantor of  a good  or  successful  result,  but  merely  that  he 
exercised  the  skill  and  care  of  the  average  physician  in 
the  locality  under  the  same  or  similar  circumstances.  Sec- 
ondly, criticism  without  complete  knowledge  of  the  facts 
may  well  be  undeserved. 

Malpractice  threats  and  suits  could  be  curtailed  substan- 
tially if  any  physician  inclined  to  be  critical  of  another 
physician  would  first  remember  that  “There,  but  by  the 
grace  of  God  am  I!” 

— Philip  R.  Overton,  LL.B.,  Austin. 


FORT  WORTH  CONVENTION 

Texas  Diabetes  Association 

Dr.  James  A.  Greene,  Houston,  became  president  and 
Dr.  Harold  L.  Dobson  of  that  city  became  president-elect 
when  the  Texas  Diabetes  Association  met  in  Fort  Worth, 
April  10. 

Other  new  officers  include  Dr.  J.  Wilson  David,  Corsi- 
cana, first  vice-president;  Dr.  Warren  W.  Moorman,  Fort 
Worth,  second  vice-president;  Dr.  John  W.  Chriss,  Corpus 
Christi,  secretary-treasurer;  and  the  following  councilors: 
Dr.  Alfred  L.  Lane,  Corpus  Christi;  Dr.  James  A.  Farley, 
Fort  Worth;  Drs.  Julian  C.  Barton  and  Robert  W.  Grif- 
fin, both  of  San  Antonio;  Dr.  F.  Peel  Allison,  Beaumont; 
Dr.  J.  D.  Ibarra,  Jr.,  Temple;  Dr.  Edwin  L.  Rippy,  Dallas; 
Dr.  C.  M.  Shaw,  Jr.,  Wichita  Falls;  and  Dr.  John  B. 
Burrows,  Houston. 

Dr.  Hugo  T.  Engelhardt,  Houston,  state  governor  of  the 
American  Diabetes  Association,  was  appointed  the  Texas 
Medical  Association’s  official  delegate  to  the  national  con- 
vention in  Miami.  Dr.  John  Chriss  was  appointed  as  al- 
ternate. 


Gastroenterologists,  Proctologists 

Dr.  Gray  Carter,  Dallas,  was  named  president  of  the 
Texas  Society  of  Gastroenterologists  and  Proctologists  when 
that  group  met  in  Fort  Worth,  April  10.  Other  newly- 
elected  officers  are  Dr.  Francis  M.  Spencer,  San  Angelo, 
first  vice-president;  Dr.  Robert  J.  Rowe,  Dallas,  second 
vice-president;  and  Dr.  A.  C.  Broders,  Jr.,  Temple,  secre- 
tary-treasurer. 

The  society  meeting  included  a scientific  program  and 
business  session,  followed  by  a dinner  at  the  Ridglea  Coun- 
try Club. 


Texas  Society  of  Plastic  Surgeons 

Twenty-six  members  and  guests  attended  the  April  9 
session  of  the  Texas  Society  of  Plastic  Surgeons  in  the 
Hilton  Hotel  in  Fort  Worth.  A scientific  program,  lunch- 
eon, and  business  meeting  were  included  in  the  meeting. 

Elected  president  of  the  group  was  Dr.  John  B.  Patter- 
son, Fort  Worth.  Dr.  Robert  J.  Wise,  Houston,  was  elected 
vice-president,  and  Dr.  Raymond  O.  Brauer,  Houston,  sec- 
retary-treasurer. 
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Texas  Association  of  Public  Health  Physicians 

Dr.  John  W.  Porterfield,  deputy  surgeon  general  of  the 
United  States  Public  Health  Service,  was  guest  speaker  when 
the  Texas  Association  of  Public  Health  Physicians  held 
their  fifth  annual  meeting  at  Fort  Worth’s  Texas  Hotel, 
April  10.  Choosing  as  his  topic  "Trends  in  Public  Health,” 
Dr.  Porterfield  discussed  health  legislation  passed  on  the 
national  level  by  Congress  during  1959  and  the  important 
measures  now  being  considered. 

In  a business  session,  the  following  new  officers  were 
elected:  Dr.  B.  M.  Primer,  Austin,  president-elect;  Dr.  Al- 
bert G.  Randall,  Amarillo,  vice-president;  Dr.  W.  V.  Brad- 
shaw, Jr.,  Fort  Worth;  Dr.  J.  E.  Peavy,  Austin,  trustee  for 
three-year  term.  Dr.  Luther  P.  Walter,  Austin,  became  presi- 
dent. Named  as  delegates  to  the  national  association  were 
Dr.  Isaac  P.  Barrett,  Fort  Worth,  and  Dr.  Fred  K.  Laur- 
entz,  Houston;  alternates  named  were  Dr.  Peavy  and  Dr. 
Bradshaw. 

Twenty-six  persons  attended. 


Texas  Orthopedic  Association 

The  Texas  Orthopedic  Association,  with  151  members 
now  the  third  largest  state  orthopedic  group  in  the  United 
States,  held  an  all-day  scientific  meeting  at  the  Hilton  Hotel 
in  Fort  Worth  on  April  11,  with  a reception  at  the  Ridglea 
Country  Club  the  evening  before.  A business  session  and 
luncheon  were  held  at  The  Cattleman’s  at  noon. 

Eighty-five  persons  attended  the  scientific  sessions. 

Dr.  Isaac  S.  McReynolds,  Houston,  was  elected  president 
for  1960-1961,  with  Dr.  Herbert  E.  Hipps,  Waco,  vice- 
president;  and  Dr.  Margaret  Watkins,  Dallas,  secretary- 
treasurer.  Dr.  E.  Burke  Evans,  Galveston,  is  1961  program 
chairman  and  will  serve  as  official  representative  of  the 
group  to  the  Texas  Medical  Association  Council  on  Annual 
Session. 

Elected  to  honorary  membership  was  Dr.  Don  H.  O’Don- 
oghue  of  Oklahoma  City,  guest  speaker. 


Texas  Industrial  Medical  Association 

In  its  business  meeting  in  Fort  Worth,  the  Texas  In- 
dustrial Medical  Association  named  Dr.  Noble  B.  Daniel, 
Texarkana,  president,  and  Dr.  Robert  A.  Wise,  Houston, 
president-elect.  Other  new  officers  include  Dr.  Carl  A. 
Nau,  Galveston,  vice-president;  Dr.  J.  G.  Burdick,  Pasa- 
dena, secretary-treasurer;  and  board  members  Dr.  E.  E. 
Baden,  Raymondville;  Dr.  Max  E.  Johnson,  San  Antonio; 
Dr.  Val  C.  Baird,  Houston;  Dr.  R.  J.  Potts,  Dallas;  and 
Dr.  Francis  W.  Wilson,  Port  Arthur. 


Texas  Traumatic  Surgical  Society 

The  Texas  Traumatic  Surgical  Society  met  for  joint  sci- 
entific sessions  with  the  Texas  Industrial  Medical  Associa- 
tion and  the  Texas  Physical  Medicine  and  Rehabilitation 
Society  on  April  10  in  Fort  Worth. 

During  a separate  business  meeting,  the  traumatic  sur- 
gical group  elected  Dr.  Edward  R.  Rowe,  Galveston,  presi- 
dent, tvith  Dr.  Frank  Kidd,  Dallas,  first  vice-president; 
Dr.  C.  M.  Ashmore,  Houston,  second  vice-president;  and 
Dr.  John  C.  Long,  Plainview,  secretary-treasurer. 

Maximum  registration  for  the  society  was  60. 


Texas  Society  of  Pathologists,  Inc. 

The  Texas  Society  of  Pathologists,  Inc.,  met  in  Fort 
Worth  for  its  semi-annual  business  session  and  to  join  the 
Texas  Medical  Association  Section  on  Pathology  for  its 
two  scientific  sessions.  Thirty  members  attended. 

A $25  gift  was  donated  to  the  American  Medical  Edu- 
cation Fund  through  the  Woman’s  Auxiliary  to  the  Texas 
Medical  Association  in  honor  of  the  pathology  group’s 
"friend,  colleague,  and  compadre,”  Dr.  May  Owen. 

Fourteen  new  members  were  elected  to  the  society, 
which  was  founded  in  1921. 

Next  meeting  of  the  group  will  be  held  at  Fort  Worth’s 
Texas  Hotel,  January  28  and  29,  1961. 

Texas  Ophthalmological  Association 

Dr.  Otto  Lippman,  Austin,  was  elected  president  of  the 
Texas  Ophthalmological  Association  when  that  group  met 
in  Fort  Worth  in  conjunction  with  the  annual  session  of 
the  Texas  Medical  Association. 

Other  officers  for  1960-1961  are  Dr.  Jack  B.  Lee,  San 
Antonio,  vice-president;  Dr.  James  H.  Scruggs,  Waco,  sec- 
retary; and  Dr.  John  C.  Kuppinger,  Harlingen,  treasurer. 

The  Fort  Worth  program  of  the  group  included  an  ex- 
ecutive council  meeting,  refresher  courses,  scientific  pro- 
gram, luncheon,  and  annual  membership  meeting. 

Texas  Air-Medics  Association 

The  Texas  Air-Medics  Association  held  its  thirteenth 
annual  meeting  at  the  Worth  Hotel  in  Fort  Worth  April 
9 through  11.  Included  in  the  session  were  scientific  and 
legal  programs,  business  meeting,  executive  council  session, 
cocktail  party,  and  two  dinners. 

Dr.  C.  D.  Henry,  San  Antonio,  was  elected  1960-1961 
president.  President-elect  and  vice-president  is  Dr.  Virgil 
Payne,  Dallas,  with  Dr.  C.  F.  Miller,  Waco,  as  secretary- 
treasurer.  Directors  are  Dr.  W.  A.  Ostendorf,  Waco;  Dr. 
Philip  Markle,  Memphis,  Tenn.;  and  Dr.  R.  R.  Killinger, 
Jacksonville,  Fla. 

Texas  Chapter,  Pediatrics  Academy 

The  Texas  Chapter,  American  Academy  of  Pediatrics, 
heard  Dr.  Clarence  H.  Webb  of  Shreveport,  La.,  regional 
chairman  for  the  academy,  discuss  problems  facing  the 
academy  and  individual  pediatricians,  when  it  held  a lunch- 
eon meeting  at  the  Corrida  Club  in  Fort  Worth  April  11. 

Another  guest  speaker  was  W.  F.  (Bill)  Anderson,  chief 
probation  officer  of  the  Travis  County  Juvenile  Court,  Aus- 
tin, who  spoke  on  "The  Philosophy  and  Function  of  the 
Juvenile  Court.” 

Thirty-three  members  and  guests  attended. 

Texas  Society  of  Athletic  Team  Physicians 

Some  63  persons  attended  the  annual  meeting  of  the 
Texas  Society  of  Athletic  Team  Physicians,  which  was  held 
April  9 at  the  Hilton  Hotel  in  Fort  Worth.  Elected  to 
office  for  1960-1961  were:  Dr.  William  S.  Horn,  Jr.,  Fort 
Worth,  president;  Dr.  Jack  G.  Brannon,  Houston,  president- 
elect; Dr.  James  R.  Whitehurst,  Houston,  vice-president 
and  program  chairman;  and  Dr.  Louis  J.  Levy,  Fort  Worth, 
secretary-treasurer. 
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Texos  Neuropsychiatric  Association 

Dr.  Clarence  S.  Hoekstra,  Dallas,  became  president  of 
the  Texas  Neuropsychiatric  Association  during  its  April  10 
meeting  at  the  Hilton  Hotel  in  Fort  Worth.  Other  officers 
of  the  group  elected  at  that  time  are  Dr.  Robert  L.  Stubble- 
field, Dallas,  president-elect?;  Dr.  M.  Lake  Fowler,  Jr., 
vice-president;  and  Dr.  E.  Ivan  Bruce,  Jr.,  Galveston,  sec- 
retary-treasurer. 

The  all-day  scientific  and  business  sessions  were  climaxed 
by  a reception  and  dinner  for  members,  guests,  and  wives, 
while  there  was  also  an  "early  bird”  party  at  the  Petroleum 
Club  the  evening  before. 


Texas  Otolaryngological  Association 

The  Texas  Otolaryngological  Association,  which  held  its 
organizational  meeting  in  conjunction  with  the  1959  an- 
nual session  of  the  Texas  Medical  Association,  held  its 
I960  meeting  April  11  at  the  Worth  Hotel  of  Fort  Worth. 

Elected  president  of  the  group  was  Dr.  August  J.  Streit, 
Amarillo.  Other  new  officers  include  Dr.  Jack  Lee  Turner, 
Odessa,  president-elect;  Dr.  William  Skokan,  Fort  Worth, 
vice-president;  Dr.  Louis  E.  Adin,  Jr.,  Dallas,  secretary; 
and  Dr.  Dor  W.  Brown,  Jr.,  Fredericksburg,  treasurer. 


College  of  Chest  Physicians 

Dr.  Hiram  M.  Anderson,  San  Angelo,  was  elected  presi- 
dent of  the  Texas  Chapter,  American  College  of  Chest 
Physicians,  during  its  April  10  business  meeting  in  Fort 
Worth.  Other  new  officers  are  Dr.  Carlos  J.  Quintanilla, 
Harlingen,  first  vice-president;  Dr.  John  W.  Middleton, 
Galveston,  second  vice-president;  and  Dr.  Milton  V.  Davis, 
Dallas,  secretary-treasurer. 

Thirty -two  members  and  20  guests  registered  for  the 
chest  physicians’  meeting,  which  included  morning  and 
afternoon  scientific  programs  and  a noon  luncheon-business 
session. 


Texas  Society  of  Anesthesiologists 

The  Texas  Society  of  Anesthesiologists  had  an  attendance 
of  over  100  for  its  scientific  sessions,  held  April  10  at  the 
Hotel  Texas  in  Fort  Worth.  The  group’s  annual  meeting 
also  included  a cocktail  party  and  dinner  at  the  Ridglea 
Country  Club,  a luncheon,  and  a business  meeting. 

Dr.  Randle  J.  Brady,  Houston,  was  elected  president. 
President-elect  is  Dr.  Merle  D.  Thomas,  El  Paso;  vice- 
president,  Dr.  M.  T.  Jenkins,  Dallas;  and  secretary,  Dr. 
Eugene  L.  Slataper,  Houston. 


Texas  Dermatological  Society 

The  Texas  Dermatological  Association  met  at  the  Hotel 
Texas  in  Fort  Worth  on  April  11  for  a business  session 
and  scientific  program.  Forty-six  persons  attended. 

Dr.  Malcolm  W.  Harrison,  Houston,  was  elected  presi- 
dent of  the  group.  Serving  with  him  are  Dr.  J.  Fred  Mul- 
lins, Galveston,  vice-president;  Dr.  D.  Shelton  Blair,  Dallas, 
secretary-treasurer;  and  Dr.  William  F.  Spiller,  Jr.,  Hous- 
ton, program  chairman. 


Third  International  Congress 

Slated  for  August  21-26  in  Washington 

Physiatrists  from  some  27  countries  representing  the 
Near  East,  Africa,  South  America,  Canada,  Japan,  and  Rus- 
sia, as  well  as  the  United  States,  Great  Britain,  and  the 
European  continent,  are  expected  to  register  for  the  third 
International  Congress  of  Physical  Medicine  in  Washing- 
ton, D.  C.,  August  21-26.  Headquarters  will  be  the  Hotel 
Mayflower. 

Hosting  the  international  conclave  will  be  the  American 
Congress  of  Physical  Medicine  and  Rehabilitation.  Simul- 
taneous translation  of  plenary  and  scientific  sessions  will 
be  made  in  English,  German,  French,  and  Spanish. 

Dr.  Frank  H.  Krusen,  senior  consultant  and  former  head 
of  physical  medicine  and  rehabilitation  at  the  Mayo  Clinic, 
is  congress  president.  Patron  and  patroness  are  Vice  Presi- 
dent and  Mrs.  Richard  M.  Nixon. 

The  program  will  be  devoted  to  clinical,  remedial,  pre- 
ventive, and  educational  aspects  of  physical  medicine  and 
to  current  methods  employed  in  physical  medicine  and 
rehabilitation. 

A preliminary  list  of  speakers  includes  one  Texas  physi- 
cian, Dr.  Oden  F.  von  Werssowetz,  Gonzales  Warm  Springs 
Foundation,  who  will  discuss  "The  Role  of  Orthetics  in 
Rehabilitation  of  Hands  in  Quadriplegics  of  Spinal  Origin.” 

A prospectus  of  the  congress  can  be  secured  from  the 
Executive  Secretary,  30  North  Michigan  Ave.,  Chicago  2, 
111.  Previous  congresses  were  held  in  England  in  1952  and 
in  Denmark  in  1956. 

June  22-25  Marks  Meet 
Of  Nuclear  Society 

The  seventh  annual  meeting  of  the  Society  of  Nuclear 
Medicine  will  be  held  June  22-25  in  Estes  Park,  Colo., 
with  the  Stanley  Hotel  as  convention  headquarters. 

Some  70  speakers  will  present  new  scientific  information 
covering  every  phase  of  research,  medicine,  and  surgery  as 
it  concerns  the  use  of  nuclear  phenomena  in  the  diagnosis 
and  treatment  of  disease.  Special  emphasis  will  be  given 
to  diagnosis  and  treatment  of  thyroid  disease,  therapeutic 
use  of  radioisotopes,  and  "tools  of  the  trade.” 

First  annual  address  of  the  Nuclear  Pioneer  Series  will 
be  delivered  by  Dr.  Edward  Teller  of  the  University  of 
California;  it  will  be  in  honor  of  the  late  Dr.  Ernest  O. 
Lawrence. 

The  meeting  is  open  to  all  physicians,  veterinarians, 
nurses,  physicists,  technicians,  and  other  scientists  working 
with,  or  interested  in  utilizing,  radioisotopes  in  the  health 
field.  There  is  a nonmember  registration  fee  of  $5. 

Registration  forms  and  copies  of  the  program  may  be 
secured  from  Samuel  N.  Turiel,  administrator,  Society  of 
Nuclear  Medicine,  430  N.  Michigan  Avenue,  Chicago  11. 

Pediatric  Therapy  Seminar  Set 

"Advances  in  Pediatric  Therapy”  will  be  discussed  at  a 
New  Orleans  seminar  sponsored  by  the  Louisiana  Chapter, 
American  Academy  of  Pediatrics,  and  the  American  Acad- 
emy of  General  Practice,  September  23. 

Among  slated  speakers  is  Dr.  Milton  H.  Erickson,  editor 
of  the  American  Journal  of  Clinical  Hypnosis,  who  will 
discuss  "Hypnosis  in  Medicine.” 
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Postgraduate  Medical  Assembly 
Of  South  Texas  Meet  in  July 

The  twenty-sixth  annual  meeting  of  the  Postgraduate 
Medical  Assembly  of  South  Texas  is  scheduled  for  July 
18,  19,  and  20  at  the  Shamrock  Hilton  Hotel  in  Houston. 

Guest  speakers  will  be  Dr.  Jose  I.  Barraquer,  Bogota, 
Colo.;  Dr.  Robert  H.  Barter,  Washington,  D.  C;  Dr. 
George  J.  Baylin,  Durham,  N.  C.;  Dr.  Claude  S.  Beck, 
Cleveland;  Dr.  B.  Marden  Black,  Rochester,  Minn.;  Dr. 
Willis  E.  Brown,  Little  Rock,  Ark.;  Dr.  Oscar  Creech,  Jr., 
New  Orleans;  Dr.  Stuart  C.  Cullen,  San  Francisco;  Dr. 
William  J.  Engel,  Cleveland;  Dr.  Charles  A.  Flood,  New 
York;  Dr.  Laman  A.  Gray,  Louisville;  Dr.  John  M.  How- 
ard, Philadelphia;  Dr.  Oscar  B.  Hunter,  Jr.,  Washington, 

D.  C. 

Also,  Dr.  Albert  A.  Kattus,  Jr.,,  Los  Angeles;  Dr.  John 
P.  Merrill,  Boston;  Dr.  Maurice  W.  Nugent,  Los  Angeles; 
Robert  Graham,  A.B.,  B.Sc.,  Pasadena,  Calif.;  Dr.  Joseph 
H.  Ogura,  St.  Louis;  Dr.  Theodore  C.  Panos,  Little  Rock; 
Dr.  John  J.  Shea,  Jr.,  Memphis;  Dr.  W.  H.  J.  Summer- 
skill,  Rochester,  Minn.;  Dr.  J.  Robert  Willson,  Philadelphia. 

Beaumont  Man  to  Head 
Medical  Technologists 

Roger  P.  Hargraves,  Beaumont,  became  1960-1961  presi- 
dent of  the  Texas  Society  of  Medical  Technologists,  and 
Miss  Rose  Marie  Winkler,  Galveston,  was  elected  president- 
elect of  that  group  during  its  April  7-9  annual  convention. 
Site  of  the  session  was  the  Hilton  Hotel  in  Fort  Worth. 

Other  new  officers  of  the  society  include  Miss  Sara  Bur- 
tram,  Houston,  secretary;  Mrs.  Iowa  Marable,  treasurer; 
Miss  Monica  Lewis,  Galveston,  and  Miss  Rena  Roberts, 
Dallas,  members  of  the  board. 

Mrs.  Mary  Horan  of  Greenville  received  the  society 
award  for  the  best  scientific  paper.  Named  "Medical  Tech- 
nologist of  the  Year”  was  Mrs.  Iowa  Marable.  Best  photo 
award  went  to  Wendell  Ward,  Greenville;  best  poster 
awards  to  Misses  Monica  Lawrence,  Mary  Jane  Webb,  and 
Barbara  Jackson.  Convention  chairman  was  Miss  Peggy 
Richardson,  Fort  Worth. 

Drs.  Max  Johnson,  L.  B.  Reppert 
Head  Medical  Assembly 

Dr.  Max  Johnson,  San  Antonio,  has  become  president  of 
the  International  Medical  Assembly  of  San  Antonio.  Presi- 
dent-elect is  Dr.  Lawrence  B.  Reppert,  also  of  San  Antonio. 
Other  new  officers  are  Dr.  A.  P.  Thaddeus,  first  vice- 
president;  Dr.  John  M.  Smith,  second  vice-president;  Dr. 
William  M.  Center,  secretary -treasurer.  Directors  are  Dr. 
John  H.  Bohmfalk,  Dr.  Ernest  A.  Maxwell,  and  Dr.  James 

E.  Pridgen;  all  of  San  Antonio. 

Texas  Rehabilitation  Association 
Meets  July  21-22  in  Dallas 

Texas  Rehabilitation  Association  will  hold  its  annual 
session  July  21  and  22  in  Dallas,  with  headquarters  at  the 
Baker  Hotel. 

Governor  Price  Daniel  will  be  luncheon  speaker. 

General  sessions  are  scheduled  for  the  morning  of  July 
21  and  the  afternoon  of  July  22.  Special  sectional  meetings 


are  to  be  held  the  afternoon  of  the  first  day  and  the 
morning  of  the  second  day.  The  luncheon  and  a banquet 
are  scheduled  for  the  first  day. 

Speakers  will  include  national  rehabilitation  experts. 

Smith  Pettigrew,  Dallas,  is  chairman  of  the  annual  ses- 
sion. 


Three  Texans  Elected 
By  Blood  Bank  Group 

Three  Texans  are  among  officers  of  the  South  Central 
Association  of  Blood  Banks  for  1960-1961,  having  been 
elected  at  the  second  annual  meeting  of  that  group  April 
1-2  in  Albuquerque,  N.  Mex. 

They  are  Dr.  E.  Richard  Halden,  Fort  Worth,  vice-presi- 
dent; Mrs.  Glorence  Del  Prete,  Amarillo,  reelected  treasur- 
er; and  L.  Ruth  Guy,  Ph.D.,  Dallas,  reelected  secretary. 

New  Orleans  was  selected  as  the  1961  meeting  site,  with 
dates  to  be  announced  later. 


Radioisotope  Conference  Held 

The  Southwestern  Industrial  Radioisotope  Conference 
was  held  May  16-17  in  Dallas,  in  cooperation  with  the 
Office  of  Isotopes  Development,  United  States  Atomic 
Energy  Commission.  Dr.  J.  E.  Peavy,  Commissioner  of 
Health,  State  Department  of  Health,  Austin,  was  a mem- 
ber of  the  executive  planning  committee. 

The  conference  gave  those  attending  a better  under- 
standing of  the  various  aspects  to  be  considered  when  using 
radioisotopes  in  American  industry,  including  safety 
measures. 


EDUCATION 

Postgraduate  Courses 

Dermatology,  Denver,  July  21-23. — Sponsored  by  the 
University  of  Colorado  School  of  Medicine’s  Division  of 
Dermatology  and  the  Office  of  Postgraduate  Medical  Edu- 
cation, a course  on  dermatology  will  be  held  at  the  Uni- 
versity of  Colorado  Medical  Center,  July  21-23.  It  is 
planned  for  the  general  practitioner,  with  emphasis  on 
practical  management  which  can  be  carried  out  in  the 
home,  office,  or  hospital.  One  half-day  will  be  spent  at  the 
out-patient  skin  clinic  of  Colorado  General  Hospital.  Tui- 
tion fee  is  $30,  which  includes  a nonrefundable  $5  regis- 
tration fee.  The  course  is  acceptable  for  American  Academy 
of  General  Practice  Category  I credit  for  the  number  of 
hours  attended.  Application  forms  and  further  information 
may  be  requested  from  the  Office  of  Postgraduate  Medical 
Education,  University  of  Colorado  Medical  Center,  4200 
East  Ninth  Avenue,  Denver  20. 

Obstetrics  and  Gynecology,  Hunt,  July  25-27. — Being 
presented  by  the  University  of  Texas  Postgraduate  School  of 
Medicine,  San  Antonio  Division,  this  course  is  one  of  the 
Hill  Country  Seminars  to  be  held  at  the  Villa  Camille, 
Hunt.  Advance  registration  is  required  and  classes  are 
limited  to  35  physicians.  No  applications  will  be  accepted 
after  July  11.  Tuition  is  $50  and  the  seminar  is  acceptable 
for  12  hours  of  credit  approved  by  the  Texas  Academy  of 
General  Practice  for  category  1.  Applications  should  be 
made  to  the  University  of  Texas  Postgraduate  School  of 
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Medicine,  410  Jesse  Jones  Library  Building,  Texas  Medical 
Center,  Houston  25.  Instructor  in  charge  is  Dr.  John  W. 
Simpson,  San  Antonio. 

Pediatrics,  Hunt,  August  1-3- — The  University  of  Texas 
Postgraduate  School  of  Medicine,  San  Antonio  Division, 
has  scheduled  this  Hill  Country  Seminar  at  Hunt  on 
August  1,  2,  and  3.  Worth  12  hours  credit  for  category  1 
by  the  American  Academy  of  General  Practice,  the  course 
will  be  under  the  direction  of  Dr.  Herman  S.  Wigodsky, 
San  Antonio.  Tuition  is  $50  and  advance  registration  is 
required.  No  applications  will  be  accepted  after  July  11, 
and  enrollment  is  limited  to  35.  Applications  should  be 
made  to:  The  University  of  Texas  Postgraduate  School  of 
Medicine,  410  Jesse  Jones  Library  Building,  Texas  Medi- 
cal Center,  Houston  25. 

Internal  Medical  Audit,  Denver,  August  10-12. — Spon- 
sored by  the  Office  of  Postgraduate  Medical  Education, 
University  of  Colorado  Medical  Center,  this  3 day  course, 
first  of  its  kind,  is  being  presented  in  response  to  increas- 
ing interest  in  the  medical  audit.  Guest  speakers  from 
across  the  nation  who  are  closely  associated  with  the  me- 
chanics of  the  medical  audit  programs  will  discuss  the  how 
and  why  of  the  internal  audit,  its  usefulness  and  effective- 
ness upon  standards  of  practice  in  the  hospital,  the  medical 
audit  from  the  viewpoint  of  the  hospital  as  well  as  the 
staff  physician,  and  many  other  practical  aspects  of  the 
subject.  One  half  day  will  be  devoted  to  subsessions  dealing 
with  special  problems  and  methods  of  auditing  one  field 
of  practice;  medicine,  surgery,  obstetrics,  and  pediatrics. 
Offered  primarily  for  hospital  chiefs  of  service  and  other 
staff  physicians,  the  course  also  is  available  for  a limited 
number  of  hospital  administrators.  For  further  information 
and  a detailed  program,  write  to  Dr.  C.  Wesley  Eisele,  Of- 
fice of  Postgraduate  Medical  Education,  University  of  Colo- 
rado Medical  Center,  4200  East  Ninth  Avenue,  Denver  20. 

Prosthetics,  New  York  City,  August  1 5-26.- — The  New 
York  University  Post-Graduate  Medical  School,  in  coop- 
eration with  the  International  Society  for  the  Welfare  of 
Cripples,  is  sponsoring  a series  of  separate  two-week  courses 
in  prosthetics  just  prior  to  the  eighth  World  Congress. 
These  courses  will  constitute  the  third  International  Pros- 
thetics Course  sponsored  by  the  Committee  on  Prosthesis, 
Braces  and  Technical  Aids  of  the  Society.  The  courses 
will  be  for  (1)  physicians  and  surgeons,  (2)  therapists, 
and  (3)  prosthetists  separately  and  will  be  offered  each 
meeting  between  the  indicated  dates.  Applications  and 
further  information  may  be  obtained  by  writing  Dr.  Sid- 
ney Fishman,  director,  Prosthetics  Education,  New  York 
University  Post-Graduate  Medical  School,  342  East  26 
Street,  New  York  10. 


Federal  Aviation  Agency 
Reinstates  Exam  Rule 

Dr.  James  L.  Goddard,  Civil  Air  Surgeon,  has  announced 
that  as  of  June  15,  I960,  the  Federal  Aviation  Agency  will 
require  that  student  and  private  pilots  be  given  their  medi- 
cal examinations  by  designated  medical  examiners.  This 
rule  reinstates  a practice  which  was  in  effect  from  1926 
until  1945. 

Any  physician  may  be  considered  eligible  for  designation 
as  an  examiner,  the  announcement  states.  Those  doctors 
in  localities  where  flying  activities  are  conducted  may  file 
an  application  for  designation  by  writing  to  the  Civil  Air 
Surgeon,  Federal  Aviation  Agency,  Washington  25,  D.  C. 
There  are  at  present  some  400,000  active  civil  airmen  of 
whom  approximately  240,000  are  examined  each  year. 


Texas  Students  Win  National 
Awards  in  AAPS  Essay  Contest 

All  three  Texas  entries  in  the  fourteenth  national  essay 
contest  sponsored  by  the  Association  of  American  Physicians 
and  Surgeons’  Freedom  Programs,  Inc.,  received  recogni- 
tion. Awards  were  announced  May  4 for  the  14  best 
essays,  which  were  selected  by  judges  on  a blind  basis. 

First  place  state  winner,  Miss  Rebecca  Zepeda,  San  An- 
tonio, won  fifth  place  in  the  national  contest,  and  second 
place  state  winner,  Mike  Motely,  Austin,  won  sixth  place. 
Both  received  a cash  award  of  $100.  The  third  place  state 
winner,  Miss  Barbara  Jane  Hough,  Silsbee,  was  awarded 
a certificate  of  merit. 

Other  winners  from  Texas,  but  who  were  not  entered 
in  the  national  contest  were  Douglas  Griffin,  Houston, 
fourth  place;  Miss  Suzanne  Graham,  Colorado  City,  fifth 
place. 

Sponsored  annually  by  AAPS,  the  contest  is  held  in  co- 
operation with  state  and  county  medical  societies.  Chair- 
man of  the  contest  for  Texas  for  the  1960  contest  was  Dr. 
H.  C.  McCuistion,  Austin.  Dr.  Henry  Hilgartner,  Austin, 
has  assumed  the  chairmanship  for  the  1961  contest. 


Monograph  Prizes  Offered 

The  American  Academy  of  Arts  and  Sciences  has  an- 
nounced that  in  I960,  as  in  1959,  it  is  offering  three 
prizes  of  at  least  $1,000  each  to  the  authors  of  especially 
meritorious  unpublished  monographs,  one  each  in  the  fields 
of  (1)  the  humanities,  (2)  the  social  sciences,  and  (3) 
the  physical  and  biological  sciences. 

For  purposes  of  these  awards,  a monograph  is  defined 
as  a scholarly  contribution  to  knowledge,  too  long  for  an 
article  in  a learned  journal  and  too  specialized  or  too  short 
for  a general  book.  This  will  generally  mean  a manu- 
script of  between  50  and  300  typewritten  pages.  The 
academy  reserves  the  right  to  determine  whether  a manu- 
script submitted  is  properly  a monograph.  Deadline  for 
receiving  manuscripts  is  October  1,  I960. 

Inquiries  may  be  made  to  the  Committee  on  Monograph 
Prizes,  American  Academy  of  Arts  and  Sciences,  Little  Hall 
33,  Harvard  University,  Cambridge  38,  Mass. 

Fellowships  in  Arthritis  Available 
Through  National  Foundation 

The  National  Foundation  has  announced  the  availability 
of  fellowships  for  clinical  study  in  arthritis  and  related 
diseases  for  physicians  who  have  an  interest  in  rheumatic 
diseases  and  who  intend  to  apply  their  knowledge  of  these 
diseases  to  clinical  service,  teaching,  or  research. 

Only  physicians,  licensed,  or  eligible  for  licensure,  to 
practice  in  the  United  States  and  who  have  had  at  least 
2 years  of  specialty  training  acceptable  to  the  appropriate 
American  board  (or  equivalent  training)  are  eligible.  Fel- 
lowships are  awarded  for  a minimum  of  1 year,  but  may 
be  renewed  upon  approval  by  the  National  Foundation’s 
Clinical  Fellowship  Committee.  Financial  support  for  the 
fellow  is  $4,500  a year  with  $540  allowed  annually  for 
each  dependent. 

Applications  must  be  received  by  August  1 for  Novem- 
ber 1,  I960,  consideration.  For  further  information, 

those  interested  may  write  the  Division  of  Scholarships 
and  Fellowships,  Department  of  Professional  Education, 
National  Foundation,  800  Second  Avenue,  New  York  17. 
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DRUG  NOTES 

Triparanol  Shows  Promise 
As  Anti-Cholesterol  Agent 

TRIPARANOL  (a  triaryl-substituted  ethanol  derivative 
commercially  available  from  Merrell)  is  a product  that 
seems  promising  as  an  anticholesterol  agent.  This  com- 
pound directly  inhibits  cholesterol  biosynthesis  in  the  liver 
and  other  tissues. 

This  product  has  been  mentioned  by  the  editors  of 
Chemical  and  Engineering  News  as  a very  significant  de- 
velopment in  medicinal  chemistry.  A recent  comprehensive 
review  by  Dr.  K.  K.  Chen  of  the  Lilly  Research  Labora- 
tories ( Arzneimittel-Forschung:  Vol.  I,  Edited  by  E.  Jucker, 
p.  127,  1959)  summarizes  the  underlying  principles  per- 
tinent to  "Cholesterol  and  Its  Relation  to  Atherosclerosis.” 
Dr.  Chen  indicates  that  the  arteries  of  certain  individuals 
are  genetically  more  vulnerable  than  those  of  others,  for 
the  intima  of  their  blood  vessels  is  easily  susceptible  to 
cholesterol-deposition.  Furthermore,  the  recent  demonstra- 
tion of  the  successful  production  of  atherosclerosis  in  exper- 
imental animals  by  cholesterol  feeding  has  also  encour- 
aged investigators  to  continue  research  in  the  pathogenesis 
of  atherosclerosis  on  the  basis  of  cholesterol  metabolism. 

A biochemical  principle  that  has  received  attention  is 
the  mechanism  by  which  cholesterol  is  biologically  pro- 
duced, and  the  process  responsible  for  its  deposition  along 
the  walls  of  arteries.  Elucidation  of  these  principles  may 
eventually  lead  to  a definite  establishment  of  the  role  that 
cholesterol  metabolism  performs  in  the  pathogenesis  of 
atherosclerosis. 

Scientists  at  the  University  of  Texas  Southwestern  Medi- 
cal School,  Dallas,  have  demonstrated  the  conversion  of 
beta-hydroxy-beta-methylglutaryl  coenzyme-A  to  mevalonic 
acid  as  one  of  the  key  steps  in  cholesterol  biosynthesis.  This 
step  is  only  one  of  approximately  26  biochemical  trans- 
formations that  lead  to  the  biogenesis  of  cholesterol.  Recent 
studies  have  provided  data  that  support  the  belief  that  this 
reaction  is  one  of  the  significant  steps  that  determines  and 
guides  the  overall  process  of  cholesterol  production.  Con- 
sequently, a logical  avenue  of  approach  towards  the  search 
for  anti-cholesterol  agents  is  to  study  agents  that  will  block 
one  of  the  steps  leading  to  cholesterol  biosynthesis.  One 
such  compound  that  seems  promising  in  this  capacity  is 
Triparanol  which  is  believed  to  block  the  biosynthesis  by 
inhibiting  the  chemical  conversion  of  squalene  to  choles- 
terol. 

Triparanol  is  reported  to  exert  a partial  inhibition,  there- 
fore, it  is  suggested  that  sufficient  cholesterol  should  al- 
ways remain  (within  normal  levels)  for  it  to  accomplish 
its  essential  role  as  a major  precursor  of  the  other  essen- 
tial steroidal  metabolites,  such  as  the  sex  hormones  and 
the  adrenal  cortex  hormones.  Triparanol  therapy  results  in 
the  reduction  of  both  serum  and  tissue  cholesterol,  indi- 
cating possible  value  for  patients  with  hypercholeremia  and 
certain  conditions  associated  with  abnormal  cholesterol 
metabolism,  including  coronary  artery  diseases,  generalized 
atherosclerosis,  etc.  This  product  is  reported  to  be  well 
tolerated  within  the  suggested  dose  levels,  but  is  contra- 
indicated during  pregnancy  since  it  is  a cholesterol  inhibi- 
tor and  cholesterol  performs  an  essential  role  in  the  devel- 
opment of  the  fetus. 

Other  synthetic  compounds  that  also  have  been  studied 
as  anticholesterol  agents  include  a series  of  compounds 
related  to  Triparanol.  Certain  aromatic  acids  such  as  phenyl- 
butyric  acid  and  its  amide  derivatives  are  reported  to  lower 
plasma  cholesterol  and  also  are  believed  to  affect  the  bio- 
synthesis of  cholesterol.  These  phenylbutyrate  derivatives 


are  believed  to  function  as  cholesterol  inhibitors  -by  sup- 
pression of  coenzyme-A  activity. 

Numerous  other  therapeutic  measures  for  the  control  of 
blood  cholesterol  have  been  tried.  Certain  vitamins,  amino 
acids,  and  lipotropic  agents  have  been  studied  as  potential 
hypocholesterolic  agents.  Much  clinical  interest  has  centered 
around  members  of  the  B-complex  vitamins.  Nicotinamide, 
pantothenic  acid,  and  pyridoxine  have  been  advocated  pri- 
marily due  to  suggestive  evidence  obtained  from  experi- 
mental animal  studies.  Cystine  and  methionine  are  the 
amino  acids  that  have  received  more  extensive  study.  Lipo- 
tropic agents  that  have  received  attention  include  choline, 
inositol,  lecithin,  betaine,  etc. 

It  is  of  interest  to  note  the  appended  lengthy  and  partial 
list  of  pharmaceutical  products  available  for  the  correction 
of  cholesterol  metabolism: 

Alestrol  (Testagar) 

safflower  oil , pyridoxine 
Arcofac  (Armour) 

linoleic  acid,  pyridoxine 
Atheroxin  (Gray) 
corn  oil,  pyridoxine 

Beta-Methischol  (U.  S.  Vitamin  Corporation) 

choline,  inositol,  methionine,  B,«,  betaine  monohydrate, 
liver  concentrate 
B-Tropic  (Vale) 

choline,  inositol,  B,.  B>,  niacin 
Cholimeth  (Central) 

choline,  inositol,  methionine,  Bn 
Chylipase  ( Columbus ) 
betaine,  thyroid,  steapsin 
C.M.I.  (Haskell) 

choline,  inositol,  methionine,  Bn 
Covitral  (Flint-Eaton) 

choline,  vitamins  Be  and  C,  folic  acid,  intrinsic  factor 
concentrate 

Cytellin  (Sitosterols,  Lilly) 

B-  and  dihydro-B-sitosterols 
Delphicol  (Lederle) 

choline,  inositol,  methionine,  B,s,  folic  acid,  acetyl 
methionine 

Ebicol  (M.  R.  Thompson) 

choline,  inositol,  nat.  B complex,  potassium  acetate 
E.F.A.  (Columbus) 
soybean  lecithin,  Be 
Geratose  ( Patch ) 

choline,  desiccated  liver,  tocopherol 
Geriatrone  (U.  S.  Vitamin  Corporation) 

inositol,  B:,  B>,  Be,  Bn,  niacin,  pantothenic  acid,  betaine 
monohydrate,  betaine  hydrochloride,  liver  concentrate, 
yeast  extract,  pancreatin,  pepsin,  glycerophosphate 
Gericaps  (Sherman) 

choline,  inositol,  vitamins  A,  B,,  B>,  Be,  C,  niacin, 
pantothenic  acid,  rutin 
Gerizyme  (Upjohn) 

choline,  inositol,  Bi,  B,,  Be,  Bn,  niacin,  pantothenic 
acid,  liver  concentrate,  ferrous  gluconate,  calcium  glyc- 
erophosphate 

Hepa-Desicol  (Parke,  Davis) 

choline,  inositol,  methionine,  desicol,  betaine 
Incholip  ( Flint-Eaton ) 
choline,  inositol 
Inochol  (National) 

choline,  inositol,  methionine 
Lenic  ( Crookes-Barnes ) 

linoleic,  linolenic,  oleic,  tetraenoic,  pentaenoic  and 
hexaenoic  acids 
Linodoxine  (Pfizer) 

linoleic  acid,  pyridoxine,  mixed  tocopherols 
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Linoleic  Acid,  E and  B«  (West- Ward) 

safflower  oil,  mixed  tocopherols,  pyridoxine 
Lipocaps  (Lakeside) 

choline,  inositol,  methionine 
Lipoliquid  (Lakeside) 
choline,  inositol,  Bn 
Lipomic  ( Chicago  Pharmacal ) 

choline,  inositol,  methionine,  liver  concentrate,  Bn 
Lipophilate  ( Brewer ) 

choline,  inositol,  methionine,  liver  extract 
Lipotaine  (Stuart) 

choline,  Bn  betaine  from  monohydrate,  liver  fraction 
1 N.F. 

Lipothyn  (Flint-Eaton) 

choline,  inositol,  methionine,  x-tocopherol  acetate,  Bn 
Lipotinic  (Wampole) 

choline,  inositol,  methionine,  Bt,  Bi,  Be,  Bn,  niacin, 
pantothenic  acid,  folic  acid,  iron,  liver-stomach 
Lipotropin  (Vascular) 
choline,  inositol,  Be, 

Litrison  (Roche) 

choline,  methionine,  vitamins  A,  Bi,  Bt,  Be,  Bn,  niacin, 
pantothenic  acid,  folic  acid,  ephynal  acetate,  biotin 
Lufa  (U.  S.  Vitamin  Corporation) 

unsaturated  fatty  acids,  pyridoxine,  choline  bitartrate, 
methionine,  inositol,  desiccated  liver,  vitamins  Bn  and 
E 

Methcolate  (Ascher) 
choline,  methionine 

Methischol  (U.  S.  Vitamin  Corporation) 

choline,  inositol,  methionine,  Bn,  liver  concentrate 
Methoponex  (Rawl) 

choline,  inositol,  methionine,  B,,  Be,  Be,  Bn,  niacin, 
pantothenic  acid,  folic  acid,  whole  liver,  biotin,  amino 
acids 

Monichol  ( Ives-Cameron ) 

choline,  inositol,  polysorbate  80 
Saff  (Abbott) 

oil  from  seeds  of  safflower 
Safplex  (Lloyd,  Dabney  & Westerfield) 

linoleic  acid,  pyridoxine  HCl,  mixed  tocopherols 
Sirnositol  (Reed  & Carnrick) 
choline,  inositol 
Soya  Lecithin  ( Glidden ) 
oil-free  lecithin 
Vascutum  (Schenley) 

choline,  inositol,  methionine,  Be,  Bn,  ascorbic  acid, 
quercetin 

Vastran  Forte  (Wampole) 

nicotinic  acid,  ascorbic  acid,  riboflavin,  Bi,  Be,  Bn,  cal- 
cium pantothenate 
Wychol  (Wyeth) 
choline,  inositol 

(For  a comprehensive  compilation  of  related  pharma- 
ceutical products  refer  to  "American  Drug  Index”  by  Wil- 
son and  Jones,  J.  B.  Lippincott  Company,  I960  Edition.) 

— Jaime  N.  Delgado,  M.S.,  Austin. 


* * * 


The  challenge  ahead  is  not  so  much  a matter  of  length- 
ening life  but  of  making  it  more  productive  and  satisfy- 
ing. It  is  not  a question  of  more  years  but  of  better  years 
which  is  likely  to  become  a major  goal  of  medical  science 
in  collaboration  with  the  social  sciences,  psychology  and 
other  fields  during  the  next  few  decades. — Willard  C. 
Rappleye,  M.D.,  Report  of  President  of  Josiah  Macy,  Jr., 
Foundation,  March  14,  I960. 


OF  GENERAL  INTEREST 

Personals 

Dr.  N.  A.  Elder  of  Nixon  has  been  able  to  resume  his 
practice  after  a long  convalescence  at  home  following  seri- 
ous injuries  suffered  in  a fall  on  Christmas  Eve. 

Dr.  John  C.  Eurnham,  Jr.,  and  Miss  Huberta  Sain  But- 
ler were  married  in  Alice  recently. 

Dr.  William  C.  Holt,  Angleton,  was  honored  on  Doc- 
tor’s Day  by  the  Brazoria  County  Medical  Society  Woman’s 
Auxiliary  as  being  the  physician  who  has  practiced  medi- 
cine longest  (30  years)  in  Brazoria  County.  He  first  came 
to  the  county  as  part-time  prison  physician,  also  establish- 
ing a private  practice.  Dr.  Holt  was  the  subject  of  a feature 
story  in  the  Houston  Post  March  31. 

Retiring  from  practice  is  Dr.  C.  M.  Cash  of  San  Benito, 
who  was  96  years  old  April  19  and  has  been  one  of  the 
few  Texas  doctors  over  90  still  actively  practicing  medi- 
cine. President  of  the  Cameron-Willacy  County  Medical 
Society  in  1.937,  he  was  named  "General  Practitioner  of 
the  Year”  by  the  Texas  Medical  Association  in  1953  and 
an  honorary  member  of  the  Association  the  following  year. 

Dr.  May  Owen,  President  of  the  Texas  Medical  Associa- 
tion, addressed  the  graduating  class  of  Southwestern  Medi- 
cal School  of  the  University  of  Texas  May  21  at  the  Dallas 
Country  Club.  The  occasion  was  an  annual  luncheon  spon- 
sored by  the  First  Texas  Pharmaceutical  Company,  Inc., 
which  has  honored  graduating  classes  thus  for  the  past  54 
years.  Faculty  and  staff,  as  well  as  the  company’s  personnel, 
attended. 

Dr.  and  Mrs.  R.  G.  McCorkle,  Jr.,  of  Austin  are  the 
parents  of  a daughter,  Sybil  June,  born  on  March  23,  I960. 

Dr.  Ray  K.  Daily,  Houston,  was  one  of  11  women  physi- 
cians in  America  to  be  named  a 1959  "Medical  Woman  of 
the  Year”  by  members  of  the  American  Medical  Women’s 
Association. 

Dr.  Victor  Calma,  Galveston,  has  been  appointed  to  the 
medical  advisory  committee.  National  Health  and  Safety 
Committee,  Boy  Scouts  of  America. 

Dr.  G.  W.  N.  Eggers,  Galveston,  has  been  elected  presi- 
dent of  the  American  Board  of  Orthopedic  Surgeons. 

Recently  elected  a regional  director  of  the  American 
Cancer  Society  of  Texas  was  Dr.  J.  Layton  Cochran,  San 
Antonio. 

Dr.  Ronald  R.  Harrell  of  Grand  Prairie  and  Miss  Nancy 
Claire  Tabb  were  married  in  Houston  March  5,  I960. 

A son,  George  William  III,  was  born  to  Dr.  and  Mrs. 
George  William  Apple,  Jr.,  in  Plano  December  12,  1959- 

Dr.  and  Mrs.  James  Ferrero,  San  Antonio,  are  the  parents 
of  a daughter,  and  Dr.  and  Mrs.  James  I.  Lindsay,  Bryan, 
of  their  first  son. 

Dr.  Virginia  Sugg  Stovall  of  San  Antonio  became  Mrs. 
Vernon  W.  Furrow  in  wedding  rites  read  in  that  city 
March  4.  After  a cruise  to  Hawaii,  the  couple  was  to  be 
at  home  in  Tucson,  Ariz. 

Dr.  Franklin  L.  Crawford  of  Cedar  Hill  recently  was 
elected  to  the  City  Council  of  that  city. 

Dr.  Walter  Reifslager,  Austin,  has  been  named  president- 
elect of  the  Mental  Health  Association  of  Austin-Travis 
County. 

First  physician  to  be  named  to  the  Brackenridge  Hospital 
Advisory  Board  by  Austin’s  City  Council  is  Dr.  M.  D.  Mc- 
Cauley, Austin. 

Dr.  Giles  W.  Day  of  Fort  Worth  is  the  author  of  a book 
of  poems,  "Sky-Borne,”  published  recently. 

Dr.  H.  E.  Nicholson,  veteran  Wheeler  County  physician, 
was  honored  at  a dinner  by  the  Wheeler  Chamber  of 
Commerce  April  19-  In  the  chief  address  of  the  evening, 
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Judge  George  Hefley  cited  Dr.  Nicholson’s  establishment  of 
Wheeler’s  first  hospital  in  1922,  his  presidency  of  the 
the  school  board,  his  Shrine  and  church  -work. 

Miss  Catherine  Carroll  Cayo,  daughter  of  Dr.  and  Afrr. 
Edward  A.  Cayo,  San  Antonio,  became  Mrs.  Gene  LeGrand 
Felkner  in  a June  3 ceremony  performed  at  Queen  of 
the  Holy  Rosary  Catholic  Church  in  the  Alamo  City. 

A son,  John  Watts,  was  born  to  Dr.  and  Mrs.  Richard 
D.  McConchie,  Aransas  Pass,  on  April  30. 

Sam  Jenkins,  Jr.,  son  of  Dr.  and  Mrs.  Y.  S.  Jenkins  of 
Taft  who  is  a sophomore  at  the  University  of  Texas  Dental 
College  in  Houston,  married  Miss  Archie  Kimmey  of 
Houston  April  14. 

Dr.  Davenport  West,  77,  son  of  the  late  Dr.  Hamilton 
A.  West,  early  member  of  the  staff  of  the  University  of 
Texas  Medical  Branch  and  John  Sealy  Hospital,  died  in 
Nassau  March  29,  I960,  while  on  a winter  vacation. 

Dr.  C.  Fred  Lehmann,  San  Antonio,  has  been  elected 
vice-president  of  the  American  Academy  of  Dermatology 
and  Syphilology. 

New  Single  Insurance  Forms 
Available  for  Doctors'  Offices 

A new  all-purpose  single  claim  form  has  been  developed 
by  the  Health  Insurance  Council  to  be  used  in  lieu  of 
insurance  company  forms  which  do  not  comply  with  the 
simplified  claim  forms  approved  by  H.I.C. 

Two  years  ago  Texas  Medical  Association  distributed  to 
all  its  members  a booklet  describing  simplified  claim  forms 
developed  for  the  insurance  industry  by  the  Health  Insur- 
ance Council,  and  the  program  received  widespread  support 
from  insurance  companies.  In  the  interest  of  greater  sim- 
plification separate  group  and  individual  insurance  forms 
were  developed  for  use  by  the  insurance  companies.  Com- 
panies were  asked  to  use  only  those  questions  they  needed 
to  satisfy  their  claim  practices  for  the  particular  plan  of 
insurance,  but  the  exact  phrasing  and  order  of  questions 
recommended  by  the  Council  is  required  and  all  approved 
forms  are  identified  by  the  H.I.C.  symbol. 

The  new  single  form  is  for  the  use  of  the  attending 
physician  only  in  lieu  of  noncomplying  company  forms. 
It  has  been  approved  by  the  American  Medical  Associa- 
tion’s Council  on  Medical  Service. 

The  Steck  Company,  Austin,  has  printed  and  stocked 
the  new  form  and  agreed  to  furnish  specimen  copies  to  all 
members  of  the  Association.  Designated  as  form  No. 
COMB-1  by  Steck,  the  forms  will  be  provided  in  pads  of 
100,  lithographed  on  good  bond  paper  in  brown  ink  to 
contrast  with  written  entries  in  blue  or  black  ink.  For 
physicians  who  wish  to  make  duplicate  or  triplicate  forms, 
the  company  will  provide  snap-out  sets  with  carbons. 


New  Cerebral  Palsy  Pamphlet  Out 

"Cerebral  Palsy — Hope  Through  Research"  is  the  title 
of  a newly-released  brochure  of  the  United  States  Public 
Health  Service.  A discussion  of  the  medical  research  attack 
on  cerebral  palsy,  it  was  written  by  the  National  Institute 
of  Neurological  Diseases  and  Blindness. 

Single  free  copies  may  be  obtained  from  the  Public 
Health  Service,  Washington,  D.  C.  Quantity  orders  cost 
$3  per  100  copies  from  the  Superintendent  of  Documents, 
Government  Printing  Office,  Washington  25,  D.C. 


County  Surveys  Obtain  Information 
On  Problems  of  Elderly  Residents 

Recognition  of  problems  of  the  aged  in  this  country  has 
led  to  much  controversy  and  conjecture  on  this  ever- 
increasing  element  of  our  population. 

In  Texas  alone,  700,000  people  are  estimated  to  be 
above  the  65  year  mark;  more  than  1,200,000  will  likely 
be  in  this  age  bracket  by  1975.  Out  of  every  dozen  persons 
in  the  state,  about  one  is  in  the  "elderly”  classification. 

On  the  surface  these  facts  appear  to  be  encouraging. 
Doesn’t  it  mean,  after  all,  that  medical  science  has  length- 
ened the  life  span  of  man,  an  apparently  desirable  goal  of 
every  human  being?  But,  obviously,  from  the  conjecture 
and  controversy,  there  is  another  side  of  the  coin. 

Now  that  man  has  made  it  possible  for  this  age  bracket 
to  exist,  what  does  he  do  with  people  in  its  confines?  From 
many  areas  come  reports  that  these  individuals  are  poorly 
housed,  are  in  need  of  adequate  health  care,  and  are 
financially  unable  to  make  ends  meet.  In  addition  they 
cannot  get  or  keep  gainful  or  recreational  employment  or 
pursuits.  Conversely,  of  course,  many  do  have  adequate  pro- 
visions and  occupations,  and  they  live  under  better  cir- 
cumstances than  some  younger  individuals.  But  what  of 
those  who  are  either  unable  or  not  ajlowed  to  care  for 
themselves?  Their  lives  may  become  only  an  area  of  space — 
a period  of  waiting  to  die. 

In  an  effort  to  assist  these  people  to  be  of  service  to 
themselves  and  to  society,  and  to  resolve  their  many  other 
problems,  next  year  a White  House  Conference  on  Aging 
will  be  held  in  which  it  is  hoped  these  problems  can  be 
answered. 

But  in  preparation  for  this  national  meeting,  extensive 
local  groundwork  is  being  laid.  In  order  to  get  the  facts, 
grass  roots  evidence  is  being  sought  through  county  com- 
mittees. A county  chairman  has  been  named  to  organize 
county  committees  and  hold  local  meetings.  These  groups 
have  gathered  information  and  studied  conditions  at-  the 
local  level. 

The  initial  survey,  which  was  to  be  completed  by  May 
15,  was  designed  to  obtain  facts  on  six  major  topics — 
population  trend,  income  and  employment,  welfare,  health, 
education  and  recreation,  and  housing.  Secretaries  and  pres- 
idents of  county  medical  societies  have  been  notified  of  the 
surveys  and  urged  to  see  that  members  are  consulted  re- 
garding health  needs  of  the  aged  in  their  counties.  This, 
according  to  Dr.  Russell  L.  Deter  of  El  Paso,  Vice-President 
of  the  Association,  who  is  coordinating  all  activities  of  the 
Association  on  matters  of  aging,  is  "an  effort  to  establish 
a platform  of  certain  issues  and  certain  positive  stands 
on  the  problem."  When  the  platform  is  established,  all 
county  societies  and  presidents  will  be  contacted  again  and 
urged  to  support  the  objectives. 

Physicians  and  county  medical  societies  can  help  keep 
undesirable  and  inappropriate  legislation  from  being  formu- 
lated upon  by  actively  participating  in  this  groundwork. 
This  must  be  done,  locally,  if  doctors  really  want  to  have 
a voice  in  this  multi-phased  question. 

Early  in  September,  the  Governor  of  Texas  will  call  a 
state-wide  Conference  on  Aging,  at  which  time  this  infor- 
mation will  be  presented.  Recommendations  then  will  go 
to  the  White  House  Conference  in  January. 

The  basis  for  both  of  these  conferences  will  come,  how- 
ever, from  information  gathered  and  evaluated  by  a state 
advisory  committee  on  the  problems  and  from  local  county 
groups — a vital  and  opportune  point  for  physicians  and 
county  medical  societies  to  contribute. 


442 


TEXAS  State  Journal  of  Medicine,  JUNE,  1960 


Two  Texas  VA  Hospitals  Among 
Coccidioidomycosis  Researchers 

Successful  results  in  use  of  surgery  for  coccidioidomy- 
cosis of  the  lungs,  a fungus  disease  resembling  tuberculosis, 
are  reported  from  an  18-hospital  Veterans  Administration- 
Armed  Forces  cooperative  study  of  the  disease  in  which 
Houston  and  Kerrville  hospitals  participated. 

Dr.  David  Salkin  of  San  Fernando,  Calif.,  said  the 
research  shows  that  with  proper  selection  of  cases  and 
attention  to  medical  detail,  complications  of  surgery  for 
pulmonary  coccidioidomycosis  are  no  greater  than  surgery 
complications  for  tuberculosis  of  the  lungs.  Apart  from  the 
use  of  amphotericin-B,  which  is  under  study  in  the  re- 
search, he  said  there  is  no  specific  therapeutic  agent  for 
coccidioidomycosis.  Lung  surgery  for  the  fungus  infection 
should  be  regarded  in  the  same  light  as  lung  surgery  for 
tuberculosis  prior  to  development  of  the  modern  anti- 
tuberculosis drugs,  he  added. 

The  study  to  date  includes  716  coccidioidomycosis  pa- 
tients treated  during  1955-1958. 


New  Quarterly  on  Child  Health 
Begins  Publication  via  Grant 

"Toxic  Episodes  in  Children”  is  the  title  of  a new 
quarterly  publication,  first  issued  in  March,  by  Excerpta 
Medica,  the  international  medical  abstracting  service,  and 
Kinney  and  Company,  pharmaceutical  manufacturers  in 
Columbus,  Ind. 

Designed  for  the  medical  profession,  the  quarterly  will 
be  made  up  of  current  abstracts  from  worldwide  medical 
literature  and  prepared  and  published  by  the  Excerpta 
Medica  Foundation  in  Amsterdam,  the  Netherlands,  under 
direction  of  O.  M.  De  Vaal,  editor. 

' "We  are  pleased  to  make  the  necessary  finances  available 
on  an  annual  basis  to  Excerpta  Medica,”  says  Harry  Kinney, 
president  of  the  American  company.  "At  the  outset  we  plan 
to  send  it  to  selected  pediatricians  and  medical  libraries. 
Each  issue  will  contain  about  15  abstracts.  Should  any 
physicians  wish  translations  or  copies  of  the  original  article 
abstracted  in  'Toxic  Episodes  in  Children,’  the  nonprofit 
Foundation  will  supply  them  for  a moderate  fee.  It  will 
also  provide  microfilms  or  photo  copies  of  an  original 
article  abstracted  in  the  publication.” 


Nursing  League  Releases  Pamphlet 

A new  pamphlet,  entitled  "Adventure  in  Interaction,” 
has  been  released  by  the  National  League  for  Nursing,  for 
the  purpose  of  communicating  its  own  story  and  goals. 

According  to  the  pamphlet,  "this  new  day  in  health  care 
creates  partnership  between  nurses  and  other  people,  be- 
tween nursing  and  other  professions.”  The  National  League 
for  Nursing  program  developed  out  of  the  rapid  increase 
in  need  for  nursing  care  and  the  involvement  with  so  many 
facets  of  national  life  that  nurses  working  alone  could  not 
meet  the  need.  Organized  in  1952,  the  league  has  an  ex- 
tensive program  for  working  with  state  and  local  leagues 
for  nursing,  regional  councils  of  state  leagues,  individual 
members,  and  interactive  agencies  to  meet  the  nursing  needs 
of  people. 

Copies  of  the  folder  are  available  on  request  from  the 
National  League  for  Nursing,  10  Columbus  Circle,  New 
York  19. 


Guide  on  Health  Insurance 

The  first  edition  of  the  "Source  Book  of  Health  Insurance 
Data,”  a compilation  of  statistical  and  other  factual  ma- 
terial charting  the  growth  of  health  insurance  through 
voluntary  insuring  organizations  in  the  United  States  is 
available  to  editorial  and  research  people,  educators,  stu- 
dents, doctors,  and  others  interested  in  financing  medical 
care. 

The  reference  guide  on  health  insurance  contains  the 
results  of  a variety  of  surveys  conducted  by  leading  associa- 
tions of  insurance  companies,  other  health  insuring  plans, 
and  government  agencies,  as  well  as  hospital  and  medical 
groups. 

Those  interested  may  receive  the  booklet  for  25  cents 
per  copy  by  writing  to  the  Health  Insurance  Institute,  488 
Madison  Avenue,  New  York  22. 


Venereal  Disease  Information  Available 

The  Venereal  Disease  Branch,  Communicable  Disease 
Center,  United  States  Department  of  Health,  Education 
and  Welfare  Public  Health  Service,  has  established  and  will 
maintain  a mailing  key  for  the  distribution  of  informational 
copies  of  new  venereal  disease  educational  materials  as 
they  become  available. 

Approximately  three  times  a year,,  collections  of  world- 
wide venereal  disease  literature  for  professional  persons  are 
abstracted  and  published  under  the  title:  "Abstracts  of  Cur- 
rent Literature  on  Venereal  Disease.”  This  is  distributed  by 
a separate  mailing  key. 

Persons  desiring  to  be  included  on  either  or  both  of  those 
mailing  keys  should  write  to  Dr.  William  J.  Brown,  50 
Seventh  Street,  N.E.,  Atlanta  23,  Ga. 


World  Publication  on  Neurology 

Inauguration  of  worldwide  reporting  of  advances  in  the 
rapidly  developing  field  of  neurological  sciences  through  its 
new,  official  medical  journal  World  Neurology  has  been 
announced  by  the  World  Federation  of  Neurology,  inter- 
national group  representing  neurology  societies  in  42  na- 
tion. 

Scheduled  for  monthly  publication  beginning  July,  I960, 
World  Neurology  medical  papers  will  be  printed  in  four 
languages — French,  German,  English,  and  Spanish.  Editorial 
offices  will  be  in  the  United  States,  and  the  journal  will  be 
published  by  Lancet  Publications,  division  of  Modern  Medi- 
cine Publications,  Inc.,  Minneapolis. 


Ophthalmologist's  Offer  Fellowships 

Six  new  fellowships  for  residents  in  ophthalmology  have 
been  announced  by  the  Guild  of  Prescription  Opticians  of 
America,  Inc. 

To  be  awarded  July  1,  I960,  each  fellowship  will 
amount  to  $1,800,  payable  in  monthly  stipends  over  the 
period  of  a 3-year  residency.  Grants  are  limited  to  resi- 
dencies at  approved  institutions  where  full  3-year  resi- 
dencies are  offered,  but  residencies  may  begin  at  any  time 
during  the  year.  Further  information  is  available  from 
Fellowships,  Guild  of  Prescription  Opticians  of  America, 
Inc.,  110  East  23rd  Street,  New  York  10. 
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Bibliography  on  Retrolental  Fibroplasia 

In  1940  retrolental  fibroplasia  was  virtually  nonexistent, 
but  by  1949  there  had  been  a great  many  cases.  Retrolental 
fibroplasia  has  become  the  largest  single  cause  of  child 
blindness  in  this  country,  and  greater  than  all  other  causes 
of  child  blindness  combined.  The  following  is  literature  on 
this  subject  which  can  be  found  in  the  Memorial  Library 
of  the  Texas  Medical  Association  in  Austin: 

Campbell,  K. : Intensive  Oxygen  Therapy  as  a Possible 
Cause  of  Retrolental  Fibroplasia:  A Clinical  Approach,  M.J. 
Australia  2:48-50  (July  14)  1951. 

Crosse,  V.  M.,  and  Evans,  P.  J.:  Prevention  of  Retrolental 
Fibroplasia,  A.M.A.  Arch.  Ophth.  43:83-87  (July)  1952. 

Editorial:  Retrolental  Fibroplasia  and  Oxygen,  J.  Pediat. 
44:122-123  (Jan.)  1954. 

Editorial:  Overuse  of  Oxygen  and  Retrolental  Fibro- 
plasia, J.  Pediat.  46:252-25 4 (Feb.)  1955. 

Eliasoph,  I.  I.:  Physiological  Reevaluation  of  the  Reti- 
nopathy of  Prematurity,  A.M.A.  Arch.  Ophth.  58:495-504 
(Oct.)  1957. 

Engle,  M.  A.,  and  Levin,  S.  Z. : Response  of  Small  Pre- 
mature Infants  to  Restriction  of  Supplementary  Oxygen, 
A.M.A.  Am.  J.  Dis.  Child.  89:316-324  (March)  1955. 

Hepner,  W.  R.,  Jr.:  Retrolental  Fibroplasia — Current 
Notes,  A.M.A.  Am.  J.  Dis.  Child.  88:356-361  (Sept.) 
1954. 

Jaeger-Lee,  D.:  Oxygen  Control  Policies  for  Premature 
Infants  in  Georgia,  J.M.A.  Georgia  43:22-25  (Jan.)  1959. 

Kinsey,  V.  E. : Caution  in  Oxygen  Therapy  to  Prevent 
Retrolental  Fibroplasia,  Pediatrics  18:511  (Sept.)  1956. 

Kinsey,  V.  E.,  and  others:  Retrolental  Fibroplasia — Co- 
operative Study  of  Retrolental  Fibroplasia  and  the  use  of 
Oxygen,  A.M.A.  Arch.  Ophth.  56:481-543  (Oct.)  1956. 

Lanman,  J.  T.;  Guy,  L.  P.;  and  Dancis,  J.:  Retrolental 
Fibroplasia  and  Oxygen  Therapy,  J.A.M.A.  153:223-226 
(May  15)  1954. 

Lanman,  J.  T. : Control  of  Oxygen  Therapy  for  the  Pre- 
vention of  Retrolental  Fibroplasia,  J.  Pediat.  46:365-368 
(March)  1955. 

Letourneau,  C.  U. : Retrolental  Fibroplasia,  Hospitals 
28:109-112  (Aug.)  1954. 

Letourneau,  C.  U. : Preventing  Retrolental  Fibroplasia, 
Hospital  Management  86:47-48  (Aug.),  86:46-47  (Sept.) 
1958. 

Parmelee,  A.  H.,  Jr.;  Cutsforth,  M.  G.;  and  Jackson, 
C.  L. : Mental  Development  of  Children  with  Blindness 
Due  to  Retrolental  Fibroplasia,  A.M.A.  Am.  J.  Dis.  Child. 
96:641-654  (Dec.)  1958. 

Parmelee,  A.  H,  Jr.;  Fiske,  C.  E.;  and  Wright,  R.  H.: 
Development  of  Ten  Children  with  Blindness  as  a Result 
of  Retrolental  Fibroplasia;  A Four-year  Longitudinal  Study, 
A.M.A.  Am.  J.  Dis.  Child.  98:198-220  (Aug.)  1959. 

Patz,  A.,  and  others:  Studies  on  the  Effect  of  High  Oxy- 
gen Administration  in  Retrolental  Fibroplasia:  Nursery  Ob- 
servations, Am.  J.  Ophth.  35:1248-1253  (Sept.)  1952. 

Patz,  Arnall:  Role  of  Oxygen  in  Retrolental  Fibroplasia 
— E.  Mead  Johnson  Award  Address,  Pediatrics  19:504-524 
(March)  1957. 

Patz,  Arnall:  Retrolental  Fibroplasia,  Pediat.  Clin.  North 
America  239-247  (Feb.)  1958. 


Pediatric  Research  Conference,  M & R Laboratories,  Ret- 
rolental Fibroplasia:  Role  of  Oxygen,  Sixteenth  Conference, 
1955. 

Rothmund,  H.  I.  M.,  and  others:  Field  Study  of  Retro- 
lental Fibroplasia  in  Maryland,  Pediatrics  14:455-460 
(Nov).  1954. 

Smith,  C.  A.:  Oxygen  and  Retrolental  Fibroplasia,  Mod. 
Hosp.  84:49-50,  162  (Feb.)  1955. 


Gifts  to  the  Library 

Dr.  Morris  Davidson,  Austin,  19  journals,  2 books,  7 
bulletins. 

Dr.  Walter  C.  Goddard,  Austin,  42  journals,  32  books. 
Dr.  Henry  L.  Hilgartner,  Jr.,  Austin,  10  journals. 

Dr.  Richard  O.  Hunter,  Austin,  725  journals. 

Dr.  J.  Edward  Johnson,  Austin,  7 journals. 

Dr.  Georgia  F.  Legett,  Austin,  41  journals. 

Dr.  Robert  W.  Loveless,  Bastrop,  128  journals. 

Dr.  Albert  D.  Pattillo,  Austin,  49  journals,  3 books. 

Dr.  B.  M.  Primer,  Austin,  46  journals. 

Dr.  Henry  Snyderman,  Plainview,  60  books. 

Dr.  Louis  J.  Stahl,  Gonzales,  72  journals. 

Dr.  William  S.  Terry,  Jefferson,  474  books. 

Dr.  R.  T.  Wilson,  Houston,  1 book. 


^ Books 


Books  Newly  Acquired 

Pan  American  Health  Organization:  First  International 
Conference  on  Live  Poliovirus  Vaccines,  Washington,  June 
22-29,  1959.  , 

Roemer,  Milton  I.,  Editor:  Henry  E.  Sigerist  on  the  So- 
ciology of  Medicine,  New  York,  MD  Publications,  1960. 

Schmidt,  J.  E.:  Baby  Name  Finder,  Springfield,  Charles 
C Thomas,  I960. 

Schwiegk,  H.,  Chairman:  Diurese  und  Diuretica  ein  In- 
ternationales Symposion,  Berlin,  Springer-Verlag,  1959. 

Shryock,  Richard  Harrions:  Medicine  and  Society  in 
America  1660-1860,  New  York,  N.  Y.  University  Press, 
I960. 

Smith,  Homer  W.:  From  Fish  to  Philosopher,  Boston, 
Little,  Brown  and  Co.,  1959. 

Top,  Franklin  Henry:  Handbook  of  Communicable  Dis- 
eases, ed.  4,  St.  Louis,  C.  V.  Mosby,  I960. 

Year  Book  of  Orthopedics  and  Traumatic  Surgery, 
1959-60,  Chicago,  Year  Book  Publishers,  I960. 

Year  Book  of  Urology,  1959-60,  Chicago,  Year  Book 
Publishers,  I960. 

Ochsner,  Alton:  Smoking  and  Health,  New  York,  Juli- 
an Messner,  1959. 

Antibiotics  Annual,  1959-60,  New  York,  Antibiotica, 
Inc.,  1960. 

Hall,  Robert  E.:  Nine  Months’  Reading,  New  York, 
Doubleday,  I960. 

Miale,  John  B. : Laboratory  Medicine — Hematology,  St. 
Louis,  C.  V.  Mosby,  1958. 

Miller,  James  G.,  ed.:  Pharmacology  and  Clinical  Useful- 
ness of  Carisoprodol,  Detroit,  Wayne  State  University  Press, 
1959. 

Picker  X-Ray  Corporation:  Handbooks  for  Hospital  X- 
Ray  Department  Planning,  White  Plains,  N.  Y.,  1959. 

Rees,  Thomas  Richard:  / Prescribe  Laughter,  New  York, 
Vantage  Press,  I960. 
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Schifferes,  Justus  J.:  Family  Medical  Encyclopedia , New 
York,  Perma  Books,  1959. 

Texas  Research  League:  Children’s  Services  of  the  Texas 
Department  of  Public  Welfare,  Austin,  I960. 


Book  Notes 

Biopsy  Manual 

JAMES  D.  Hardy,  M.D.,  Professor  and  Chairman  of  the 
Department  of  Surgery,  University  of  Mississippi  School  of 
Medicine,  and  James  C.  Griffin,  JR.,  M.D.,  Assistant  In- 
structor in  Surgery,  Administrative  Chief  Resident  in  Surgery, 
National  Cancer  Institute  Trainee,  University  of  Mississippi 
School  of  Medicine,  and  JORGE  A.  Rodriguez,  M.D.,  Assist- 
ant Professor  of  Surgical  Anatomy,  Department  of  Surgery, 
University  of  Mississippi  School  of  Medicine.  141  pages. 
S6.50.  Philadelphia  and  London,  W.  B.  Saunders  Company, 
1959. 

"Biopsy  Manual”  incorporates  the  experience  gained  by 
Dr.  Hardy  and  the  surgery  department  of  the  University  of 
Mississippi.  It  is  dearly  and  concisely  written,  and  is  well 
illustrated  by  Dr.  Rodriguez  of  the  Department  of  Surgical 
Anatomy.  The  drawings  are  especially  helpful  in  their  clar- 
ity and  accuracy. 

All  the  areas  and  types  of  biopsy  encountered  in  a busy 
surgical  practice  are  covered  in  "Biopsy  Manual.”  Dr. 
Hardy  stresses  the  point  of  adequacy  of  biopsy  for  diag- 
nostic purposes  as  well  as  the  efficacy  of  the  various  meth- 
ods of  biopsy.  This  handbook  will  prove  especially  valuable 
to  the  student,  and  to  the  surgeon  who  wishes  a quick 
reference  manual  on  the  important  subject  of  the  adequate 
biopsy. 

— Walter  C.  Barnes,  Jr.,  M.D.,  Texarkana. 

Preventive  Medicine  in  World  War  II; 

Communicable  Diseases 

Col.  John  Boyd  Coates,  Jr.,  MC,  Editor  in  Chief;  Ebbe 
CURTIS  Hoff,  Ph.D.,  M.D.,  Editor  for  Preventive  Medicine; 
Phebe  M.  Hoff,  M.A.,  Assistant  Editor.  544  pages.  $5.50. 
Washington,  D.  C.,  Office  of  the  Surgeon  General,  Depart- 
ment of  the  Army,  1958. 

For  any  young  man  who  faces  military  service  in  our 
far  flung  bases,  this  book  is  a valuable  addition  to  his 
library.  It  would  assist  him  should  he  be  dealing  with 
scrub  typhus  in  the  Southwest  Pacific,  with  amebiasis  in 
China,  Burma,  or  India,  or  with  filariasis  in  the  South 
Pacific. 

It  will  save  the  young  officer  considerable  worry  and 
difficulty  if  he  reads  the  vast  fund  of  accumulated  infor- 
mation placed  at  his  disposal  in  this  carefully  prepared 
publication  on  communicable  diseases  he  might  encounter. 
It  has  a global  outlook  on  the  matter.  It  not  only  concerns 
itself  with  many  diseases  encountered  in  various  parts  of 
the  world,  but  it  also  concentrates  on  the  trouble  spots  in 
our  own  continental  limits,  whether  it  be  epidemics  of 
measles,  mumps,  gonorrhea,  streptococcal  sore  throats,  men- 
ingococcal meningitis,  infectious  hepatitis,  coccydioidomy- 
cosis,  or  even  the  lowly  childhood  disease  of  chickenpox. 
The  book  gives  a rundown  on  these  diseases,  their  mode 
of  spread,  incidence,  incubation  periods,  time  lost,  and 
morbidity  and  mortality  tables,  and  it  factually  presents 
the  information  so  that  any  opinions  expressed  have  sound 
backing. 

Particular  attention  is  given  to  the  six  internationally 
quarantinable  diseases  (cholera,  plague,  yellow  fever,  louse 
borne  typhus  fever,  louse  borne  relapsing  fever,  and  small- 
pox). Diseases  of  military  importance  encountered  for  the 
first  time  during  World  War  II  were  schistosomiasis  and 
filariasis.  It  is  interesting  to  note  that  as  the  war  continued 


the  incidence  of  scabies  climbed.  Sand  fly  fever  put  in  its 
appearance  with  its  own  special  problems  of  control,  and 
dengue,  which  had  almost  been  forgotten,  reached  epi- 
demic proportions  in  some  Pacific  theaters.  Diseases  trans- 
mitted chiefly  through  the  respiratory  tract  come  in  for 
considerable  discussion,  particularly  the  viral  types  such 
as  influenza;  their  epidemiology,  incidence,  and  methods 
of  control  are  discussed.  A good  deal  of  attention  is  de- 
voted to  the  viral  types  and  basic  research  that  is  going  on 
in  the  field.  Measles,  mumps,  psittacosis,  epizootics  all 
come  in  for  their  proportionate  amount  of  discussion. 

Diphtheria,  meningococcal  meningitis,  pneumonias,  and 
streptococcal  infections  take  up  90  pages  of  this  text, 
emphasizing  once  again  the  important  role  played  by 
infectious  bacterial  diseases  by  way  of  the  respiratory  tract, 
followed  by  adequate  sections  on  tuberculosis  and  coccydi- 
oidomycosis. 

I suppose  that  anyone  who  has  served  in  the  armed 
forces  has  been  impressed  also  with  the  phenomena  of 
diarrhea  and  dysentery.  More  than  200  pages  are  devoted 
to  the  diseases  of  the  gastrointestinal  system.  Anyone  who 
has  had  his  flock  come  down  with  either  salmonella  or 
staphylococcal  food  poisoning  will  be  interested  in  reading 
this  section.  It  covers  everything  from  Entamoeba  histo- 
lytica to  typhoid  fever  and  all  the  common  dysenteries. 
Illustrations  with  lessons,  both  at  home  and  in  the  various 
theaters,  suggest  the  needed  vigilance  to  avoid  both  the 
bacillary  and  protozoal  forms  of  dysentery.  The  importance 
of  seasonal  variations  and  the  influence  of  weather  and 
climate  are  discussed.  The  enormous  amount  of  work  being 
done  in  identifying  the  different  types  of  salmonella  is  of 
interest  to  me  because  of  a recent  local  outbreak. 

Because  of  our  climate  in  the  summer  months  in  Texas, 
every  practicing  physician  would  do  well  to  read  not  only 
the  section  on  food  poisoning  in  relation  to  salmonella, 
but  also  the  section  on  staphylococcal  and  streptococcal 
food  poisoning  and  botulism. 

— Joe  C.  Rude,  M.D.,  Austin. 

De  Magnete 

William  Gilbert,  Translated  by  P.  Fleury  Mottelay.  358 
pages.  S2.  New  York,  Dover  Publications,  Inc.,  1958. 

The  author  of  "De  Magnete”  was  a physician  at  the 
court  of  Elizabeth  I.  Most  historians,  in  describing  the 
glories  of  the  Elizabethan  Era,  might  mention  that  the 
Queen’s  physician  was  a rather  versatile  fellow  who  wrote 
a book  on  magnetism.  In  the  long  run,  however,  William 
Gilbert  may  have  had  a greater  influence  on  history  than 
Elizabeth  herself. 

"De  Magnete”  was  the  foundation  for  the  next  250 
years  of  discovery  in  the  fields  of  electricity  and  magnetism. 
It  marked  the  beginning  of  modern  scientific  methods,  and 
it  demolished  superstitions  that  had  lingered  since  the  Dark 
Ages. 

Gilbert’s  explanation  of  magnetism  was  so  thorough  that 
it  encompassed  nearly  everything  known  about  the  subject 
up  to  the  Nineteenth  Century.  His  illustrations  and  dia- 
grams of  lodestones,  compasses,  lines  of  force,  terrestrial 
magnetism,  and  other  phenomena  are  as  fresh  and  dear 
as  his  language. 

The  Ciba  Collection  of  Medical  Illustrations 

Volume  3,  A compilation  of  Paintings  of  the  Normal  and 
Pathologic  Anatomy  of  the  Digestive  System,  Part  1,  Upper 
Digestive  Tract,  Prepared  by  FRANK  H.  Netter,  M.D.,  Edited 
by  ERNST  OPPENHEIMER,  M.D.,  Commissioned  and  pub- 
lished by  CIBA.  189  pages. 


TEXAS  State  Journal  of  Medicine,  JUNE,  I960 


445 


Physical  Diagnosis 

JOHN  A.  PRIOR,  M.D.,  Professor  of  Medicine,  Ohio  State 
University  College  of  Medicine,  Columbus,  and  JACK  S.  SlL- 
BERSTEIN,  M D.,  Clinical  Associate  Professor  of  Medicine, 
Ohio  State  University  College  of  Medicine,  Columbus.  388 
pages.  $7.50.  St.  Louis,  C.  V.  Mosby  Company,  1959. 

A well-written  book  on  how  to  take  a good  history  and 
do  a complete  physical  examination,  "Physical  Diagnosis” 
treats  each  region  of  the  body  in  a simple,  complete 
manner. 

"By  tjecessity,  the  book  is  strongly  oriented  toward  the 
organic,  but  in  history-taking  the  student  also  should  be 
prompted  to  watch  the  patient’s  emotional  relationships  to 
those  closest  to  him,  emotional  and  illness  reaction  pat- 
terns during  each  crisis,  and  emotional  stresses  at  the 
time  of  onset  of  each  illness,  and  finally  to  correlate 
these  with  the  behavior  of  the  patient  during  the  more 
unpleasant  parts  of  the  examination.”* 

Dr.  Prior  tells  how  to  obtain  significant  information  and 
positive  findings  about  specific  diseases.  Common  disease 
entities  and  pathological  conditions  are  mentioned.  Pri- 
marily written  for  the  medical  student,  the  book  offers  any 
general  practitioner  much  valuable  information  when  he 
is  doing  a physical  examination.  Some  of  the  sections  of 
the  book  include  discussions  of  the  following:  laryngos- 
copy, neurology,  pediatric  examination,  and  eye,  ear,  nose, 
and  throat. 

The  authors  have  done  a fine  job  of  covering  a large 
subject  and  have  presented  the  material  in  an  interesting, 
well-balanced  manner. 

Synthesis  and  Organization  in  the  Bacterial  Cell 
Ciba  Lectures  in  Microbial  Biochemistry 

E.  F.  Gale,  Director  of  the  Medical  Research  Council  Unit 
for  Chemical  Microbiology,  Department  of  Biochemistry,  Uni- 
versity of  Cambridge,  England.  104  pages.  New  York,  John 
Wiley  & Sons,  Inc.,  London,  Chapman  & Hall,  Ltd.,  1959- 

Material  in  this  small  book  was  the  basis  of  the  lectures 
given  at  the  Ciba  Institute  of  Microbiology,  Rutgers,  the 
state  university  of  New  Jersey.  The  theme  is  biosynthesis 
with  emphasis  on  the  synthesis  of  proteins  and  nucleic 
acids.  The  author  has  served  as  Herter  Lecturer  (Johns 
Hopkins),  Harvey  Lecturer  (New  York),  and  Leeuwenhoek 
Lecturer  (Royal  Society,  London). 

Psychopharmacology  Frontiers 

NATHAN  S.  Kline,  M.D.,  Director  of  Research,  Rockland 
State  Hospital,  Orangeburg,  N.  Y.,  and  Assistant  Professor  of 
Clinical  Psychiatry,  College  of  Physicians  and  Surgeons, 
Columbia  University.  533  pages.  $10.  Boston  and  Toronto, 
Little,  Brown  and  Company,  1959- 

Dr.  Kline’s  book  should  be  properly  titled,  "Proceedings 
of  the  Psychopharmacology  Symposium  of  the  Second  Inter- 
national Congress  of  Psychiatry.”  The  symposium  included 
more  than  90  participants  from  more  than  a dozen  coun- 
tries of  the  world. 

The  book  adequately  covers  the  present  concepts  of  drug 
therapy  in  psychiatry  while  avoiding  a narrow  psychophar- 
macological  approach  to  the  treatment  of  psychiatric  ill- 
ness. Unfortunately,  since  it  represents  a condensation  of 
many  papers  by  many  different  authors,  there  is  much 
repetition  and  the  reader  is  placed  in  the  position  of  study- 
ing the  entire  field  and  arriving  at  his  own  conclusions. 
The  term,  "neuroleptic,”  is  used  to  replace  the  more  com- 
mon terms,  "tranquilizers”  and  "ataraxics,”  and  most  of 

*)ournal  of  the  American  Medical  Association.  209:880 
(June  13)  1959. 


the  contributors  emphasize  that  drugs  are  not  specific  for 
specific  mental  diseases,  but  that  they  affect  certain  symp- 
toms, or  syndromes,  common  to  a great  variety  of  psychi- 
atric illnesses. 

This  collection  of  papers  is  of  value  to  the  psychiatrist 
interested  in  somatic  procedures  and  is  readable  for  other 
physicians  desirous  of  familiarizing  themselves  with  the 
field. 

— Charles  L.  Bloss,  M.D.,  Dallas. 

Principles  of  Pathology 

HOWARD  C.  HOPPS,  M.D.,  Professor  and  Chairman,  Depart- 
ment of  Pathology,  University  of  Texas  Medical  Branch,  Gal- 
veston. 301  pages.  $6.95.  New  York,  Appleton-Century- 
Crofts,  Inc.,  1959- 

Writing  clearly,  concisely,  and  with  a feeling  for  using 
only  the  necessary  distinctive  words,  the  author  of  this 
textbook  produced  an  understandable  and  flowing  progres- 
sive description  of  the  changes  which  make  an  abnormal 
state. 

Causative  agents,  the  associated  chemical  and  immuno- 
logical processes,  structural  changes,  physiological  altera- 
tions, a generalization  of  treatment,  and  future  expectancy 
are  used  to  describe  the  onset,  progress,  and  terminal  status 
of  the  abnormal  states.  After  initial  definitions  and  histori- 
cal backgrounds  are  given,  these  abnormal  states  are 
grouped  under  circulatory  disturbances,  disturbances  of 
growth  and  development,  degenerative  processes  and  dis- 
orders directly  related  to  metabolism,  inflammation,  and 
neoplasia. 

Included  is  an  appendix  of  normal  weights  and  measures 
and  the  normal  values  of  commonly  used  laboratory  tests, 
prefixes,  and  suffixes  used  in  pathology,  and  basic  prin- 
ciples of  histopathologic  sections.  All  parts  of  the  book 
give  valuable  information,  but  the  chapter  on  inflamma- 
tion is  of  particular  interest. 

Marginal  drawings  are  pleasing  and  are  well  and  accu- 
rately made,  giving  a visual  aid  to  understanding  not  pos- 
sible in  photographs.  These  are  immediately  adjacent  to 
the  printed  material  which  they  illustrate.  Concise  graphs 
and  charts  compress  subject  matter. 

For  the  student  this  text  will  make  the  subject  one  that 
is  interesting  and  easily  learned,  and  for  the  reviewing 
physician  the  subject  is  made  clearer  than  it  was  remem- 
bered. 

— Mildred  Cariker,  M.D.,  Marshall. 

From  Magic  to  Science 

CHARLES  Singer.  248  pages.  $2.  New  York,  Dover  Publica- 
tions, Inc.,  1959. 

"From  Magic  to  Science”  is  a scholarly  presentation  of 
science  under  the  Roman  Empire,  the  decline  of  science 
during  the  Middle  Ages,  and  its  gradual  rebirth  toward 
the  end  of  the  Twelfth  Century.  In  the  autobiographical 
preface,  the  author  states  that  the  essays  were  written  some 
30  years  ago  and  published  in  various  publications.  They 
were  collected  because  they  showed  the  continuous  devel- 
opment of  a single  line  of  thought.  Frequent  quotations 
and  translations  give  some  feeling  of  the  distant  world,  and 
numerous  photographs  and  figures  illustrate  many  Roman 
and  Medieval  manuscripts. 

These  new  Dover  paperback  editions  feature  chemically 
treated  paper,  sewn-in  signatures,  and  very  readable  type. 

Baby  Name  Finder 

J.  E.  SCHMIDT,  Ph.B.S.,  M.D.,  Litt.D.,  President,  The  Amer- 
ican Society  of  Grammatolators;  Chairman,  National  Associa- 
tion on  Standard  Medical  Vocabulary.  389  pages.  $10.50. 
Springfield,  111.,  Charles  C Thomas,  I960. 
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night;  2,  Sunday  night;  3,  Tuesday  afternoon)  for  which 
the  delegate  was  seated.] 

[At  the  first  meeting,  1 65  persons  were  present  with  126 
seats  of  elected  delegates  and  39  seats  of  ex  officio  mem- 
bers filled  (2  elected  delegates  held  ex  officio  membership, 
3 ex  officio  members  held  other  ex  officio  memberships,  1 
alternate  delegate  held  ex  officio  membership ) . At  the 
second  meeting  162  were  present,  including  121  elected 
delegates  and  41  ex  officio  (2  elected  delegates  held  ex 
officio  memberships,  3 ex  officio  members  held  other  ex 
officio  memberships,  1 alternate  delegate  held  ex  officio 
membership).  At  the  third  meeting,  151  were  present,  in- 
cluding 109  delegates  and  42  ex  officio  (2  elected  delegates 
held  ex  officio  memberships,  3 ex  officio  members  held 
other  ex  officio  memberships,  1 alternate  delegate  held  ex 
officio  membership).] 


Texas  Medical 
Association 

Fort  Worth , April  9-12 , 1960 


MINUTES  OF  HOUSE  OF  DELEGATES 
—FIRST  MEETING 


[The  House  of  Delegates  of  the  Texas  Medical  Associa- 
tion convened  at  8 p.m.,  Saturday,  April  9,  I960,  in  the 
Ballroom  of  Hotel  Texas,  Fort  Worth,  Texas.  Dr.  Charles 
F.  Hardwicke,  Austin,  presided  as  Speaker  of  the  House 
of  Delegates;  Dr.  James  D.  Murphy,  Fort  Worth,  served  as 
Vice-Speaker.] 

[The  Credentials  Committee  reported  a quorum  present.] 
[The  meeting  was  declared  to  be  in  session,  and  Dr. 
John  Wootters,  Houston,  delivered  the  invocation.] 

Speaker  Hardwicke:  The  first  order  of  business  is  the 
reading  of  the  minutes  of  the  previous  session.  The  chair 
will  entertain  a motion  that  the  minutes  be  accepted  as 
published  in  the  June  issue  of  the  1959  Journal. 

[The  delegates  so  moved  and  the  motion  carried.] 
[Speaker  Hardwicke  then  announced  tellers  for  the  ses- 
sion: Dr.  R.  V.  Brasher,  Fort  Worth,  chairman;  Dr.  George 
Jones,  Dallas;  Dr.  Madison  Lee,  Tyler;  Dr.  O.  H.  Chandler, 
Ballinger;  Dr.  Ben  Primer,  Austin.] 


MEMBERSHIP  OF  HOUSE  OF  DELEGATES 

[The  membership  of  the  House  of  Delegates  established 
by  the  Reference  Committee  on  Credentials  at  this  and 
subsequent  meetings  follow.  The  number  after  the  name 
of  the  county  society  indicates  the  number  of  delegates 
for  which  the  society  was  eligible;  the  numbers  after  the 
name  of  a delegate  indicate  the  meetings  (1,  Saturday 


Editor's  Note:  Throughout  the  Transactions  brackets 
indicate  material  not  in  the  verbatim  transcript.  Some  of  the 
material  not  in  brackets  has  been  condensed. 


Elected  Delegates 

Anderson-Houston-Leon,  1. — John  L.  Dean,  Jr.,  1,  2,  3. 
Andreivs-Ector-Midland,  2. — Edward  T.  Driscoll,  1; 
George  W.  Horton,  1,  2,  3. 

Angelina,  1.- — Gail  Medford,  Jr.,  1,  2,  3. 
Armstrong-Donley-Childress-Collingsivorth-Hall-  Wheeler, 
1. — James  A.  Odom,  1,  2. 

Atascosa,  1 . — 

Austin-Waller,  1. — 

Bastrop-Lee,  1. — James  W.  Thomas,  1,  2. 
Baylor-Knox-Haskell,  1. — T.  S.  Edwards,  1,  2. 

Bee-Live  Oak-McMullen,  1. — 

Bell,  2. — John  W.  Padgett,  1,  2;  James  D.  Wilson,  3. 
Bexar,  6. — John  C.  Meadows,  1,  2;  Jack  B.  Lee,  2;  A.  F. 
Clark,  Jr.,  1,  2,  3;  Max  E.  Johnson,  1,  2,  3;  Jack  M.  Par- 
tain,  1,  2,  3;  John  H.  Bohmfalk,  1,  2. 

Borden-Dickens-Garza-Kent-King-  Scurry  - Stonewall,  1 . — 
Charles  R.  Cockrell,  2. 

Bosque-Hamilton,  1. — V.  D.  Goodall,  1,  2,  3. 

Bowie,  1 . — 

Brazoria,  1. — W.  D.  Nicholson,  1,  2,  3. 
Brazos-Robertson,  1. — J.  C.  Gallagher,  1,  2,  3. 
Brooks-Duval-]im  Wells,  1. — 

Brown-Comanche-Mills-San  Saba,  1. — S.  Braswell  Locker, 
1,  3. 

Caldwell,  1. — 

Cameron-W illacy , 2. — Hunter  Scales,  1,  2,  3;  Dudley 
Lancaster,  1,  2,  3. 

Camp-Morris-Titus,  1. — James  E.  Ball,  1,  2. 

Cass-Marion,  1. — Joe  D.  Nichols,  1,  2,  3- 
Cherokee,  1. — G.  M.  Hilliard,  1,  2,  3. 

Clay-Montague-W ise,  1. — James  T.  Darwin,  1,  3- 
Coleman,  1. — Roy  R.  Lovelady,  1,  2. 

Collin,  1. — Tom  E.  Linstrum,  1,  2,  3. 

Colorado-Fayette,  1. — J.  C.  Laughlin,  1,  2,  3. 

Comal,  1. — Arthur  W.  Bergfeld,  1,  2. 

Cooke,  1. — James  W.  Atchison,  1,  3. 

Coryell,  1. — O.  W.  Lowrey,  2,  3. 

Crane-Upton-Reagan,  1. — J.  L.  Wright,  Jr.,  1,  2,  3- 
Dallam-Hartley-Sherman-Moore,  1. — Duane  W.  Mere- 
dith, 1,  2,  3. 

Dallas,  12. — Guy  T.  Denton,  Jr.,  1,  3;  David  W.  Carter, 

1,  2,  3;  Frank  H.  Kidd,  Jr.,  1,  2,  3;  George  M.  Jones,  1, 

2,  3;  Oscar  Marchman,  Jr.,  2,  3;  George  V.  Launey,  1,  2, 
3;  John  S.  Chapman,  1,  3;  Arnott  DeLange,  1,  2,  3;  Glenn 

D.  Carlson,  1,  2,  3;  Charles  Max  Cole,  1;  Floyd  A.  Nor- 
man, 3;  Stephen  W.  Cobb,  3;  Lester  H.  Quinn,  2,  3. 

Daw  son -Lynn -Terry -Gaines -Yoakum,  1. — Douglas  B. 
Black,  1,  2,  3. 

Deaf  Smith-Parmer-Castro-Oldham-Sivisher,  1. — Clarence 

E.  Hicks,  1,  2. 

Denton,  1. — Hal  V.  Norgaard,  2. 
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DeWitt,  1. — Frank  A.  Prather,  1,  2,  3. 
Eastland-Callahan-Stephens-Shackelford-Throckmorton,  1 . 
— James  C.  Whittington,  1,  2. 

Ellis,  1. — Herbert  Donnell,  1,  2,  3. 

El  Paso,  3. — Merle  D.  Thomas,  1,  2,  3;  Russell  L.  Deter, 
1,  2,  3;  Ira  A.  Budwig,  1,  2,  3. 

Erath-Hood-Somervell,  1. — Homer  V.  Hedges,  1,  2. 

Falls,  1. — Howard  O.  Smith,  1,  2,  3. 

Freestone,  1. — John  H.  Keller,  Jr.,  3. 

Galveston,  3. — W.  T.  Anderson,  1,  3;  Joseph  C.  Magli- 
olo,  1,  2,  3;  Edward  J.  Lefeber,  1,  2,  3. 

Gonzales,  1. — Dr.  Odon  F.  von  Werssowetz,  1,  2. 
Grayson,  1. — Rene  G.  Gerard,  2,  3- 
Gregg,  1. — 

Grimes,  1. — C.  M.  Hansen,  1,  3. 

Guadalupe,  1. — Herbert  G.  Liberty,  1,  2,  3. 
Hale-Floyd-Briscoe,  1. — Marvin  C.  Schlecte,  1,  2,  3. 
Hardeman-Cottle-F oard-Motley , 1. — 

Flardin-Tyler,  1. — 

Flarris,  14. — Thomas  J.  Vanzant,  1;  Thomas  P.  Kenner- 
ly,  1,  2,  3;  Howard  T.  Barkley,  2;  William  F.  Renfrow, 

1,  2,  3;  J.  Griffin  Heard,  1,  2,  3;  Thomas  L.  Royce,  1,  3; 
Charles  D.  Reece,  1,  2;  William  E.  Sharp,  1,  2,  3;  Wendell 

H.  Hamrick,  1,  2,  3;  George  W.  Waldron,  1,  2,  3;  C. 
Forrest  Jorns,  1,  2,  3;  J.  Stanley  Oliver,  1,  2,  3;  Bill  Rob- 
ins, 1,  2;  George  D.  Bruce,  2,  3;  William  M.  Sherrill,  2,  3; 
Hiram  P.  Arnold,  1,  3;  Ed  S.  Crocker,  3;  Robert  K.  Blair, 

2,  3. 

Harrison,  1. — R.  G.  Granbery,  1,  2,  3. 

Hays-Bianco,  1. — Ray  E.  Bullard,  1,  2,  3. 

Henderson,  1. — L.  L.  Cockerell,  1,  2,  3. 

Hidalgo-Starr,  1. — P.  D.  Terrell,  1,  2,  3. 

Hill,  1. — Dick  K.  Cason,  1,  2,  3. 

Hopkins-Franklin,  1. — 

Howard-Martin-Glasscock,  1. — R.  B.  G.  Cowper,  1. 
Hunt,  1. — L.  H.  Leberman,  2,  3. 

Jasper-N  ewton,  1 . — 

Jefferson,  3. — Paul  R.  Meyer,  1,  2,  3;  John  M.  White, 
Jr.,  1,  3;  George  G.  Gill,  1,  2,  3. 

Johnson,  1. — J.  Peters,  1,  3. 

Karnes-Wilson,  1. — Jerry  W.  Oxford,  1. 

Kaufman,  1. — G.  H.  Alexander,  1,  2,  3. 
Kerr-Kendall-Gillespie-Bandera,  1. — C.  B.  Matthews, 

Kerrville,  1,  3. 

Kimhle-Mason-Menard-McCulloch,  1. — B.  A.  Hallum,  Jr., 

I. 

Kleberg-Kenedy,  1. — 

Lamar-Delta,  1. — N.  L.  Barker,  1,  2,  3. 
Lamb-Bailey-Hockley-Cochran,  1. — William  C.  Nowlin, 
1,  2,  3. 

Lampasas-Burnet-Llano,  1. — Ray  L.  Shepperd,  1,  2,  3. 
LaSalle-Frio-Dimmit,  1. — Emmet  N.  Wilson,  Jr.,  1,  2,  3. 
Lavaca,  1. — Herman  W.  Gaddis,  1,  2,  3. 
Liberty-Chambers,  1. — A.  L.  Delaney,  1,  2. 

Limestone,  1. — 

Lubbock-Crosby,  2. — Grady  M.  Wallace,  1,  2,  3;  A.  Lee 
Hewitt,  2. 

McLennan,  2. — Howard  Dudgeon,  Jr.,  1,  2,  3;  Wm.  N. 
Roddy,  1,  2. 

Medina-Uvalde-Maverick-Val  V erde-Edwards-Real-Kinney- 
Terrell-Zavala,  1. — Dean  P.  Dimmitt,  1. 

Milam,  1. — S.  H.  Richardson,  1,  2,  3. 

Montgomery,  1. — 

Nacogdoches,  1. — Frank  Beall,  1,  2,  3. 

Navarro,  1. — Paul  H.  Mitchell,  1,  2,  3. 
Nolan-Fisher-Mitchell,  1. — T.  D.  Young,  1,  2,  3. 

Nueces,  3. — Fred  W.  Hartwick,  1,  2,  3;  Thomas  L.  York, 
1;  Damon  C.  Bernwanger,  1,  2. 

Orange,  1. — 

Palo  Pinto-Parker-Y oung-Jack- Archer,  1. — Jack  Edison, 
1,  2,  3. 


Panola,  1 . — 

Pecos-Jeff  Davis-Presidio-Brewster,  1.— D.  J.  Sibley,  1, 
2,  3. 

Potter -Randall,  2. — Charles  B.  Sadler,  1,  2,  3;  William 
Klingensmith,  1,  2. 

Red  River,  1. — 

Reeves-  Ward-  W inkler-Lovtng  - Culberson  - Hudspeth,  1 . — 

C.  A.  Robinson,  2. 

Runnels,  1. — O.  H.  Chandler,  1,  2,  3. 

Rusk,  1. — Lloyd  Deason,  1,  2,  3. 

San  Patricio- Aransas-Refugio,  1. — C.  A.  Selby,  1,  2,  3. 
Shelby-San  Augustine-Sabine,  1. — 

Smith,  1. — Madison  J.  Lee,  Jr.,  1,  2,  3. 

Tarrant,  5. — T.  L.  Shields,  1,  2;  Mai  Rumph,  1,  2,  3; 

R.  V.  Brasher,  1,  2,  3;  W.  P.  Higgins,  Jr.,  2;  Drue  O.  D. 
Ware,  1,  2,  3. 

Taylor-Jones,  1.- — Willis  J.  Bray,  1,  2,  3. 

Tow  Green  Eight,  1. — Tom  Hunter,  1,  2,  3. 

Top  O'  Texas,  1. — Raymond  Hampton,  1,  2,  3. 

Travis,  3. — E.  K.  Blewett,  1,  2,  3;  Frederick  C.  Lowry, 
1,  2,  3;  Benjamin  M.  Primer,  1,  3. 

Upshur,  1. — 

Van  Zandt,  1. — H.  A.  Baker,  1,  2,  3. 

V ictoria-Calhoun-Goliad,  1. — Ern  Mooney,  1,  2. 
Walker-Madison-Trinity,  1. — Sam  R.  Barnes,  2,  3. 
Washington-Burleson,  1. — George  V.  Pazdral,  1,  2,  3. 

W ebb -Zap  at  a- Jim  Hogg,  1. — Joaquin  G.  Cigarroa,  Jr., 
1,  2. 

Wharton- Jackson- Matagorda-Fort  Bend,  1.  — Granville 
Horton,  1,  2,  3. 

rfctot,  B.— J.  D.  Hall,  1,  2,  3;  R.  L.  Daily,  1,  2,  3. 
Wilbarger,  1. — 

Williamson,  1. — J.  J.  Johns,  1,  2. 

Wood,  1.— 

Ex  Officio  Members 

President. — F.  W.  Yeager,  Corpus  Christi,  1,  2,  3. 
President-Elect. — May  Owen,  Fort  Worth,  1,  2,  3. 

V ice-President. — Barton  Park,  Dallas,  1,  2,  3. 

Secretary. — J.  M.  Travis,  Jacksonville,  2,  3. 

Treasurer. — T.  H.  Thomason,  Fort  Worth,  1,  2,  3. 
Speaker  of  the  House  of  Delegates. — Charles  P.  Hard- 
wicke,  Austin,  1,  2,  3. 

Vice-Speaker  of  the  House  of  Delegates. — James  D. 
Murphy,  Fort  Worth,  1,  2,  3. 

Trustees. — R.  W.  Kimbro,  Cleburne,  1,  2,  3;  G.  V. 
Brindley,  Temple,  1,  2,  3;  Byron  P.  York,  Houston,  1,  2, 
3;  Troy  A.  Shafer,  Harlingen,  1,  2,  3;  J-  B.  Copeland,  San 
Antonio,  1. 

Councilors. — C.  E.  Oswalt,  Jr.,  Fort  Stockton,  1,  2,  3; 
Henrie  E.  Mast,  Midland,  1,  2,  3;  William  H.  Gordon, 
Lubbock,  1,  3;  Walter  Walthall,  San  Antonio,  1,  2,  3; 

S.  W.  Bohmfalk,  Weslaco,  1,  2,  3;  David  Wade,  Aus- 
tin, 1,  2,  3;  Carlos  E.  Fuste,  Jr.,  Alvin,  1,  2;  James  H. 
Sammons,  Highlands,  1,  2;  Herbert  H.  Duke,  Baytown,  3; 
R.  H.  Bell,  Palestine,  1,  2,  3;  Tom  M.  Oliver,  Waco,  1,  3; 
Travis  Smith,  Abilene,  1,  2,  3;  R.  Mayo  Tenery,  Waxa- 
hachie,  1,  2,  3. 

AMA  Delegates. — John  K.  Glen,  Houston,  1,  2,  3;  G.  W. 
Cleveland,  Austin,  1,  2,  3;  James  H.  Wooten,  Columbus,  3; 

T.  C.  Terrell,  Fort  Worth,  1,  2,  3;  M.  O.  Rouse,  Dallas, 
1,  2,  3;  J.  C.  Terrell,  Stephenville,  1,  2,  3. 

AMA  Alternate  Delegates. — John  L.  Otto,  Galveston,  2; 
Ridings  E.  Lee,  Dallas,  1,  2,  3;  E.  P.  Hall,  Jr.,  Fort  Worth, 
1,  2,  3;  George  Turner,  El  Paso,  1,  2,  3;  J.  L.  Cochran, 
San  Antonio,  1,  2,  3. 

Members  of  Council  on  Medical  Jurisprudence. — Robert 

D.  Moreton,  Fort  Worth,  1,  2,  3;  John  M.  Smith,  Jr.,  San 
Antonio,  1,  2,  3;  J-  W.  Rainer,  Odessa,  2,  3;  A.  H.  Daniell, 
Brownfield,  2,  3. 
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Chairman,  Council  on  Annual  Session. — L.  Bonham 
Jones,  San  Antonio,  1,  2,  3. 

Chairman,  Council  on  Public  Relations  & Public  Service. 
— Joe  R.  Donaldson,  Pampa,  1,  2,  3. 

Chairman,  Council  on  Medical  Education  & Hospitals. — 
John  L.  Matthews,  San  Antonio,  1,  2,  3. 

Chairman,  Council  on  Scientific  Advancement. — J.  E. 
Miller,  Dallas,  1,  2,  3. 

Chairman,  Council  on  Medical  Service  and  Insurance. — • 
Harvey  Renger,  Hallettsville,  2,  3. 

Chairman,  Council  on  Constitution  and  By-Laws. — John 
F.  Thomas,  Austin,  1,  2,  3. 

Reference  Committees 

Reference  Committee  on  Credentials. — A.  H.  Daniell, 
Brownfield,  Chairman;  Loyd  Deason,  Henderson,  Vice- 
Chairman;  James  W.  Thomas,  Smithville;  James  C.  Whit- 
tington, Eastland;  J.  L.  Wright,  Jr.,  Big  Lake;  John  M. 
White,  Jr.,  Port  Arthur;  James  A.  Odom,  Memphis;  Gran- 
ville Horton,  Wharton. 

Board  of  Councilors  as  a Reference  Committee. — C.  E. 
Oswalt,  Jr.,  Fort  Stockton,  Chairman;  Travis  Smith,  Abi- 
lene, Vice-Chairman;  Henrie  E.  Mast,  Midland;  William  H. 
Gordon,  Lubbock;  O.  H.  Chandler,  Ballinger;  Walter  Wal- 
thall, San  Antonio;  Stanley  W.  Bohmfalk,  Weslaco;  David 
Wade,  Austin;  Carlos  E.  Fuste,  Jr.,  Alvin;  Herbert  H. 
Duke,  Baytown;  Stephen  B.  Tucker,  Nacogdoches;  R.  H. 
Bell,  Palestine;  Tom  M.  Oliver,  Waco;  R.  Mayo  Tenery, 
Waxahachie;  James  E.  Ball,  Mount  Pleasant. 

Board  of  Trustees  as  a Reference  Committee. — R.  W. 
Kimbro,  Cleburne,  Chairman;  G.  V.  Brindley,  Temple, 
Vice-Chairman;  Byron  P.  York,  Houston;  Troy  A.  Shafer, 
Harlingen;  J.  B.  Copeland,  San  Antonio. 

Reference  Committee  on  Constitution  and  By-Laws. — 
John  F.  Thomas,  Austin,  Chairman;  Drue  O.  D.  Ware, 
Fort  Worth,  Vice-Chairman;  Howard  O.  Smith,  Marlin; 
A.  W.  C.  Bergfeld,  New  Braunfels;  Merle  D.  Thomas,  El 
Paso;  John  H.  Bohmfalk,  San  Antonio;  George  W.  Horton, 
Odessa;  Thomas  J.  Vanzant,  Houston;  Guy  T.  Denton, 
Dallas. 

Reference  Committee  on  Legislation  and  Public  Relations. 
— Jack  M.  Partain,  San  Antonio,  Chairman;  Russell  L.  De- 
ter, El  Paso,  Vice-Chairman;  Mai  Rumph,  Fort  Worth;  E.  K. 
Blewett,  Austin;  J.  G.  Cigarroa,  Jr.,  Laredo;  Joseph  C. 
Magliolo,  Dickinson;  C.  Max  Cole,  Dallas;  Wendell  H. 
Hamrick,  Houston;  Madison  J.  Lee,  Tyler. 

Reference  Committee  on  Medical  Service  and  Insurance. 
— David  W.  Carter,  Dallas,  Chairman;  C.  Forrest  Jorns, 
Houston,  Vice-Chairman;  Gail  Medford,  Lufkin;  J.  Layton 
Cochran,  San  Antonio;  George  V.  Pazdral,  Somerville;  Ed- 
ward J.  Lefeber,  Galveston;  Hunter  L.  Scales,  San  Benito; 
N.  L.  Barker,  Paris;  William  C.  Nowlin,  Littlefield. 

Reference  Committee  on  Miscellaneous  Business. — Denton 
Kerr,  Houston,  Chairman;  Claude  Selby,  Sinton,  Vice- 
Chairman;  Walter  A.  Brooks,  Quanah;  P.  D.  Terrell,  Mc- 
Allen; J.  F.  Peters,  Jr.,  Alvarado;  Ray  V.  Brasher,  Fort 
Worth;  W.  R.  Sibley,  Abilene;  Hal  V.  Norgaard,  Denton; 
L.  H.  Leberman,  Commerce. 

Reference  Committee  on  Reports  of  Officers  and  Com- 
mittees.— William  Klingensmith,  Amarillo,  Chairman;  J. 
Griffin  Heard,  Houston,  Vice-Chairman;  R.  L.  Daily,  Wich- 
ita Falls;  Edwin  T.  Driscoll,  Midland;  A.  F.  Clark,  Jr.,  San 
Antonio;  George  V.  Launey,  Dallas;  Frederick  C.  Lowry, 
Austin;  W.  C.  Smith,  Carthage;  J.  J.  Johns,  Taylor. 

Reference  Committee  on  Scientific  Work. — George  W. 
Waldron,  Houston,  Chairman;  O.  W.  Lowrey,  Gatesville, 
Vice  Chairman;  William  D.  Nicholson,  Freeport;  R.  B.  G. 
Cowper,  Big  Spring;  R.  A.  Murray,  Temple;  F.  W.  Hart- 


wick,  Corpus  Christi;  Oscar  Marchman,  Jr.,  Dallas;  James 
B.  Ivers,  Beaumont;  Raymond  Hampton,  Pampa. 

Speaker  Hardwicke:  Our  next  order  of  business  is  the 
address  by  our  President,  Dr.  Franklin  Yeager. 

Speaker  Hardwicke:  This  year,  our  proceedings  in  pre- 
senting reports  differs  from  previous  years  in  that  the 
chairman  of  a council  gives  the  report  for  his  council  and 
all  committees  attached  to  his  council.  He  will  present  the 
highlights  of  the  published  reports  and  summarize  recom- 
mended action.  If  his  council  or  any  of  his  committees 
have  a supplemental  report,  he  will  so  state  and  summar- 
ize its  contents.  You  will  have  your  printed  handbook 
reports  and  multilithed  supplementary  reports  for  more 
detailed  study  and  careful  evaluation  of  their  contents.  If 
a council  chairman  feels  that  a committee  report  cannot 
be  adequately  handled  by  his  summary  and  may  be  of 
extreme  importance  in  the  deliberation  of  this  House,  he 
may  ask  the  committee  chairman  to  report  for  his  com- 
mittee. 

The  Reorganization  Committee  realizes  that  every  com- 
mittee chairman  is  deserving  of  recognition  by  this  House 
and  the  actual  presentation  of  the  work  of  his  committee 
is  the  least  we  can  do,  but  the  amount  of  work  has  be- 
come so  voluminous  that  time  does  not  permit  it  being 
handled  in  the  old  manner  and  the  confusion  of  us  all 
result  in  the  multiplicity  of  reports.  Reports  will  be  re- 
ferred to  Reference  Committees  as  in  the  past. 


6.  ADDRESS  OF  PRESIDENT 

I appreciate  the  standing  ovation.  I feel  that  it  is  as  it 
should  be,  realizing,  of  course,  that  it  is  for  the  office 
and  not  the  man.  It  is  my  hope  that  in  the  future,  as  in 
the  past,  and  I hope  as  I have  done,  the  dignity  of  the 
office  has  been  upheld. 

The  first  thing  I must  do  is  to  offer  praise  to  our  Central 
Office  Staff  and  to  our  Legal  Counsel.  I have  never  seen 
a harder  working  or  more  efficient  group  of  people.  Their 
dedication  to  medicine  is  wonderful  to  behold.  Such  serv- 
ice as  theirs  deserves  the  deepest  gratitude  of  every  mem- 
ber of  the  Texas  Medical  Association.  Mr.  Williston,  Don 
Anderson,  Jon  Hornaday,  Harriet  Cunningham,  Martha 
Owens,  and  Phil  Overton  all  have  contributed  greatly  this 
year.  They  have  seen  me  through  many  a rough  spot.  And 
I would  like  to  thank  Harriet  Cunningham  at  this  time 
particularly  for  the  way  she  has  helped  a nonwriter  with 
a terrific  task  of  writing  the  monthly  editorials. 

Now,  I know  that  you  are  looking  forward  to  the  com- 
ing year  when  you  will  be  under  the  leadership  of  Dr. 
May  Owen.  Our  organization  will  surely  advance  under 
her  leadership  and  guidance.  Dr.  Owen  is  an  outstanding 
woman,  an  outstanding  scientist,  but  best  of  all,  an  out- 
standing doctor. 

I also  want  to  thank  the  Executive  Board  which  has 
meant  so  much  to  me  and  which  has  backed  me  in  such 
a wonderful  manner.  Dr.  B.  E.  Park,  our  Vice-President, 
Dr.  Herbert  Thomason,  our  Treasurer,  Dr.  J.  M.  Travis, 
our  Secretary,  and  the  heads  of  the  various  councils,  com- 
mittees, and  boards  as  form  the  Executive  Board. 

1.  Requirements  of  the  Presidency 

One  year  ago,  I stood  before  you  and  stated  that  this 
year  would  be  experimental  in  one  aspect.  I wanted  to  see 
if  an  individual  outside  of  a group  could  afford  to  accept 
the  job  of  President  of  this  Association,  and,  if  so,  could 
he  possibly  devote  enough  time  to  the  task  to  do  an  ade- 
quate job.  I now  bring  you  the  answers  as  best  I can. 
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During  the  past  12  months  I have  traveled  some  37,000 
miles  on  Association  business — 14,000  miles  by  plane  and 
23,000  miles  by  automobile.  Figured  at  the  lowest  possible 
rate  of  5 cents  per  mile,  this  would  amount  to  $1,850.  My 
automobile  was  utilized  as  much  as  possible  as  by  driving 
at  night  I could  be  in  my  office  the  maximum  amount  of 
time.  Although  having  had  the  good  fortune  to  remain 
healthy  and  vigorous  during  the  year  and  having  been  able 
to  endure  the  night  driving,  tight  scheduling  of  surgical 
procedures,  and  long  hours  in  the  office  when  at  home, 
nevertheless,  my  income  dropped  some  $6,000  over  the  year 
before.  Now,  the  minimal  figure  of  $600  is  added  for  such 
things  as  travel  expense,  hotel  rooms,  meals,  tips,  added 
cleaning  and  pressing  costs,  garage  storage,  and  what  not. 
This  brings  the  total  expense  of  office  at  a minimal  figure 
of  $8,450. 

From  past  observations  I felt  it  awkward  for  the  Presi- 
dent to  render  an  expense  account  to  the  Board  of  Trustees 
at  the  end  of  the  year.  We  all  know  the  Association  can- 
not afford  to  underwrite  all  the  expenses  of  the  President. 
In  the  past,  either  the  President  has  had  to  under  report 
his  expenses  to  such  a degree  that  he  felt  he  was  actually 
contributing  more  than  should  be  required,  or,  the  Board 
of  Trustees  felt  a little  on  the  cheap  side  by  having  to  ask 
him  to  reduce  his  budget  request.  Before  this  year  started, 
I went  to  the  Board  of  Trustees  and  asked  for  the  flat  sum 
of  $2,500  to  offset  my  expenses  whatever  they  might  be. 
They  agreed  to  this  and  I feel  that  it  has  been  more 
satisfactory  from  both  sides.  I recommend  that  this  arrange- 
ment be  made  a permanent  procedure.  I feel  that  the 
benefits  in  the  years  to  come  and  the  signal  honor  of  rep- 
resenting you  offset  the  difference. 

Now,  whether  or  not  I have  done  an  adequate  job  as 
your  President,  only  you  can  decide.  Should  you  feel  the 
results  this  year  have  been  inadequate,  please  do  not  think 
I would  be  offended  should  you  say  so.  The  thing  we  are 
interested  in  is  the  Texas  Medical  Association  and  not  an 
individual  ego.  The  big  goal  at  the  start  of  this  year  was 
to  strengthen  and  unify  the  voice  of  Texas  medicine  in 
order  that  its  power  might  be  felt  locally,  statewide  and 
nationally.  I feel  this  has  been  accomplished  to  a large 
degree.  As  each  day  passes  we  are  drawing  closer  together 
as  men  with  mutual  respect  and  a common  problem.  I 
know  the  powers  that  be  are  realizing  that  we  are  a force 
that  can  no  longer  be  ignored  either  statewide  or  nationally. 

2.  Tribute  to  Colleagues  and  Auxiliary 

At  this  time,  I would  like  to  pay  tribute  to  my  col- 
leagues at  home  who  have  helped  me  in  such  a wonderful 
manner  this  year.  Their  aid  and  encouragement  has  been 
great.  I want  to  praise  publicly,  Dr.  Rudolph  R.  Lang, 
who,  although  we  are  associated  in  no  way,  has  responded 
to  the  call  of  my  patients  day  and  night  without  a grumble. 
Such  friendship  and  devotion  to  medicine  should  be  spread 
on  the  pages  of  medical  history. 

We  are  all  indebted  to  our  fine  Woman’s  Auxiliary  to 
the  Texas  Medical  Association.  Its  work  under  the  capable 
leadership  of  Mrs.  Haskell  Hatfield  has  been  magnificent, 
especially  the  work  in  the  AMEF  program  and  the  highway 
safety  program.  I wish  that  time  permitted  proper  praise 
of  these  great  ladies. 

3.  Helping  Committees  to  Function  Better 

Our  councils  and  committees  cannot  be  praised  too  high- 
ly. Although  our  council  and  committee  systems  were  com- 
pletely reorganized  at  the  San  Antonio  meeting,  these 
bodies  have  proceeded  to  function  in  an  unbelievably 
smooth  manner.  Councils  and  committees  meet  a minimum 
of  3 times  a year  and  the  men  that  comprise  them  are 


the  true  work  horses  of  our  organization.  There  are  a few 
members  who  accepted  committee  appointments  and  then 
failed  to  function.  Now,  you  know,  it’s  embarrassing  for  a 
President  to  have  to  remove  a man  from  a committee  be- 
cause he  has  not  worked;  he  has  not  produced.  And  I am 
sure  that  it  is  embarrassing  to  be  removed  from  one. 
Therefore,  I recommend  that  any  council  or  committee 
member  and  any  vice-councilor  who  fails  to  attend  at  least 
two-thirds,  or  two  of  the  three  meetings  per  year,  without 
adequate  excuse  for  absence,  be  automatically  removed  from 
membership  of  said  council,  committee,  or  board. 

4.  Increase  in  Number  of  Trustees 

The  Board  of  Trustees  has  done  a tremendous  job  for 
the  Texas  Medical  Association.  The  Trustees  certainly  de- 
serve our  plaudits.  Under  their  leadership  our  finances 
have  become  big  business.  Now,  many  of  our  members 
feel  the  Board  should  be  increased  in  number.  With  noth- 
ing but  praise  for  our  present  Board,  but  realizing  that  at 
times  men  are  elected  for  reasons  of  popularity  instead  of 
business  judgment,  and,  realizing  that  we  must  continue 
to  have  several  good  business  heads  on  our  Board  of 
Trustees,  I recommend  that  the  proper  constitutional  and 
by-law  amendments  be  presented  to  this  House  at  our  next 
annual  session  enlarging  the  Board  of  Trustees  to  nine 
members. 

5.  New  Standing  Committees 

There  are  two  temporary  committees  whose  work  car- 
ries over  from  year  to  year.  I recommend  (1)  the  Com- 
mittee to  Encourage  and  Assist  Hospitals  in  Securing  Ac- 
creditation and  (2)  the  Committee  on  Spas  become  stand- 
ing committees. 

I recommend  that  the  Committee  on  Reorganization 
remain  a temporary  committee  until  its  goals  have  been 
achieved  and  that  it  then  be  disbanded. 

6.  Past  President's  Pin 

There  is  one  recommendation  on  a more  personal  plane. 
I have  taken  a real  pride  in  heading  your  organization  as 
has  every  President  before  me.  I would  like  some  small 
token  to  show  the  world  that  the  high  point  in  my  medical 
career  was  being  elected  your  President.  Therefore,  I recom- 
mend that  this  House  of  Delegates  officially  adopt  the 
Past  President’s  lapel  pin  as  designed  by  Dr.  Howard 
Smith  of  Marlin  and  that  starting  in  1961  each  outgoing 
President  be  awarded  such  a pin.  I further  recommend  that 
all  Past  Presidents  be  empowered  to  buy  such  a pin  at 
their  own  expense. 

7.  Delegations  to  Washington 

One  point  in  our  program  this  year  was  to  establish 
better  rapport  with  other  professional  organizations.  I am 
happy  to  be  able  to  tell  you  that  in  October  your  President 
headed  a delegation  to  Washington  composed  of  repre- 
sentatives of  seven  professional  groups;  namely,  the  Texas 
Dental  Association,  the  Texas  Society  of  Architects,  the 
Texas  Society  of  Professional  Engineers,  the  Texas  Realtors 
Association,  the  Texas  Pharmaceutical  Association,  the  Texas 
Association  of  Certified  Public  Accountants,  and  the  Texas 
Medical  Association.  This  mission  was  in  support  of  the 
Smathers-Keogh-Jenkins  Bill.  Although  this  bill  is  still  in 
committee,  our  Senators  know  that  the  professional  men 
of  Texas  stand  united  in  support  of  this  bill.  Senator 
Johnson  has  promised  a vote  on  it  within  12  days  when 
and  if  it  reaches  the  Senate  floor. 

March  8,  9,  and  10,  a TMA  delegation  of  25  members 
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went  to  Washington  in  opposition  to  Forand-type  legisla- 
tion. Every  congressional  district  was  represented  and  our 
reception  far  exceeded  our  expectations.  All  but  three  con- 
gressmen vowed  they  were  against  Forand-type  legislation 
and  our  two  Senators  were  more  receptive  to  our  arguments 
than  I have  ever  known  them  to  be.  One  thing  our  Sena- 
tors and  Congressmen  learned — the  doctors  of  Texas  have 
shouldered  arms  and  are  rising  against  the  establishment 
of  a federal  government  dictatorship  which  they  are  bring- 
ing about  by  impoverishing  our  citizenry  with  ever-increas- 
ing taxation. 

8.  Federal  Taxation 

We  must  recognize  the  unlimited  taxing  power  of  our 
Government  for  the  evil  it  is.  The  sixteenth  amend- 
ment gives  our  national  Congress  the  power  to  tax  up 
to  100  per  cent  of  our  income.  In  a few  years  the  social 
security  tax  alone  will  amount  to  12  per  cent  of  all  wages; 

6 per  cent  from  employer  and  6 per  cent  from  employee. 
At  the  rate  we  are  going  it  won’t  be  long  until  a man 
making  $100  a week  will  have  to  apply  for  relief  to  pay 
his  taxes.  It  is  the  ever-increasing  taxes  that  have  necessi- 
tated the  rise  in  cost  of  products  and  services,  until  today 
it  is  impossible  for  the  average  man  to  know  how  to  pro- 
vide for  his  own  retirement.  In  this  way  the  Government 
has  forced  the  thesis  of  social  security  on  a vast  majority 
of  the  people  and  made  it  a necessity. 

Each  year  a resolution  is  presented  to  this  House  to  re- 
peal the  sixteenth  amendment;  that  is,  to  abolish  the  in- 
come tax.  I don’t  believe  this  is  a realistic  approach  and 
feel  that  it  probably  does  more  harm  than  good.  I recom- 
mend (1)  that  our  Council  on  Medical  Jurisprudence  take 
the  lead  in  forming  a combined  committee  with  the  other 
professional  organizations  of  our  state,  (2)  that  they  draw 
up  a sound  resolution  limiting  the  taxing  power  of  our 
Congress,  and  (3)  that  the  resolution  be  given  nation-wide 
publicity  through  the  respective  organizations.  This  will 
not  be  easy  and  cannot  be  done  overnight,  but  what  a 
segment  of  the  population  could  be  reached  by  such  an 
action. 

9.  President's  Advisory  Committee 

This  year  the  President’s  Advisory  Committee  was  estab- 
lished as  a temporary  committee  composed  of  your  pres- 
ently-elected officers  and  the  five  immediate  Past  Presi- 
dents. This  committee  has  taken  on  the  job  of  looking 
ahead  in  order  to  see  oncoming  situations,  enabling  us  to 
start  taking  positive  action  instead  of  being  forever  on  the 
defensive.  The  advice  and  counsel  of  these  Past  Presidents 
has  been  invaluable.  Had  it  not  been  for  this  committee 
the  years  of  work  and  the  vast  fund  of  knowledge  obtained 
by  these  Past  Presidents  would  have  been  lost  to  this  body. 
Therefore,  I recommend  that  the  President’s  Advisory  Com- 
mittee become  a standing  committee;  that  it  be  composed 
of  current  executive  officers  of  the  Association  with  the 
Chairman  of  the  Board  of  Trustees,  the  Chairman  of  the 
Board  of  Councilors,  and  the  three  immediate  Past  Presi- 
dents and  that  the  three  Past  Presidents  be  ex  officio  mem- 
bers of  this  House  of  Delegates.  There  is  concern  at  times 
about  the  number  of  ex  officio  members  in  the  House  of 
Delegates,  but  any  man  that  is  elected  your  President  has 
worked  his  way  up  through  the  organization.  He  has  spent 
a year  as  President-Elect  learning  the  forces,  internal  and 
external  that  affect  this  body;  he  has  spent  a year  as  Presi- 
dent fighting  for  this  organization  and  knowing  certain 
ends  that  are  of  great  value;  and  he  has  been  over  prob- 
lems that  each  President  from  year  to  year  comes  up  against 
again  and  again.  This  committee  will  keep  the  President 


from  having  to  do  again  work  that  has  been  done  every 
year  for  the  past  several  years.  I think  that  this  is  one 
of  the  most  important  recommendations. 

10.  Points  of  Attack,  Weaknesses,  and  Solution 

This  past  year  has  shown  me  that  the  private  practice 
of  medicine  is  a wonderful  thing  for  the  people.  Socialized 
medicine  has  been  pictured  to  our  people  as  free,  medical 
care.  And,  whether  we  like  it  or  not,  the  man  on  the 
street  believes  that  socialized  medicine  is  free  medical  care. 
That’s  the  first  place  we  have  slipped.  We  all  know  that 
not  only  will  it  be  a lower  quality  medical  care,  but  that 
it  is  the  most  expensive  type  of  medical  care  in  the  world. 
And  the  public  would  pay  the  bill.  That’s  the  message  we 
have  got  to  get  across.  The  public  will  pay  the  bill  if  we 
ever  get  socialized  medicine.  If  the  Forand  Bill  comes  in, 
is  that  free  care  for  the  recipients  of  social  security?  It’s 
free  care  at  the  cost  of  $2,000,000,000  for  the  first  year 
and  ever-increasing  amounts  after  that  and  the  public  will 
pay  the  bill. 

How  do  we  get  this  over  to  the  working  man?  We  must 
analyze  this  thing.  We  must  show  the  working  man  that 
if  ever  medicine  is  socialized,  insurance  is  automatically 
socialized.  When  insurance  is  socialized,  construction  is 
socialized  to  a great  part  because  that’s  where  the  great 
number  of  your  construction  loans  arise.  Banking  is  social- 
ized to  a large  degree  because  much  of  the  bank  stock  of 
our  nation  is  handled  by  insurance  companies.  With  a few 
things  like  T.V.A.,  power  is  socialized.  And  once  you  get 
health,  insurance,  construction,  money,  and  power  social- 
ized, everything  else  is  caught  in  a bear  trap  and  can  do 
nothing  but  capitulate.  And  when  that  happens  the  Amer- 
ican working  man  has  been  sold  right  down  the  river  right 
along  with  the  professions,  industry  and  agriculture  and 
business,  and  there  will  be  no  more  bargaining  table  but 
both  sides  will  merely  be  told  what  to  do. 

Now,  our  big  effort  is  staying  aware  of  legislation.  We 
are  in  politics  whether  we  like  it  or  not.  The  only  way 
that  socialized  medicine  can  come  about  in  this  country  is 
by  legislation.  When  you  enter  a battle  it  is  well  never  to 
underestimate  the  opponent.  Most  of  the  time  he  is  just 
as  smart  as  you  are  and  frequently  is  a lot  trickier.  And, 
all  too  often,  the  battle  is  won  not  only  by  the  most 
dedicated  but  by  the  most  energetic. 

Where  will  we  be  attacked  in  the  years  to  come? 

1.  The  socialist-minded  individuals  will  start  beating 
the  drums  for  increased  care  for  veterans  with  nonservice 
connected  disabilities.  It  is  unnecessary  to  state  that  medi- 
cine believes  that  any  man  who  was  disabled  in  the  service 
of  his  country  should  have  the  finest  medical  care,  hos- 
pitalization, drugs,  whatever  he  needs  at  no  cost.  But  for 
a man  whose  disability  has  nothing  to  do  with  his  service  to 
the  country — he  has  no  more  right  to  treatment  at  the 
hands  of  the  Federal  Government  than  a man  frozen  in  a 
defense  plant  making  munitions.  Yet,  here  is  the  sad  part 
about  it.  Two  thirds  of  the  people  being  treated  in  our 
VA  hospitals  are  nonservice  connected  cases,  referred  there 
by  a private  practicing  physician.  We  have  to  eat  that — 
it’s  true.  We  fill  out  the  forms  because  we  are  afraid  of 
making  somebody  mad.  We  must  be  willing  to  make  a few 
people  mad.  If  a man  has  no  service  connection,  we  must 
say,  "No,  I won’t  fill  out  this  form.  It  has  nothing  to  do 
with  your  service  connection.”  We  must  quit  being  good 
fellows  and  make  this  an  all  out  fight. 

2.  There  will  be  a great  demand  for  an  increased  scope 
of  medical  care  for  the  aged.  This  Forand-type  legislation 
will  come  up  again  and  again  and  again.  We  will  be  pic- 
tured as  being  against  good  medical  care  for  the  aged  and 
we  know  that  is  not  true.  We  know  that  in  our  present 
medical  set-up  medical  care  is  denied  no  one.  When  people 
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start  criticizing  and  complaining,  just  ask  them  if  they 
know  of  one  person  needing  medical  care  who  is  unable 
to  obtain  it. 

3.  Another  place  we  will  be  attacked  is  for  the  establish- 
ment of  maximum  fees.  There  is  increasing  demand  for  a 
maximum  fee  schedule  for  dealing  with  insurance,  labor, 
and  government,  and  once  we  take  this  bait,  we  have  maxi- 
mum fees  for  all.  We  must  not  allow  this  to  be  done.  The 
doctor  will  be  pictured  in  the  years  to  come  as  a greedy 
individual  raking  in  money  and  doing  hardly  anything  that 
could  be  classed  as  work.  We  will  be  pictured  as  the  play- 
boys of  the  free  enterprise  system.  The  tragedy  is  that 
points  I have  mentioned  are  points  where  we  are  strong, 
yet  the  prestige  of  medicine  has  reached  such  a low,  na- 
tionally, that  we  are  attacked  on  these  points. 

Now,  where  are  we  weak? 

One  prime  weakness  is  the  decreasing  number  of  our 
family  physicians.  The  public  is  crying  for  more  and  more 
family  physicians,  yet  the  number  is  decreasing  so  that 
today  the  ratio  per  100,000  is  at  the  same  level  it  was  in 
1933.  These  physicians  are  the  best  public  relations  am- 
bassadors we  have.  They  are  the  best  source  of  referral  for 
our  specialist  members.  When  I say  family  physician,  I 
include  internists,  pediatricians,  and  generalists.  We  are 
weak  when  we  educate  a man  and  then  deny  him  a place 
to  make  a living.  There  are  some  hospitals  in  this  state 
where  the  family  physician  can  only  take  his  patient  to 
the  hospital  door.  Now,  that’s  wrong.  A man  that  we  have 
educated,  that  is  a graduate  from  a Class  A medical 
school,  should  be  able  to  do  anything  for  which  he  is 
qualified.  He  should  be  subject  to  the  same  rules  of  the 
tissue  committee  and  the  audit  committee  as  the  best  man 
on  the  staff,  and  anything  he  is  not  qualified  to  do,  he 
should  not  be  allowed  to  do.  The  policy  regarding  family 
physicians  which  has  been  sweeping  our  country,  especially 
in  some  areas,  is  going  to  cause  the  establishment  of  small 
hospitals  where  anything  can  be  done  by  anybody,  and 
that  is  bad.  It’s  bad  for  the  public.  It’s  bad  for  our  pro- 
fession. 

Our  apathy  is  another  weakness.  Our  apathy  in  attending 
not  only  our  medical  meetings,  but  our  county  and  pre- 
cinct political  meetings.  Whenever  we  attend  a hospital 
staff  meeting,  which  most  of  us  do,  we  do  so  because  if 
we  miss  a certain  percentage,  we  get  put  off  the  staff. 
That  hurts  our  pocketbook.  Yet,  we  are  inclined  to  neglect 
attending  our  county  society  meetings.  When  we  do  that, 
we’re  putting  dollars  above  principle  and  we  are  shoving 
the  practice  of  medicine  right  into  the  hands  of  the  hos- 
pitals. 

Another  weakness  is  the  failure  to  publicize  our  Griev- 
ance Committees.  Our  Grievance  Committees  are  the  finest 
weapons  we  have  to  chop  off  this  sidewalk  talk  about 
excessive  fees,  unprofessional  conduct,  and  the  like.  We’ve 
got  to  make  the  public  aware  of  them. 

Another  weakness  is  the  improper  release  of  medical 
news.  Right  now,  the  chief  place  a person  gets  his 
medical  information  is  from  magazines  where  we  are  always 
placed  in  a bad  light.  Even  though  the  article  may  be 
favorable,  it  is  usually  headed  in  some  sensational  manner 
to  cast  a bad  reflection  on  the  doctors.  At  the  suggestion 
of  the  President’s  Advisory  Committee,  our  Public  Rela- 
tions Council  is  now  exploring  the  idea  of  syndicating  a 
column  by  TMA  in  some  of  our  Texas  newspapers  to 
explain  to  the  people  that  we  are  trying  to  give  them  a 
proper  source  to  seek  medical  guidance. 

Another  weakness  I want  to  mention  at  this  time  is 
that  we  are  getting  so  gutless  we  would  rather  arbitrate 
an  issue  than  fight.  One  of  the  most  depressing  and  sicken- 
ing experiences  of  my  medical  career  was  attending  the 
House  of  Delegates  to  the  American  Medical  Association 


at  Atlantic  City,  to  see  the  defeatists  and  leftists  views, 
especially  from  the  men  from  the  north  and  from  the  east, 
wanting  social  security  for  doctors,  wanting  to  go  along 
with  labor’s  panel  plan,  wanting  to  give  the  AMA  to  the 
osteopaths  (and  thank  goodness  we  didn’t  or  we  would 
have  been  the  laughing  stock  of  the  nation  when  one 
month  later  they  met  and  said  they  wanted  no  part  of  us). 
And  another  facet  on  the  osteopathic  question,  should  we 
take  them  in:  if  we’re  having  trouble  with  the  general 
men  from  our  Class  A medical  schools,  what  are  you  going 
to  do  with  that  group  when  you  bring  them  in? 

Now,  what  are  we  going  to  do  about  it?  Well,  if  we 
are  smart  we  will  make  our  medical  associations — county, 
district,  state,  national — so  strong  that  they  cannot  be 
ignored.  We  will  make  them  the  focal  point  of  medicine 
in  any  community.  We  will  attend  our  precinct  and 
county  political  conventions,  and  we  will  live  up  to  our 
obligation  by  giving  the  people  of  our  communities  the 
educated  leadership  which  they  seek  and  which  we  have, 
and  which  when  we  don’t  attend  them,  we  forfeit  the  right 
of  the  voice  of  medicine  to  be  heard.  We  will  leap  at 
opportunities  to  address  lay  groups,  and  to  tell  them  the 
medical  story,  our  accomplishments,  our  aims,  our  prob- 
lems, and  how  the  practice  of  medicine  fits  into  their 
daily  lives.  We  will  publicize  our  Grievance  Committees 
and  make  the  public  know  that  they  are  impartial  com- 
mittees, that  they  are  neither  white-wash  nor  persecution 
committees,  and  that  cases  are  judged  on  the  facts.  We  will 
make  the  public  know  that  we  stand  for  honesty  and  fair 
dealing  and  will  see  that  when  it  deals  with  our  profession 
that  it  will  get  it.  And,  lastly,  we  will  send  the  strongest 
men  we  have  as  delegates  to  the  House  of  the  American 
Medical  Association  in  order  that  the  feelings  and  the  spirit 
of  the  doctors  of  Texas  might  ignite  the  spark  that  will 
arouse  the  doctors  of  our  nation  to  take  the  positive  kind  of 
action  that  will  regain  for  them  the  love  and  respect  they 
had  in  the  days  when  a man  was  willing  to  lay  down  his 
life  for  a principle  and  before  these  terrible  days  of  com- 
promise and  surrender. 

We  can  do  these  things — we  will  do  these  things  when 
we  have  such  strength  and  such  unity  that  we  confer  the 
highest  honors  or  abilities  to  confer  on  a colleague  when 
we  call  him  "Doctor.”  When  we  actually  feel  that  we  are 
brothers  under  the  skin,  and  that  we  are  fighting  shoulder 
to  shoulder  for  the  things  that  are  decent  and  good.  The 
kind  of  things  that  will  put  self  reliance  and  a fighting 
heart  back  into  the  American  people. 

I can’t  do  these  things — you  can’t  do  them,  but  together 
we  can.  The  law  of  the  jungle  is  just  as  true  today  as  it 
was  the  day  Kipling  penned  it,  as  follows: 

And  here  is  the  law  of  the  jungle; 

It’s  as  old  and  as  true  as  the  sky; 

And  the  wolf  that  heeds  it  will  prosper. 

While  the  one  that  ignores  it  will  die. 

As  the  creeper  encircles  the  tree-trunk 
It  runneth  both  forward  and  back. 

For  the  strength  of  the  pack  is  the  wolf, 

And  the  strength  of  the  wolf  is  the  pack. 

Gentlemen,  I thank  you. 

Franklin  W.  Yeager. 

Reference  committee  to  which  referred:  Introduction  and 
sections  2,  3,  6,  7,  9,  10,  Reports  of  Officers  and  Commit- 
tees; section  1 only  to  Board  of  Trustees;  sections  4,  5 
(last  paragraph  only),  Constitution  and  By-Laws;  section 
5 (part  1 only),  Medical  Service  and  Insurance;  sections 
5 (part  2 only),  Scientific  Work;  section  8,  Legislation 
and  Public  Relations. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  W.  R.  Klingensmith,  Amarillo:  The  first  item  of 
business  referred  to  the  Reference  Committee  on  Reports 
of  Officers  and  Committees  was  the  Address  of  the  Presi- 
dent. 

Introduction  and  Section  2:  The  Committee  wishes  to 
compliment  our  President,  Franklin  Yeager,  for  a sincere 
and  moving  address  that  climaxed  a year  of  unselfish 
service  to  the  Texas  Medical  Association.  It  is  indeed  an 
honor  to  be  elected  president  of  this  organization,  but  it 
entails  great  personal  sacrifice.  Dr.  Yeager  has  accomplished 
much  for  our  general  good.  I move  the  adoption  of  this 
portion  of  the  report. 

The  Reference  Committee  agrees  that  any  member  of 
a council  or  committee,  or  any  vice  councilor  who  fails  to 
attend  two  of  the  three  meetings  of  his  group  each  year 
without  an  adequate  excuse  shall  be  automatically  dropped 
from  membership  in  the  committee  or  council,  [section  3]. 
This  will  require  a change  in  the  by-laws  and  the  commit- 
tee so  recommends.  I move  the  adoption  of  this  portion  of 
the  report. 

Dr.  Yeager  recommended  [section  6}  the  adoption  of  a 
past  president’s  pin  to  be  given  to  all  presidents  in  the 
future  and  available  for  purchase  by  all  past  presidents. 
The  Committee  believes  that  such  a pin  is  fitting,  but  we 
suggest  that  it  be  given  to  all  living  past  presidents.  I 
move  the  adoption  of  this  portion  of  the  report. 

The  activities  of  the  president  and  members  of  the  As- 
sociation as  delegates  to  Washington  in  an  effort  to  influ- 
ence legislation  pertaining  to  medical  and  other  activities 
[section  7]  are  commendable.  The  appointment  by  the 
president  of  medical  representatives  to  other  professional 
groups  for  legislative  solidarity  is  an  excellent  procedure. 

I move  the  adoption  of  this  portion  of  the  report. 

Many  past  presidents  have  utilized  a President’s  Advisory 
Committee  [section  9]  and  many  have  not.  The  Reference 
Committee  feels  that  this  should  remain  a discretionary 
power  of  the  new  president  and  not  be  made  a standing 
committee.  We  feel  particularly  that  the  admission  of  the 
three  immediate  past  presidents  to  the  House  is  unwise, 
based  on  the  principle  that  large  numbers  of  ex  officio 
members  weaken  the  democratic  process  in  this  House.  I 
move  that  this  portion  of  Dr.  Yeager’s  report  be  disap- 
proved as  read. 

The  Committee  feels  that  the  points  of  weakness  and 
attack  pointed  out  by  Dr.  Yeager  [section  10]  are  most 
appropriate,  and  we  commend  him  for  bringing  them  to 
our  attention.  Our  president  points  out  that  in  the  future 
there  will  be  a loud  demand  for  Forand-type  medical  care 
for  aged  individuals,  and  that  this  demand  will  be  made 
again  and  again.  The  Committee  realizes  that  several  groups 
within  the  state  association  are  studying  this  problem  and 
urges  that  these  efforts  be  coordinated  an'd  publicized  under 
the  guidance  of  some  one  individual,  perhaps  the  Vice- 
President.  The  Committee  would  like  to  see  a study  made 
to  determine  if  there  is  a need  for  care  for  aged  indi- 
viduals, and  if  such  a need  exists,  then  the  Committee 
would  like  to  see  this  House  adopt  some  program  to  take 
care  of  it.  I move  the  adoption  of  this  portion  of  the 
report. 

[The  report  of  the  reference  committee  was  adopted.} 

REPORT  OF  BOARD  OF  TRUSTEES 
AS  REFERENCE  COMMITTEE 

Dr.  Troy  A.  Shafer,  Harlingen:  The  Board  of  Trustees, 
acting  as  a Reference  Committee,  reviewed  Section  1 of 
the  Report  of  the  President  pertaining  to  his  travels,  and 
to  expenses  provided  for  that  office. 


The  Board  of  Trustees  is  cognizant  of  the  personal  ex- 
penditures which  Dr.  Yeager  incurred  in  fulfilling  the 
responsibilities  of  his  office.  Dr.  Yeager  generously  pointed 
out  that  he  was  fully  aware  that  the  Texas  Medical  Associa- 
tion could  not  afford  to  underwrite  all  expenses  of  the 
President,  and  that  financial  arrangements  for  the  past 
year  proved  very  satisfactory. 

A year  ago,  after  considerable  study,  the  Board  of  Trus- 
tees established  a policy  in  regard  to  expenditures.  The  pol- 
icy calls  for  the  Association  to  reimburse  the  President  for 
expenses  incurred  in  his  official  duties,  up  to  a maximum 
of  $2,500.  The  Board  of  Trustees  recommends  that  this 
present  policy  be  continued. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas,  Austin:  Section  4 had  to  do  with 
increasing  the  number  of  the  membership  of  the  Board  of 
Trustees:  The  Reference  Committee  considered  this  item 
at  length.  The  ultimate  decision  was  to  recommend  an 
increase  of  the  membership  of  the  Board  of  Trustees  to 
seven  members.  The  Reference  Committee  was  also  of  the 
opinion  that  the  enabling  constitutional  changes  should  be 
introduced  at  this  time.  Consequently,  the  following  changes 
are  herewith  submitted,  and  I must  read  them: 

Article  III,  Section  1,  Page  5:  Change  to  "seven  Trus- 
tees.” 

Article  IV,  Section  1,  Page  6:  Change  to  "comprising 
seven  members.” 

Chapter  III,  Section  1,  Page  12,  Lines  6,  7 and  8:  Delete 
".  . . and  elections  shall  be  so  arranged  that  one  term 
expires  each  year.” 

Chapter  III,  Section  1,  Page  13,  Lines  17  and  24: 
Change  "three”  to  "four.” 

Chapter  VII,  Section  1,  Page  19:  Change  in  lines  3 and 
4 to  read  . . one  or  two  Trustees,”  and  insert  a new 
Section  4 as  follows: 

"Should  the  membership  of  the  Board  of  Trustees  be 
raised  to  seven,  the  term  of  Trustee  Six  shall  be  five 
years,  and  the  first  term  of  Trustee  Seven  shall  be  three 
years;  thereafter,  tenure  in  office  shall  be  as  provided  in 
Chapter  III.” 

Now,  this  entails  a constitutional  amendment.  No  action 
can  be  taken.  The  reason  for  stipulating  that  last  by-law 
change  was  so  that  the  new  Trustees’  terms  of  office  would 
not  be  expiring  at  the  same  year  so  that  there  would  be 
some  overlap.  Mr.  Speaker,  I move  that  these  constitutional 
and  by-law  changes  be  referred  to  the  Council  on  Consti- 
tution and  By-Laws. 

Dr.  Thomas : Last  paragraph  of  section  5 contained 
recommendation  that  Committee  on  Reorganization  be  con- 
tinued as  a special  committee  until  the  goals  have  been 
achieved.  I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  President’s  recom- 
mendation [section  5]  that  the  Committee  to  Encourage  and 
Assist  Hospitals  in  Securing  Accreditation  be  made  a 
standing  committee  was  approved  with  the  recommenda- 
tion that  this  committee  serve  under  the  Council  on  Medi- 
cal Education  and  Hospitals.  I move  the  adoption  of  this 
portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  Reference  Commit- 
tee on  Scientific  Work  considered  the  President’s  recom- 
mendation [section  5]  in  reference  to  a standing  Commit- 
tee on  Spas  and  voted  unanimously  to  approve  the  Presi- 
dent’s recommendation.  I move  the  adoption  of  this  por- 
tion of  the  report. 

[The  report  of  the  reference  committee  was  adopted.} 

[Upon  motion  by  Dr.  David  W.  Carter,  Dallas,  dele- 
gates approved  that  Committee  on  Spas  be  placed  under 
Council  on  Scientific  Advancement.} 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  The  Reference  Com- 
mittee recommends  that  the  House  of  Delegates  authorize 
the  Council  on  Medical  Jurisprudence  to  form  a combined 
committee  with  other  professional  organizations  to  draw 
up  a sound  resolution  limiting  the  taxing  power  of  our 
Congress,  but  not  to  preclude  action  towards  the  repeal  of 
the  sixteenth  amendment  [section  8}.  May  I move  adoption 
of  this  portion  of  the  report? 

[The  report  of  the  reference  committee  was  adopted.] 

Speaker  Hardwicke:  Next  is  the  report  from  the  Presi- 
dent of  the  Woman’s  Auxiliary  who  will  give  us  a report 
on  Auxiliary  activities  for  the  past  year.  Mrs.  Haskell  D. 
Hatfield  of  El  Paso. 


ADDRESS  OF  AUXILIARY  PRESIDENT 

Mrs.  Hatfield:  The  year’s  work  began  late  in  1958  with 
the  task  of  securing  chairmen  and  a program  planning 
conference  in  Austin,  January,  1959-  A compilation  of 
auxiliary  information,  program  suggestions,  aids  and  ma- 
terials, a calendar  of  total  activity  was  made  in  conference 
with,  and  the  advice  and  assistance  of  the  program  chair- 
man, chairmen  of  committees,  advisors,  advisory  and  pub- 
lic relations  committees,  and  the  President  of  Texas  Medi- 
cal Association.  The  booklet  was  produced  at  the  central 
office  and  mailed  in  May  to  all  members  of  the  state 
board,  the  President,  southern  regional  vice-president  and 
program  chairman  of  the  Woman’s  Auxiliary  to  the  Amer- 
ican Medical  Association,  and  chairmen  of  Public  Rela- 
tions and  Advisory  Committees  of  Texas  Medical  Associa- 
tion. The  theme,  "Cherish  our  Heritage  in  Health,”  placed 
emphasis  on  the  unchanging  purposes  of  the  auxiliary,  the 
disciplines  and  dignity  of  the  medical  profession,  interpreta- 
tion and  untilization  of  the  program-projects  according  to 
the  needs  of  the  various  county  groups. 

Outstanding  accomplishments  have  been  realized  in  all 
phases  of  the  program,  as  the  following  preliminary  re- 
ports indicate: 

One  hundred  fifty-three  Future  Nurse  Clubs,  sponsored 
and/or  assisted  by  county  auxiliaries,  have  more  than 
3,500  members.  Twenty-two  of  these  are  new  dubs.  One 
hundred  eighty-three  members  from  these  clubs  have  en- 
tered training  this  year. 

Sixty-eight  students  are  in  training,  nursing  or  medical, 
with  financial  assistance  from  auxiliaries.  A total  of  $12,- 
550  has  been  raised  for  scholarship,  $2,170  for  loan,  and 
$598  for  other  phases  of  recruitment. 

Almost  13,000  physical  examinations  are  reported  among 
our  families. 

A total  of  $13,397  was  given  to  AMEF,  $1,060  to 
Memorial  Fund,  $492  to  the  Library  and  $510  for  Student 
Loan  (state  fund). 


Contributions  of  $13,600  have  been  given  to  community 
service,  exclusive  of  gifts,  equipment,  supplies,  and  other 
materials.  More  than  135,000  pieces  of  literature  on  safety, 
recruitment,  civil  defense,  science  fair,  Today’s  Health,  vol- 
untary health  insurance,  legislation,  and  others,  have  been 
distributed;  245  talks  given;  420  films  shown. 

Members  have  given  unlimited  volunteer  hours  in  clinics, 
drives  for  funds,  sales  of  poll  tax,  hospital  auxiliaries,  on 
community  and  state  boards  of  the  various  organizations 
to  civic,  social,  cultural  programs,  and  elsewhere.  It  would 
be  impossible  to  give  an  accurate  accounting  of  the  many 
services  given  by  auxiliary  members.  There  has  been  much 
variety  in  program  and  projects  across  the  state,  but  the 
amount  and  kind  of  community  service  are  consistently 
meritorious. 

The  state  auxiliary  has  coordinated  programs  of  the 
national  auxiliary,  distributed  materials  to  county  auxil- 
iaries; sent  them  information,  pamphlets,  and  several  urgent 
letters  on  important  legislation;  produced  a Christmas  card 
in  the  interest  of  AMEF  with  a profit  of  $2,250;  given 
financial  assistance  to  two  widows  of  physicians;  assisted 
two  students  in  medical  school  from  its  Student  Loan  Fund; 
conducted  its  School  of  Instruction  in  September,  at  which 
time  the  national  auxiliary  president,  Mrs.  Frank  Gasti- 
neau  of  Indianapolis,  addressed  the  assembly;  assisted  with 
hostess  duties  during  the  Public  Relations  and  Legislative 
Symposiums  of  the  Association  in  Austin,  and  the  interim 
session  of  AMA  in  Dallas  in  December;  sponsored  the 
annual  meeting  of  the  Texas  Association  of  Future  Nurse 
Clubs  on  March  11  and  12,  I960,  in  Austin;  produced  a 
Safety  Outline  on  accident  prevention  which  has  been  sent 
to  presidents  of  other  state  women’s  organizations;  initi- 
ated a program  of  study  on  Voluntary  Health  Insurance 
Plans;  in  liaison  with  the  American  Association  of  Physi- 
cians and  Surgeons,  assisted  with  the  I960  Essay  Contest 
on  "The  Private  Practice  of  Medicine,”  which  in  quality 
and  quantity  of  essays  submitted  exceeds  ail  previous  con- 
tests; collected  recipes  from  the  membership  which  have 
been  compiled  in  a book,  "Recipes,”  now  on  sale,  profits 
to  be  given  to  the  film  library.  (This  venture  began  with 
an  idea  about  healthy  habits  in  eating,  cooking,  and  plan- 
ning meals,  but  recipes  collected  made  it  evident  that  the 
joy  of  cooking  far  outweighs  concern  over  calory-count; 
"Recipes”  turned  out  to  be  the  auxiliary’s  first  "fun”  pro- 
ject.) 

The  Auxiliary  also  produced  Volume  VIII  of  the  News 
Letter  with  issues  sent  to  all  members;  contributed  articles 
to  the  Journal  on  the  work  of  the  auxiliary;  sent  recruit- 
ment program  and  other  materials  to  county  chairmen  and 
Future  Nurse  Clubs;  and  made  arrangements  for  the  forty- 
second  annual  convention  which  begins  at  noon  tomorrow. 
The  background  of  romance  and  music  entitled  "My  Fair 
Lady”  is  a suitable  setting  for  the  story  of  auxiliary,  a 
tribute  this  year  to  the  doctor’s  wife  and  her  three-dimen- 
sional role  in  her  home,  in  auxiliary,  and  in  community 
service. 

The  president  made  visits  in  every  district:  38  to  auxil- 
iaries, at  which  meetings  93  counties  were  represented,  and 
to  8 district  meetings  where  104  counties  were  represented. 
She  attended  3 national  meetings:  Atlantic  City  in  June, 
the  Annual  Convention  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association,  where  she  served  on  the 
Teller’s  Committee  and  spoke  on  a Community  Service 
program  to  explain  safety  programs  for  auxiliaries;  and,  by 
invitation  of  the  chairman,  attended  a preconvention  brief- 
ing session  of  Texas  Medical  Association’s  delegates  to 
AMA;  Chicago,  in  October  for  the  annual  Fall  Conference 
of  State  Presidents  and  Presidents-Elect  and  National  Offi- 
cers and  Committee  Chairmen,  at  which  time,  in  addition 
to  representing  Texas,  she  served  on  the  national  Minutes 
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and  Reports  Committee;  Dallas,  in  December,  to  assist 
with  courtesies  during  the  Interim  Session  of  the  American 
Medical  Association. 

In  February  the  president  met  with  the  national  nominat- 
ing committee  in  Chicago,  travel  expenses  being  paid  by 
the  national  auxiliary.  With  the  chairman  of  Civil  Defense, 
Mrs.  P.  C.  Caldwell,  she  attended  the  annual  meeting  of 
the  Woman’s  Advisory  Council  on  Civil  Defense  and  Dis- 
aster Relief  in  Fort  Worth;  the  Conference  on  Traffic 
Courts  in  Miami,  sponsored  by  the  President’s  Committee 
on  Traffic  Safety  and  the  American  Bar  Association;  with 
the  chairman  and  co-chairman  of  Recruitment,  Mrs.  P.  D. 
Terrell  of  McAllen  and  Mrs.  Milner  S.  Thorne  of  Austin, 
the  executive  committee  board  meeting  of  the  Texas  As- 
sociation of  Future  Nurse  Clubs;  and  the  Texas  Council 
on  Nutrition  in  Fort  Worth.  Representatives  were  sent  to 
other  meetings,  as  follows:  U.  S.  Savings  Bond  Conference 
for  Presidents  of  Women’s  Organizations,  in  Houston,  Mrs. 
Hamilton  Ford  of  Galveston,  Southern  Regional  Vice 
President;  the  Governor’s  Conference  on  Youth  in  Austin, 
Mrs.  Garland  G.  Zedler  of  Austin,  Treasurer;  Governor’s 
Conference  on  Traffic  Safety  and  Annual  Meeting  of  the 
Texas  Safety  Association  in  Dallas,  Mrs.  Emmett  Essin  of 
Sherman,  Safety  Chairman;  Woman’s  Auxiliary  to  the 
Southern  Medical  Association  in  Atlanta,  Mrs.  Ramsay  H. 
Moore,  Dallas,  President-Elect. 

The  auxiliary  president  met  with  26  committees  and/or 
committee  chairmen.  She  spoke  to  a Future  Nurse  Club  in 
Corpus  Christi  and  a newly-organized  Medical  Careers 
Club  in  El  Paso.  Travel  totaled  15,112  miles  by  car,  445 
miles  by  bus,  4,195  by  plane,  and  2,570  miles  by  train  in 
Texas.  With  the  15,700  travelled  out-of-state,  the  total 
travel  for  the  year  is  38,022  miles.  Adding  travel  during 
last  year  brings  the  total  to  50,080  miles. 

Funds  from  the  medical  association  spent  for  auxiliary 
at  the  central  office  may  be  itemized  as:  salary  and  some 
travel  expense  for  the  executive  secretary,  annual  Transac- 
tions of  the  auxiliary,  published  at  Stafford-Lowdon  and 
mailed  to  the  entire  membership;  stationery;  production 
costs  and  materials  used  in  program  book;  mailings  on  leg- 
islation; promotional  literature  and  mailings  for  the  con- 
vention; booklets  and  pamphlets  for  distribution  such  as 
those  from  AMA,  and  mailing  of  same;  office  expense  and 
equipment;  telephone  and  telegraph. 

The  $1  per  capita  contribution  from  the  association  is 
used  for  the  News  Letter,  its  production  and  mailing  to  all 
members;  district  and  regional  travel  expense  for  vice- 
presidents  and  council  women;  travel  of  the  president  and 
president-elect  to  our-of-state  meetings;  auxiliary  travel  for 
the  executive  secretary;  legislative  materials;  public  rela- 
tions projects,  and  Convention  expense. 

In  conclusion,  I would  present  the  following  observation: 
there  are  no  little  auxiliaries;  a great  many  have  small 
memberships,  but  each  occupies  the  same  position  and  place 
in  its  community  and  performs  the  same  task  in  public 
relations  and  public  service.  The  single  member  in  a small 
west  Texas  town  gives  the  same  service  to  her  community 
as  that  given  by  the  large  metropolitan  auxiliary  with  a 
membership  of  1,000  members.  All  have  made  excellent 
contributions  toward  assisting  the  medical  association  and 
societies  in  their  relationships  with  their  communities  and 
in  their  programs  on  medicine  and  public  health.  An  old 
folk  verse  seems  appropriate: 

What  you  SAY  upon  your  knees 
With  your  face  turned  toward  the  skies 
Ain’t  half  so  important,  Brother,  as 
What  you  DO  when  you  arise. 

The  Auxiliary  did  rise — and  shine  in  1959-1960.  Your 
many  courtesies  and  gracious  assistance  are  sincerely  ap- 
preciated. 

Mrs.  Haskell  D.  Hatfield. 


7.  ELECTION  OF  GENERAL  PRACTITIONER 

Speaker  Hardwicke:  Our  next  order  of  business  is  the 
election  of  the  General  Practitioner  of  the  Year.  Does  the 
chairman  of  the  Board  of  Councilors  have  nominees  for 
this  office?  Dr.  Oswalt? 

Dr.  C.  E.  Oswalt,  Fort  Stockton:  The  Board  of  Council- 
ors hereby  nominates  Dr.  Elbert  Dean  Rice  of  Tyler,  Tex- 
as, to  be  the  General  Practitioner  of  the  Year. 

Speaker  Hardwicke:  Are  there  any  further  nominations? 

[There  were  no  further  nominations.] 

[Delegates  had  available  printed  information  about  Dr. 
Rice  as  follows:] 

Dr.  Elbert  Dean  Rice 

The  members  of  the  Smith  County  Medical  Society  wish 
to  present  the  name  of  a very  active  physician,  age  77 
years,  as  our  candidate  for  General  Practitioner  of  the  Year, 
for  I960.  We  present  this  synopsis  of  his  life  history: 

Elbert  Dean  Rice,  the  fifth  of  seven  children,  was  born 
August  11,  1881,  on  his  father’s  farm  about  4 miles  south 
of  Tyler,  Texas.  While  living  on  the  farm  with  his  parents 
he  obtained  his  early  schooling  at  Rice  community  school 
which  was  three  miles  from  his  home.  After  finishing  ele- 
mentary school,  he  attended  high  school  in  Tyler.  In  the 
summers  he  worked  on  the  farm  and  for  Ts/2  years  after 
finishing  high  school,  he  carried  a rural  mail  route  in  order 
to  earn  money  for  college.  After  3 years  at  Westminister 
College  in  Tehaucana,  from  which  he  graduated  in  1909 
with  a Bachelor  of  Arts  degree,  he  entered  the  University 
of  Louisville  Medical  School  where  he  received  his  M.D. 
degree  in  1913.  In  addition  to  an  externship  in  his  senior 
year,  he  did  work  of  various  kinds  to  help  pay  his  way 
through  medical  school. 

Shortly  after  graduation,  he  married  Blanche  Chapin  of 
Bloomington,  Illinois,  and  began  the  practice  of  medicine 
in  Hubbard,  Texas.  After  staying  in  Hubbard  for  only  a 
short  while,  he  and  his  family  moved  to  Bloomington, 
Illinois,  where  he  practiced  medicine  for  2 years  with  his 
father-in-law.  He  then  returned  to  Tyler  to  do  general  prac- 
tice. In  1918  he  enlisted  in  the  United  States  Army  Medi- 
cal Corps,  advanced  to  the  rank  of  Captain,  and  served 
until  1919-  Moving  back  to  Tyler  in  1919,  he  again  opened 
his  office  to  general  practice  and  has  remained  in  Tyler 
until  the  present  time. 

In  the  past  37  years  of  his  residence  in  Tyler,  he  has 
maintained  an  active  practice  and  an  active  interest  in  the 
county  and  state  medical  organizations.  About  1920  Dr. 
Rice  was  County  Health  Officer  for  about  4 years.  He  has 
been  president  of  the  County  Medical  Society  twice,  in 
1921  and  in  1955.  He  served  on  the  Selective  Service 
Examination  Board  during  World  War  II,  and  participated 
in  the  County  Venereal  Disease  Clinic  from  1936  to  1938. 
Dr.  Rice’s  records  show  that  he  has  delivered  some  2,324 
babies,  many  of  which  during  the  earlier  years  were  deliv- 
ered in  the  home. 

In  addition  to  his  active  medical  practice,  Dr.  Rice  has 
found  time  to  be  an  active  member  of  Marvin  Methodist 
Church  choir  for  37  years.  He  has  been  a member  of  Saint 
John’s  Masonic  Lodge  for  37  years,  and  holds  both  Scot- 
tish Rite  and  York  Rite  privileges.  He  is  a thirty-second 
degree  Mason  and  a member  of  the  Shrine. 

He  is  a member  of  the  Smith  County  Medical  Society, 
Texas  Medical  Association,  American  Medical  Association, 
and  the  Texas  and  American  Academies  of  General  Prac- 
tice. 

He  is  still  engaged  actively  in  general  practice  seeing 
patients  in  the  office,  home,  and  hospital,  and  responding 
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to  calls  both  day  and  night.  He  looks  much  younger  than 
his  age  of  77,  and  his  activity  in  his  work  indicates  that 
he  has  many  more  years  of  usefulness  as  a physician  and 
citizen  in  his  community. 

He  is  the  father  of  Dr.  Robert  D.  Rice,  who  is  now  ac- 
tively engaged  in  the  practice  of  medicine  in  Tyler. 

It  is  felt  that  the  honor  of  being  selected  as  the  General 
Practitioner  of  the  Year  by  the  Texas  Medical  Association 
cannot  be  given  to  a more  deserving  physician. 

Dr.  Hardwicke:  Do  I hear  a motion  that  Dr.  Rice  be 
elected  General  Practitioner  of  the  Year  by  acclamation? 

Dr.  Smith:  I so  move. 

Dr.  Hardwicke:  It  has  been  moved  and  seconded  that 
Dr.  Rice  be  elected  General  Practitioner  of  the  Year  by 
acclamation.  Those  in  favor  please  make  it  known  by  saying 
aye. 

Delegates:  Aye. 

Dr.  Hardwicke:  Dr.  Rice  is  our  General  Practitioner  of  the 
Year. 


8.  REPORT  OF  EXECUTIVE  SECRETARY 

The  primary  mission  of  the  headquarters  staff  is  to 
implement  policies  as  set  forth  by  the  House  of  Delegates 
and  the  Executive  Board,  and  to  assist  officers,  boards, 
councils,  and  committees  in  carrying  out  their  programs  and 
activities.  The  staff  serves  under  the  direction  of  the  Board 
of  Trustees. 

The  responsibility  for  many  phases  of  Association  activ- 
ity, particularly  in  the  realm  of  services  to  the  profession 
and  to  the  public,  has  been  delegated  to  the  headquarters 
staff.  This  report,  therefore,  will  be  limited  for  the  most 
part  to  those  services  and  programs  which  the  headquarters 
staff  has  been  asked  to  administer. 

1.  Introduction  of  TMA  Action 

Earlier  this  year,  the  Board  of  Trustees  and  the  Executive 
Secretary  explored  further  various  techniques  for  develop- 
ing a well-informed,  active  membership. 

In  evaluating  present  media  of  communications,  it  was 
evident  that  considerable  progress  has  been  made  in  recent 
years.  Our  membership  is  perhaps  better  informed  of 
Association  programs  and  activities  than  ever  before.  Effec- 
tive media  for  communicating  with  our  members  include 
the  following: 

1.  Three  meetings,  all  held  annually,  that  are  well  at- 
tended. 

a.  The  Annual  Session  (April). 

b.  Conference  for  County  Medical  Society  Officials 
(January) . 

c.  Public  Relations  Conference  (September). 

2.  Orientation  Program. 

3.  Visitation  Program  (talks  before  county  societies). 

4.  Texas  State  Journal  of  Medicine. 

5.  Brochures  and  pamphlets. 

6.  Exhibits  (the  Association  now  has  5 exhibits). 

7.  Special  letters  of  welcome  to  new  members. 

Despite  these  advances,  much  remains  to  be  done.  Some 

physicians  still  are  unaware  of  the  Association’s  programs 
and  activities.  There  are  others,  though  perhaps  fairly 
well  informed  today,  who  will  lose  interest  if  we  do  not 
continue  to  keep  them  posted  on  our  programs,  activities, 
and  problems.  In  substance,  communication  is  a continuous, 
year-round  assignment,  utilizing  as  many  media  as  is 
possible. 

After  reviewing  various  techniques  and  programs  initi- 
ated since  1954,  consideration  was  given  to  the  advisability 


of  establishing  an  Association  bulletin.  After  a thorough 
study,  the  Executive  Secretary  reported  that  the  publication 
would  offer  several  advantages: 

a.  It  would  give  the  Association  an  effective  medium 
for  placing  timely  information  before  our  8,200  members. 

b.  It  would  enable  us  to  give  prominence  and  emphasis 
to  the  very  brief  but  important  news  item  that  might 
otherwise  be  lost  in  the  200  editorial  and  advertising  pages 
of  the  Journal. 

c.  It  would  be  a relatively  inexpensive  method  of  com- 
municating information,  and  it  could  be  utilized  to  convey 
some  information  which  has  been  sent  to  our  members  by 
direct  mail. 

Recommendations  on  objective,  style,  format,  and  fre- 
quency also  were  offered.  The  purpose  would  be  to  inform 
physicians  of  the  activities  of  the  Association  and  current 
developments  in  the  state.  It  would  be  a general  type 
newsletter;  not  primarily  a legislative,  public  relations,  or 
a convention  bulletin.  The  style  of  reporting  would  be 
short,  terse,  simple,  and  informative.  Current  events  would 
be  reported,  not  in  detail,  but  in  summary.  It  would  be 
published  only  when  we  have  something  to  say;  only  when 
the  news  justifies  it.  The  number  of  issues  would  be 
flexible. 

Approval  subsequently  was  granted  by  the  Board  of 
Trustees,  with  the  provision  that  it  be  published  on  a 
trial  basis  for  a period  of  a year,  and  then  be  reevaluated 
at  that  time. 

Subsequently,  the  newsbulletin,  TMA  Action,  was  intro- 
duced in  January,  I960.  The  first  issue  featured  the  Associ- 
ation’s Conference  for  County  Medical  Society  Officials. 
Thus,  the  publication  took  the  place  of  a mass  mailing 
promoting  the  conference.  Two  special  mailings  also  were 
eliminated  by  enclosing  the  brochures,  "Physicians’  Medical 
Report  Guide,”  which  the  Committee  on  Workmen’s 
Compensation  Insurance  had  requested  be  sent  to  all 
members,  and  "TMA  Memorial  Library  Services,”  which 
also  had  been  scheduled  for  separate  distribution  to  our 
membership.  In  addition,  the  newsbulletin  contained  infor- 
mational stories  on  the  I960  dues  decrease,  the  new  mem- 
bership directory,  the  forthcoming  annual  session  in  Fort 
Worth,  the  1959  AMA  clinical  session  in  Dallas,  and  the 
Association’s  third  State  Conference  on  Physicians  and 
Schools  in  April,  I960. 

The  newsbulletin  was  published  and  mailed  at  a total 
cost  of  $402.  Layout,  copy,  and  format  represent  the  efforts 
of  Jon  Hornaday,  director  of  public  relations.  The  next 
issue  has  been  scheduled  in  March,  I960,  and  will  feature 
the  ninety-third  annual  session  in  Fort  Worth.  Two  more 
issues  will  be  published  as  "daily  bulletins”  in  Fort  Worth 
during  the  meeting.  Another  issue,  highlighting  the  actions 
of  the  House  of  Delegates  and  other  significant  develop- 
ments at  the  annual  session,  will  be  mailed  to  all  members 
immediately  following  the  meeting. 

The  Executive  Secretary  and  the  Director  of  Public  Rela- 
tions will  welcome  comments  on  TMA  Action  as  well  as 
suggestions  as  to  how  it  might  be  improved  in  the  future. 

2.  Association  Membership 

a.  TMA  Membership  Exceeds  8,200. — Membership  in 
the  Texas  Medical  Association  exceeded  8,200  for  the  year 
1959.  The  official  number  was  reported  at  8,206. 

A net  increase  of  289  members  was  realized  during  the 
past  year.  The  increase  for  1959  is  greater  than  for  any 
year  since  1955,  and  it  is  the  third  largest  of  the  decade. 
In  terms  of  percentage,  the  annual  increase  was  3.5  over 
1958. 

The  Association’s  membership  growth  has  been  steady, 
but  not  spectacular,  in  recent  years,  and  has  leveled  off 
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somewhat  after  startling  gains  from  1950  through  1955. 
It  will  be  remembered  that  our  membership  rolls  increased 
from  6,190  in  1950  to  7,343  in  1955. 

This  is  somewhat  parallel  to  the  state’s  population 
growth.  The  Texas  population  has  grown  40  per  cent 
faster  than  nationwide  averages  since  1950.  Texas  has 
ranked  as  one  of  the  fastest  growing  states  with  a popula- 
tion increase  from  7.7  million  in  1950  to  9-7  million  in 
I960.  Now,  however,  at  least  four  other  states — California, 
Florida,  Colorado,  and  Arizona — are  growing  faster  in  pop- 
ulation. 

A breakdown  by  types  of  membership  for  the  past  3 
years  is  shown  in  table  1. 


Table  1. — Types  of  Association  Membership  1957-1959- 


Membership 

1959 

1958 

1957 

Regular  

7,457 

7,183 

7,003 

Intern  and  resident 

263 

254 

288 

Military  

163 

153 

138 

Honorary  

240 

252 

271 

Inactive 

76 

68 

56 

Emeritus  

7 

7 

8 

Totals  

8,206 

7,917 

7,764 

b.  Membership  Directory. — New  bound  directories  con- 
taining the  roster  of  8,200  members  of  the  Texas  Medical 
Association  have  been  published  and  distributed.  The  cost 
of  publishing  and  distributing  has  been  underwritten  by 
Blue  Cross-Blue  Shield  as  a service  to  the  Texas  Medical 
Association  and  to  its  members. 

The  200-page  directory  provides  both  alphabetical  and 
geographical  rosters  of  the  membership  of  the  Texas  Medi- 
cal Association.  The  directory  provides  name,  address,  field 
of  medical  practice,  and  telephone  number. 

Bound  directories  have  been  published  every  third  year, 
through  the  courtesy  of  Blue  Cross-Blue  Shield.  The  As- 
sociation will  continue  to  publish  an  annual  roster  in  the 
July  issue  of  the  Texas  State  Journal  of  Medicine,  and  to 
make  available  reprints  to  physicians  and  others. 

3.  Library  Reference  Requests 

For  the  eighth  consecutive  year,  the  Memorial  Library 
has  experienced  a significant  increase  in  the  utilization 
of  its  services  by  physicians. 

The  Library  staff  processed  3,199  package  reference  re- 
quests in  1959,  an  increase  of  5 per  cent  over  the  preceding 
year.  Reference  requests  have  doubled  since  1953.  This  is 
due  to  many  factors,  but  primarily  an  increased  awareness 
by  physicians  of  the  services  which  are  offered. 

As  evidence  of  the  quality  of  service,  the  Library  cir- 
culated 27,117  items  in  1959  (16,140  reprints,  7,458 
single  journals,  1,215  bound  journals,  and  1,3*04  books). 
Items  circulated  amounted  to  9 per  cent  more  than  for 
the  preceding  12  months. 

The  Library  continues  to  process  an  average  of  26  re- 
quests monthly  for  members  of  the  American  College  of 
Surgeons  in  keeping  with  the  exchange  agreement  for  the 
college’s  package  library.  Thus,  approximately  10  per  cent 
of  our  requests  are  received  from  out-of-state  physicians. 
This  prestige  factor  is  significant;  yet  it  does  increase  the 
work  load  of  the  Library  staff. 

The  Library  has  reported  good  utilization  of  films.  Re- 
quests for  1,148  films  were  honored  in  1959,  an  increase 
of  15  per  cent  over  1958. 


Visitors  to  the  Memorial  Library  of  Texas  Medical 
Association 


4.  Texas  State  Journal  of  Medicine 

a.  General  Considerations. — The  increasing  level  of  Jour- 
nal advertising  has  created  problems  of  production  and  of 
obtaining  adequate  reading  matter  to  match  it.  At  the 
same  time,  of  course,  it  has  offered  increased  revenue  to 
help  meet  these  problems. 

Attention  was  devoted  to  these  considerations  during 
the  past  summer.  Particular  attention  was  given  as  to  what 
size  is  best  in  the  years  ahead.  After  evaluating  many  as- 
pects, the  Executive  Secretary  and  the  Managing  Editor  of 
the  Texas  State  Journal  of  Medicine  have  suggested  the 
following  principles: 

1.  The  Association  should  endeavor  to  retain  the  pres- 
ent size  of  the  Journal  (100-110  advertising  pages  and 
60-75  editorial  pages)  monthly.  We  believe  that  the 
present  volume  is  about  as  large  as  it  should  go  from  the 
standpoint  of  practicality  and  service  to  the  physician  for 
whom  the  Journal  is  designed.  According  to  a recent  sur- 
vey, approximately  one-half  of  our  members  are  spending 
at  least  1 hour  per  month  reading  the  Journal.  Even 
though  we  might  publish  a larger  Journal,  with  more  arti- 
cles and  a greater  volume  of  advertising,  we  do  not  believe 
that  we  can  expect  the  busy  physician  to  spend  more  time 
reading  the  Journal. 

2.  We  wish  to  reiterate  the  belief  that  a 50-50  ratio 
of  advertising  to  reading  matter  is  a practical  optimum, 
with  a 60-40  ratio  acceptable. 

3.  We  believe  that  it  is  advisable  to  continue  to  keep 
the  advertising  and  reading  matter  largely  separated  in  the 
makeup  of  the  Journal.  This  lends  to  a satisfactory  over-all 
appearance,  and  perhaps  gives  the  appearance  of  a higher 
percentage  of  editorial  copy  to  advertising  than  is  actually 
true.  Even  more  importantly,  we  feel  that  the  busy  physi- 
cian should  not  have  to  thumb  through  numerous  pages 
of  advertising  in  order  to  find  a continuation  of  an  article, 
as  is  true  in  some  publications. 

4.  Quality  of  reading  matter  should  continue  to  be  a 
criterion  of  greater  importance  than  mere  quantity  in 
publishing  each  issue  of  the  Journal. 

b.  Appearance  and  Layout. — In  view  of  the  desire  to 
produce  a quality  periodical,  and  the  passage  of  almost  4 
years  since  major  innovations  have  been  made  in  the 
appearance  of  the  Journal,  the  staff  has  initiated  significant 
changes  in  appearance  and  layout  with  the  approval  of 
the  Board  of  Trustees: 
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1.  More  flexible  layout  for  the  reading  pages  of  the 
Journal.  This  applies  especially  in  the  scientific  article 
sections  and  long  news  features,  based  primarily  on  a 
double  column  rather  than  a single  column  headline  and 
a greater  use  of  white  space  in  the  headline  area. 

2.  Greater  dignity  to  all  scientific  articles  by  starting 
them  at  the  top  of  a page  or  high  on  a page. 

3.  Redesign  of  the  wording  on  the  spine  to  include 
such  phrases,  when  appropriate,  as  "Index,”  "Membership 
Roster,"  and  "Annual  Session  Program.” 

4.  Changes  designed  to  help  readability  and  appearance. 

5.  Greater  use  of  color,  especially  with  charts  and  line 
drawings,  tables,  and  nonscientific  illustrations  and  designs. 

c.  Subject  Matter. — Although  basic  policy  generally  re- 
mains stable  in  regard  to  material  suitable  for  publication 
in  the  Journal,  new  ideas  for  obtaining  interesting  and 
worth-while  reading  matter  must  be  developed  constantly. 
The  Executive  Secretary  and  the  Managing  Editor  of  the 
Journal  believe  that  several  suggestions  for  reading  matter 
are  worth  investigating.  It  is  anticipated  that  most  will  be 
explored,  and  perhaps  put  into  effect  during  I960. 

1.  Somewhat  more  emphasis  on  historical  material,  both 
in  acceptance  of  "scientific”  historical  articles  and  develop- 
ment of  short  filler-type  items  on  the  early  days  of  medi- 
cine in  Texas. 

2.  Occasional  acceptance  of  scientific  articles  somewhat 
specialized  for  practical  everyday  use  by  general  practition- 
ers but  of  some  interest  to  them  and  of  perhaps  greater 
interest  to  the  increasingly  large  number  of  specialists  who 
are  members  of  the  Association. 

3.  Features  with  pictures  on  community  facilities  (medi- 
cal centers,  hospitals,  medical  schools,  research  centers)  for 
medical  care,  education,  and  research  in  Texas. 

4.  Routine  invitation  to  newly-installed  officers  of  most 
medical  organizations  in  Texas  to  submit  material  from 
their  programs  or  by  their  members  for  publication. 

5.  Increased  solicitation  of  articles  and  editorials  and 
news  from  clinics,  medical  centers,  and  medical  schools. 

6.  Renewal  of  efforts  to  obtain  clinicopathological  con- 
ference material. 

7.  More  regular  development  of  county  society  and  other 
feature  stories  of  some  length  (new  ideas  in  medicine, 
electronics  and  medicine,  pharmaceutical  industry  in  Texas, 
and  Association  services  and  future  possibilities). 

8.  More  "human  interest”  items  (feature  on  previous 
professions  of  doctors,  hobbies  of  doctors,  pursuits  of  re- 
tired doctors). 

9.  Greater  use  of  Woman’s  Auxiliary  material  on  the 
basis  of  merit  rather  than  as  an  automatic  monthly  section. 

5.  Journal  Advertising 

a.  Advertising  Revenue  Up  32  Per  Cent. — Net  revenue 
from  advertising  in  the  Texas  State  Journal  of  Medicine  for 
1959  achieved  an  all-time  high.  Advertising  revenue  for 
the  year  amounted  to  $114,301.  This  compares  with  §86,- 
434  for  1958,  an  increase  of  32  per  cent.  Revenue  now 
is  approximately  two  and  one-half  times  greater  than  in 

TABLE  2. — Journal  Advertising  Revenue. 


Year  Net  Revenue 


1954  $ 43,095 

1955  51,714 

1956  65,276 

1957  77,821 

1958  86,434 

1959  114,301 


1954  when  the  Association  reevaluated  advertising  policies 
and  embarked  upon  a promotional  program.  Year  by  year 
figures  appear  in  table  2. 

The  32  per  cent  increase  for  1959  over  1958  is  by  far 
the  largest  during  this  period  of  advertising  growth.  It  is 
due  primarily  to  two  factors : ( 1 ) an  increase  in  advertis- 
ing rates  and  (2)  an  increase  in  the  volume  of  advertising. 

The  Board  of  Trustees  approved  a 20  per  cent  increase 
in  advertising  rate,  effective  July  1,  1958,  or  at  the  ex- 
piration of  contracts  in  force.  The  effect  of  the  increase 
was  not  fully  evident  until  January  1,  1959,  when  new 
contracts  were  consummated. 

The  volume  of  advertising  increased  approximately  12.5 
per  cent  in  1959.  The  average  number  of  advertising  pages 
monthly  was  122  in  1959  as  compared  with  108  for  the 
preceding  year. 

With  the  increase  in  advertising  volume,  the  editorial 
staff  continued  to  experience  difficulty  in  maintaining  an 
acceptable  ratio.  Advertising  pages  comprised  59  per  cent 
of  the  Journal  in  1959;  reading  matter  41  per  cent.  A 
50-50  ratio  of  advertising  to  reading  matter  is  a practical 
optimum,  with  a 60-40  ratio  acceptable. 

b.  Standards  for  Advertising  Copy. — The  volume  of  ad- 
vertising in  recent  months,  and  more  particularly  the  copy 
submitted  by  several  pharmaceutical  firms,  has  been  of 
concern  to  the  Executive  Secretary,  the  Managing  Editor 
of  the  Texas  State  Journal  of  Medicine,  and  the  Advertising 
Manager. 

The  headquarters  staff  recognizes  the  importance  of 
maintaining  a dignified,  professional  journal.  To  achieve 
this  objective,  the  headquarters  staff  has  set  forth  addi- 
tional standards  for  all  advertising  copy.  These  standards 
have  been  approved  by  the  Board  of  Trustees  and  filed 
with  the  State  Medical  Journal  Advertising  Bureau,  Chicago. 

6.  Services  to  Committees 

Boards,  councils,  and  committees  of  Texas  Medical  As- 
sociation are  becoming  more  active  each  year.  This  increase 
in  tempo  has  required  substantially  greater  administrative 
assistance  by  the  headquarters  staff. 

The  Board  of  Councilors  might  be  cited  as  an  example. 
The  recent  reorganization  of  the  Board  of  Councilors  has 
resulted  in  the  establishment  of  five  active  subcommittees — 
citizenship,  military  and  institutional  membership,  consti- 
tution and  by-laws,  ethics,  and  an  ad  hoc  committee  to 
index  the  minutes  of  the  board.  The  Subcommittee  on 
Ethics  meets  three  times  annually — separate  from  regular 
meetings  of  the  Board  of  Councilors — and  presently  is 
concentrating  its  efforts  on  relationships  with  pharmacists 
and  an  interprofessional  code.  The  Citizenship  Subcommit- 
tee has  written  more  than  150  letters  in  pursuit  of  its 
assignment.  As  a result,  the  administrative  work  of  the 
headquarters  staff  has  increased  four-fold  in  service  to 
the  Board  of  Councilors. 

Council  and  committee  activity  is  imperative  to  an  ener- 
getic, effective  Association.  The  headquarters  staff  is 
pleased  to  have  an  opportunity  to  assist  officers  and  com- 
mittees in  discharging  their  duties  and  responsibilities. 

7.  Placement  Service  Activities 

Physicians  and  communities  are  utilizing  to  greater  ad- 
vantage the  Physicians  Placement  Service  of  the  Texas 
Medical  Association. 

During  the  past  year,  462  physicians  sought  the  assistance 
of  the  Texas  Medical  Association  in  finding  locations,  in- 
cluding 131  who  came  to  the  headquarters  building  in 
Austin  for  information  and  for  interviews.  Ninety-seven 
Association  members  requested  our  services  in  locating  an 
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associate.  Twenty-nine  subsequently  hired  associates  from 
our  referrals. 

The  headquarters  staff  corresponded  with  137  communi- 
ties regarding  a physician.  Donald  M.  Anderson,  assistant 
executive  secretary,  personally  visited  14  of  those  communi- 
ties. The  Association  was  able  to  locate  physicians  in  17 
communities,  and  possibly  3 others  which  have  not  been 
verified. 

As  evidence  of  the  increase  in  this  activity,  30  physicians 
visited  the  headquarters  building  in  1956  for  the  purpose 
of  securing  locations.  This  past  year,  the  staff  was  host  to 
131  doctors. 

8.  TMA  Speakers  Bureau 

The  headquarters  staff  has  intensified  its  activities  in 
recent  months  in  an  effort  to  be  of  even  greater  service  to 
officers  of  component  county  medical  societies  in  providing 
programs  for  monthly  meetings. 

An  attractive  packet  has  been  designed  containing  15 
separate  program  suggestions.  The  packet  cites  the  avail- 
ability of  scientific  and  socio-economic  programs.  In  addi- 
tion, information  is  provided  on  the  presentation,  'The 
Best  Medical  Care  for  All  Texans,”  which  is  available  to 
civic  clubs.  Programs  are  available  without  cost  to  county 
societies. 

In  order  to  facilitate  the  scheduling  of  programs,  return 
cards  addressed  to  the  Speakers  Bureau  are  enclosed.  Packets 
were  mailed  to  county  society  officers  in  November,  1959, 
and  again  in  February,  I960,  to  newly  elected  officers  of 
county  societies. 

9.  Technical  Exhibit  Income 

For  the  sixth  consecutive  year,  all  space  for  technical 
exhibits  at  the  annual  session  has  been  committed. 

There  will  be  a total  of  93  technical  exhibits  on  the 
mezzanine  and  fourteenth  floor  of  the  headquarters  hotel, 
the  Texas,  in  Fort  Worth. 

A prospectus  was  mailed  to  exhibitors  in  late  Septem- 
ber. Space  was  completely  sold  within  a period  of  a month. 


A packet  of  program  suggestions  for  county  medical 
societies. 


Exhibit  space  at  Fort  Worth  has  proved  inadequate  to 
meet  the  needs  of  the  Texas  Medical  Association.  It  has 
been  necessary  to  reject  applications  from  more  than  25 
firms.  A special  effort  has  been  made  to  encourage  those 
firms  that  cannot  secure  space  in  Fort  Worth  to  exhibit 
with  the  Association  at  Galveston  in  1961  when  adequate 
facilities  will  be  available  in  the  new  Moody  Center. 

Technical  exhibits  are  priced  at  $175  each  this  year,  with 
three . selling  at  $200,  and  four  at  $100.  This  should  pro- 
duce a gross  income  of  approximately  $15,525.  Charges  for 
booth  construction  and  services  by  our  decorating  firm, 
National  Decorators,  will  amount  to  about  $1,350.  The 
Hotel  Texas  has  given  us  an  extremely  favorable  rate  for 
space  for  exhibits,  $550,  representing  only  50  per  cent 
of  the  rental  fee  we  were  charged  by  the  same  hotel  in 
1955. 

Net  income  from  technical  exhibits  at  the  I960  annual 
session  should  amount  to  approximately  $13,525.  Thus, 
net  revenue  should  more  than  double  income  from  this 
source  at  the  Association’s  1955  meeting  in  Fort  Worth 
when  $6,131  was  realized.  Net  income  for  technical  ex- 
hibits at  San  Antonio  in  1959  was  $12,800. 

10.  Association  Exhibit  Program 

A significant  start  was  made  this  past  year  in  develop- 
ing a program  to  display  exhibits  prepared  by  the  Texas 
Medical  Association  at  medical  and  related  meetings 
throughout  the  state. 

Committees  have  cooperated  willingly  in  providing  per- 
sonnel for  the  three  exhibits,  "Cancer  in  Texas  Today,” 
"Texas  Medical  History,”  and  "Voluntary  Health  Insur- 
ance.” In  addition  to  our  own  meetings,  the  Texas  Medical 
Association  was  represented  by  exhibits  at  the  following 
meetings: 

Texas  Hospital  Association,  Houston,  May  12-14,  1959- 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston, 
July  18-22,  1959. 

Texas  Academy  of  General  Practice,  Galveston,  October 

4-7,  1959. 

American  Medical  Association  Clinical  Meeting,  Dallas, 
December  1-4,  1959. 

International  Postgraduate  Medical  Assembly  of  South 
Texas,  San  Antonio,  January  25-27,  I960. 

Texas  Public  Health  Association,  Galveston,  February 
21-24,  I960. 

The  exhibits  are  of  good  quality,  and  we  feel  reflect 
favorably  upon  the  Texas  Medical  Association  and  its  pro- 
grams and  activities.  The  headquarters  staff  wishes  to 
encourage  other  committees  to  develop  exhibits  during  the 
coming  year. 

11.  Printing  and  Literature 

The  Printing  Division  of  the  headquarters  office  pro- 
duced 1,244,470  pieces  of  literature  during  the  year  1959, 
all  on  the  Association’s  Multilith  equipment. 

Only  the  Texas  State  Journal  of  Medicine,  the  Auxiliary 
News  Letter,  and  occasionally  a selected  order  are  printed 
commercially.  In  view  of  the  high  cost  of  commercial 
printing,  this  operation  represents  a significant  financial 
savings  to  the  Association.  The  Association  now  is  pur- 
chasing its  paper  in  case  lots,  representing  additional  sav- 
ings. 

The  quality  of  Association  printing  continues  very  high. 
We  were  pleased  recently  when  an  annual  session  promo- 
tional piece  was  selected  for  the  Job-of-the-Month  Award 
by  the  Austin  Printers  and  Craftsmen  Guild,  which  is  com- 
prised of  printers  and  print  shop  owners. 
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As  evidence  of  the  tempo  at  the  headquarters  building, 
the  Printing  Division  addressed  659,161  pieces  of  literature 
in  1959,  an  average  of  54,930  monthly.  The  staff  has 
endeavored  to  curtail  addressing  services  for  non-Association 
accounts  during  the  past  year,  and  has  adopted  a more 
realistic  schedule  of  charges  for  those  which  are  accepted. 

12.  Headquarters  Staff 

Addressing  charges  are  based  on  actual  labor  charges  plus 
40  per  cent  to  cover  the  cost  of  maintaining  the  equipment 
and  the  mailing  rosters. 

a.  Increase  in  Personnel. — The  Executive  Secretary  has 
endeavored  to  "hold  the  line”  as  to  the  number  of  staff 
personnel  in  recent  years,  despite  substantial  increases  in 
all  phases  of  Association  activity.  This  has  been  possible, 
to  some  extent,  by  reorganizing  staff  function  and  assign- 
ments, by  utilizing  individuals  more  fully,  and  through 
purchase  of  "automated”  equipment,  such  as  robotypers 
and  copy  machine. 

It  has  been  necessary,  however,  for  the  first  time  in 
many  years,  to  present  a request  for  two  staff  additions. 
These  requests  have  been  approved  by  the  Board  of 
Trustees,  and  will  raise  the  numerical  strength  of  the 
staff  to  25,  plus  two  porters. 

The  Board  has  approved  the  appointment  of  a Staff 
Coordinator  of  the  Annual  Session  and  Association  meet- 
ings. In  addition  to  coordinating  the  annual  session,  and 
serving  as  secretary  to  the  Council  on  Annual  Session,  the 
appointee  will  carry  administrative  responsibilities  for  the 
January  and  September  meetings,  under  the  direction  of 
the  Executive  Secretary.  Miss  Dale  McGee,  a graduate  of 
the  University  of  Texas  and  more  recently  associated  with 
the  Humble  Oil  and  Refining  Company,  assumed  this  po- 
sition on  February  22,  I960. 

Authorization  also  has  been  granted  for  the  employment 
in  June,  I960,  of  an  individual  trained  in  library  science 
who  will  be  assigned  to  reference  work  and  cataloguing. 
The  Library  presently  is  fulfilling  its  requests  with  the 
same  number  of  staff  personnel  available  in  1952.  During 
this  period,  the  volume  of  reference  requests  from  physi- 
cians has  increased  from  1,118  in  1952  to  3,199  in  1959, 
an  increase  of  almost  200  per  cent.  Requests  for  films 
have  increased  from  787  in  1952  to  more  than  1,150  in 
1959.  As  evidence  that  our  Library  staff  is  fulfilling  a 
heavy  case  load,  another  large  medical  library  which  has  15 
employees  processed  2,088  package  reference  requests  dur- 
ing the  past  year. 


IBM  equipment  simplifies  handling  records  of  8,200 
members. 


These  appointments  will  enable  the  headquarters  staff 
to  render  even  greater  service  to  physicians  in  the  future. 

b.  Staff  Appointments. — Jon  R.  Hornaday  was  elevated 
to  the  position  of  Director  of  Public  Relations  on  June  1, 
1959.  Mr.  Hornaday  had  served  as  the  Association’s  Ad- 
vertising and  Exhibits  Manager  during  the  preceding  year. 
He  succeeds  Bill  E.  Robertson,  who  assumed  the  duties  of 
executive  secretary  of  the  Harris  County  Medical  Society. 

Kenneth  P.  Knopp,  a graduate  of  the  University  of 
Texas,  assumed  the  position  of  Advertising  and  Exhibits 
Manager  on  June  1,  1959.  Mr.  Knopp  was  selected  from 

a field  of  12  candidates  for  the  position. 

Mrs.  Nola  F.  Acton  was  appointed  Executive  Secretary 
of  the  Woman’s  Auxiliary  to  the  Texas  Medical  Association, 
effective  December  1,  1959-  Mrs.  Acton  has  been  associ- 
ated with  the  Texas  Medical  Association  since  November, 
1957.  She  previously  served  as  secretary  to  the  Assistant 
Executive  Secretary,  Donald  M.  Anderson,  and  in  that  ca- 
pacity performed  secretarial  duties  for  the  Board  of  Coun- 
cilors. Mrs.  Acton  was  recommended  for  her  new  position 
by  the  President  of  the  Woman’s  Auxiliary,  Mrs.  Haskell  D. 
Hatfield,  and  seven  other  Auxiliary  officers  who  were  con- 
sulted. 

13.  Association  Sponsored  Meetings 

a.  Public  Relations  Conference. — The  1959  Public  Rela- 
tions Conference,  held  on  September  26  in  Austin,  attracted 
the  largest  attendance  since  this  annual  feature  was  initiated 
6 years  ago. 

Registration  for  the  conference  and  the  Executive  Board 
week-end  totaled  462,  including  163  orientees.  Contributing 
to  the  large  attendance  was  an  outstanding  panel  of  speak- 
ers : Chester  Lauck,  Houston,  Continental  Oil  Company; 
Nelson  J.  Young,  Detroit,  Mich.,  Professional  Management; 
Dr.  Donald  Stubbs,  Washington,  D.  C.,  Blue  Shield  Medi- 
cal Care  Plans;  Dr.  Frederick  C.  Swartz,  Lansing,  Mich., 
AMA  Committee  on  Aging;  Bill  Barnard,  Dallas,  Associated 
Press;  W.  E.  Berger,  Hondo  Anvil  Herald ; and  Francis 
Boyer,  Philadelphia,  Smith,  Kline  & French  Laboratories. 

Another  significant  factor  in  stimulating  a record  attend- 
ance was  the  scheduling  of  the  conference  on  the  same  date 
as  a University  of  Texas  football  game.  The  Association 
was  able  to  arrange  for  the  purchase  of  good  seats  for 
those  who  chose  to  attend. 

As  a result  of  this  experiment,  future  Public  Relations 
Conferences  likely  will  be  scheduled  on  the  same  day  of 
an  evening  football  game  in  Austin.  The  I960  conference 
is  scheduled  on  Saturday,  September  17,  with  Texas  playing 
Nebraska  that  night. 

b.  Conference  for  County  Medical  Society  Officials. — On 
the  basis  of  response  from  those  who  attended,  the  eighth 
annual  Conference  for  County  Medical  Society  Officials  was 
perhaps  the  strongest  program  presented  by  the  Texas 
Medical  Association. 

Registration  for  the  conference,  including  orientees  and 
for  the  Executive  Board  week-end,  was  430. 

Nine  prominent  guest  speakers  participated  in  the  con- 
ference. They  were  Rep.  Bruce  Alger,  United  States  Con- 
gressman; John  McKee,  Dallas,  Ford  Motor  Company;  Allan 
B.  Kline,  Western  Springs,  111.,  past  president,  American 
Farm  Bureau  Federation;  John  C.  Williamson,  Washington, 
D.  C.,  American  Thrift  Assembly;  the  Rev.  Marvin  Vance, 
Austin,  First  Methodist  Church;  L.  A.  Orsini,  New  York, 
Health  Insurance  Council;  Robert  J.  Ehlinger,  Philadelphia, 
Smith,  Kline  & French  Laboratories;  W.  P.  Earngey,  Jr., 
Fort  Worth,  immediate  past  president,  Texas  Hospital  As- 
sociation; and  Dr.  Arthur  Kemp,  Chicago,  AMA  Eco- 
nomics Research  Department. 
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The  1961  Conference  for  County  Medical  Society  Offi- 
cials has  been  scheduled  on  Saturday,  January  28,  in  Austin. 

c.  Orientation  Program. — Almost  1,200  physicians  now 
have  attended  an  orientation  program  offered  by  the  Texas 
Medical  Association  since  it  was  stipulated  as  a requirement 
for  regular  membership  by  the  House  of  Delegates  in  action 
at  the  1956  annual  session. 

Three  programs  were  offered  during  the  past  year.  Ses- 
sions were  presented  on  April  21,  1959,  during  the  ninety- 
second  annual  session  in  San  Antonio;  on  September  26, 
1959,  in  Austin;  and  on  January  16,  I960,  in  Austin.  At- 
tendance at  the  three  sessions:  166,  163,  and  98. 

On  the  basis  of  response  from  those  in  attendance,  the 
programs  have  been  well  received.  The  quality  of  the  pro- 
gram has  been  enhanced  by  the  appearance  of  prominent, 
out-of-state  guest  speakers. 

During  the  past  year,  only  one  physician  failed  to  fulfill 
the  orientation  program  requirement  which  stipulates  at- 
tendance at  one  session  during  his  provisional  membership 
period  of  24  months.  The  physician  has  been  dropped  from 
membership  in  the  county  and  state  societies. 

Orientation  programs  will  be  presented  on  Tuesday 
morning,  April  12,  I960,  at  the  Hilton  Hotel  in  Fort 
Worth,  during  the  ninety-third  annual  session;  on  Satuiday, 
September  17,  I960,  in  Austin,  as  part  of  the  Public  Rela- 
tions Conference;  and  on  Saturday,  January  28,  1961,  in 
Austin  as  part  of  the  Conference  for  County  Medical  So- 
ciety Officials. 

d.  Medical  Student  Day  Programs. — For  the  seventh 
consecutive  year,  the  Texas  Medical  Association  is  present- 
ing Medical  Student  Day  programs  at  the  three  medical 
schools  in  the  state.  The  program  at  Southwestern  Medi- 
cal School  was  presented  on  September  10,  1959.  The  Uni- 
versity of  Texas  Medical  Branch  session  was  given  on 
March  1,  I960,  and  plans  are  being  arranged  for  the  pro- 
gram at  Baylor  University  College  of  Medicine. 

As  in  the  past,  the  programs  were  sponsored  in  co- 
operation with  the  local  county  medical  societies. 

The  objective  of  the  Medical  Student  Day  program  is  to 
present  worth-while  information  to  senior  students  which 
will  offer  an  introduction  into  the  practice  of  medicine.  The 
programs  have  been  extremely  well  received. 

14.  Selection  of  Austin  for  1962 

The  Travis  County  Medical  Society  has  extended  an 
invitation  to  the  Texas  Medical  Association  to  hold  its 
1962  annual  session  in  Austin.  This  invitation  was  pre- 
sented to  the  House  of  Delegates  at  the  San  Antonio  meet- 
ing in  April,  1959. 

In  compliance  with  the  procedure  approved  by  the  House 
of  Delegates  for  selecting  a site,  an  inspection  committee 
has  evaluated  facilities  in  Austin.  Members  of  the  Council 
on  Annual  Session  have  inspected  the  city’s  new  Municipal 
Auditorium.  Representatives  of  the  headquarters  staff  have 
devoted  attention  to  many  phases  of  convention  planning. 

The  invitation  now  has  been  fully  evaluated  with  par- 
ticular consideration  to  (a)  hotel  accommodations;  (b) 
meeting  room  facilities;  (c)  exhibit  facilities;  (d)  catering 
or  food  requirements;  (e)  meeting  dates;  and  (f)  other 
factors.  Significant  findings  may  be  summarized  as  follows: 

Formal  commitments  have  been  received  from  hotels  and 
motels,  and  the  Association  may  be  assured  a minimum  of 
1,300  first  class  accommodations.  The  air-conditioned  Audi- 
torium is  well  prepared  to  handle  the  Association’s  1962 
annual  session.  The  Auditorium,  which  ranks  as  one  of  the 
largest  and  finest  in  the  state,  has  12  meeting  rooms  which 
can  seat  between  50  and  500  individuals  each.  It  will  ac- 
commodate 240  exhibits,  more  than  enough  to  meet  all 


Austin's  new  Municipal  Auditorium  where  1962  an- 
nual session  may  be  held. 

demands  for  space  for  technical  and  scientific  exhibits. 
Five  other  factors  also  were  cited: 

1.  Austin  is  centrally  located  and  is  accessible  to  a large 
segment  of  Association  membership. 

2.  The  Association  has  rotated  its  meeting  for  many 
years  among  five  cities — Dallas,  Houston,  San  Antonio,  Fort 
Worth,  and  Galveston.  There  is  merit  in  staging  the  annual 
session  in  as  many  cities  as  can  adequately  provide  accom- 
modations. 

3.  The  Travis  County  Medical  Society  has  a roster  of  255 
physicians.  It  is  the  fifth  largest  county  medical  society  in 
the  state.  Austin  does  not  have  a regularly  scheduled  post- 
graduate medical  assembly  each  year,  and  officers  of  the 
Travis  County  Medical  Society  have  expressed  enthusiasm 
for  serving  as  host  to  an  annual  session  of  the  Association. 

4.  The  Travis  County  Medical  Society  previously  ex- 
tended an  invitation  to  serve  as  host  for  the  I960  annual 
session.  Though  the  I960  meeting  ultimately  was  awarded 
to  Fort  Worth,  the  Travis  County  Medical  Society  was  en- 
couraged to  tender  an  invitation  for  the  1962  annual 
session. 

5.  The  headquarters  building  is  located  in  Austin;  a 
meeting  in  Austin  would  provide  an  opportunity  for  many 
physicians  to  visit  it  for  the  first  time. 

After  a thorough  evaluation  of  these  factors,  the  Board 
of  Trustees,  the  Council  on  Annual  Session,  and  the  in- 
spection committee  are  unanimous  in  tendering  the  fol- 
lowing recommendations : 

a.  The  Texas  Medical  Association  should  accept  the  in- 
vitation of  the  Travis  County  Medical  Society  and  stage  the 
1962  annual  session  in  Austin. 

b.  The  dates,  April  7-10,  1962,  should  be  selected. 

c.  The  Driskill  Hotel  should  be  designated  as  headquar- 
ters hotel. 


8.  SUPPLEMENTARY  REPORT  OF 
EXECUTIVE  SECRETARY 

1.  Nominations  for  Honorary  and  Inactive  Membership 

As  part  of  this  Supplementary  Report,  we  are  submit- 
ting a roster  of  nominations  for  honorary  and  inactive 
membership.  County  medical  societies  have  nominated  30 
physicians  for  honorary  membership.  They  have  proposed 
30  others  for  inactive  membership.  We  have  published 
these  lists,  and  we  have  made  them  a part  of  this  report. 

Honorary  Membership 

District  1: 

Big  Bend — 

Dr.  Joel  Ellis  Wright,  Alpine;  born  1882;  member 
1923-1950,  1952-1960—37  years. 
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District  2: 

Dawson-Lynn-Terry-Gaines-Yoakum — 

Dr.  Alfred  H.  Smith,  Lamesa;  born  1883;  member 
1920-1960 — 41  years. 

Nolan-Fisher-Mitchell — 

Dr.  Amos  H.  Fortner,  Sweetwater;  born  1883;  mem- 
ber 1915-1960 — 46  years. 

Dr.  Harry  Allen  Logsdon,  Colorado  City;  born  1884; 
member  1911-1960 — 49  years. 

Dr.  James  Wells  Young,  Sweetwater;  born  1880; 
member  1908-1960 — 53  years. 

District  3: 

Armstrong-Donley-Childress- 

Collingsworth-Hall-Wheeler — 

Dr.  Grover  Cleveland  Fox,  Childress;  born  1890; 
member  1920-1960 — 41  years. 

Dr.  Harold  Earl  Nicholson,  Wheeler;  born  1889; 
member  1911,  1917,  1923-1960 — 40  years. 

Hale-Floyd-Briscoe — 

Dr.  J.  Harvey  Hansen,  Plainview;  born  1887;  member 
1928-1946,  1948-1960—32  years. 

District  4: 

Tom  Green  Eight — 

Dr.  Clifford  T.  Womack,  San  Angelo;  born  1888; 
member  1920-1960 — 41  years. 

District  5: 

Bexar — 

• Dr.  W.  H.  Hargis,  Sr.,  San  Antonio;  born  1881; 
member  1908-1909,  1912-1941,  1943-1960—50 
years. 

Dr.  O.  S.  Moore,  San  Antonio;  born  1879;  member 
1916-1922,  1924-1960—44  years. 

Gonzales — 

Dr.  Nathan  Avant  Elder,  Nixon;  born  1881;  member 
1908-1960—53  years. 

District  6: 

Cameron- W illacy — 

Dr.  Lum  Marion  Davis,  Harlingen;  born  1888;  mem- 
ber 1911-1912,  1915-1917,  1919-1960—47  years. 

Nueces — 

Dr.  Carroll  Francis  Crain,  Corpus  Christi;  born  1895; 

member  1933-1960 — 28  years. 

Dr.  Charles  Grover  Morgan,  Corpus  Christi;  born 
1883;  member  1943-1960 — 18  years. 

San  Patricio-Aransas-Refugio — 

Dr.  James  Lovick  Pierce,  Jr.,  Sinton;  born  1886;  mem- 
ber 1921-1927,  1929,  1934-1941,  1945-1960—32 
years. 

District  8: 

V ictoria-Calhoun-Goliad — 

Dr.  Joseph  V.  Hopkins,  Victoria;  born  1886;  member 
1910-1960 — 51  years. 

District  9: 

Harris — 

Dr.  Alfred  Philo  Howard,  Houston;  born  1878;  mem- 
ber 1907-1909,  1911-1960—53  years. 

Dr.  Benjamin  Weems  Turner,  Houston;  born  1889; 
member  1913-1960 — 48  years. 

District  1 0: 

Liberty-Chambers — 

Dr.  Walter  Leggett,  Cleveland;  born  1884;  member 
1913,  1921,  1926-1930,  1932-1948,  1955-1960— 
30  years. 

District  12: 

McLennan — 

Dr.  Cleveland  H.  Brooks,  Waco;  born  1884;  mem- 
ber 1908-1960 — 53  years. 

Dr.  Shelby  C.  Spencer,  Waco;  born  1886;  member 
1927-1960 — 34  years. 


Dr.  Frank  Joseph  Stanislav,  Waco;  born  1886;  mem- 
ber 1917-1918,  1920-1960—43  years. 

Navarro — 

Dr.  Earl  Homer  Newton,  Corsicana;  born  1885;  mem- 
ber 1914,  1919-1960 — 43  years. 

District  13: 

Tarrant — 

Dr.  Jack  E.  Daly,  Fort  Worth;  born  1895;  member 
1924-1960 — 37  years. 

District  14: 

Dallas — 

Dr.  James  Henry  Ray,  Lewisville;  born  1887;  mem- 
ber 1919-1921,  1930,  1935-1937,  1939-1960—29 
years. 

Dr.  Penn  Riddle,  Dallas;  born  1896;  member  192  3- 
1960 — 38  yeares. 

Dr.  Albert  J.  Schuett,  Dallas;  born  1895;  member 
1924-1960 — 37  years. 

Dr.  Hugh  Dickson  White,  Dallas;  born  1887;  mem- 
ber 1919,  1922-1933,  1935-1945,  1947-1960—37 
years. 

District  15: 

Harrison — 

Dr.  Frank  S.  Littlejohn,  Marshall;  born  1883;  mem- 
ber 1909-1924,  1926-1960—51  years. 

Inactive  Membership 

District  1 : 

El  Paso— 

Dr.  W.  W.  Kearney,  Hawkeye,  Iowa;  born  1912; 
member  1942-1945,  1953-1960—12  years. 

Dr.  Sam  R.  King,  El  Paso;  born  1895;  member  1923- 
1926,  1938-1960—27  years. 

Dr.  Harry  Leigh,  El  Paso;  born  1889;  member  1922- 
1960 — 39  years. 

District  3: 

Potter-Randall — 

Dr.  John  D.  Jordaan,  Amarillo;  born  1881;  member 
1910-1913,  191*6-1932,  1935-1951,  1953-1960—46 
years. 

District  5: 

Bexar — 

Dr.  Edith  M.  Bonnet,  San  Antonio;  born  1897;  mem- 
ber 1928-1929,  1934-1960—29  years. 

Dr.  John  R.  Callan,  San  Antonio;  born  1906;  mem- 
ber 1937-1960 — 24  years. 

Dr.  Virginia  S.  Stovall,  Tucson,  Arizona;  born  1918; 
member  1945-1946,  1949-1960 — 14  years. 

District  6: 

Cameron-W  illacy — 

Dr.  Amy  Breyer,  Brownsville;  born  1912;  member 
1949-1960—12  years. 

Nueces — 

Dr.  Mary  M.  McCaskey,  Corpus  Christi;  born  1925; 
member  1954-1960 — 7 years. 

District  1: 

Travis — 

Dr.  Ben  R.  Eppright,  Austin;  born  1900;  member 
1926-1929,  1931-1960—34  years. 

District  9: 

Harris — 

Dr.  Paul  W.  Best,  Houston;  born  1891;  member 
1928-1960 — 33  years. 

Dr.  George  Maury  Campbell,  Houston;  born  1916; 
member  1949-1960 — 12  years. 

Dr.  Cullen  Hay  good  Hendry,  Houston;  born  1891; 
member  1927-1960 — 34  years. 

Dr.  Frank  H.  Lancaster,  Houston;  born  1892;  member 
1925-1960 — 36  years. 
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Dr.  Claud  Dewey  Myers,  Houston;  born  1893;  mem- 
ber 1921-1922,  1924-1960—39  years. 

Dr.  Isadore  L.  Pawelek,  Houston;  born  1889;  mem- 
ber 1917,  1919-1960—43  years. 

Dr.  Luden  M.  Warner,  Houston;  born  1902;  mem- 
ber 1930-1960—31  years. 

District  10: 

Jefferson — 

Dr.  Dwight  E.  Curry,  Port  Arthur;  born  1904;  mem- 
ber 1941-1960 — 20  years. 

Dr.  Joyce  W.  Odell,  Beaumont;  born  1915;  member 
1950-1960 — 11  years. 

Dr.  Charles  L.  Williams,  Beaumont;  born  1887;  mem- 
ber 1952-1960 — 9 years. 

District  1 1 : 

Smith — 

Dr.  Verne  Bruce  McMillan,  Overton;  born  1904; 
member  1930-1950,  1953-1960 — 29  years. 

District  13: 

Tarrant — 

Dr.  Emmett  C.  Schoolfield,  Fort  Worth;  born  1892; 

member  1920-1960 — 41  years. 

Dr.  Edgar  W.  Spackman,  San  Juan;  born  1900;  mem- 
ber 1948-1960—13  years. 

Taylor- Jones — 

Dr.  Andrew  J.  Pope,  Abilene;  born  1880;  member 
1907-1951,  1960 — 46  years. 

Dr.  Clarence  L.  Prichard,  Abilene;  born  1887;  mem- 
ber 1924-1960 — 37  years. 

Dr.  W.  Auda  Vee  Cash,  Abilene;  born  1885;  mem- 
ber 1910-1917,  1920-1931,  1933-1940,  1942,  1944- 
1960 — 46  years. 

District  14: 

Dallas — 

Dr.  Gates  Collier,  Dallas;  born  1897;  member  1920- 
1921,  1923-1924,  1926,  1938-1960—28  years. 
Fannin — 

Dr.  James  M.  Donaldson,  San  Antonio;  born  1881; 
member  1907-1960 — 54  years. 

District  15: 

Bowie — 

Dr.  Robert  H.  Chappell,  Texarkana;  born  1914;  mem- 
bership 1947-1960 — 14  years. 

2.  Proposed  Survey  on  Community  and  Public  Service 

With  medicine  presently  facing  its  most  difficult  chal- 
lenge, it  is  evident  that  we  must  employ  every  public  rela- 
tions technique  at  our  command.  As  physicians,  you  are 
devoting  a tremendous  amount  of  time  to  the  aged  and 
to  the  indigent,  often  with  little  or  no  compensation. 

Yet,  advocates  of  Forand-type  legislation  would  lead  the 
public  to  believe  that  a great  emergency  exists.  They  im- 
ply that  the  medical  needs  of  the  aged  and  others  are 
unmet  and  unsatisfied.  For  the  most  part,  the  general  pub- 
lic is  unaware  of  the  medical  profession’s  great  contribu- 
tion. 

Obviously,  recognition  of  this  contribution  can  be  a 
significant  factor  in  strengthening  the  position  of  the  pro- 
fession. If  we  can  provide  the  public  with  the  facts,  medi- 
cine will  be  accorded  the  credit  and  the  respect  that  it 
rightfully  deserves.  It  also  will  help  alleviate  criticism  by 
some  individuals  that  doctors  are  not  interested  in  com- 
munity affairs,  and  that  physicians  are  more  concerned  with 
financial  rewards  than  medical  care  of  their  patients. 

As  part  of  an  over-all  comprehensive  program  for  the 
coming  year,  the  Executive  Secretary  respectfully  suggests 
that  the  Association  undertake  a state-wide  survey.  The  ob- 


jective would  be  to  focus  attention  on  the  amount  of  com- 
munity and  public  service,  both  medical  and  non-medical, 
which  presently  is  being  provided  by  the  profession.  The 
questionnaire  should  be  sent  to  every  physician  in  the 
state,  it  should  be  answered  anonymously,  and  it  should 
contain  questions  such  as  these: 

How  much  charity  work  do  you  provide  each  month  for 
patients  who  do  not  have  the  ability  to  pay 

What  is  the  approximate  value  of  these  services? 

How  many  hours  do  you  spend  each  month  in  civic  and 
public  service  activities? 

We  would  like  to  suggest  that  this  survey  be  carried 
out  in  cooperation  with  our  county  medical  societies.  Ob- 
viously, the  public  service  contribution  of  the  physician 
will  create  its  greatest  impact  at  the  community  and  the 
county  levels.  Results  of  the  survey  should  be  released  in- 
itially by  the  county  society.  We  would  endeavor  to  create 
a second  impact  by  releasing  the  statewide  figures,  and 
then  preparing  special  reports  to  our  Congressmen,  our 
State  Legislators,  and  to  others. 

We  feel  confident  that  this  survey  will  prove  most 
helpful  in  combatting  arguments  for  a federal  program 
of  medical  care.  We  believe  that  the  results  will  document 
the  tremendous  amount  of  public  service  that  physicians 
are  rendering  at  little  or  at  no  compensation. 

3.  Report  on  TMA  Intern  and  Resident  Memberships 

The  Texas  Medical  Association  has  devoted  considerable 
attention  in  recent  years  to  medical  students  and  to  new 
members.  Our  most  effective  activities,  in  my  opinion,  in- 
clude the  Medical  Student  Day  programs  at  our  three  medi- 
cal schools,  the  Dr.  S.  E.  Thompson  loan  fund,  and  the 
Orientation  Program  for  new  members.  We  believe  that 
the  Association  should  continue  to  intensify  its  programs 
and  service  with  purposes  of  developing  an  active,  ener- 
getic membership  in  the  years  ahead. 

The  Headquarters  Staff  is  very  much  concerned  about 
the  relatively  small  percentage  of  eligible  interns  and  resi- 
dents who  hold  membership  in  our  Association.  On  the  basis 
of  a recent  survey,  only  15  per  cent  of  the  interns  and 
residents  in  Texas  hospitals  are  members  of  the  Associa- 
tion. Now,  by  comparison,  our  Association  has  an  excep- 
tionally high  participation  by  practicing  physicians.  Ap- 
proximately 94  per  cent  of  those  in  private  practice  hold 
membership. 

As  you  are  aware,  Association  membership  has  grown 
significantly  since  1950.  It  has  increased  from  6,200  in 
1950  to  8,200  at  present.  Yet,  during  this  same  period, 
intern  and  resident  membership  actually  has  decreased.  We 
have  reason  to  believe  that  there  are  approximately  650 
eligible  interns  and  residents  who  do  not  hold  membership 
in  the  county  and  state  societies. 

We  believe  that  all  qualified,  eligible  physicians  should 
be  members  of  their  county  and  state  societies.  We  fully 
recognize  that  membership  is  a prerogative  of  the  county 
medical  society.  Therefore,  if  called  upon  by  our  county 
medical  societies,  by  this  House  of  Delegates,  or  by  the 
Board  of  Councilors,  the  Headquarters  Staff  would  be 
pleased  to  help  implement  any  program  or  plan  which  is 
formulated.  Specifically,  we  would  be  pleased  to  join  our 
county  societies  in  preparing  a brochure  or  a packet  of 
materials  on  the  advantages  of  membership  in  our  county 
societies. 

C.  Lincoln  Williston. 

Reference  committee  to  which  referred:  Initial  report, 
Reports  of  Officers  and  Committees.  Sections  1 and  3 of 
supplementary  report,  Board  of  Councilors;  section  2, 
Medical  Service  and  Insurance. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  W.  R.  Klingensmith,  Amarillo:  The  Executive  Sec- 
retary’s report  was  reviewed  in  detail,  and  our  Committee 
wishes  to  thank  Mr.  Williston  and  his  staff  for  the  ex- 
cellent job  that  they  have  done  during  the  year.  The  growth 
of  the  society  and  of  our  outstanding  medical  Journal  were 
especially  encouraging.  We  particularly  wish  to  thank  Har- 
riet Cunningham  for  giving  us  perhaps  the  finest  state 
journal  in  America. 

The  Committee  wishes  to  express  its  confidence  in  the 
Orientation  Program  as  described  by  Mr.  Williston  and  it 
is  our  feeling  that  it  is  the  single  most  important  measure 
now  available  to  strengthen  the  basic  structure  of  the  county 
society  and  the  Association  as  a whole.  I move  the  adoption 
of  the  Executive  Secretary’s  Report  as  printed. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  BOARD  OF  COUNCILORS 
AS  REFERENCE  COMMITTEE 

Dr.  C.  E.  Oswalt,  Jr.,  Fort  Stockton:  The  Executive 
Secretary  is  complimented  upon  his  report  in  the  handbook 
and  his  Supplementary  Report.  That  portion  of  the  Sup- 
plementary Report  [sections  1 and  3]  which  was  referred 
to  the  Board  of  Councilors  as  a Reference  Committee  was 
studied  in  its  entirety. 

The  first  portion  of  section  1 has  to  do  with  the  nomi- 
nation to  Honoray  Membership  of  those  named  in  the  pre- 
ceding Report  of  the  Executive  Secretary. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  David  W.  Carter,  Dallas : May  I call  your  attention 
to  the  fact  that  Dr.  Albert  J.  Schuett  died  a few  days  ago. 

Dr.  Oswalt:  In  that  event,  the  Board  of  Councilors  would 
nominate  to  the  House  of  Delegates  the  name  of  Dr.  Albert 
J.  Schuett  to  Honorary  Membership  posthumously. 

Dr.  Oswalt:  The  second  portion  of  section  1 has  to  do 
with  nominations  to  Inactive  Membership  in  the  Texas 
Medical  Association.  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Oswalt:  Section  3 of  the  Executive  Secretary’s  Sup- 
plementary Report  concerns  the  status  of  intern  and  resi- 
dent members  in  Texas  Medical  Association.  This  survey 
reveals  that  only  15  per  cent  of  the  interns  and  residents 
in  the  state  are  members  of  Texas  Medical  Association. 
Only  31  per  cent  of  those  licensed  are  members  of  their 
county  medical  societies  and  state  Association. 

The  Reference  Committee  recommends  approval  of  this 
portion  of  the  report  and  further  recommends  to  the 
House  of  Delegates  that  the  county  medical  societies  be 
encouraged  to  contact  eligible  interns  and  residents  con- 
cerning membership  and  that  the  Texas  Medical  Association 
Central  Office  distribute  informational  packets  to  interns 
and  residents. 

I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  Section  2 of  supple- 
mentary report  of  Executive  Secretary  was  referred  to  Refer- 
ence Committee  on  Legislation  and  Public  Relations  for 
its  action.  I move  the  adoption  of  this  portion  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  Section  2 of  supple- 
mentary report  of  Executive  Secretary  was  considered  by 
the  Reference  Committee.  The  Committee  approves  the 
portion  of  the  Supplementary  Report  of  the  Executive 
Secretary  that  the  Association  make  a state-wide  survey  on 
community  and  public  service  and  joins  the  Council  on 
Public  Relations  and  Public  Service  in  requesting  it.  Our 
committee  feels  that  the  Council  on  Public  Relations  and 
Public  Service  should  be  asked  to  go  into  a study  of  a 
questionnaire  not  only  on  the  subjects  mentioned,  but 
other  fields  of  thought,  and  that  these  questionnaires  be 
sent  out  by  county  societies  rather  than  the  state  office,  as 
we  believe  that  a much  higher  percentage  of  return  will 
be  so  effected.  The  Council  on  Public  Relations  and  Public 
Service  also  should  consider  finding  out  in  their  question- 
naire what  we  are  not  doing  that  we  could  be  doing  and 
what  deficiencies  exist  in  our  services  to  the  people  of 
the  state.  Mr.  Speaker,  I move  the  acceptance  of  this  por- 
tion of  the  report. 

Dr.  O.  H.  Chandler,  Ballinger:  I move  that  the  survey 
be  mailed  out  from  the  home  office  to  individual  doctors 
instead  of  the  local  level  or  county  society  level. 

Speaker  Hardwicke:  You  want  to  amend  the  report  to 
that  effect? 

Dr.  Chandler:  I do. 

Speaker  Hardwicke:  The  amendment  is  seconded.  Is 
there  any  discussion  on  this  amendment? 

As  the  chair  understands  the  problem,  our  question  of 
discussion  is  not  on  the  merits  of  the  adoption  of  this 
but  on  whether  the  questionnaire  should  originate  from 
the  state  office  and  be  supplemented  by  the  county  offices 
or  county  societies  or  whether  they  should  originate  from 
the  county  offices. 

Dr.  Partain:  This  resolution  is  to  originate  in  Austin 
under  the  control  of  the  Council  on  Public  Relations  and 
from  it  to  the  county  societies.. 

Dr.  Chandler:  I still  want  the  amendment  for  the  rea- 
son there  is  nothing  to  keep  the  relative  counties  from 
supplementing  this  thing,  but  if  we  don’t  originate  this 
at  a state  level,  we  won’t  get  the  coverage  that  we  would 
otherwise. 

[After  considerable  discussion,  vote  was  called.  The 
amendment  did  not  carry.] 

Speaker  Hardwicke:  Now,  the  motion  on  the  floor  is 
the  adoption  of  the  original  motion  as  made  by  Dr.  Par- 

[The  report  of  the  reference  committee  was  adopted.] 
tain. 
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9.  REPORT  OF  TREASURER 


A complete  report  on  the  financial  positions  of  the  Texas 
Medical  Association  and  the  Texas  Memorial  Medical  Li- 
brary Association  as  of  December  31,  1959,  and  the  opera- 
tions of  these  organizations  for  the  year  ended  December 
31,  1959,  will  be  submitted  to  the  Board  of  Trustees 
by  our  independent  auditors. 

The  following  is  a condensed  Statement  of  Cash  Receipts 
and  Disbursements  for  the  year  ended  December  31,  1959: 


Texas 

Texas  Memorial 

Medical 

Medical  Library 

Association 

Association 

Cash 

Balances,  January  1,  1959  $ 

95,954.41 

$ 8,725.41 

Cash 

Receipts  

913,681.49 

9,737.14 

$1,009,635.90 

$18,462.55 

Cash 

Disbursements  

965,882.09 

9,050.00 

Cash  Balances,  December  31,  1959  $ 

43,753.81 

$ 9,412.55 

Cash  on  hand  and  on  deposit  as  of  December  31,  1959, 
is  accounted  for  as  follows: 


Austin  National  Bank — 


Regular  Account  

Austin  National  Bank — 

$23,603.76 

$9,412.55 

Payroll  Account  

. . . . 2,964.16 

-0- 

American  National  Bank — 

Regular  Account  

American  National  Bank — 

14,270.75 

-0- 

Building  Fund  Account 

American  National  Bank — 

1,688.63 

-0- 

Contingency  Fund  Account.  . . . 

226.51 

-0- 

Petty  Cash  and  Travel  Funds ... 

1,000.00 

-0- 

Total  

. . .$43,753.81 

$9,412.55 

Respectfully  submitted, 

T.  H.  Thomason,  Treasurer. 

The  information  contained  in  the  above  report  is  correct. 


longer  will  be  paying  on  a fixed  liability,  and  it  can  antici- 
pate growth  from  reinvested  dividends  and  appreciation 
on  the  principal  of  investments. 

With  the  start  of  I960,  regular  dues  have  been  de- 
creased from  $50  to  $45.  Nevertheless,  the  Association’s 
liquid  position  has  been  improved  substantially.  An  addi- 
tional $11  of  regular  dues  will  be  available  to  the  General 
Fund  this  year.  With  this  33  per  cent  increase  in  the  allo- 
cation to  the  General  Fund,  the  Association  has  eliminated 
its  dependence  upon  advertising  revenue  and  the  Journal 
Fund,  at  least  for  the  present. 

The  Association’s  assets  were  almost  wholly  invested  on 
December  31,  1959,  and  there  was  little  cash  on  hand. 
Membership  dues  for  I960  presently  are  being  received, 
however,  and  since  an  increased  amount  will  be  available 
for  operations,  a cash  surplus  should  be  available  to  meet 
any  emergencies  which  might  arise. 

2.  Retirement  of  Mortgage 

The  Board  of  Trustees  is  extremely  pleased  to  report 
that  the  mortgage  on  the  headquarters  building  in  Austin 
was  paid  off  during  the  past  year.  The  final  payment  on 
the  mortgage  was  made  in  October,  1959,  completely  clear- 
ing this  financial  obligation. 

The  headquarters  building  was  completed  in  1952  at  the 
cost  of  $732,000.  To  pay  for  this  construction,  it  was 
necessary  to  secure  a note  in  the  amount  of  $415,000,  and 
to  borrow  $180,000  from  the  Association’s  General  Fund 
and  $61,000  from  what  was  known  at  that  time  as  the 
Medical  Defense  Fund. 

All  of  these  monies  now  have  been  repaid  in  full.  The 
Trustees  believe  that  this  is  a significant  financial  achieve- 
ment for  the  Association  in  a brief  period  of  7 years. 

It  also  is  significant  that  a balance  of  approximately 
$45,000  remains  in  the  Building  Fund.  These  monies  are 
invested  with  Investors  Diversified  Services,  Inc.  They  rep- 
resent a "nest  egg’’  for  future  building  and  remodeling 
programs  which  undoubtedly  will  be  needed  for  our 
rapidly  growing  membership. 


SCHIEFFER  AND  LYDA 
Certified  Public  Accountants. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  The  report  of  the  Treasurer 
was  considered  in  detail  and  the  Committee  approves  the 
report  as  printed.  Mr.  Speaker,  I move  the  adoption. 

[This  report  was  adopted.] 

10.  REPORT  OF  BOARD  OF  TRUSTEES 

1.  1959- — Significant  Financial  Year 

Viewed  from  the  standpoint  of  financial  operations,  the 
Board  of  Trustees  believes  that  the  year  1959  was  one  of 
the  most  significant  in  the  Association’s  history. 

The  Association’s  financial  position  was  enhanced  during 
the  year  by  (1)  paying  off  the  mortgage  on  the  head- 
quarters building;  (2)  increasing  investment  holdings; 
and  (3)  increasing  the  availability  of  operating  funds. 

By  paying  off  the  mortgage  on  the  headquarters  building 
and  increasing  investments,  the  Association  has  achieved 
greater  stability  and  growth  potential.  The  Association  no 


3.  Reduction  in  Dues 

In  compliance  with  the  recommendation  of  the  Board 
of  Trustees  and  subsequent  action  of  the  House  of  Dele- 
gates, state  dues  were  reduced  to  $45,  effective  January  1, 
1960. 

Reduction  of  dues  from  $50  to  $45  has  placed  the  Texas 
Medical  Association  in  the  middle  range  among  state  so- 
cieties. A recent  survey  indicates  that  23  state  medical 
societies  charge  a greater  amount,  25  states  charge  less, 
while  one  other  state — Vermont — has  the  same  assessment. 
State  dues  range  from  a high  of  $140  in  Utah  to  $25  in 
six  states. 

Twenty-one  state  societies  have  stepped  up  their  dues  in 
the  past  3 years.  Texas  is  the  lone  state  which  has  been 
able  to  reduce  dues  in  recent  years.  Texas’  last  increase  in 
dues  was  1948. 

National  surveys  do  not  make  an  effort,  of  course,  to 
correlate  the  relationship  between  services  rendered  and 
the  amount  of  state  dues.  Nevertheless,  there  is  reason  to 
believe  that  the  Texas  Medical  Association  ranks  extremely 
high  on  the  basis  of  services  rendered  to  its  members  and 
to  the  public. 

4.  Operating  Funds 

In  recent  years,  the  Board  of  Trustees  has  expressed 
concern  to  the  House  of  Delegates  with  specific  regard  to 
the  Association’s  operating  funds. 
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The  Board  reported  to  the  House  last  April  that  the 
Association’s  expanding  activities  and  programs  had  attained 
the  maximum  growth  which  was  possible  under  operating 
funds  which  were  available.  In  1958,  the  margin  of  income 
in  general  operating  funds  was  a bare  $2,800  after  all  bills 
were  paid.  The  Board  also  pointed  out  that  operating 
funds  for  1959  were  fully  pledged  and  budgeted.  With 
necessary  caution  and  restraint,  the  Trustees  expressed  the 
hope  that  the  Association  would  just  about  break  even  for 
the  year. 

The  present  Board  of  Trustees  has  brought  forth  a favor- 
able financial  report  each  year,  and  once  again  we  are 
pleased  to  inform  the  House  of  Delegates  that  we  have 
been  able  to  avoid  red  ink  in  1959.  Final  accounts  for  the 
year  show  an  excess  of  revenue  in  the  amount  of  $13,424 
over  expenditures. 

This  unexpectedly  high  balance  is  due  almost  totally  to 
a larger  revenue  than  had  been  anticipated.  Revenue  from 
membership  dues,  sale  of  exhibit  space  at  the  annual  ses- 
sion, investments,  and  other  sources  matched  budgeted  esti- 
mates, but  net  advertising  revenue  from  the  Journal  was 
far  greater  than  anticipated.  Advertising  revenue  for  the 
year  amounted  to  $114,301,  as  compared  with  $86,434  for 
1958,  an  increase  of  32  per  cent. 

Had  it  not  been  for  this  large  increase  in  net  advertising 
revenue,  it  would  have  been  necessary  for  the  Board  of 
Trustees  to  utilize  Association  reserves  in  order  to  defray 
expenditures. 

In  budgeting  for  the  future,  the  Board  of  Trustees  will 
have  greater  latitude  and  margin  than  has  been  possible  in 
recent  years.  At  the  San  Antonio  meeting  in  1959,  the 
House  of  Delegates  approved  a recommendation  of  the 
Board  of  Trustees  which  (a)  terminated  a provision  of 
$15  in  annual  dues  for  the  Building  Fund  and  (b)  in- 
creased dues  $10  for  operating  expenditures. 

Even  with  additional  operation  funds  available,  however, 
it  will  be  necessary  for  the  Trustees  to  devote  diligent  at- 
tention to  economy  in  Association  management,  and  to 
evaluate  carefully  all  expenditures.  The  Board  of  Trustees 
is  confident  that  it  can  continue  to  present  favorable  finan- 
cial reports,  at  least  in  the  immediate  years  ahead. 

5.  Special  Appropriations 

The  Board  of  Trustees  has  endeavored  to  support  worth- 
while programs  and  activities  of  councils  and  committees 
of  the  Association,  as  the  budget  will  permit.  In  addition 
to  providing  customary  expenditures  for  many  projects, 
the  Board  of  Trustees  has  approved  several  special  appropri- 
ations from  current  funds’. 

a.  Professional  and  Public  Education.  The  year  I960  is 
the  most  critical  of  our  time  in  preserving  the  private  prac- 
tice of  medicine.  The  Board  of  Trustees  willingly  has 
supported  the  recommendations  of  the  Council  on  Medical 
Jurisprudence  in  opposing  the  Forand  bill  and  similar  type 
legislation,  which,  if  enacted,  would  represent  a major  step 
toward  the  evolution  of  national  compulsory  health  insur- 
ance. 

b.  Professional  Information.  Continuing  its  support  of 
professional  information  activities,  the  Board  of  Trustees 
appropriated  funds  for  a third,  revised  printing  of  the  help- 
ful pamphlet,  "Facts  to  Protect  You  and  Your  Patient.” 
The  booklet  on  professional  liability  will  be  distributed  to 
all  Association  members,  and  at  Medical  Student  Day  and 
Orientation  programs. 

c.  1959  AMA  Clinical  Session,  Dallas.  On  the  basis  of 
all  repons,  the  Dallas  clinical  meeting  of  the  American 
Medical  Association  in  December,  1959,  was  successful  in 
every  way.  The  Board  of  Trustees,  acting  on  behalf  of  the 
Texas  Medical  Association,  was  pleased  to  assist  our  dele- 


gates in  offering  typical  "Texas  hospitality”  to  members 
of  the  AMA  House  of  Delegates. 

d.  Third  State  Conference  on  Physicians  and  Schools. 
The  Committee  on  School  Health,  Texas  Medical  Associa- 
tion, will  present  the  third  State  Conference  on  Physicians 
and  Schools  in  Dallas  on  April  4,  I960.  The  Board  has 
been  pleased  to  appropriate  funds  for  this  fine  conference, 
which  will  be  devoted  to  the  theme,  "The  Emotional 
Growth  of  the  Child.” 

6.  Remodeling  Program  Completed 

Remodeling  of  the  headquarters  building  was  completed 
in  the  summer  of  1959.  Total  expenditure  for  the  project, 
including  purchase  of  new  furniture,  amounted  to  $16,807. 

The  remodeling  program  and  furnishing  of  new  offices 
has  permitted  greater  utilization  of  facilities.  It  should 
satisfy  present  needs,  and  it  does  eliminate  the  considera- 
tion of  new  construction. 

Major  accomplishments  may  be  summarized  as  follows: 

1.  Additional  space  for  the  Library.  New  light  fixtures 
have  been  placed  in  the  north  end  of  the  basement  and 
in  the  present  stack  area. 

2.  Greater  utilization  of  office  facilities,  particularly  on 
the  second  floor  of  the  building. 

3.  Conversion  of  a storage  area  into  a nice  office  at  the 
far  north  end  of  the  first  floor. 

4.  Improvement  of  printing  room  facilities  through 
complete  relighting  and  through  the  installation  of  a par- 
tition. 

5.  General  remodeling  and  other  improvements,  such  as 
relighting  the  corridor  on  the  second  floor  and  new  light 
fixtures  on  the  first  floor. 

The  amounts  expended  for  furniture  were  within  the 
budget  approved  by  the  Board  of  Trustees.  The  Board 
authorized  the  expenditure  of  $2,500  for  new  furniture 
and  supplies  needed  to  equip  the  remodeled  offices. 

7.  Replacement  Cost  of  Headquarters  Building 

The  House  of  Delegates  will  be  interested  in  knowing 
that  the  replacement  cost  of  the  headquarters  building  in 
Austin  is  $767,000,  according  to  a recent  inspection  and 
survey.  The  actual  cash  value  is  $736,800. 

The  Board  of  Trustees  has  awarded  a contract  for  fire 
and  extended  coverage  on  the  headquarters  building,  based 
upon  80  per  cent  coinsurance  of  the  replacement  cost.  Re- 
placement cost  coverage  applies  to  partial  losses  as  well  as 
complete  loss,  and  offers  some  protection  from  increasing 
building  costs. 

The  contract  was  awarded  to  the  low  bidder,  Sterling 
Sasser  and  Son,  an  Austin  agency,  which  submitted  the 
proposal  on  behalf  of  the  Lumbermen’s  Mutual  Casualty 
Insurance  Company.  The  net  premium  for  the  5-year 
coverage  will  be  $1,050. 

8.  Review  of  Largest  Continuing  Contract 

The  Texas  State  Journal  of  Medicine  has  been  published 
by  the  Staff ord-Lowdon  Company,  Fort  Worth,  since  1909- 

The  Association  has  enjoyed  a very  fine  relationship  with 
Stafford-Lowdon.  It  not  only  has  provided  a quality  prod- 
uct, but  its  services  have  been  rendered  at  a very  low  cost. 

The  publication  of  the  Journal  represents  the  Associa- 
tion’s largest  single  contract.  The  Association  paid  Stafford- 
Lowdon  $66,195  in  1959  for  the  publication  of  12  issues 
of  the  Journal.  Therefore,  it  is  imperative  to  review  the 
contract  periodically  and  to  document  that  the  Association 
is  securing  services  at  the  most  favorable  price  possible  for 
quality  production. 
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Several  printing  firms  have  asked  periodically  for  an 
opportunity  to  bid  for  this  business,  and  in  all  cases,  their 
requests  have  been  entertained.  The  most  recent  was  ten- 
dered by  the  G & H Printing  Company  of  Austin,  which 
publishes  several  Association  magazines. 

The  bid  submitted  was  considerably  higher  than  the  price 
that  the  Texas  Medical  Association  has  been  billed  by 
Stafford-Lowdon. 

This  proposal  documents  once  again  that  the  Texas 
Medical  Association  is  fortunate  to  have  the  Stafford- 
Lowdon  Company  as  publisher  of  its  Journal.  The  quality 
of  its  printing  is  exceptionally  high,  and  the  management 
and  the  employees  of  the  firm  are  most  cooperative  and 
helpful.  The  Trustees  have  agreed  enthusiastically  that 
Stafford-Lowdon  should  continue  to  publish  the  Texas  State 
Journal  of  Medicine. 

9.  Dr.  S.  E.  Thompson  Fund 

Students  at  the  University  of  Texas  Medical  Branch  have 
exhibited  great  interest  in  the  Dr.  S.  E.  Thompson  Fund. 

The  initial  loan  was  granted  by  the  Trustees  on  July  30, 
1959.  In  the  ensuing  7 months,  22  loans  were  approved  in 
the  amount  of  $10,800.  Nine  other  applications  were  pend- 
ing on  February  10,  I960. 

Administrative  procedures  and  techniques  have  been 


refined  in  recent  months,  and  the  program  is  progressing 
smoothly.  It  now  is  possible  for  loans  to  be  processed  and 
acted  upon  within  a period  of  a week;  at  the  same  time, 
the  Trustees  continue  to  evaluate  each  application  carefully. 
Each  applicant  is  interviewed  by  at  least  three  individuals: 
Dr.  K.  M.  Earle,  dean;  Assistant  Dean  Warren  G.  Hard- 
ing; and  a Trustee,  in  most  instances  Dr.  Byron  P.  York 
of  Houston. 

Under  the  provisions  of  the  will  of  the  late  Dr.  S.  E. 
Thompson  of  Kerrville,  needy  and  deserving  medical  stu- 
dents at  the  University  of  Texas  Medical  Branch  are  eligible 
for  loans.  Approximately  $38,000  is  available  each  year  for 
loans.  Students  may  borrow  up  to  $3,000  while  in  medical 
school,  but  not  more  than  $1  ,000  in  any  one  school 
year  or  $500  at  one  time.  The  interest  rate  is  4 per  cent 
annually,  and  repayment  must  begin  within  4 years  after 
graduation. 

The  Trustees,  comprised  of  the  Board  of  Trustees  of  the 
Texas  Medical  Association  and  the  Dean  at  the  University 
of  Texas  Medical  Branch,  have  reiterated  that  first-year 
students  will  be  eligible  only  in  unusual  cases.  With  the 
approval  of  Mrs.  S.  E.  Thompson,  the  General  Counsel  has 
initiated  steps  to  secure  a construction  to  the  will  which 
would  make  students  at  Southwestern  Medical  School  of 
the  University  of  Texas  eligible  for  loans.  Trustees  are 
exploring  the  advisability  of  making  available  some  loans 
to  interns  and  residents. 
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ADDENDUM  TO  REPORT  OF  BOARD  OF  TRUSTEES 

Report  of  Auditor  to  Texas  Medical  Association 

Austin,  Texas 
February  10,  I960 

The  Board  of  Trustees 
Texas  Medical  Association 
Austin,  Texas 

Gentlemen: 

In  accordance  with  the  terms  of  our  engagement,  we 
have  made  an  examination  of  the  Statement  of  Financial 
Position  of  the  Texas  Medical  Association  as  of  December 
31,  1959,  and  the  Statement  of  Revenues  and  Expenditures 
for  the  year  ended  December  31,  1959.  Our  examination 
was  made  in  accordance  with  generally  accepted  auditing 
standards,  and  accordingly  included  such  tests  of  the  ac- 
counting records  and  such  other  auditing  procedures  as  we 
considered  necessary  in  the  circumstances. 

As  a part  of  our  report  we  submit  the  following  state- 
ments and  schedules: 


Statement  of  Financial  Position,  December  31,  1959 

Statement  of  Revenues  and  Expenditures  for  the  Year 
Ended  December  31,  1959 

Departmental  Breakdown  of  General  Fund  Expenditures 
for  the  Year  Ended  December  31,  1959 

Comparative  Statement  of  Budgeted  and  Actual  Revenues 
and  Expenditures  for  the  Year  Ended  December  31, 
1959 

In  our  opinion,  the  accompanying  Statement  of  Financial 
Position  and  Statement  of  Revenues  and  Expenditures  fairly 
present  the  financial  position  of  the  Texas  Medical  Associ- 
ation as  of  December  31,  1959,  and  the  results  of  opera- 
tions for  the  year  then  ended,  in  conformity  with  generally 
accepted  accounting  principles  applied  on  a basis  consistent 
with  that  of  the  preceding  year. 

Respectfully  submitted, 
SCHIEFFER  AND  LYDA 
Certified  Public  Accountants. 

[Editor’s  NOTE:  Only  the  Statement  of  Financial  Posi- 
tion and  Statement  of  Revenues  and  Expenditures  for  the 
Journal  Fund  are  reproduced  here.  The  other  statements 
and  schedules  are  available  in  the  Association  headquarters 
office  upon  request  by  members.] 


Texas  Medical  Association 
Statement  of  Financial  Position 
as  of  December  31,  1959 


Assets 

Cash  on  Hand  and  on  Deposit $ 

Accounts  Receivable: 

Advertising  

Reimbursable  Expenditures  

Due  from  General  Fund 

Prepaid  Expenses  

Investments  (At  Cost) 

Land  

Building  

Other  Improvements  

Furniture  and  Equipment 

Reference  Library  (Estimated  Value) 

Deposits — Utility  and  Copyright  . . 


Total  Assets  

Liabilities 

Accounts  Payable: 

Association  Expenses  $ 

Due  to  Journal  Fund 

Deferred  Revenues: 

Exhibit  Space — 1960  Annual  Session. 

Membership  Dues — 1960 

Unearned  Advertising  Revenue 

Unearned  Subscription  Revenue 

Total  Liabilities  

Fund  Balances 

Balances,  January  1,  1959 

Add: 

Excess  of  Revenues  over  Expenditures . 

Net  Additions  to  Fixed  Assets: 

Building  

Furniture  and  Fixtures 

Reference  Library  

Mortgage  Principal  Paid 


Total  Liabilities  and 


Contingency 

Fixed  Assets 

General 

Journal 

Building 

Fund 

and  Fixed 

Total 

Fund 

Fund 

Fund 

(See  Note) 

Liabilities 

$ 43,753.81 

$ 41,838.67 

$ —0— 

$ 1,688.63 

$ 226.51 

$ —0— 

18,643.53 

-0- 

18,643.53 

-0- 

-0- 

-0- 

2,894.79 

2,894.79 

-0- 

-0- 

-0- 

-0- 

....  110,417.23 

-0- 

110,417.23 

-0- 

-0- 

-0- 

5,072.77 

5,072.77 

-0- 

-0- 

-0- 

-0- 

. . . . 402,685.46 

241,043.45 

-0- 

46,523.81 

115,118.20 

-0- 

. . . . 42,817.10 

-0- 

-0- 

-0- 

-0- 

42,817.10 

. . . . 685,763.81 

-0- 

-0- 

-0- 

-0- 

685,763.81 

18,542.30 

-0- 

-0- 

-0- 

-0- 

18,542.30 

142,439.40 

-0- 

-0- 

-0- 

-0- 

142,439.40 

182,503.06 

-0- 

-0- 

-0- 

-0- 

182,503.06 

55.40 

55.40 

-0- 

-0- 

-0- 

-0- 

$1,655,588.66 

$290,905.08 

$129,060.76 

$48,212.44 

$115,344.71 

$1,072,065.67 

S 20,848.00 

$ 15,162.46 

$ 5,685.54 

$ -0- 

$ -0- 

$ -0- 

110,417.23 

110,417.23 

-0- 

-0- 

-0- 

-0- 

. . . . 7.898.50 

7,898.50 

-.0- 

-0- 

-0- 

-0- 

. . . . 10,071.00 

9,366.00 

705.00 

-0- 

-0- 

-0- 

3,150.51 

-0- 

3,150.51 

-0- 

-0- 

-0- 

. . . 629.02 

-0- 

629.02 

-0- 

-0- 

-0- 

$ 153,014.26 

$142,844.19 

$ 10,170.07 

$ -0- 

$ -0- 

$ -0- 

$1,348,424.72 

$168,728.46 

$ 86,701.03 

$57,717.16 

$101,220.85 

$ 934,057.22 

. ..  16,141.23 

(20,667.57) 

32,189.6 6 

(9,504.72) 

14,123.86 

-0- 

15,333.14 

-0- 

-0- 

-0- 

-0- 

15,333.14 

12,918.20 

-0- 

-0- 

— 0 — 

-0- 

12,918.20 

9,225.56 

-0- 

-0- 

-0- 

-0- 

9,225.56 

100,531.55 

-0- 

-0- 

-0- 

-0- 

100,531.55 

. . . . $1,502,574.40 

$148,060.89 

$118,890.69 

$48,212.44 

$115,344.71 

$1,072,065.67 

. . . . $1,655,588.66 

$290,905.08 

$129,060.76 

$48,212.44 

$115,344.71 

$1,072,065.67 

Note:  The  Contingency  Fund  was  previously  the  Medical  Defense  Fund  until  action  by  the  Board  of  Trustees  on  April  19,  1959- 
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Texas  Medical  Association 
Journal  Fund 

Statement  of  Revenues  and  Expenditures 
For  the  Year  Ended  December  31,  1959 


Revenues 

Membership  Dues  $ 22,957.50 

Journal  Advertising  122,925.55 

Subscriptions  1,289.19 

Miscellaneous  148.20 


Total  Revenues  $147,320.44 


Expenditures 

Printing  Journals  $ 66,862.07 

Engraving  1,719-88 

Mailing  Journals  2,600.00 

Advertising  Commissions  and  Discounts 8,646.88 

Copyright  48.00 

Uncollectible  Accounts  133.75 

Salaries  30,916.01 

Retirement  1,014.02 

Payroll  Taxes  794.65 

Travel  237.08 

Disability  Insurance  123.00 

Christmas  Gift  67.50 

Miscellaneous  Personnel  Expense 132.20 

Office  Supplies  334.48 

Telephone  and  Telegraph 384.12 

Postage  358.54 

Printing  119-30 

Publications  3.00 

Miscellaneous  Office  Expense 22.50 

Envelopes  51.10 

Typography  and  Lithography 10.50 

Art  Work  198.00 

Photography  12.75 

Stencils  and  Machine  Supplies 5 .44 

Maintenance  and  Repairs — Equipment 36.50 

Air  Conditioning  Contract 44.00 

Utilities  255.51 


Total  Expenditures  $115,130.78 


Excess  of  Revenues  Over  Expenditures $ 32,189-66 


Report  of  Auditor  to  Texas  Memorial 
Medical  Library  Association 

Austin,  Texas 
February  10,  I960 

Dr.  R.  W.  Kimbro,  President 

Texas  Memorial  Medical  Library  Association 

Cleburne,  Texas 

Dear  Sir: 

We  have  examined  the  Statement  of  Financial  Position 
of  the  Texas  Memorial  Medical  Library  Association  as  of 
December  31,  1959,  and  the  Statement  of  Revenues  and 
Expenditures  for  the  year  then  ended.  Our  examination 
was  made  in  accordance  with  generally  accepted  auditing 
standards,  and  accordingly  included  such  tests  of  the  ac- 
counting records  and  such  other  auditing  procedures  as  we 
considered  necessary  in  the  circumstances. 

In  our  opinion,  the  accompanying  Statement  of  Financial 
Position  and  Statement  of  Revenues  and  Expenditures 
present  fairly  the  financial  position  of  the  Texas  Memorial 
Medical  Library  Association  at  December  31,  1959,  and 
the  results  of  operations  for  the  year  then  ended,  in  con- 
formity with  generally  accepted  accounting  principles  ap- 
plied on  a basis  consistent  with  that  of  the  preceding  year. 

Sincerely, 

SCHIEFFER  AND  LYDA 

Certified  Public  Accountants. 


Texas  Memorial 
Medical  Library  Association 

Statement  of  Financial  Position 
as  of  December  31,  1959 


Assets 

Cash  on  Deposit— Austin  National  Bank $ 9,412.55 

Investments  (At  Cost): 

Investors  Mutual,  Inc.,  Shares $37,983.43 

Investors  Stock  Fund,  Inc.,  Shares 37,515.06  75,498.49 


Total  Assets  $84,911-04 


Fund  Balances 

Woman's  Auxiliary  to  the  Texas  Medical  Association: 

G.  A.  Ray  Memorial $ 1,000.00 

Romayne  Ray  Memorial 1,000.00 

Mrs.  S.  H.  Watson  Memorial 100.00 

Presidents'  Library  Endowment 1,000.00 

Woman’s  Auxiliary  Library  Endowment — 

Balance,  January  1,  1959  $ 5,246.15 

Additional  Contribution  Received  ...  230.00  5,476.15 


Total  Woman’s  Auxiliary  to  T.M.A 8,576.15 

Mrs.  Clara  Eidson  Buchanan  Memorial  Fund 25.00 

Dr.  and  Mrs.  N.  D.  Buie 1,000.00 

Dr.  and  Mrs.  William  Thomas  Carter  Memorial 1,000.00 

Dr.  Frederick  C.  Coleman  Memorial 10.00 

J.  M.  Coleman  Endowment: 

Balance,  January  1,  1959 700.00 

Additional  Contribution  Received 300.00  1,000.00 


County  Medical  Society  Library  Endowment 1,688.00 

Percy  R.  Fayle 10.00 

Dr.  H.  H.  Gallatin  Memorial  Fund 25.00 

Inez  Anthony  Hudgins  Endowment 740.00 

Hattie  Hunt  Memorial  1,000.00 

Dr.  and  Mrs.  V.  R.  Hurst t 1,000.00 

Dr.  Karl  John  Karnaky 209-00 

Dr.  Sam  N.  Key,  Sr.,  Memorial 1,060.00 

Mrs.  Alice  Ann  Kimbro  Memorial  Fund 15.00 

Mary  Carter  Owen  and  Mattie  Hanes  Brindley  Memorial  1,000.00 

Dr.  William  Everitt  Payne 5.00 

Dr.  Sterling  E.  Russ  Memorial 740.00 

Dr.  J.  Arch  Stephens  Memorial : 5.00 

Arthur  T.  Talley  Memorial 4.50 

Dr.  Martin  Junius  Taylor 1,000.00 

Dr.  J.  C.  Terrell 1,000.00 

Texas  Pediatric  Society  Library  Endowment 1,000.00 

Dr.  and  Mrs.  Sam  E.  Thompson  Memorial 51,030.00 

Dr.  Sam  E.  Thompson  Memorial  for  Rare  Books 250.00 

Dr.  W.  B.  Weary 13.10 

Warner  E.  Williams  Memorial 1,000.00 

Mrs.  Berenice  Williston  Memorial 20.00 

Anonymous  Donor  125.00 

Undistributed  Income: 

Balance,  January  1,  1959 $ 7,086.57 

Excess  of  Revenues  over  Expenditures  for  the 

Year  Ended  December  31,  1959  ...  3,273.72  10,360.29 


Total  Fund  Balances $84,911.04 


Texas  Memorial 
Medical  Library  Association 

Statement  of  Revenues  and  Expenditures 
for  the  Year  Ended  December  31,  1959 


Revenues 

Investment  Income: 

American  Telephone  and  Telegraph, 

Dividend  $ 11.25 

Equitable  Building  and  Loan,  Interest  15.00 

Investors  Mutual,  Inc.,  Dividends  . . . 1,773.73 
Investors  Stock  Fund,  Inc.,  Dividends  , 1,225.27 
Mutual  Building  and  Loan,  Interest.  . . 15.00 

Tarrant  County  Building  and  Loan, 

Interest  15.00 

U.  S.  Government  Bonds,  Interest.  . . . 1,259.68 


Total  Revenues  $4,314.93 

Expenditures 

Net  Loss  on  Sale  of  Securities 1,041.21 


Excess  of  Revenues  Over  Expenditures $3,273.72 
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10.  SUPPLEMENTARY  REPORT  OF 
BOARD  OF  TRUSTEES 

Last  year,  the  Board  of  Trustees  informed  the  House  of 
Delegates  that  it  had  placed  the  assets  of  five  Association 
funds  with  Investors  Diversified  Services. 

The  Trustees  now  have  received  a summary  of  the  first 
year  of  investments.  We  are  pleased  to  report  that  divi- 
dends amounted  to  $58,000,  representing  approximately 
5 per  cent  of  the  money  originally  invested.  It  is  particu- 
larly significant  that  dividends  received  from  investments  in 
the  Dr.  S.  E.  Thompson  Fund  total  $37,000.  We  antici- 
pate that  this  latter  amount  will  be  available  during  the 
coming  year  for  loans  to  medical  students  at  the  University 
of  Texas  Medical  Branch.  The  Trustees  have  reinvested 
most  dividends  and  all  of  the  capital  gains  during  the  past 
year.  In  this  manner,  the  Association’s  total  assets  have 
been  increased  by  the  purchase  of  additional  shares  of 
stock. 

The  Board  of  Trustees  has  approved  a 15  per  cent  in- 
crease in  advertising  rates  for  the  Texas  State  Journal  of 
Medicine  effective  July  1.  All  present  contracts  will  con- 
tinue in  force,  however,  until  they  expire. 

This  action  was  taken  by  the  Board  following  the  study 
of  a report  submitted  by  the  Executive  Secretary.  The  ad- 
vertising rates  for  the  Texas  Journal  are  the  second  lowest 
of  33  state  publications  which  are  members  of  the  State 
Journal  Advertising  Bureau.  The  increase  was  prompted 
by  the  fact  that  Journal  printing  costs  have  increased  25 
per  cent  during  the  past  2 years.  Mailing  costs  also  have 
increased  substantially. 

The  Trustees  were  pleased  to  note  that  revenue  from 
Journal  advertising  amounted  to  $114,000  in  1959.  This  is 
an  increase  of  32  per  cent  over  the  preceding  year,  and  it 
is  two  and  a half  times  the  amount  realized  in  1954  when 
the  Board  of  Trustees  re-evaluated  advertising  policies. 

The  Trustees  have  awarded  a special  appropriation  in 
the  amount  of  $500  in  support  of  the  fourth  annual  con- 
vention of  the  American  Association  of  Medical  Assistants 
which  will  be  held  in  October  at  Dallas.  The  funds  will 
be  used  to  help  underwrite  the  expenses  of  guest  speakers. 

The  Board  feels  that  it  should  support  the  Texas  Medical 
Assistants  Association  which  will  be  host  for  the  I960  na- 
tional convention.  This  is  compatible  with  action  of  this 
House  of  Delegates  which  went  on  record  2 years  ago  en- 
dorsing the  State  organization  of  medical  assistants. 

In  order  that  all  members  of  the  Association  might  have 
an  opportunity  to  be  heard,  the  Journal  Advisory  Com- 
mittee has  suggested  the  establishment  of  a new  section  in 
the  Texas  State  Journal  of  Medicine.  The  Board  of  Trus- 
tees have  approved  a "Letters  to  the  Editor”  section,  though 
it  probably  will  be  known  by  another  name. 

The  Trustees  believe  that  all  members  of  the  Associa- 
tion should  have  an  opportunity  to  express  their  opinions 
in  the  Journal.  Short  scientific  comments  as  well  as  con- 
tributions of  almost  any  kind  will  be  welcome.  The  Trus- 
tees have  approved  a seven-point  policy  for  this  section. 

The  fine  summary  of  the  Committee  on  Medical  History 
appearing  in  the  Handbook  was  reviewed.  The  Board  of 
Trustees  wishes  to  compliment  the  Committee  for  its  ener- 
gy and  accomplishment.  The  Committee  met  three  times 
during  the  past  year,  with  good  attendance.  The  Board 
particularly  wishes  to  compliment  the  Committee  for  the 
many  interesting  and  informative  articles  which  its  mem- 
bers prepared  for  the  Texas  State  Journal  of  Medicine.  The 
Committee’s  historical  exhibit  has  proved  quite  popular, 
and  we  would  like  to  encourage  all  members  of  the  House 
of  Delegates  to  view  it  in  the  Exhibit  Hall  during  this 
meeting. 


The  Board  recommends  approval  of  the  Committee  re- 
port. 

The  Board  of  Trustees  also  acknowledges  the  report  of 
the  Advisory  Committee  to  the  Woman’s  Auxiliary.  We 
believe  that  this  new  Committee  can  serve  a very  useful 
purpose,  and  we  wish  to  encourage  the  Woman’s  Auxiliary 
to  confer  and  consult  with  the  three  physicians  who  serve 
in  that  capacity. 

The  Committee  on  Tuberculosis  believes  that  the  respon- 
sibility for  the  control  of  contagious  diseases  is  legally  re- 
posed in  the  State  Health  Department.  We  therefore  urge 
that  the  Department  plan  and  put  into  operation  an  effec- 
tive program  of  tuberculosis  control  utilizing  all  feasible 
facilities  available  for  the  accomplishment  of  this  objective. 

R.  W.  Kimbro,  Chairman, 

G.  V.  Brindley,  Sr.,  Vice-Chairman, 
Byron  P.  York,  Secretary, 

J.  B.  Copeland, 

Troy  A.  Shafer. 

Reference  committee  to  which  referred:  Miscellaneous 
Business,  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  The  report  of  the  Board  of 
Trustees  was  considered  in  detail  and  the  Committee  ap- 
proves the  report.  The  Committee  also  approves  the  sup- 
plementary report  of  the  Board  of  Trustees.  I move  the 
adoption  of  these  reports. 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  This  report  urged  that 
the  State  Health  Department  plan  and  put  into  operation 
an  effective  program  of  tuberculosis  control  utilizing  all 
feasible  facilities  available  for  the  accomplishment  of  this 
objective. 

The  Committee  adopted  this  report  unanimously.  I move 
that  this  report  be  adopted. 

[The  report  was  adopted.] 


10a.  REPORT  OF  ADVISORY  COMMITTEE 
TO  WOMAN'S  AUXILIARY 

The  Advisory  Committee  to  the  Woman’s  Auxiliary  did 
not  meet  in  September.  The  President  of  the  Woman’s 
Auxiliary  was  unable  to  attend  the  January  meeting  because 
of  serious  illness  in  her  family;  however,  the  Committee  did 
meet  with  the  President-Elect,  some  of  the  other  officers, 
and  the  Executive  Secretary  to  the  Woman’s  Auxiliary  to 
discuss  their  problems  and  advise  with  them  as  needed. 
Members  of  the  Committee  have  frequently  advised  with 
them  by  letter  or  telephone  whenever  requested. 

H.  O.  Padgett,  Chairman, 
R.  B.  G.  Cowper, 

Robert  B.  Homan. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  The  Committee  accepts  the 
Report  of  the  Advisory  Committee  to  the  Woman’s  Auxil- 
iary and  commends  the  Auxiliary  for  the  fine  work  it  has 
done  in  the  past  year.  It  is  felt  that  in  order  to  give  them 
more  assistance  in  Auxiliary  work  at  the  community  level, 
each  county  society  should  establish  a liaison  member  or 
committee  to  work  with  the  Auxiliary.  I move  the  adoption 
of  the  report  and  addendum. 

[The  report  was  adopted.] 


10b.  REPORT  OF  COMMITTEE 
ON  MEDICAL  HISTORY 

The  Committee  on  Medical  History  of  the  Texas  Medi- 
cal Association  met  three  times  during  the  past  year  with 
good  attendance  at  the  meetings. 

Numerous  articles  have  been  written  and  contributed  to 
the  Journal  of  the  Texas  Medical  Association  which  the 
editor  was  kind  enough  to  publish  and  for  which  we  have 
received  numerous  favorable  comments. 

The  historical  exhibit  devoted  to  Anson  Jones  (donated 
by  the  Schering  Corporation)  was  viewed  at  the  clinical 
session  of  the  American  Medical  Association  in  Dallas. 
Members  of  the  Committee  who  stayed  with  the  exhibit 
met  many  physicians  from  throughout  the  world  who  had 
similar  interests.  These  visitors  were  highly  appreciative  of 
the  exhibit  and  wanted  to  learn  more  about  Texas  and 
Anson  Jones. 

The  Committee  is  aware  of  the  trend  toward  much 
greater  interest  in  the  history  of  our  calling.  A whole  sec- 
tion is  being  devoted  to  the  history  of  medicine  at  the 
American  Medical  Association  Scientific  Exhibit  with  an 
increasing  interest  in  both  visitors  and  exhibitors  during 
the  past  5 years.  There  are  also  many  medical  historical 
articles  creeping  into  both  our  medical  journals  and  the 
lay  press  which  seem  to  be  of  general  interest  and  are  being 
well  received.  The  Committee  is  happy  about  this  turn  of 
interest  and  feels  that  this  represents  a real  trend  that  will 
be  increased  during  the  next  10  years. 

The  Committee  is  preparing  to  meet  in  Fort  Worth  at 
the  annual  session  of  the  Texas  Medical  Association  and 
again  will  have  an  exhibit  in  the  Scientific  Exhibits. 

William  M.  Crawford,  Chairman, 
J.  M.  Coleman, 

W.  D.  Thames,  Jr., 

Pat  I.  Nixon, 

Morris  Polsky, 

H.  Reid  Robinson, 

L.  H.  Reeves, 

Hall  Shannon, 

W.  B.  Russ. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  The  Committee  accepts  the 
Report  of  Committee  on  Medical  History  as  it  is  published 
in  the  Handbook,  and  I so  move. 

[The  report  was  adopted.] 


11.  REPORT  OF  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  is  pleased  to  be  able  to  bring 
to  the  members  of  the  House  of  Delegates  a report  on  the 
profession  for  the  Association  year  just  passed,  which  shows 
a continuing  progress  in  strengthening  the  unity  of  the 
profession. 

1.  County  Medical  Societies 

The  number  of  county  societies,  115,  remains  unchanged. 
Every  county  medical  society  holding  regular  meetings  was 
visited  during  the  year  by  a Councilor,  Vice-Councilor,  or 
a representative  of  the  central  office.  In  addition,  as  an 
adjunct  to  the  visitation  program,  the  Executive  Secretary 
and  Assistant  Executive  Secretary  presented  the  program, 
"The  Best  Medical  Care  for  All  Texans,”  before  25  civic 
clubs. 

2.  District  Societies 

Special  effort  by  the  President  and  the  Councilors  has 
initiated  renewed  activity  in  some  district  societies  which 
had  been  less  active  in  recent  years.  Good  meetings  were 
held  in  these  societies  this  year.  The  Fifth,  Sixth,  Seventh, 
and  Eighth  Districts  are  laying  plans  for  a joint  meeting 
next  July  in  Corpus  Christi,  a notable  innovation. 

3.  Orientation  Program 

A total  of  427  provisional  members  attended  the  orienta- 
tion programs  offered  in  San  Antonio  in  April,  1959,  and 
Austin  in  September,  1959,  and  January,  I960.  These  pro- 
grams were  extremely  well  received  by  virtually  all  who 
attended.  Particularly  gratifying  were  the  compliments  re- 
ceived from  many  individuals  who  had  expressed  resent- 
ment at  having  to  attend.  One  provisional  member  was 
dropped  from  membership  for  failing  to  fulfill  the  orienta- 
tion program  requirement. 

4.  Grievance  Committees 

The  county  medical  societies  are  showing  increasing  inter- 
est in  the  value  of  good  grievance  committees.  Many  soci- 
eties have  obtained  excellent  results.  The  Board  of  Coun- 
cilors would  invite  the  special  attention  of  the  delegates 
to  the  annual  report  of  the  Tarrant  County  Medical  Society 
Grievance  Committee,  a body  which  .has  done  outstanding 
work  in  this  field.  This  report  appears  in  the  January, 
I960,  issue  of  the  Bulletin  of  the  Tarrant  County  Medical 
Society. 

5.  Constitution  and  By-Laws 

Revisions  and  amendments  of  the  following  county  medi- 
cal societies  were  approved:  Tom  Green-Eight  Counties 
Medical  Society,  Harris  County  Medical  Society  and  East 
Harris  County  Branch  Society,  Tarrant  County  Medical  So- 
ciety, Potter-Randall  County  Medical  Society,  Taylor-Jones 
County  Medical  Society,  Wharton-Jackson-Matagorda-Fort 
Bend  County  Medical  Society,  and  the  Ninth  District  Med- 
ical Society. 

The  Model  Constitution  and  By-Laws  has  been  com- 
pletely revised  and  an  informational  copy  mailed  to  the 
secretary  of  each  county  medical  society. 

A revision  has  been  made  of  the  Constitution  of  the 
Texas  Medical  Association  Article  I and  Article  II,  and  of 
the  By-Laws,  Chapter  I and  Chapter  X (paragraphs  relating 
to  membership).  A copy  of  the  revision  has  been  forwarded 
to  Dr.  John  F.  Thomas,  chairman  of  the  Council  on  Consti- 
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tution  and  By-Laws,  for  study  by  that  body.  After  agree- 
ment on  the  revisions  has  been  confirmed,  a report  in 
detail  will  be  presented  to  the  House  of  Delegates. 

Chapter  II,  Section  2,  and  Chapter  IV,  Section  1,  of 
the  By-Laws  of  the  Texas  Medical  Association  pertaining  to 
the  method  to  be  used  in  filling  vacancies  occurring  on  the 
Board  of  Councilors  are  in  conflict.  The  Board  of  Coun- 
cilors recommends  that  Chapter  IV,  Section  1,  be  amended 
to  conform  to  Chapter  II,  Section  2,  by  changing  sentence 
5 to  read: 

".  . . Vacancies  in  the  office  of  Councilor  shall  be  filled 
by  the  President  until  the  next  meeting  of  the  House  of 
Delegates  when  any  remaining  portion  of  the  unexpired 
term  shall  be  filled  by  election.” 

6.  Other  Activities 

The  "Code  of  Cooperation  Between  the  Medical  Profes- 
sion and  Hospitals  and  All  Media  of  Communications” 
has  been  carefully  reviewed.  This  code  contains  many  fea- 
tures which  are  dangerous  to  the  control  of  the  practice  of 
ethical  medicine;  the  Board  therefore  disapproved  the  code 
in  its  current  form. 

A guide  for  professional  listings  in  the  yellow  pages  of 
the  telephone  directory  has  been  prepared  by  the  Board 
of  Councilors  and  is  available  from  the  central  office  upon 
request. 

Joint  meetings  have  been  held  between  representatives 
of  the  Board  of  Councilors  of  the  Texas  Medical  Associa- 
tion and  representatives  of  the  Board  of  Councilors  of  the 
Texas  Pharmaceutical  Association.  Work  is  under  way  to 
prepare  an  interprofessional  code  for  relationships  between 
registered  pharmacists  and  physicians. 

7.  Business  Referred  in  1959  by  House  of  Delegates 

to  Board  of  Councilors 

a.  American  Citizenship  Requirement.  After  a thorough 
8 months  study  which  solicited  the  views  of  members  of 
the  Association,  medical  school  officials,  officials  of  insti- 
tutions and  the  Board  of  Medical  Examiners,  the  Board  of 
Councilors  recommends  to  the  House  of  Delegates: 

( 1 ) That  the  resolution  presented  to  the  House  of  Dele- 
gates by  the  Hidalgo-Starr  County  Medical  Society  making 
United  States  citizenship  a requirement  for  membership  in 
the  Texas  Medical  Association  be  disapproved. 

(2)  That  the  State  Board  of  Medical  Examiners  be  en- 
couraged to  continue  its  efforts  to  prevent  the  practice  of 
medicine  by  nonlicensed  individuals. 

( 3 ) That  the  Texas  Legislature  be  encouraged  to  strength- 
en the  existing  statutes,  making  it  possible  for  licensure  to  be 
cancelled,  or  annual  permits  be  refused,  to  those  individuals 
who  after  6 years  following  their  licensure  on  the  basis  of 
a "Declaration  of  Intention  to  become  citizens”  have  failed 
to  carry  out  their  intent. 

(4)  That  county  medical  societies  be  reminded  of  their 
prerogative  to  judge  of  the  qualifications  of  their  own 
members,  and  to  refuse  to  accept  those  whom  they  consider 
unsuitable  for  such  membership. 

b.  Amendment:  Contract  by  Texas  Medical  Association, 
and  Resolution:  Opposition  to  Fee  Schedules  (second  half), 
will  be  reported  upon  in  the  supplemental  report  of  the 
Board  of  Councilors. 

8.  Appellate  Hearings 

During  the  Association  year,  three  appellate  hearings 
were  held  by  the  Board  of  Councilors. 


9.  Nomination  to  Membership  Emeritus 

In  conformity  to  Article  II,  Section  2,  of  the  Constitution, 
the  Board  of  Councilors  places  in  nomination  before  the 
House  of  Delegates  for  election  to  the  status  of  member 
emeritus,  the  names  of  Patrick  Ireland  Nixon,  Sr.,  M.D., 
member  of  the  Bexar  County  Medical  Society,  and  Willard 
Richardson  Cooke,  M.D.,  member  of  the  Galveston  County 
Medical  Society.  These  physicians  have  rendered  exceptional 
and  distinguished  service  to  scientific  and  organized  medi- 
cine and  are  deserving  of  the  honorable  status  requested 
for  them.  Biographical  statements  on  Dr.  Nixon  and  Dr. 
Cooke  will  be  attached  to  the  supplemental  report  of  the 
Board  of  Councilors. 

10.  Manual  of  Trial  Procedures 

The  Board  of  Councilors  has  under  preparation  a guide 
or  manual  which  may  be  used  by  county  medical  societies 
in  preparing  for  and  conducting  trials  of  members.  The 
manual  will  not  supersede  or  impinge  upon  the  constitu- 
tional and  by-law  provisions  regarding  the  trial  of  members. 


11.  SUPPLEMENTARY  REPORT  OF 
THE  BOARD  OF  COUNCILORS 

The  supplementary  report  which  reflects  the  actions  of 
the  Board  of  Councilors  meeting  in  regular  session  April 
9,  I960,  is  herewith  submitted. 

Amendment:  Contract  by  the  Texas  Medical  Association 

The  resolution  from  Brazoria  County  Medical  Society 
referred  to  the  Board  of  Councilors  by  the  1959  House  of 
Delegates,  which  amends  the  Constitution  of  the  Texas 
Medical  Association  by  adding  to  Article  I,  Section  2:  "The 
Texas  Medical  Association  shall  not  have  the  right  to  enter 
into  a contract  with  any  person,  firm,  or  agency  of  any 
kind  with  respect  to  the  practice  of  medicine  or  fees  for 
such  practice,”  is  reported  favorably  to  this  House  of  Dele- 
gates. 

Resolution:  Opposition  to  Fee  Schedules 

The  portion  of  the  resolution  from  the  Tarrant  County 
Medical  Society  referred  to  the  Board  of  Councilors  by  the 
1959  House  of  Delegates,  which  amends  the  Constitution 
of  the  Association  by  inserting  as  an  additional  sentence  at 
the  end  of  Article  I,  Section  2 : "No  official  action  shall  be 
taken  by  the  Texas  Medical  Association  establishing  any 
schedule  of  fees  for  the  medical,  surgical,  and  special 
services  of  its  members,”  is  reported  favorably  by  the  Board 
of  Councilors  to  this  House  of  Delegates. 

Committee  for  Liaison  with  State  Bar  of  Texas 

The  Board  of  Councilors  heard  the  report  of  the  Com- 
mittee for  Liaison  with  the  State  Bar  of  Texas.  The  Com- 
mittee is  active  and  at  this  time  certain  portions  of  the 
Interprofessional  Code  for  Physicians  and  Attorneys  are 
being  reevaluated. 

Revisions  to  Constitution  and  By-Laws 

The  Board  of  Councilors  submits  the  following  revised 
portions  of  the  Constitution  and  By-Laws.  The  changes 
that  are  recommended  are  in  italics. 
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Delete  Article  2 of  the  Constitution  and  substitute  the 
following: 

Article  II. — Composition  of  the  Association. 

Sec.  1.  This  Association  shall  consist  of  the  several 
component  county  medical  societies,  duly  and  constitution- 
ally chartered,  and  its  membership  shall  comprise  only  those 
members  of  said  component  county  societies  who  have  been 
duly  elected,  who  have  been  reported  to  the  office  of  the 
Executive  Secretary  as  members,  and  for  whom  the  Execu- 
tive Secretary  has  received  the  annual  per  capita  assessment, 
made  in  accordance  with  the  By-Laws  of  the  Association. 

Sec.  2.  Each  component  county  society  shall  judge  of 
the  qualifications  of  its  own  members,  but  it  shall  have  all 
due  regard  for  the  fact  that  only  through  a component 
county  society  may  a physician  become  a member  of  the 
Texas  Medical  Association  and  of  the  American  Medical 
Association. 

Sec.  3.  Only  physicians,  holding  the  degree  of  Doctor 
of  Medicine  and  legally  registered  to  practice  medicine  in 
Texas,  in  which  connection  a temporary  license,  certificate 
or  permit,  shall  not  he  deemed  adequate,  who  do  not  hold 
themselves  out  as  practitioners  of  sectarian  medicine,  and 
who  subscribe  to  the  Principles  of  Ethics  of  the  American 
Medical  Association,  shall  be  eligible  for  membership;  ex- 
cept that  medical  officers  of  the  federal  government,  and 
teachers  in  medical  "Class  A”  schools,  who  do  not  practice 
medicine  and  who  are  not  required  to  register  under  the 
Medical  Practice  Act  of  Texas,  and  who  are  for  the  time 
bona  fide  residents  of  the  State  of  Texas,  shall  be  eligible 
to  membership. 

Sec.  4.  Any  distinguished  physician  not  a resident  of 
this  state,  or  any  distinguished  scientist  not  a physician  and 
who  is  not  eligible  to  membership  in  this  Association,  may 
become  a "guest”  during  any  annual  session  on  invitation 
of  the  President  of  this  Association,  and  shall  be  accorded 
the  privilege  of  participating  in  all  of  the  scientific  work 
and  social  activities  for  that  session. 

Sec.  5.  Members  of  other  state  medical  associations,  the 
families  of  members  or  physicians  entitled  to  register  in  any 
capacity  at  the  annual  session  of  this  Association,  or  other 
reputable  citizens  who  may  be  invited  to  attend  any  of 
the  meetings  of  the  Association,  may  be  registered  as 
"visitors,”  and  as  such  shall  be  privileged  to  participate  in 
the  several  social  and  general  activities  of  the  session. 

Sec.  6.  Any  person  of  scientific  attainment  may  be  in- 
vited by  the  chairman  of  any  scientific  section  to  become 
a "nonmember  participant,”  and  may  be  so  registered  for 
the  purpose  of  appearing  upon  the  program  of  the  scien- 
tific section  of  an  annual  session  or  participating  in  the 
discussion  of  a scientific  section,  provided  that  not  more 
than  two  such  "nonmember  participants”  appear  on  the 
program  of  any  scientific  section  in  the  same  annual  ses- 
sion; and  provided  further  that  approval  of  such  invitation 
first  be  obtained  from  the  Council  on  Scientific  Work. 

Sec.  7.  For  purposes  of  general  education  distinguished 
persons  who  are  not  physicians  may  be  invited  as  guests 
of  the  Association  to  appear  on  the  general  meeting  pro- 
grams of  the  annual  session.  Such  persons  shall  be  selected 
by  the  Council  on  Scientific  Work  and  invited  by  the 
President. 

Delete  Chapter  1 of  the  By-Laws  and  insert  the  following: 
Chapter  I. — Membership. 

Sec.  1.  The  qualifications  and  requirements  for  mem- 
bership shall  be  as  stated  in  Article  II,  Sections  1,  2,  and 
3,  of  the  Constitution  of  this  Association. 


Sec.  2.  Membership  in  this  association  shall  consist  of 
the  following  classifications: 

(1)  Provisional 

(2)  Regular 

(3)  Emeritus 

(4)  Honorary 

(3)  Inactive 

(6)  Military 

(7)  Intern  and  Resident 

Sec.  3.  The  name  of  a physician  on  the  properly  certi- 
fied roster  of  members  of  a component  county  society  which 
has  paid  its  annual  assessment  shall  be  prima  facie  evidence 
of  membership  in  this  Association. 

Sec.  4.  A member  in  attendance  at  the  annual  session 
shall  verify  his  name  on  the  certified  roster  of  the  com- 
ponent county  society  of  which  he  is  a member,  when  he 
shall  receive  a badge,  which  shall  be  evidence  of  his  right 
to  all  the  privileges  of  membership  during  that  session.  No 
member  shall  take  part  in  any  of  the  proceedings  of  an  an- 
nual session  until  he  has  complied  with  the  provision  of 
this  section. 

Chapter  IV  of  the  By-Laws  be  amended  to  read: 

Chapter  IV. — Councilors. 

Sec.  1.  The  House  of  Delegates  shall  elect  a Councilor 
for  each  councilor  district  upon  a nomination  made  by  the 
respective  district  society  at  its  regular  meeting.  In  the  event 
that  a nomination  for  a Councilor  may  not  have  been 
made  by  the  respective  district  society,  the  delegates  from 
the  component  county  medical  societies  in  the  district  con- 
cerned, meeting  at  the  annual  session,  shall  so  nominate. 
If  no  nomination  may  come  from  the  district  concerned,  a 
nomination  shall  be  made  from  the  floor  of  the  House. 
The  term  of  office  of  Councilors  shall  be  three  years  and 
their  election  shall  be  arranged  in  such  manner  that  one- 
third,  as  nearly  as  possible,  shall  be  elected  each  year.  Va- 
cancies in  the  office  of  Councilors  shall  be  filled  by  the 
President  until  the  next  meeting  of  the  House  of  Delegates 
when  any  remaining  portion  of  the  unexpired  term  shall 
be  filled  by  election.  Tenure  of  office  as  Councilor  by  elec- 
tion and  by  appointment,  either  or  both,  shall  not  exceed 
three  terms,  provided,  however,  that  serving  as  much  as 
one  year  of  the  three-year  term  shall  be  considered  as  serv- 
ing a full  term.  Councilors  shall  be  ex  officio  members  of 
the  House  of  Delegates  and  Executive  Board. 

Sec.  2.  (no  change). 

Sec.  3.  (no  change). 

Sec.  4.  The  Board  of  Councilors  shall  consist  of  the 
Councilors  for  the  several  councilor  districts.  It  shall  elect 
its  own  administrative  officers,  including  a chairman,  a 
vice-chairman,  and  a secretary,  and  shall  provide  its  own 
rules  of  procedure;  provided,  however,  the  said  rules  of 
procedure  do  not  conflict  with  this  Constitution  and  By- 
Laws  and  the  appellate  procedure  set  forth  in  Chapter  XI, 
Section  7 of  these  By-Laws,  the  Constitution  and  By-Laws 
of  the  American  Medical  Association,  or  the  Principles  of 
Ethics  of  the  American  Medical  Association. 

Sec.  5.  (no  change). 

Sec.  6.  (no  change). 

Sec.  7.  The  Board  of  Councilors  shall  constitute  the 
Board  of  Censors  of  the  Association.  The  Board  of  Coun- 
cilors shall  receive  and  hear  appeals  of  individual  mem- 
bers from  the  disciplinary  action  taken  by  component  coun- 
ty medical  societies  pursuant  to  the  provisions  of  Chapter 
XI,  Section  7 of  these  By-Laws. 

The  Board  of  Councilors  shall  receive  and  hear  appeals 
of  component  county  societies  from  decisions  of  individual 
Councilors.  The  Board  of  Councilors  may  receive  and  hear 
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complaints  and  consider  questions  involving  members,  com- 
ponent county  medical  societies,  or  district  societies  of  the 
Texas  Medical  Association,  upon  complaints  and  questions 
of  an  ethical  nature  for  which  there  exists  no  defined  ap- 
pellate procedure  in  this  constitution  and  these  by-laws. 
The  Board  of  Councilors  shall  receive  and  hear  those  ap- 
peals provided  for  in  Section  9 of  Chapter  X of  these 
By-Laws. 

With  the  exception  of  the  rules  of  procedure  set  forth 
in  Chapter  XI,  Section  7 governing  the  appeal  of  a mem- 
ber from  the  disciplinary  action  of  a component  county 
medical  society,  all  other  appeals  or  hearings  before  the 
Board  of  Councilors  shall  be  governed  by  such  rules  of 
procedure  as  may  be  adopted  or  promulgated  by  virtue  of 
Section  4 of  this  chapter  of  these  by-laws. 

The  decision  of  the  Board  of  Councilors  in  all  such  cases 
shall  be  final,  except  that  a member  or  a component  county 
society  or  a district  society  may  appeal  to  the  Judicial  Coun- 
cil of  the  American  Medical  Association  in  accordance  with 
the  by-laws  of  that  organization. 

The  Board  of  Councilors  shall  hold  such  meetings  as 
it  may  deem  necessary  provided  that  at  least  one  meeting 
is  held  during  the  annual  session  of  the  Association  before 
which  meeting  any  physician  who  has  a grievance  proper 
to  be  heard  by  the  Board,  shall  be  allowed  to  appear. 

Sec.  8.  (no  change). 

Sec.  9.  (no  change). 

Delete  all  of  Chapter  10  and  insert  the  following: 
Chapter  X. — County  Societies. 

Sec.  1.  Charter. 

Five  or  more  physicians  of  any  county  or  group  of  coun- 
ties in  this  State,  who  possess  the  qualifications  for  mem- 
bership in  the  State  Association  as  set  out  in  Section  3, 
Article  II,  of  the  Constitution  thereof,  may,  by  applying  to 
the  Board  of  Councilors,  secure  a charter  as  a component 
county  society  of  the  Texas  Medical  Association,  as  pro- 
vided in  Section  5,  Chapter  IV,  of  these  By-Laws,  provided 
that  no  other  component  county  medical  society  of  the 
State  Association  embraces  within  its  established  jurisdic- 
tion any  part  of  the  territory  sought  thus  to  be  incorporated. 
The  names  of  the  counties  embraced  in  a county  society 
shall  be  included  in  the  charter,  but  it  shall  be  lawful  for 
a county  society  to  adopt  a shorter  and  more  appropriate 
name  having  territorial  or  historical  import  of  local  appli- 
cation. All  such  charters  shall  be  signed  by  the  President 
and  Executive  Secretary  of  the  State  Association,  and  shall 
bear  the  seal  of  the  State  Association. 

Sec.  2.  Constitution  and.  By-Laws. 

Each  component  county  society  shall  prepare  and  enact 
into  law,  a constitution  and  by-laws,  and  a publicity  code 
in  keeping  with  the  Constitution  and  By-Laws  of  the  Texas 
Medical  Association,  no  part  of  which  may  be  in  contra- 
vention therewith.  Before  becoming  operative,  such  consti- 
tution and  by-laws  and  publicity  code  shall  be  approved  by 
the  Board  of  Councilors,  and  they  shall  be  promptly  sub- 
mitted for  that  purpose,  through  the  Councilor  of  the  dis- 
trict in  which  the  component  county  society  is  located. 
Should  the  Board  of  Councilors  refuse  to  approve  any  con- 
stitution and  by-laws,  or  rules  and  regulations  thus  sub- 
mitted, the  same  shall  be  returned  for  reconsideration  and 
amendment.  The  Board  6f  Councilors  may  revoke  the  char- 
ter of  any  component  county  society  which  fails  or  refuses 
to  amend  its  constitution  and  by-laws,  or  rules  and  regula- 
tions, so  as  to  make  them  compatible  with  the  Constitution 
and  By-Laws  of  the  Texas  Medical  Association.  Only  one 
component  county  society  may  be  chartered  in  any  one 
county;  however,  branch  societies  may  be  established  as 
provided  in  Section  5 of  this  Chapter  of  the  By-Laws. 


Sec.  3.  Incorporation. 

Component  county  societies  shall  have  the  right  and 
authority  to  secure  incorporation  under  the  laws  of  the 
State  of  Texas,  and  when  so  incorporated  they  shall  be 
entitled  to  conduct  their  affairs  in  accordance  with  the 
requirements  of  the  corporate  laws  of  the  State  of  Texas 
and  the  Constitution  and  By-Laws  of  the  Texas  Medical 
Association,  the  former  having  precedence  only  where  there 
is  an  irreconcilable  conflict.  It  shall  be  lawful  for  a county 
society  thus  incorporated  to  provide  for  the  transaction  of 
its  business  through  its  board  of  directors,  provided  that 
an  appeal  from  the  decisions  of  said  board  of  directors  to 
the  county  society  is  allowed,  and  that  the  decision  of  the 
county  society  on  such  matters  so  appealed  is  final,  subject 
only  to  appeal  to  the  Councilor  of  the  district  and  the 
Board  of  Councilors  of  the  State  Association  as  provided  in 
this  Constitution  and  By-Laws;  and  provided  further,  that 
trials  of  members  for  unethical  and  improper  conduct,  the 
election  of  members,  and  the  election  of  officers  shall  be  by 
the  society  as  a whole.  The  application  for  incorporation 
under  the  laws  of  the  State  of  Texas  shall  be  made  on  a 
form  provided  therefor  by  the  General  Attorney  of  the 
Texas  Medical  Association.  In  the  absence  of  provisions  to 
the  contrary,  Robert’s  Rules  of  Order  shall  govern  their 
meetings  and  proceedings  in  general. 

Sec.  4.  Executive  Board. 

Component  county  societies  with  one  hundred  or  more 
members  shall  have  the  right  to  authorize  an  executive 
board  to  perform  the  following  duties:  to  transact  the 
routine  business  of  the  county  society,  to  refer  questions  of 
policy  to  the  county  society  for  decision,  to  receive  and  act 
on  applications  for  membership,  and  to  conduct  the  trial  of 
a member  and  render  a verdict. 

Sec.  5.  Branch  Societies. 

Component  county  medical  societies  having  over  one 
hundred  members  and  with  congested  divided  areas  may  be 
allowed  to  establish  branch  societies  according  to  the  fol- 
lowing provisions:  (1)  twenty-five  members  is  a required 
minimum  for  the  establishment  and  maintenance  of  a 
branch  society;  such  members  must  reside  and  practice  in 
the  area  designated  as  the  branch  society  area;  (2)  at 
least  80  per  cent  of  members  practicing  in  a semi-isolated 
section  of  the  area  of  jurisdiction  of  the  component  county 
society  must  petition  for  establishment  of  a branch  society; 
( 3 ) approval  by  the  parent  county  society  of  the  petition 
for  establishment  of  a branch  society  must  be  by  a two- 
thirds  majority  vote;  (4)  the  parent  society,  via  its  District 
Councilor,  makes  application  to  the  Board  of  Councilors 
for  permission  to  establish  a branch  society;  the  application 
is  to  be  accompanied  by  a detailed  plan  of  operation  and 
the  necessary  changes  in  the  constitution  and  by-laws  of 
the  parent  society;  approval  is  to  be  by  a two-thirds  major- 
ity vote  of  the  Board  of  Councilors  meeting  in  regular 
session;  (5)  only  a member  of  the  parent  society  may  be 
a member  of  a branch  society,  and  disciplinary  jurisdiction 
is  to  remain  with  the  parent  society;  and  (6)  the  parent 
component  county  society  retains  the  right  to  abolish  a 
branch  of  its  society  with  the  approval  of  the  Board  of 
Councilors. 

Sec.  6.  Officers. 

(a)  Elections. — Component  county  societies  shall  consist 
of  not  less  than  five  members,  and  there  shall  be  a presi- 
dent, a secretary-treasurer,  and  a board  of  three  censors, 
and  no  member  can  hold  more  than  one  of  such  offices 
at  one  and  the  same  time.  There  may  be  such  other  offi- 
cers as  may  be  required,  including  a board  of  directors  if 
the  society  is  incorporated  under  the  laws  of  the  State  of 
Texas.  The  term  of  office  for  all  officers,  except  the  cen- 
sors, shall  be  for  the  Association  year.  The  term  of  office 
of  the  censors  shall  be  three  years,  and  they  shall  be  so 
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elected  that  but  one  vacancy  normally  occurs  each  year. 
All  officers  and  the  delegates  to  the  State  Association  shall 
be  elected  during  the  month  of  December,  or  at  the  last 
meeting  of  the  year  in  the  instance  there  is  no  meeting 
in  that  month.  Vacancies  in  the  offices  referred  to  in  this 
By-Law  shall  be  filled  in  the  manner  stated  in  the  society 
by-laws;  but  when  no  provisions  are  thus  made  for  any 
such  contingency,  such  vacancies  shall  be  filled  by  the 
component  county  society  president,  and  until  the  time 
for  the  annual  election  of  officers. 

(b)  Delegates. — Each  component  county  society  shall  be 
entitled  to  representation  in  the  House  of  Delegates  on 
the  following  basis:  One  delegate  for  the  first  one  hundred 
members  or  less,  and  one  additional  delegate  for  each  addi- 
tional one  hundred  members  or  fraction  thereof  (Section  2, 
Chapter  VI,  these  By-Laws).  The  term  of  office  of  delegates 
shall  be  two  years,  and  their  election  shall  be,  as  far  as 
possible,  so  arranged  that  not  more  than  half  of  the  vacan- 
cies shall  occur  in  any  one  year.  There  shall  be  an  alter- 
nate delegate  elected  for  each  delegate,  and  it  shall  be 
lawful  for  any  alternate  delegate  to  serve  in  the  place  of 
any  absent  principal,  upon  the  proper  transfer  of  credentials 
(Sections  4 and  6,  Chapter  VI,  these  By-Laws).  The 
county  society  secretary  shall  furnish  each  delegate  with 
suitable  credentials,  certifying  to  his  election,  and  any  dele- 
gate has  the  authority  to  sign  over  his  credentials  to  the 
alternate  delegate  chosen  by  the  society  for  his  place,  or, 
in  the  absence  of  his  own  alternate  delegate,  to  another 
alternate  delegate  who  may  be  able  to  attend  the  annual 
session  which  the  credentials  cover. 

(c)  Secretaries. — Secretaries  of  component  county  soci- 
eties shall  be  the  custodians  of  the  books,  papers,  and 
records  of  their  respective  societies,  including  the  charters 
and  incorporation  paper,  if  any;  they  shall  prepare  and 
maintain  records  showing  the  names  and  addresses  of  mem- 
bers, and  such  other  matter  as  they  may  deem  pertinent  or 
which  they  may  be  required  to  make  note  of,  either  by 
their  respective  societies  or  the  State  Association;  maintain 
contact  as  nearly  as  possible  with  the  physicians  of  their 
respective  counties;  receive  all  dues  and  moneys  coming  to 
the  society,  and  pay  out  or  direct  the  paying  out  of  same, 
or  turn  the  same  over  to  the  treasurer,  on  orders  of  their 
respective  presidents,  and  perform  such  other  secretarial 
duties  as  their  societies  may  require  of  them.  They  shall 
forward  to  the  State  Executive  Secretary  the  names  and 
remittances  of  members  paying  annual  dues  as  soon  as  prac- 
tical following  their  receipt.  These  remittances  shall  be 
made  at  least  monthly,  and  the  completed  roster  is  due 
April  1.  It  shall  be  the  duty  of  county  society  secretaries  to 
advise  members,  when  indicated,  of  the  penalties  of  delin- 
quency as  provided  in  Chapter  X,  Section  7. 

Secretaries  of  component  county  societies  shall  promptly 
notify  the  Executive  Secretary  of  the  relief  of  any  disqual- 
ification of  membership  suffered  by  any  of  their  members. 
Said  notification  shall  be  in  writing,  and  the  Executive 
Secretary  shall  in  like  manner  acknowledge  receipt  of  such 
notice,  informing  the  county  society’s  secretary  of  the 
steps  that  have  been  taken  to  correct  the  record  of  such 
members,  in  his  office. 

Secretaries  of  component  county  societies  shall  file  their 
annual  reports  with  the  Executive  Secretary  not  later  than 
February  1 of  each  year.  The  reports  shall  be  made  upon 
blanks  furnished  by  the  Executive  Secretary.  This  blank 
shall  be  so  arranged  as  to  show  a list  of  the  officers  and 
members  of  the  societies;  a list  of  the  provisional  members; 
lists  of  honorary,  military,  emeritus,  intern,  resident,  and 
inactive  members;  a list  of  non-affiliated  physicians;  a list 
of  members  received  from  other  societies  by  transfer;  a list 
of  members  transferred  to  other  societies;  a list  of  members 
who  died  during  the  year;  and  a list  of  members  removed 


from  the  county  and  not  transferred  to  other  societies.  In 
addition  to  these  lists,  the  blanks  shall  call  for  data  neces- 
sary to  enable  the  Executive  Secretary  to  maintain  his  rec- 
ords at  the  highest  point  of  accuracy  and  efficiency. 

( d )  Boards  of  Censors. — The  Boards  of  Censors  of  com- 
ponent county  societies  shall  examine  into  and  report  on 
the  qualifications  of  applicants  for  membership  in  their 
respective  organizations  and  shall  ascertain  from  the  Ex- 
ecutive Secretary  what  the  records  in  his  office  show  in 
regard  to  the  past  conduct  of  any  such  applicants,  before 
making  report  to  their  respective  societies. 

The  Board  of  Censors  shall  review  the  record  of  each 
provisional  member  at  the  termination  of  the  provisional 
period  and  shall  present  the  same  to  the  society  with  recom- 
mendation for  or  against  elevation  to  regular  membership. 

The  Boards  of  Censors  shall  supervise  the  ethical  deport- 
ment of  the  members  of  its  society  and  shall  counsel  indi- 
vidual members  where  circumstances  warrant. 

As  provided  in  Chapter  XI  of  these  By-Laws  they  shall 
have  the  authority  to  investigate  on  their  own  initiative 
suspected  violations  of  conduct  and  to  prefer  charges  when 
indicated  after  thorough  investigation,  shall  receive  and 
investigate  charges  of  unethical  conduct  made  against  mem- 
bers of  their  respective  societies  by  another  member,  and 
shall  reveiw  the  findings  of  the  County  Public  Grievance 
Committee  and  will  make  proper  disposition  of  each  case. 

Sec.  7.  Finance. 

County  societies  shall  have  the  authority  to  levy  dues 
against  their  members  sufficient  to  cover  the  per  capita  dues 
of  the  State  Association  and  district  societies,  and  defray 
the  expenses  of  their  own  organizations;  but  no  official 
action  shall  be  taken  by  component  county  societies  estab- 
lishing a fixed  schedule  of  fees  for  the  medical,  surgical, 
and  special  services  of  its  members,  provided  that  this 
By-Law  shall  not  be  so  construed  as  to  prevent  the  discus- 
sion of  such  matters  as  service  and  charges  therefor,  or 
unofficial  agreement  between  physicians  as  such  rather  than 
as  members  of  component  county  societies,  as  to  what 
charges  would  be  proper  for  such  services. 

The  official  year  for  county  societies  shall  be  January  1 
to  December  31,  inclusive.  Annual  dues  shall  be  due  and 
payable  on  January  1. 

Members  who  have  not  paid  dues  by  April  1 shall  auto- 
matically be  considered  delinquent.  A delinquent  member 
shall  not  have  the  privileges  of  voting,  holding  office,  at- 
tending the  annual  session. 

A delinquent  member  may  be  reinstated  as  a member 
in  good  standing  upon  payment  of  dues,  provided  pay- 
ment is  made  in  the  same  calendar  year  in  which  the  de- 
linquency occurred.  A delinquent  member  who  has  not 
been  reinstated  by  December  31  shall  automatically  be 
dropped.  A former  member  who  thus  forfeits  membership 
may  reapply  for  membership,  such  application  to  be  pro- 
cessed as  an  original  application  and  without  consideration 
of  delinquent  dues. 

County  society  secretaries  shall  forward  to  the  State 
Executive  Secretary  the  names  and  remittances  of  paid  up 
members  as  soon  as  practicable  following  their  receipt. 
These  remittances  shall  be  made  at  least  monthly,  and  the 
completed  roster  is  due  April  1. 

Sec.  8.  Application  for  Membership. 

Application  for  membership  in  a component  county  so- 
ciety shall  be  made  in  duplicate,  and  shall  contain  the  fol- 
lowing information:  Full  name  and  address;  place  and  date 
of  birth;  preliminary  and  medical  education,  including  de- 
grees received;  date  and  number  of  certificate  to  practice 
medicine  in  Texas;  previous  locations  and  dates  of  resi- 
dence in  each,  and  such  other  information  as  may  be 
required  by  the  State  Association  or  the  component  county 
society.  The  county  secretary  shall  retain  the  original  ap- 
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plication  in  his  files,  forwarding  the  duplicate  to  the  State 
Executive  Secretary.  Each  application  shall  be  endorsed  by 
two  or  more  members  of  the  society  to  which  it  is  pre- 
sented, and  it  shall  be  approved  or  disapproved  by  the 
Board  of  Censors  before  being  voted  on  by  the  society.  No 
application  shall  be  voted  on  at  the  same  meeting  at  which 
it  is  presented,  or  until  the  Board  of  Censors  has  had  an 
opportunity  to  conduct  such  investigations  as  may  be  re- 
quired by  these  By-Laws,  provided  the  said  report  shall  be 
made  within  60  days,  or  extension  of  time  granted  by 
the  society. 

Sec.  9.  Membership  in  Adjacent  Society. 

A component  county  medical  society  may  grant  permis- 
sion for  a physician  who  resides  under  its  jurisdiction  to 
apply  for  membership  in  another  component  county  medi- 
cal society,  providing  the  territorial  limits  of  the  two 
societies  join. 

Any  physician  who  may  feel  aggrieved  by  the  action  of 
the  society  of  his  county  in  refusing  him  membership  shall 
have  the  right  to  request  said  county  society  for  permission 
to  apply  for  membership  in  an  adjoining  component  county 
medical  society.  Should  this  request  be  denied,  he  shall 
have  the  right  of  appeal  to  the  Board  of  Councilors,  which, 
on  a majority  vote,  may  permit  him  to  apply  for  member- 
ship in  a component  county  society  whose  territorial  limits 
join  those  of  the  component  county  society  under  whose 
jurisdiction  he  resides. 

Any  physician  who  becomes  a member  of  another  com- 
ponent county  medical  society  by  the  means  provided  in 
this  Section  of  these  By-Laws,  shall  have  the  same  privileges 
as  any  other  member. 

A physician  may  not  be  a member  of  more  than  one 
component  county  medical  society  of  the  Texas  Medical 
Association  at  the  same  time. 

Sec.  10.  Classification  of  Members. 

(a)  Provisional. — Component  county  societies  shall  pro- 
vide a provisional  period  for  applicants  seeking  member- 
ship in  their  county  society  of  twenty-four  (24)  months. 
New  members  accepted  on  a provisional  basis  shall  have 
all  the  privileges  of  regular  membership  in  the  society, 
except  as  provided  in  this  section  of  these  By-Laws. 

Provisional  members  shall  not  have  the  right  to  hold 
elective  office,  endorse  applications  for  membership,  or 
serve  as  a delegate  or  alternate  delegate  to  the  Texas  Medi- 
cal Association. 

The  Board  of  Censors  will  provide  supervision  and  guid- 
ance in  matters  of  medical  ethics  and  etiquette  for  provi- 
sional members.  At  any  time  during  the  provisional  period 
they  may  recommend  to  the  society  that  the  provisional 
member  be  dropped  from  the  society,  and  this  may  be  done 
by  a two-thirds  majority  vote  of  the  society.  When  a pro- 
visional member  is  dropped  before  the  end  of  the  24  month 
provisional  period,  he  may  not  apply  again  for  member- 
ship in  any  component  county  medical  society  for  a period 
of  six  months. 

At  the  end  of  the  provisional  period,  a provisional  mem- 
ber shall  again  be  considered  by  the  board  of  censors  of 
said  component  society  and  elected  by  the  county  society 
before  his  membership  can  become  permanent. 

If,  at  the  end  of  the  provisional  period,  the  provisional 
member  fails  to  be  elected  to  regular  membership,  the 
Board  of  Censors  of  said  component  county  medical  soci- 
ety will  provide  counsel  directed  toward  rehabilitation  of 
the  rejected  physician.  The  rejected  physician  may  also  re- 
quest the  Board  of  Censors  to  recommend  to  the  society  a 
further  period  of  provisional  membership;  and  it  may  be 
granted,  the  time  at  which  it  may  begin  and  the  duration 
of  the  additional  provisional  period  to  be  stipulated  by 
the  Board  of  Censors  in  its  recommendation  in  each  indi- 
vidual case,  though  it  may  not  exceed  a period  of  one 


year  from  the  date  of  rejection  by  the  county  society.  At 
the  end  of  this  additional  period  of  provisional  member- 
ship, the  candidate  will  again  be  considered  by  the  Board 
of  Censors,  who  will  place  his  name  before  the  county 
society  again  with  recommendation  as  to  acceptance  or 
rejection.  If  the  provisional  member  fails  to  be  elected  to 
regular  membership  after  the  provisional  period,  he  may 
not  again  apply  for  provisional  membership  in  any  county 
society  until  one  year  has  elapsed  after  the  second  rejection 
by  the  society  or  upon  appeal  to  the  Board  of  Councilors 
as  provided  in  Section  9,  Chapter  X,  of  the  By-Laws. 

All  provisional  members  shall  attend  at  least  one  orien- 
tation program  given  by  the  Texas  Medical  Association 
before  being  considered  for  regular  membership. 

Qualifying  orientation  programs  shall  be  offered  at  the 
time  and  place  of  the  annual  session  of  the  Texas  Medical 
Association  and  in  conjunction  with  meetings  of  the  Exec- 
utive Board. 

Intern  membership,  resident  membership,  and  military 
membership  shall  not  be  considered  as  a substitute  for  any 
part  of  the  twenty-four  (24)  months  of  provisional  mem- 
bership. 

Any  member  accepted  on  transfer  from  another  com- 
ponent county  medical  society  shall  also  serve  twenty-four 
(24)  months  as  a provisional  member  and  shall  attend 
the  orientation  program,  unless  such  member  has  previously 
attended  the  orientation  program  presented  by  the  Texas 
Medical  Association,  before  being  considered  for  regular 
membership. 

(b)  Regular. — The  acceptance  of  the  privileges  of  regu- 
lar membership  carries  with  it  the  obligation  to  assume  the 
duties  of  any  office  to  which  the  member  may  be  elected 
or  appointed  by  the  county  medical  society  and  the  Texas 
Medical  Association. 

(c)  Emeritus. — The  House  of  Delegates,  upon  nomina- 
tion of  the  Board  of  Councilors  and  the  approval  of  the 
county  medical  society  in  which  the  member  resides,  may 
elect  any  member  of  the  Association  who  has  rendered 
exceptional  and  distinguished  service  to  scientific  or  organ- 
ized medicine,  or  both,  to  the  status  of  member  emeritus. 
Any  nomination  to  the  status  of  membership  emeritus  shall 
be  held  by  the  Board  of  Councilors  for  a period  of  one 
year  before  recommendation  thereupon  is  made  to  the 
House  of  Delegates.  A two-thirds  majority  of  the  House  of 
Delegates  registered  for  the  meeting  shall  be  required  for 
election.  A member  emeritus  shall  have  all  the  preroga- 
tives of  membership,  and  shall  not  be  required  to  pay  dues. 
The  distinction  thus  conferred  may  not  be  removed  except 
by  action  of  the  House  of  Delegates,  upon  recommendation 
of  the  Board  of  Councilors.  However,  members  emeritus 
shall  be  carried  by  their  respective  county  medical  societies 
exactly  as  are  the  other  classifications  of  membership,  and 
they  shall  be  reported  annually  to  the  Executive  Secretary 
as  are  other  members. 

(d)  Honorary. — The  House  of  Delegates,  upon  nomina- 
tion of  component  county  societies,  may  elect  to  honorary 
membership  those  physician  members  of  honorable  stand- 
ing who,  because  of  age  or  other  laudable  reasons,  have 
reached  a point  of  comparative  inactivity  in  the  practice 
of  medicine,  and  who  have  been  members  of  organized 
medicine  for  a period  of  at  least  forty  years  or  who  have 
contributed  notably  to  the  advance  of  ethical  medicine. 
When  so  nominated  and  elected,  said  honorary  members 
shall  be  entitled  to  all  of  the  privileges  of  membership  as 
set  out  in  this  Constitution  and  By-Laws;  provided  that 
county  society  secretaries  shall  include  all  such  honorary 
members  in  their  respective  annual  reports,  with  such  no- 
tation thereon  as  will  at  once  declare  their  status. 

Physician  members  who  have  paid  state  dues  to  cover 
another  type  of  membership  for  the  year  in  which  they 
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are  elected  to  honorary  status  shall  be  refunded  the  origi- 
nally paid  dues  in  full. 

(e)  Inactive. — County  societies  may  nominate  for  inac- 
tive membership  those  physician  members  who  have  re- 
tired from  the  active  practice  of  medicine.  The  House  of 
Delegates,  upon  nomination  of  component  county  societies, 
may  elect  those  physician  members  to  inactive  membership; 
when  so  nominated  and  elected  said  inactive  members  shall 
be  entitled  to  all  of  the  privileges  of  membership  as  set 
out  in  this  Constitution  and  By-Laws,  except  the  right  to 
vote,  hold  office,  endorse  applications  for  membership,  or 
serve  as  a delegate  or  alternate  delegate  to  the  Texas  Medi- 
cal Association,  provided  that  county  society  secretaries 
shall  include  all  such  inactive  members  in  their  respective 
annual  reports,  with  such  notation  thereon  as  will  at  once 
declare  their  status.  Physician  members  who  have  paid 
state  dues  to  cover  another  type  of  membership  for  the  year 
in  which  they  are  elected  to  inactive  status  shall  be  refunded 
the  originally  paid  dues  in  full. 

(f)  Military. — County  medical  societies  may  elect  to 
military  membership  those  members  who  are  on  temporary 
duty  in  the  Armed  Forces  of  our  country.  Physician  mem- 
bers who  have  paid  state  dues  to  cover  another  type  of 
membership  for  the  year  in  which  they  are  elected  to  mili- 
tary status  shall  be  refunded  the  originally  paid  dues  in 
full  provided  that  such  election  occurs  within  the  first 
six  months  of  the  membership  year.  One-half  of  the  origi- 
nally paid  dues  shall  be  refunded  provided  that  such  elec- 
tion to  military  membership  occurs  after  the  first  six 
months  of  the  membership  year. 

(g)  Intern  and.  Resident. — Physicians  who  are  serving 
internships  and  residencies  in  hospitals,  as  a part  of  their 
educational  qualifications,  and  who  are  not  in  private 
practice,  may  be  elected  by  county  societies  when  the  hos- 
pital is  located  within  the  geographical  boundaries  of  said 
county  society  or  societies  as  "intern  members”  or  "resident 
members,”  such  membership  to  terminate  with  the  comple- 
tion of  the  internship  or  residency.  When  so  elected,  intern 
or  resident  members  shall  be  entitled  to  all  of  the  privi- 
leges of  membership  in  the  Association,  except  the  right 
to  vote,  hold  office,  endorse  applications  for  membership, 
or  serve  as  a delegate  or  alternate  delegate  to  the  Texas 
Medical  Association,  provided  that  they  pay  the  annual 
dues  as  required  in  the  By-Laws  and  that  their  names  are 
duly  reported  in  the  annual  reports  of  the  county  societies. 

(h)  Leave  of  Absence. — County  medical  societies  may 
grant  a leave  of  absence  to  those  physician  members  who 
leave  the  active  practice  of  medicine  for  further  training 
by  serving  internships  or  residencies  in  hospitals  for  a 
proposed  period  of  one  year  or  more.  Such  status  will  termi- 
nate with  the  completion  of  the  training,  and  the  member 
will  return  to  his  previous  status.  Members  will  not  be 
excused  from  payment  of  dues  during  a leave  of  absence. 

Sec.  11.  Transfer  of  Members. 

A member  of  a component  county  society  removing  to  a 
county  over  which  another  component  county  society  holds 
jurisdiction  shall  forfeit  his  membership  after  a period  of 
six  months  from  the  date  of  his  location  in  his  new  place 
of  residence,  unless  he  has  in  the  meantime  transferred  his 
membership  to  the  said  component  county  society,  holding 
jurisdiction,  as  provided  in  these  By-Laws;  unless  and  except 
he  has  secured  the  permission  of  said  component  county 
society  holding  jurisdiction  to  remain  a member  of  his 
previous  society,  or  join  another  and  more  conveniently 
located  society,  as  provided  for  in  Section  9,  this  chapter, 
of  these  By-Laws. 

Any  honorary  or  inactive  member  of  a component  county 
society  who  has  removed  from  the  jurisdiction  of  his  county 
society,  shall,  upon  his  written  request,  be  granted  the 
right  to  transfer  to  another  component  county  medical  so- 


ciety within  this  state.  When  such  transfer  is  presented  to 
a component  county  society,  it  will  be  honored,  and  the 
physician  will  at  once  become  an  honorary  or  inactive 
member  thereof  without  serving  a period  of  provisional 
membership  and  without  attending  the  orientation  program, 
his  status  being  the  same  as  in  his  original  county  society. 
Thereafter,  the  secretary  of  his  new  county  society  will  re- 
port the  physician  on  the  annual  reports  as  an  inactive  or 
honorary  member.  Such  a member  may  return  to  the  status 
of  regular  membership  only  by  returning  to  the  jurisdiction 
of  the  county  society  by  whom  he  was  nominated  for  hon- 
orary or  inactive  membership  or  by  applying  for  provisional 
membership  in  the  new  society  and  complying  with  all 
requirements  for  new  membership. 

Any  member  of  a component  county  medical  society 
whose  dues  are  paid  and  against  whom  no  charges  of  un- 
ethical or  immoral  conduct  are  pending,  and  who  has  re- 
moved from  the  jurisdiction  of  his  county  society,  shall, 
upon  his  written  request,  be  granted  the  right  to  transfer 
to  another  component  county  society  within  this  State,  or 
to  a county  society  in  another  State.  When  such  a transfer 
is  presented  to  a component  county  society  within  this 
State,  it  may  be  honored,  and  the  applicant  may  at  once 
become  a provisional  member  thereof,  and  without  addi- 
tional expense  to  him,  provided  that  in  the  meantime 
charges  of  unethical  or  immoral  conduct  have  not  been 
presented  to  either  the  old  or  the  new  county  society,  which 
may  be  dealt  with  better  in  the  old  county  society  than 
in  the  new,  under  which  circumstances  the  transfer  papers 
shall  be  returned  to  the  society  granting  them,  with  full 
information  as  to  the  charges  and  accusations  made;  and  it 
shall  be  the  duty  of  the  county  society  in  which  the  mem- 
bership thus  remains  to  deal  with  the  accused  in  accordance 
with  these  By-Laws.  In  the  instance  a transfer  from  one 
component  society  to  another  is  completed,  the  secretary  of 
the  society  receiving  the  transferred  member  shall  immedi- 
ately notify  the  secretary  of  the  society  extending  the  permit 
to  transfer,  of  all  the  facts  in  the  case,  and  each  secretary 
shall  make  due  record  thereof,  and  promptly  notify  the  Ex- 
ecutive Secretary  of  the  transaction.  Any  member  received 
by  a county  society  on  transfer  from  a component  county 
society  of  another  State,  shall  pay  the  amount  of  the  per 
capita  dues  to  the  Texas  Medical  Association  for  the  current 
year.  In  such  instances,  county  and  district  society  dues  shall 
be  waived. 

Sec.  12.  Committees. 

(a)  Grievance. — Each  component  county  society  shall 
set  up  a standing  committee  to  be  known  as  the  County 
Public  Grievance  Committee.  This  committee  shall  have 
the  duty  of  investigating  and  supervising  the  ethical  de- 
portment of  the  membership  of  the  component  county  so- 
ciety for  which  it  serves,  and  shall  receive  complaints  from 
the  general  public  against  members  of  the  society  as  pro- 
vided in  Chapter  X,  Section  ? of  these  By-Laws. 

The  Grievance  Committee  shall  consist  of  three  or  more 
members  appointed  by  the  president  of  the  county  society, 
each  with  a term  of  office  of  three  years,  with  their  ap- 
pointments so  arranged  that  one-third,  as  nearly  as  pos- 
sible, shall  be  named  each  year.  The  committee  shall  elect 
a chairman  and  a secretary. 

(b)  Medical  Jurisprudence  and  Public  Relations. — There 
shall  be  a committee  on  medical  jurisprudence  and  public 
relations  in  each  component  county  society,  the  duties  of 
which  committee  shall  be  to  cooperate  with  the  Executive 
Board  of  the  Texas  Medical  Association  with  the  Council 
on  Medical  Jurisprudence,  and  with  the  Council  on  Public 
Relations  and  Public  Service  thereof,  in  public  health,  legal, 
and  legislative  matters,  and  to  perform  such  other  duties 
as  may  be  required  of  them  by  their  respective  county 
societies. 
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The  following  chapter  on  Disciplinary  Procedure  will 
become  Chapter  XI,  and  the  present  Chapters  XI  through 
XVI  will  be  numbered  with  one  higher  digit: 

Chapter  XI. — Disciplinary  Procedure. 

Sec.  1. 

The  Principles  of  Medical  Ethics  of  the  American  Medi- 
cal Association  shall  govern  the  members  of  component 
county  societies  in  their  relationship  to  each  other,  to  their 
societies,  and  to  the  public.  Component  county  medical  so- 
cieties shall  have  the  authority  to  exact  compliance  with 
all  laws,  rules  or  regulations  covered  by  this  Constitution 
and  By-Laws,  or  all  laws,  rules  or  regulations  covered  by 
the  approved  constitution  and  by-laws  and  publicity  code 
of  the  component  county  medical  society  through  such 
disciplinary  action  as  censure,  suspension,  or  expulsion; 
provided,  however,  that  the  laws,  rules  or  regulations  cov- 
ered by  the  constitution  and  by-laws  of  the  component 
county  medical  society  shall  not  be  in  conflict  with  the 
Constitution  and  By-Laws  of  the  Texas  Medical  Association. 

Sec.  2.  Public  Grievance  Committee. 

(a)  When  charges  or  complaints  are  made  against  a 
member  of  a component  county  medical  society  from  any 
person,  other  than  another  member  of  the  component 
county  medical  society  or  the  Texas  Medical  Association, 
the  said  charges  or  complaints  shall  be  reduced  to  writing 
and  referred  without  reading  or  debate,  together  with  all 
papers  and  exhibits,  to  the  Public  Grievance  Committee 
of  the  component  county  medical  society. 

(b)  The  secretary  of  the  Public  Grievance  Committee 
shall  acknowledge  receipt  of  all  complaints. 

(c)  The  chairman  of  the  Public  Grievance  Committee 
shall  process  each  complaint,  and  depending  on  the  seri- 
ousness of  the  complaint  may  assign  first  investigation 
either  to  one  member  of  the  committee  or  the  entire  com- 
mittee. In  the  less  serious  cases  or  complaints,  one  member 
of  the  committee  may  be  assigned  to  make  the  first  in- 
vestigation and  report  to  the  committee  in  a confidential 
manner. 

(d)  In  cases  or  complaints  involving  disagreement, 
where  the  differences  may  be  resolved  to  the  satisfaction  of 
both  parties  concerned,  such  solution  may  be  made.  How- 
ever, in  all  cases  where  this  is  not  possible,  the  function  of 
the  Public  Grievance  Committee  shall  be  solely  to  receive 
and  investigate  charges  or  complaints,  and  after  investi- 
gating and  summing  up  the  facts,  present  the  matter  to 
the  Board  of  Censors  of  the  component  county  medical 
society  with  the  recommendation  that  it  be,  or  not  be, 
prosecuted. 

(e)  All  charges  or  complaints,  be  they  resolved  to  the 
satisfaction  of  both  parties,  or  capable  of  being  resolved, 
or  not,  shall  be  turned  over  to  the  Board  of  Censors  with 
accompanying  written  recommendations  either  for  or  against 
further  action.  When  the  recommendation  of  the  Public 
Grievance  Committee  is  not  the  unanimous  opinion  of  its 
members,  a minority  report  in  writing  may  go  with  the 
report  of  the  entire  committee. 

(f)  The  Public  Grievance  Committee,  after  recommend- 
ing action  to  the  Board  of  Censors  and  turning  over  to  the 
Board  of  Censors  its  investigative  file,  shall  furnish  a writ- 
ten statement,  in  brief,  of  the  findings  of  the  committee 
to  both  the  original  complainant  and  the  accused  physi- 
cian. The  secretary  of  the  committee  shall  keep  appropriate 
and  sufficient  records  of  all  its  final  reports. 

(g)  In  cases  in  which  charges  are  ultimately  prosecuted 
before  the  Board  of  Censors,  the  Public  Grievance  Commit- 
tee, after  having  once  received  such  charges,  accusations, 
and  complaints,  and  having  thoroughly  investigated  them, 
shall  represent  the  complaining  party  in  the  hearing  before 


the  Board  of  Censors,  and  prosecute  the  charges  just  as 
would  a prosecuting  attorney's  office. 

(h)  The  Public  Grievance  Committee  may  also  investi- 
gate, prefer,  and  prosecute  charges  or  complaints  on  its 
own  initiative  before  the  Board  of  Censors  where  circum- 
stances warrant  such  action. 

(i)  The  Public  Grievance  Committee  shall  have  no 
final  jurisdiction  in  a judicial  way,  and  shall  not  assume 
the  authority  to  either  discipline  or  release  members  of  the 
component  county  medical  society  from  charges  or  com- 
plaints. The  committee  may,  however,  at  any  time  express 
its  advice  to  a member  of  the  component  county  medical 
society  on  a matter  of  professional  conduct.  The  committee 
shall  be  guided  in  all  matters  by  the  Principles  of  Medical 
Ethics  of  the  American  Medical  Association. 

(j)  The  Public  Grievance  Committee  shall  have  author- 
ity, at  its  discretion,  to  take  verbatim  testimony  at  any 
hearing  or  proceeding  held  before  the  committee.  A quali- 
fied reporter  of  the  committee’s  selection  may  be  employed 
to  take  transcript  of  the  proceedings  or  hearing  held  before 
the  committee,  or  in  the  alternative,  at  the  committee's 
discretion,  recording  equipment  may  be  employed.  (Tran- 
scripts and/or  recordings  taken  in  the  course  of  proceedings 
or  hearings  before  the  Public  Grievance  Committee  are  for 
the  exclusive  use  of  the  Public  Grievance  Committee  and 
shall  not  be  available  for  use  or  study  by  the  accused  mem- 
ber or  the  complainant.) 

(k)  The  Public  Grievance  Committee  will  respect  the 
completely  confidential  nature  of  any  complaint  or  charge, 
provided  that  any  complainant  unwilling  to  appear  per- 
sonally before  the  committee  will  be  given  to  understand 
that  such  unwillingness  prejudices  against  the  possibility  of 
the  committee  being  able  to  make  a complete  investigation. 
Complainants  shall  be  assured  that  appearance  before  the 
committee,  both  as  to  the  appearance  itself  and  the  informa- 
tion divulged,  will  be  kept  confidential;  except  that  if  any 
form  of  prosecution  results,  the  committee  will,  of  necessity, 
reveal  the  names  of  prospective  witnesses,  including  the 
complainant. 

(l)  No  person  other  than  committee  members,  a re- 
porter if  one  has  been  employed  by  the  committee,  and  the 
particular  witness  being  heard  at  the  time  shall  be  present 
at  any  hearing  or  proceeding  held  before  the  Public  Griev- 
ance Committee. 

(m)  The  Public  Grievance  Committee  or  the  component 
county  medical  society  through  its  constitution  and  by-laws 
may  adopt  or  promulgate  such  additional  rules  or  forms  of 
procedure  as  is  deemed  necessary  or  expedient  to  govern 
the  conduct  of  the  hearings  or  proceedings  before  the 
Public  Grievance  Committee;  provided,  however,  that  any 
such  rules  or  forms  of  procedure  so  adopted  or  promulgated 
shall  not  be  in  conflict  with  the  provisions  set  forth  in 
this  Section  of  this  Chapter  of  these  By-Laws.  In  the  ab- 
sence of  rules  to  the  contrary,  Robert’s  Rules  of  Order 
shall  govern  the  proceedings  before  the  Public  Grievance 
Committee. 

(n)  The  Public  Grievance  Committee  shall  have  the 
authority  to  summon  witnesses  and  interrogate  them  on 
their  honor,  insofar  as  the  Texas  Medical  Association  may 
grant  such  perogatives.  The  Public  Grievance  Committee 
shall  also  summon  such  witnesses  as  are  requested  by  the 
parties  to  the  hearing  or  proceeding.  Written  notice  to  the 
prospective  witness  specifying  the  date,  time,  and  place 
of  the  hearing  or  proceeding,  and  that  he  or  she  has  been 
requested  to  appear  as  a witness  will  be  deemed  sufficient 
notification  or  summons. 

Sec.  3.  Board  of  Censors. 

(a)  When  charges  of  unethical,  criminal,  or  gross  un- 
professional conduct,  or  lunacy  charges,  or  violation  of  the 
Principles  of  Medical  Ethics,  or  the  laws  of  this  Association 
or  the  component  county  medical  society  are  made  against 
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a member  of  the  component  county  medical  society  by 
another  member  of  the  component  county  medical  society 
of  the  Texas  Medical  Association,  the  said  charges  shall  be 
reduced  to  writing  and  referred  without  reading  or  debate, 
together  with  all  papers  and  exhibits,  to  the  Board  of  Cen- 
sors of  the  accused  member’s  component  county  medical 
society. 

(b)  The  Board  of  Censors  shall  also  receive,  review  and 
act  upon,  if  necessary,  all  complaints  or  charges  originally 
instigated  before  the  Public  Grievance  Committee  and 
which  have  been  referred  to  the  Board  of  Censors  pursuant 
to  Section  2 of  this  Chapter  of  these  By-Laws. 

( 1 ) The  Board  of  Censors,  upon  review  of  the  charge 
or  complaint  and  accompanying  recommendation  referred 
to  it  by  the  Public  Grievance  Committee,  may,  in  its  dis- 
cretion, abide  by  the  recommendation  of  the  Public  Griev- 
ance Committee  that  no  further  action  is  necessary  or  may 
in  the  alternative  hold  further  proceedings  or  hearings  upon 
the  charge  or  complaint  pursuant  to  formal  charges  being 
filed  and  reduced  to  writing. 

( 2 ) The  Board  of  Censors,  in  all  cases  in  which  the 
Public  Grievance  Committee  has  recommended  that  further 
action  be  taken,  shall  require  that  the  Public  Grievance 
Committee  reduce  the  charge  or  complaint  to  writing. 

(c)  The  Board  of  Censors  shall  have  the  authority,  upon 
its  own  initiative,  to  file  charges  against  a member  of  the 
component  county  medical  society,  if  in  its  opinion  such 
charges  are  warranted.  Any  such  charges  so  filed  must  be 
reduced  to  writing. 

(d)  Upon  the  filing  of  written  charges  with  the  Board 
of  Censors  against  a member  of  the  component  county 
medical  society,  the  Board  of  Censors  shall  immediately 
notify  the  accused  member  in  writing  that  such  action  has 
been  taken,  and  in  addition  forward  to  the  accused  mem- 
ber a copy  of  the  charges  so  filed. 

(e)  The  Board  of  Censors  shall  give  ample  notice  to 
the  member  against  whom  charges  have  been  filed  as  to 
the  date,  time,  and  place  of  the  hearings  or  proceedings  to 
be  held  before  the  Board  of  Censors  upon  the  charges  so 
filed,  but  in  no  instance  shall  such  notice  be  less  than  two 
weeks  prior  to  the  date  so  designated  by  the  Board  of 
Censors  for  such  hearing  or  proceeding. 

(f)  The  accused  member  in  any  hearing  or  proceeding 
before  the  Board  of  Censors  shall  be  entitled  to  counsel 
of  his  own  selection  from  among  the  members  of  the  Texas 
Medical  Association  so  long  as  said  counsel  shall  respect 
and  obey  the  rules  of  procedure  established  by  the  Board 
of  Censors.  The  Board  of  Censors  may,  in  its  discretion, 
limit  the  number  of  counsel  actively  participating  in  a 
hearing  or  proceeding  held  before  it  when  in  its  opinion 
such  is  necessary  or  warranted  in  the  furtherance  of  the 
orderly  conduct  of  the  hearing  or  proceeding. 

(g)  The  Board  of  Censors  shall  have  authority  to  take 
verbatim  testimony  at  any  hearing  or  proceeding  held 
before  the  Board  of  Censors,  and  must  so  do  if  requested 
by  the  accused  member.  A qualified  reporter  of  the  Board’s 
selection  may  be  employed  to  take  a transcript  of  the 
proceedings  or  hearings  held  before  the  Board  of  Censors, 
or  in  the  alternative,  at  the  Board’s  discretion,  recording 
equipment  may  be  employed.  A copy  of  the  transcript  shall 
be  made  available  to  the  accused  member  upon  his  writ- 
ten request. 

(g)  The  Board  of  Censors  shall  in  its  sole  discretion 
determine  whether  or  not  open  or  closed  hearings  or  pro- 
ceedings will  be  conducted,  and  may  at  any  time  limit  or 
bar  admittance  to  its  hearings  or  proceedings,  with  the 
exception  of  the  accused  member  and  the  counsel  of  his 
selection,  and  a representative  and/or  prosecutor  from  the 
Public  Grievance  Committee. 

(i)  The  Board  of  Censors  may,  in  its  discretion,  grant 


recesses  upon  its  own  motion  or  upon  the  motion  of  either 
party  to  the  hearing  or  proceeding,  and  for  such  periods  of 
time  as  the  Board  of  Censors  deems  warranted. 

(j)  The  Board  of  Censors  shall,  when  discussing  and/or 
voting  upon  any  issues  heard  or  raised  before  it,  do  so  in 
executive  session. 

(k)  The  accused  member  or  his  counsel  shall  have  the 
right  to  examine  or  cross-examine  any  witness  testifying 
at  any  hearing  or  proceeding  before  the  Board  of  Censors. 
The  individual  members  of  the  Board  of  Censors  and  the 
Public  Grievance  Committee  shall  have  the  right  to  exam- 
ine or  cross-examine  any  witness  testifying  at  any  hearing 
or  proceeding  before  the  Board  of  Censors;  provided,  how- 
ever, the  Board  of  Censors  may  require  that  the  Public 
Grievance  Committee  designate  a member  or  members  to 
do  all  examination  or  cross-examination  of  witnesses. 

(l)  The  Board  of  Censors  or  the  component  county 
medical  society  through  its  constitution  and  by-laws  may 
adopt  or  promulgate  such  additional  rules  or  forms  of 
procedure  as  is  deemed  necessary  or  expedient  to  govern 
the  conduct  of  the  hearings  or  proceedings  before  the 
Board  of  Censors;  provided,  however,  that  any  such  rules 
or  forms  of  procedure  so  adopted  or  promulgated  shall  not 
be  in  conflict  with  the  provisions  set  forth  in  this  Section 
of  this  Chapter  of  these  By-Laws.  In  the  absence  of  rules 
to  the  contrary,  Robert’s  Rules  of  Order  shall  govern  the 
proceeding  before  the  Board  of  Censors. 

(m)  The  Board  of  Censors  shall  have  the  authority  to 
summon  witnesses  and  interrogate  them  on  their  honor, 
insofar  as  the  Texas  Medical  Association  may  grant  such 
perogatives.  The  Board  of  Censors  shall  also  summon  such 
witnesses  as  are  requested  by  the  parties  to  the  hearing  or 
proceeding.  Written  notice  to  the  prospective  witness  speci- 
fying the  date,  time,  and  place  of  the  hearing  or  proceed- 
ing, and  that  he  or  she  has  been  requested  to  appear  as  a 
witness,  will  be  deemed  sufficient  notification  or  summons. 

(n)  Failure  of  the  accused  member  to  appear  or  be 
represented  by  counsel  at  any  hearing  or  proceeding  ordered 
or  set  by  the  Board  of  Censors  will  not  preclude  the  Board 
of  Censors  from  conducting  such  hearing  or  proceeding  or 
reaching  a decision  or  verdict. 

(o)  The  Board  of  Censors  shall  have  the  authority  upon 
its  own  motion,  or  upon  the  motion  of  any  party  to  a 
hearing  or  proceeding  held  before  it,  to  object  to  the  in- 
troduction of  evidence  or  testimony  upon  the  grounds  that 
it  is  immaterial,  irrelevant,  or  has  no  direct  bearing  upon 
the  charges  or  issues  before  the  Board  of  Censors.  Any 
motion  or  objection  as  to  evidence  or  testimony  sustained 
by  the  Board  of  Censors  shall  result  in  the  evidence  or 
testimony  so  objected  to  being  struck  from  any  agreed  sum- 
mary or  testimony  which  may  be  ultimately  presented  to 
the  society.  Provided,  however,  the  accused  member  shall 
have  the  right  to  make  exception  to  such  ruling  of  the 
Board  of  Censors  and  either  by  stipulation  or  direct  testi- 
mony or  introduction  of  evidence  preserve  such  testimony 
or  evidence  for  consideration  by  the  Board  of  Councilors 
upon  the  perfection  of  an  appeal  by  the  accused  member 
to  the  Board  of  Councilors. 

(p)  Upon  the  conclusion  of  hearings  or  proceedings  held 
before  the  Board  of  Censors  upon  charges  filed  against  the 
accused  member,  the  Board  of  Censors  shall  present  to  the 
component  county  medical  society  all  testimony  adduced  at 
the  hearings  or  proceedings  held  before  the  Board  of 
Censors,  or  a comprehensive  summary  of  the  same  which 
has  been  agreed  to  by  both  the  accused  and  the  Board  of 
Censors,  save  and  except  any  such  testimony  or  evidence 
excluded  by  virtue  of  the  provisions  contained  in  Subsection 
(o)  of  this  Section. 

(q)  In  the  event  that  the  Constitution  and  By-Laws  of 
the  Texas  Medical  Association  allow,  and  the  constitution 
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and  by-laws  of  the  component  county  medical  society  pro- 
vide for  the  trial  of  an  accused  member  before  an  Execu- 
tive Board  of  the  component  county  medical  society,  the 
provision  contained  in  Subsection  (p)  of  this  Section  shall 
not  be  applicable,  except  as  provided  for  in  Section  4 here- 
after set  forth,  and  the  Board  of  Censors  upon  the  con- 
clusion of  the  hearings  or  proceedings  held  before  it  upon 
charges  filed  against  an  accused  member  shall  notify  the 
Executive  Board  and  shall  thereafter  represent  the  com- 
plaining party  in  the  hearings  or  proceedings  before  the 
Executive  Board,  and  prosecute  the  charges  just  as  would 
a prosecuting  attorney’s  office. 

Sec.  4. — Executive  Board. 

(a)  Should  the  constitution  and  by-laws  of  the  compon- 
ent county  medical  society  provide  for  the  membership  of 
the  Executive  Board  to  include  the  members  of  the  Board 
of  Censors,  such  individual  members  of  the  Board  of  Cen- 
sors will  be  restricted  to  prosecuting  an  accused  member 
before  the  Executive  Board  upon  the  charges  alleged,  and 
shall  not  have  a vote  upon  the  guilt  or  innocense  of  the 
accused  member  or  any  subsequent  vote  assessing  a penalty. 

(b)  Upon  receipt  of  notification  from  the  Board  of 
Censors  that  hearings  or  proceedings  held  before  it  have 
been  concluded,  the  Executive  Board  shall  give  ample  notice 
to  the  accused  member  as  to  the  date,  time  and  place  of 
the  hearings  or  proceedings  to  be  held  before  the  Executive 
Board  upon  the  charges  so  filed,  but  in  no  instance  shall 
such  notice  be  less  than  two  weeks  prior  to  the  date  so 
designated  by  the  Executive  Board  for  such  hearing  or 
proceeding. 

(c)  It  shall  not  be  necessary  to  furnish  the  accused 
member  with  a copy  of  the  charges  so  filed  with  the 
Executive  Board  by  the  Board  of  Censors,  unless  the  Board 
of  Censors  has  filed  with  the  Executive  Board  amendments 
to  the  original  charge.  In  the  event  that  the  Board  of 
Censors  should  file  an  amended  charge  against  the  accused 
member,  the  Executive  Board  shall  forward  a copy  thereof 
by  mail  to  the  accused  member. 

(d)  The  accused  member  in  any  hearing  or  proceeding 
before  the  Executive  Board  shall  be  entitled  to  counsel  of 
his  own  selection  from  among  the  members  of  the  Texas 
Medical  Association,  so  long  as  said  counsel  shall  respect 
and  obey  the  rules  of  procedure  established  by  the  Execu- 
tive Board.  The  Executive  Board  may,  in  its  discretion, 
limit  the  number  of  counsel  actively  participating  in  a 
hearing  or  proceeding  held  before  it  when  in  its  opinion 
such  is  necessary  or  warranted  in  the  furtherance  of  the 
orderly  conduct  of  the  hearing  or  proceeding. 

(e)  The  Executive  Board  shall  have  authority  to  take 
verbatim  testimony  at  any  hearing  or  proceeding  held  be- 
fore the  Executive  Board  and  must  so  do  if  requested  by 
the  accused  member.  A qualified  reporter  of  the  Board’s 
selection  may  be  employed  to  take  a transcript  of  the  pro- 
ceedings or  hearings  held  before  the  Executive  Board,  or 
in  the  alternative,  at  the  Board's  discretion,  recording  equip- 
ment may  be  employed.  A copy  of  the  transcript  shall  be 
made  available  to  the  accused  member  upon  his  written 
request. 

(f)  The  Executive  Board  shall  in  its  sole  discretion  de- 
termine whether  or  not  open  or  closed  hearings  or  pro- 
ceedings will  be  conducted,  and  may  at  any  time  limit  or 
bar  admittance  to  its  hearings  or  proceedings,  with  the  ex- 
ception of  the  accused  member  and  the  counsel  of  his  selec- 
tion, and  a representative  and/or  prosecutor  from  the  Board 
of  Censors. 

(g)  The  Executive  Board  may,  in  its  discretion,  grant 
recesses  upon  its  own  motion  or  upon  the  motion  of  either 
party  to  the  hearing  or  proceeding,  and  for  such  periods 
of  time  as  the  Executive  Board  deems  warranted. 


(h)  The  Executive  Board  shall,  when  discussing  and/or 
voting  upon  any  issues  heard  or  raised  before  it,  do  so  in 
executive  session. 

(i)  The  accused  member  or  his  counsel  shall  have  the 
right  to  examine  or  cross-examine  any  witness  testifying  at 
any  hearing  or  proceeding  before  the  Executive  Board.  The 
individual  members  of  the  Executive  Board  and  the  Board 
of  Censors  shall  have  the  right  to  examine  or  cross-examine 
any  witness  testifying  at  any  hearing  or  proceeding  before 
the  Executive  Board;  provided,  however,  the  Executive 
Board  may  require  that  the  Board  of  Censors  designate  a 
member  or  members  to  do  all  examination  or  cross-exami- 
nation of  witnesses. 

(j)  The  Executive  Board  or  the  component  county  medi- 
cal society  through  its  constitution  and  by-laws  may  adopt 
or  promulgate  such  additional  rules  or  forms  of  procedure 
as  is  deemed  necessary  or  expedient  to  govern  the  con- 
duct of  the  hearings  or  proceedings  before  the  Executive 
Board;  provided,  however,  that  any  such  rules  or  forms  of 
procedure  so  adopted  or  promulgated  shall  not  be  in 
conflict  with  the  provisions  set  forth  in  this  Section  of 
this  Chapter  of  these  By-Laws.  In  the  absence  of  rules  to 
the  contrary,  Robert’s  Rules  of  Order  shall  govern  the  pro- 
ceedings before  the  Executive  Board. 

(k)  The  Executive  Board  shall  have  the  authority  to 
summon  witnesses  and  interrogate  them  on  their  honor, 
insofar  as  the  Texas  Medical  Association  may  grant  such 
perogatives.  The  Executive  Board  shall  also  summon  such 
witnesses  as  are  requested  by  the  parties  to  the  hearing  or 
proceeding.  Written  notice  to  the  prospective  witness  speci- 
fying the  date,  time,  and  place  of  the  hearing  or  proceed- 
ing, and  that  he  or  she  has  been  requested  to  appear  as  a 
witness  will  be  deemed  sufficient  notification  or  summons. 

(l)  Failure  of  the  accused  member  to  appear  or  be  rep- 
resented by  counsel  at  any  hearing  or  proceeding  ordered 
or  set  by  the  Executive  Board  will  not  preclude  the  Execu- 
tive Board  from  conducting  such  hearing  or  proceeding  or 
reaching  a decision  or  verdict. 

(m)  The  Executive  Board  shall  have  the  authority  upon 
its  own  motion,  or  upon  the  motion  of  any  party  to  a 
hearing  or  proceeding  held  before  it,  to  object  to  the 
introduction  of  evidence  or  testimony  upon  the  grounds 
that  it  is  immaterial,  irrelevant,  or  has  no  direct  bearing 
upon  the  charges  or  issues  before  the  Executive  Board.  Any 
motion  or  objection  as  to  evidence  or  testimony  sustained 
by  the  Executive  Board  shall  result  in  the  evidence  or 
testimony  so  objected  to  being  struck  from  any  agreed  sum- 
mary or  testimony  which  may  be  ultimately  presented  to 
the  society,  if  the  constitution  and  by-laws  of  the  compon- 
ent county  medical  society  provide  for  an  appeal  to  the 
society.  Provided,  however,  the  accused  member  shall  have 
the  right  to  make  exception  to  such  ruling  of  the  Execu- 
tive Board  and  either  by  stipulation  or  direct  testimony  or 
introduction  of  evidence  preserve  such  testimony  or  evi- 
dence for  consideration  by  the  Board  of  Councilors  upon 
the  perfection  of  an  appeal  by  the  accused  member  to 
the  Board  of  Councilors. 

( n ) The  voting  of  the  Executive  Board  upon  the  guilt 
or  innocence  of  the  accused,  and  any  penalty  assessed  shall 
be  in  conformity  with  the  provisions  contained  in  Section 
5 Subsection  (a) -(f)  of  this  Chapter  of  these  By-Laws. 

( o)  Should  the  constitution  and  by-laws  of  the  com- 
ponent county  medical  society  provide  for  or  allow  an 
appeal  from  the  decision  of  the  Executive  Board  to  the 
society,  then  the  Executive  Board  shall  follow  the  same 
procedure  in  presenting  the  case  to  the  society  as  applies 
to  the  Board  of  Censors  in  Section  3,  Subsection  (p)  of 
this  Chapter  of  these  By-Laws,  and  the  action  of  the  so- 
ciety shall  then  follow  the  procedure  set  forth  in  Section 
5 of  this  Chapter  of  these  By-Laws. 
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Sec.  5.  Component  County  Medical  Society. 

(a)  In  the  event  that  the  constitution  and  by-laws  of 
the  Texas  Medical  Association  does  not  allow,  and/or  the 
constitution  and  by-laws  of  the  component  county  medical 
society  do  not  provide  for  the  trial  of  an  accused  member 
before  an  Executive  Board  of  the  component  county  medi- 
cal society,  the  provisions  contained  in  Section  4 of  this 
Chapter  of  these  By-Laws  shall  be  inapplicable,  and  the 
Board  of  Censors  upon  the  conclusion  of  the  hearings  or 
proceedings  held  before  it  upon  the  charges  filed  against 
an  accused  member  shall  present  to  the  component  county 
medical  society  all  testimony  adduced  at  the  hearings  or 
proceedings  held  before  the  Board  of  Censors,  or  a com- 
prehensive summary  of  the  same  which  has  been  agreed  to 
by  both  the  accused  and  the  Board  of  Censors,  save  and 
except  any  such  testimony  or  evidence  excluded  by  virtue 
of  the  provisions  contained  in  Subsection  (o)  of  Section  3 
of  this  Chapter  and  these  By-Laws. 

(b)  The  said  testimony  or  summary  shall  be  read  to 
the  society,  which  shall  then  proceed  to  vote  upon  the 
guilt  or  innocence  of  the  accused.  All  voting  shall  be  by 
written  ballot,  and  no  motion  shall  be  necessary  to  initiate 
voting,  and  there  shall  be  no  discussion  or  debate  of  the 
issues  by  either  the  accused  or  any  member  of  the  com- 
ponent county  medical  society. 

(c)  If  the  majority  vote  guilty,  the  vote  shall  then  be 
as  to  whether  the  accused  shall  be  (1)  censured,  (2)  sus- 
pended, or  (3)  expelled.  If  the  first  ballot  is  not  conclu- 
sive, the  penalty  receiving  the  smallest  number  of  votes 
shall  be  dropped,  and  the  balloting  continued  until  the 
punishment  shall  have  been  fixed  by  the  necessary  majority 
as  hereafter  provided. 

(d)  Censure  and  suspension  shall  each  require  a ma- 
jority of,  and  expulsion  two-thirds  of  the  members  present 
and  voting.  If  on  any  ballot  a majority  vote  for  suspension, 
the  vote  shall  then  be  taken  to  fix  the  term  of  such  sus- 
pension, dropping  after  each  ballot  the  penalty  receiving 
the  smallest  number  of  votes.  If  the  penalty  fixed  be  sus- 
pension for  a specified  term,  this  suspension  shall  date 
from  the  date  of  this  action,  unless  an  appeal  be  taken,  in 
which  event  it  shall  date  from  the  decision  of  the  tribunal 
to  which  the  appeal  was  taken.  If  suspension  be  for  an 
indefinite  term,  the  member  so  suspended  shall  be  privi- 
leged to  maintain  his  right  to  membership  by  the  payment 
of  dues  after  the  expiration  of  the  membership  year,  De- 
cember 31.  Failure  to  pay  dues  as  provided  in  this  consti- 
tution and  these  by-laws  shall  terminate  suspension  and 
membership  coincidentally,  the  suspension  operating  at  any 
time  upon  renewal  of  membership,  through  whatever  pro- 
cedure. Indefinite  suspension  shall  be  terminated  only  upon 
majority  vote  of  the  component  county  medical  society, 
in  regular  session,  after  announcement  at  a preceding  regu- 
lar session  that  such  action  is  contemplated. 

(e)  If  in  any  case  the  balloting  be  between  expulsion 
and  any  other  penalty,  and  expulsion  receives  a majority 
composed  of  less  than  two-thirds  of  the  members  present 
and  voting,  this  penalty  shall  be  declared  lost,  and  the  next 
succeeding  ballot  cast  to  determine  whether  the  other  pen- 
alty under  consideration  shall  be  assessed. 

(f ) Members  suspended  or  expelled  under  the  provi- 
sions of  this  or  the  preceding  Section  of  this  Chapter  of 
these  By-Laws  shall  be  allowed  all  of  the  privileges  of 
membership,  including  subscription  to  the  Texas  State 
Journal  of  Medicine,  pending  final  decision  on  appeal. 

Sec.  6. — General. 

(a)  No  action  shall  be  taken  by  the  component  county 
medical  society  pursuant  to  the  provisions  of  Section  5 of 
this  Chapter  of  these  By-Laws,  or  the  Executive  Board  of  a 
component  county  medical  society  pursuant  to  the  provi- 
sions of  Section  4 of  this  Chapter  of  these  By-Laws  until  at 


least  six  (6)  weeks  have  elapsed  since  the  filing  of  written 
charges  with  either  the  Public  Grievance  Committee  or  the 
Board  of  Censors. 

(b)  Upon  the  rendering  of  a decision  or  verdict  pur- 
suant to  the  provisions  of  either  Section  4 or  Section  5 
of  this  Chapter  of  these  By-Laws,  the  accused  member  shall 
be  given  written  notification,  by  mail,  of  the  decision  or 
verdict  so  reached,  and  the  time  for  such  accused  member 
to  perfect  his  appeal  from  such  verdict  or  decision  shall 
commence  as  of  the  date  such  notification  is  received  at 
the  accused  member’s  last  known  office  or  residence 
address. 

(c)  It  shall  be  the  duty  of  the  secretary  of  the  com- 
ponent county  medical  society  to  promptly  notify  the  Exec- 
utive Secretary  of  the  Texas  Medical  Association,  who  shall 
make  record  in  his  office  of  any  restrictions  placed  by  the 
society  against  any  of  its  members,  and  to  call  the  attention 
of  same  to  proper  officers,  committees,  and  councils  of  the 
Texas  Medical  Association  and  the  American  Medical  As- 
sociation, the  good  of  organized  medicine  being  considered; 
but  he  shall  not,  except  when  specifically  so  directed  by 
the  Board  of  Councilors  of  the  Texas  Medical  Association, 
make  public  any  such  filings. 

(d)  Members  under  charges  of  unethical  conduct  or 
violation  of  the  constitution  and  By-Laws  of  the  Texas 
Medical  Association  or  the  component  county  medical  so- 
ciety, may  not  resign  except  ulpon  three-fourths  vote  of 
the  members  present  and  voting  at  a regular  meeting  of 
the  component  county  medical  society.  The  vote  shall  be 
by  secret  ballot  and  shall  proceed  without  motion  upon  the 
first  opportunity  following  receipt  of  written  resignation. 
Oral  resignations  shall  not  be  considered  in  this  connec- 
tion. 

Sec.  7. — Board  of  Councilors. 

(a)  The  Board  of  Councilors  of  the  Texas  Medical  As- 
sociation shall  be  the  final  judge  of  whether  or  not  a given 
law,  rule  or  regulation  covered  by  the  constitution  and 
By-Laws  of  a component  county  medical  society  is  in  con- 
flict with  the  Constitution  and  By-Laws  of  the  Texas  Medi- 
cal Association,  and  the  decision  of  the  Board  of  Councilors 
shall  be  final. 

(b)  The  Board  of  Councilors  of  the  Texas  Medical  As- 
sociation shall  be  the  final  judge  of  the  construction  or 
interpretation  of  any  particular  law,  rule,  regulation  or 
provision  of  the  Constitution  and  By-Laws  of  the  Texas 
Medical  Association,  and  any  particular  law,  rule,  regulation 
or  provision  of  the  Constitution  and  By-Laws  of  a com- 
ponent county  medical  society. 

(c)  The  Board  of  Councilors  shall  constitute  the  Board 
of  Censors  of  the  Texas  Medical  Association. 

(d)  The  Board  of  Councilors  shall  receive  and  hear 
appeals  of  individual  members  from  disciplinary  action 
taken  or  decisions  made  by  a component  county  medical 
society. 

(e)  The  Board  of  Councilors  shall  require  compliance 
with  the  following  procedure  in  the  perfecting  of  appeals 
from  disciplinary  action  taken  by  a component  county 
medical  society  against  a member  thereof. 

(1)  The  appealing  member  must  within  twenty  (20) 
days  of  the  receipt  of  notification  of  the  verdict  or  decision 
of  the  Executive  Board  or  component  county  medical  so- 
ciety as  provided  for  in  Section  6,  Subsection  (b)  of  this 
Chapter  of  these  By-Laws,  file  his  or  her  written  brief, 
reciting  definitely  and  in  detail,  and  in  chronological  order, 
the  circumstances  existing  between  the  time  of  beginning 
of  proceedings  to  the  time  of  appeal,  and  setting  out  the 
reasons  why  the  decision  or  decisions  complained  of  should 
be  set  aside. 

(2)  If  the  appealing  member  desires  a review  of  the 
testimony  and  evidence  by  the  Board  of  Councilors,  it  shall 
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be  such  member's  responsibility  to  file  a copy  of  the  tran- 
script with  the  Board  of  Councilors  at  the  time  of  the  filing 
of  the  written  brief.  Late  filing  of  the  transcript  will  be 
allowed  by  the  Board  of  Councilors  if  such  transcript  was 
not  yet  available  to  the  appealing  member  at  the  time  of 
the  filing  of  his  written  brief  with  the  Board  of  Councilors. 
In  no  event,  however,  will  the  late  filing  of  a transcript 
by  the  appealing  member  be  accepted  by  the  Board  of 
Councilors  if  not  filed  within  three  weeks  prior  to  the 
date  designated  by  the  Board  of  Councilors  for  a hearing 
upon  the  appeal,  unless  the  transcript  is  still  unavailable 
to  the  appealing  member,  in  which  case  the  Board  of 
Councilors  will  postpone  the  hearing  upon  the  appeal. 

(3)  Both  parties  to  any  appeal  before  the  Board  of 
Councilors  must  provide  both  copies  of  all  briefs  or  other 
instruments  filed  with  the  Board  of  Councilors  to  the 
other  party. 

(4)  Failure  of  the  appealing  member  to  comply  with 
the  provisions  of  Sec.  7(e)(1)  above  in  the  time  so 
specified  precludes  the  Board  of  Councilors  from  consider- 
ing an  appeal  of  the  decision  or  verdict  of  the  component 
county  medical  society  and  such  decision  or  verdict  becomes 
final. 

( 5 ) The  Board  of  Councilors  shall  have  the  authority 
to  promulgate  such  additional  rules  and  regulations  gov- 
erning the  perfecting  of  appeals  as  in  its  opinion  is  neces- 
sary or  expedient;  provided,  however,  that  any  such  addi- 
tional rules  and  regulations  promulgated  by  the  Board  of 
Councilors  shall  not  be  in  conflict  with  the  provisions  of 
Subsection  (e)  of  this  Section  nor  with  the  Constitution 
and  By-Laws  of  the  Texas  Medical  Association.  Failure  to 
comply  with  a rule  or  regulation  so  promulgated  by  the 
Board  of  Councilors  shall  not  defeat  the  perfecting  of  an 
appeal,  unless  the  appealing  party  refuses  to  comply  with 
such  rule  and  regulation,  in  which  event,  the  appeal  will 
be  dismissed  by  the  Board  of  Councilors  and  the  verdict  or 
decision  of  the  component  county  medical  society  shall 
become  final. 

(f)  The  component  county  medical  society  which  ren- 
dered the  decision  or  verdict  against  the  appealing  mem- 
ber may  in  its  discretion  file  a brief  in  answer  to  the  is- 
sues raised  in  the  appealing  member’s  brief. 

(g)  Both  sides  to  any  hearing  on  an  appeal  before 
the  Board  of  Councilors  shall  be  entitled  to  counsel  of  their 
choice,  respectively,  from  among  the  members  of  the  Texas 
Medical  Association,  so  long  as  said  counsel  shall  respect 
and  obey  the  rules  of  procedure  established  by  the  Board 
of  Councilors. 

(h)  The  Board  of  Councilors  may,  in  its  discretion,  limit 
the  number  of  counsel  actively  participating  in  a hearing 
held  before  it  when  in  its  opinion  such  is  necessary  or 
warranted  in  the  furtherance  of  the  orderly  conduct  of  the 
hearing. 

(i)  The  Board  of  Councilors  shall  in  its  sole  discretion 
determine  whether  or  not  open  or  closed  hearings  will  be 
conducted,  and  may  at  any  time  limit  or  bar  admittance  to 
its  hearings,  with  the  exception  of  the  appealing  member 
and  the  counsel  of  his  selection,  and  a representative  and/or 
counsel  of  the  component  county  medical  society. 

(j)  The  Board  of  Councilors  shall,  when  discussing 
and/or  voting  upon  an  appeal  heard  before  it,  do  so  in 
executive  session. 

(k)  The  Board  of  Councilors  shall  have  the  authority 
to  designate  the  time  available  to  the  parties  for  argument, 
and  the  order  in  which  the  argument  of  the  parties  will 
be  heard. 

(l)  Arguments  conducted  before  the  Board  of  Councilors 
shall  be  limited  to  points  or  issues  raised  in  the  briefs  filed 
with  the  Board  of  Councilors  or  rebuttal  of  allegations  in 
the  opposing  party’s  brief.  New  points  or  issues  not  in- 


cluded in  the  party’s  brief  shall  not  first  be  raised  during 
argument  before  the  Board  of  Councilors. 

(.m)  Reference  shall  not  be  made  to  alleged  facts  or 
evidence  in  either  a party’s  brief  or  argument  which  are 
not  found  in  the  transcript  filed  with  the  Board  of  Coun- 
cilors. New  facts  or  evidence  cannot  be  considered  by  the 
Board  of  Councilors  at  the  time  of  hearing  before  the  Board 
on  appeal.  Any  review  of  the  facts  or  the  evidence  by  the 
Board  of  Councilors  must  be  restricted  to  those  facts  and 
that  evidence  found  in  the  transcript  filed  with  the  Board 
of  Councilors. 

(n)  The  appealing  party  may  raise  the  issue  of  whether 
or  not  the  ruling  below  was  correct  in  excluding  certain 
evidence  or  testimony  pursuant  to  the  provisions  in  Sec- 
tion 3,  Subsection  (o)  and  Section  4 Subsection  (m)  of 
this  Chapter  of  these  By-Laws,  and  the  Board  of  Councilors 
may  review  such  excluded  testimony  or  evidence  found 
in  the  transcript  for  the  purpose  of  determining  whether 
such  exclusion  was  justified  and  if  not  whether  it  materially 
jeopardized  the  defense  of  the  accused  member. 

(o)  The  Board  of  Councilors  in  its  review  of  any  evi- 
dence or  testimony  in  the  transcript  shall  not  attempt  to 
resolve  any  conflict  in  such  evidence  or  testimony  or  sub- 
stitute its  judgment  for  that  of  the  Executive  Board  or  the 
component  county  medical  society  in  evaluating  the  credi- 
bility of  such  evidence  or  testimony.  The  Board  of  Coun- 
cilors’ sole  responsibility  in  a review  of  the  testimony  or 
evidence  shall  be  to  determine  whether  or  not  sufficient 
evidence  exists  to  support  the  verdict  or  decision  of  the 
component  county  medical  society.  The  Board  of  Councilors 
may  only  reverse  the  decision  of  the  component  county 
medical  society  upon  the  grounds  that  there  was  not 
sufficient  evidence  to  support  the  verdict  when  the  tran- 
script reveals  that  the  verdict  was  clearly  against  the  great 
weight  of  the  evidence. 

(p)  The  Board  of  Councilors  shall  have  authority  to 
decide  all  questions  raised  before  it  upon  appeal  in  which 
there  have  been  points  or  issues  raised  in  the  brief  of  the 
appealing  member  that  the  rights  afforded  him,  as  an 
accused  member,  by  virtue  of  the  Constitution  and  By- 
Laws  of  the  Texas  Medical  Association  or  the  component 
county  medical  society  have  been  infringed  or  denied;  pro- 
vided, however,  that  such  infringement  or  denial  of  the 
rights  afforded  an  accused  member  shall  not  constitute 
grounds  for  reversal  of  the  decision  or  verdict  rendered  by 
the  component  county  medical  society  unless  the  record, 
transcript,  or  instruments  filed  with  the  Board  of  Coun- 
cilors for  the  purpose  of  the  appeal  show  that  at  the  time 
of  such  alleged  infringements  or  denial  of  the  accused 
member’s  rights,  the  accused  member  objected  to  such  in- 
fringement or  denial  of  his  rights  as  afforded  by  either  the 
Constitution  and  By-Laws  of  the  Texas  Medical  Associa- 
tion or  the  component  county  medical  society  and  such 
objection  by  the  accused  member  was  incorrectly  or  im- 
properly overruled. 

(q)  All  decisions  rendered  by  the  Board  of  Councilors 
shall  be  in  writing,  and  shall  set  forth  the  reasons  for  ar- 
riving at  such  decision.  A copy  of  such  decision  shall  be 
made  of  permanent  record  in  the  office  of  the  Texas  Medi- 
cal Association,  and  a copy  of  such  decision  shall  be  for- 
warded by  mail  to  the  appealing  member. 

(r)  The  Board  of  Councilors  shall  have  authority  to 
take  verbatim  any  argument  before  the  Board  at  any  hear- 
ing or  proceeding  held  before  it.  A qualified  reporter  of 
the  Board's  selection  may  be  employed  to  make  a tran- 
script of  the  proceedings  or  hearings  held  before  the  Board, 
or  in  the  alternative,  at  the  Board’s  discretion,  recording 
equipment  may  be  employed.  Such  transcript  shall  be  for 
the  sole  use  of  the  Board  of  Coucilors,  and  will  not  be 
available  for  the  use  of  either  party  to  the  appeal  unless 
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essential  to  perfect  an  appeal  from  the  decision  of  the  Board 
of  Councilors  to  the  Judicial  Council  of  the  American 
Medical  Association. 

(s)  The  Board  of  Councilors  shall  have  the  authority  to 
adopt  or  promulgate  such  additional  rules  or  forms  of 
procedure  as  is  deemed  necessary  or  expedient  to  govern 
the  conduct  of  hearings  or  proceedings  held  before  it;  pro- 
vided, however,  that  any  such  rules  or  forms  of  procedure 
so  adopted  or  promulgated  shall  not  be  in  conflict  with 
the  provisions  set  forth  in  this  section  of  this  Chapter  of 
these  By-Laws;  and  provided  further,  that  any  rules  or 
forms  of  procedure  so  adopted  or  promulgated  should  be 
patterned  as  nearly  as  possible  after  the  procedures  of  courts 
of  appeal  under  the  civil  and  criminal  laws  of  the  State 
of  Texas. 

(t)  The  decisions  of  the  Board  of  Councilors  in  all  cases 
shall  be  final,  except  that  a member  or  component  county 
medical  society  or  a district  society  may  appeal  to  the 
Judicial  Council  of  the  American  Medical  Association  in 
accordance  with  the  By-Laws  of  that  organization. 

[In  reviewing  the  revisions  that  had  been  worked  up 
through  the  efforts  of  a sub-committee  of  the  Board, 
headed  by  Dr.  Mayo  Tenery,  and  in  cooperation  with  the 
Council  on  Constitution  and  By-Laws,  and  with  the  aid 
of  Mr.  Overton,  the  Board  of  Councilors  recommended 
some  changes  in  the  printed  revision.  These  corrections 
to  the  revised  portions  of  the  Constitution  and  By-Laws  are 
reproduced  below:} 

Corrections  to  Revised  Portions  of  Constitution  and  By-Laws 

Chapter  X,  Section  2 — In  line  2 delete  "and  a publicity 
code"  and  insert  " or  rules  and  regulations.”  In  line  6 de- 
lete "and  publicity  code”  and  insert  "or  rules  and  regula- 
tions.” 

Chapter  X,  Section  3 — In  line  8 delete  "General  At- 
torney” and  insert  "General  Counsel.” 

Chapter  X,  Section  6(d) — Insert  the  following  para- 
graph between  paragraphs  2 and  3: 

The  Board  of  Censors  will  provide  supervision  and  guid- 
ance m matters  of  medical  ethics  and  etiquette  for  provi- 
sional members.  At  any  time  during  the  provisional  period 
they  may  recommend  to  the  Society  or  Executive  Board 
that  the  provisional  member  be  dropped  from  the  Society, 
and  this  may  be  done  by  a two-thirds  majority  vote  of 
those  present  and  voting  at  a regular  meeting  of  the 
County  Medical  Society  or  Executive  Board.” 

Chapter  X,  Section  6(d) — In  the  last  paragraph  insert 
a comma  after  "investigation”  in  line  4 and  after  "mem- 
ber” in  line  7.  In  line  8 delete  the  word  "will." 

Chapter  X,  Section  8 — In  line  6 after  the  word  "Texas" 
insert  "which  has  been  properly  recorded  with  the  district 
clerk.”  At  the  end  of  this  paragraph  the  word  "sixth” 
should  be  changed  to  "sixty.” 

Chapter  X,  Section  10(a) — Delete  paragraph  3 and  in- 
sert: 

"When  a provisional  member  is  dropped  from  the  county 
medical  society  before  the  end  of  the  provisional  period 
by  the  means  provided  in  Section  6(d)  of  this  Chapter,  he 
may  not  apply  again  for  membership  in  any  component 
county  medical  society  for  a period  of  six  months  if  he 
continues  to  reside  under  the  jurisdiction  of  that  component 
county  medical  society.” 

Chapter  X,  Section  12(a) — The  last  line  of  paragraph  1 
should  read  "provided  in  Chapter  XI,  Section  2,  of  these 
By-Laws.” 

Chapter  XI,  Section  2(a) — Change  line  3 to  read  "an- 
other member  of  a component  county  medical  society  or 
the.” 

Chapter  XI,  Section  3(a)— Change  line  5 to  read  "medi- 


cal society  by  another  member  of  a component  county 
medical  society.” 

Chapter  X,  Section  3 — There  are  two  sections  (g).  The 
second  (g)  should  be  changed  to  (h). 

Section  7(1) — In  line  5 the  word  argument  is  mis- 
spelled. 

Dr.  Oswalt:  The  report  of  the  Committee  on  Liaison 
with  the  State  Bar  of  Texas  was  summarized  in  the  report 
of  the  Board  of  Councilors.  I would  point  out,  after  con- 
siderable discussion  on  the  point  of  committees  at  the 
local  level,  it  was  recommended  by  this  committee  that 
similar  committees  be  appointed  at  county  levels.  The  pur- 
pose of  these  committees  would  be  the  same  as  the  one 
on  the  state  level — namely,  an  opportunity  for  presentation 
and  discussion  of  problems  involving  the  two  professions. 
These  committees  at  the  local  level  would  be  guided  by  the 
Code  for  Physicians  and  Attorneys. 

And,  in  interpretation  of  the  code,  there  are  problems 
arising  from  the  interpretation  of  certain  paragraphs  of  the 
code,  particularly  referable  to  medical  reports,  which  have 
been  called  to  the  attention  of  this  committee  by  other 
members  of  the  Association.  Further  investigation  of  these 
problems  will  be  made  and  it  is  possible  some  revisions 
will  be  recommended  at  a later  date. 

Charles  E.  Oswalt,  Jr.,  Chairman, 
Travis  Smith,  Vice-Chairman, 
Carlos  E.  Fuste,  Jr.,  Secretary. 

Reference  committee  to  which  referred:  sections  1,  2,  3, 
4,  8,  10,  Reports  of  Officers  and  Committees;  sections  5, 
7b  and  paragraphs  on  Amendment:  Contract  by  the  Texas 
Medical  Association;  Resolution:  Opposition  to  Fee  Sched- 
ules, and  Revisions  to  Constitution  and  By-Laws  of  the 
supplementary  report,  Constitution  and  By-Laws;  sections 
6,  7a,  Legislation  and  Public  Relations;  section  9,  Board 
of  Councilors;  paragraph  on  Committee  for  Liaison  with 
State  Bar  of  Texas,  Medical  Service  and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  William  Klingensmith,  Amarillo:  The  Reference 
Committee  on  Reports  of  Officers  and  Committees  was 
given  Sections  1,  2,  3,  4,  8,  and  10  of  the  Report  of  the 
Board  of  Councilors  to  study.  The  above  sections  were  re- 
viewed and  approved  as  submitted.  The  Committee  wishes 
to  encourage  the  Board  of  Councilors  in  their  duties  as 
guardians  of  medical  ethics  and  morals  and  feels  that  such 
actions  will  do  much  to  strengthen  our  Association,  better 
its  position  with  the  public,  and  promote  the  private  prac- 
tice of  medicine.  I move  the  adoption  of  those  portions  of 
the  Board  of  Councilors’  report. 

[The  report  was  adopted.} 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas,  Austin:  11.  Supplementary  report 
of  the  Board  of  Councilors  paragraphs  two  and  three;  14b. 
Report  of  Council  on  Constitution  and  By-Laws,  paragraphs 
one  and  two;  14b.  Supplementary  report  of  Council  on 
Constitution  and  By-Laws,  paragraph  one  and  two,  has  to 
do  with  two  constitutional  amendments.  Three  separate 
reports  regarding  these  two  constitutional  amendments  have 
been  referred  to  this  reference  committee.  Consequently, 
these  three  reports  will  be  considered  and  dealt  with  in 
this  single  recommendation. 
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The  first  constitutional  amendment  was  contained  in  the 
resolution  introduced  last  year  from  Brazoria  County  Medi- 
cal Society  which  reads:  "Amend  the  Constitution  of  the 
Texas  Medical  Association  as  follows:  Article  I,  Section  II, 
add  'The  Association  shall  not  have  the  right  to  enter  into 
a contract  with  any  person,  firm,  or  agency  of  any  kind 
with  respect  ' to  the  practice  of  medicine,  or  fees  for  such 
practice.’  ” 

The  reference  committee  recommends  adoption  of  -this 
constitutional  amendment  which  was  recommended  by  the 
Board  of  Councilors.  This  action  automatically  disapproves 
the  recommendation  in  the  Supplementary  Report  of  the 
Council  on  Constitution  and  By-Laws. 

Mr.  Speaker,  I move  the  adoption  of  the  recommendation 
of  the  Board  of  Councilors  on  this  item. 

Speaker  Hardwicke:  The  acceptance  of  this  motion  re- 
quires a two-thirds  majority. 

Dr.  W.  R.  Klingensmith,  Amarillo:  I am  opposed  to  this 
for  two  reasons.  (1.)  It  is  already  contained  in  the  by-laws. 
(2.)  By  putting  this  into  the  constitution,  it  hamstrings 
this  House.  It  is  also  incorrect  according  to  Robert’s  Rules 
of  Order  to  incorporate  things  of  this  nature  into  the 
constitution.  It  is  properly  in  the  by-laws,  and  it  should 
not  be  in  the  constitution. 

Speaker  Hardwicke:  Are  you  ready  for  the  question, 
that  is,  it  be  made  a part  of  the  constitution. 

Speaker  Hardwicke:  The  vote  was  60-60.  It  takes  a two- 
thirds  majority  to  change  the  constitution. 

[The  motion  was  lost.] 

Dr.  Thomas:  The  next  item  has  to  do  with  the  estab- 
lishment of  fee  schedules  by  the  Texas  Medical  Association. 
The  resolution  was  introduced  last  year  by  the  Tarrant 
County  Medical  Society  and,  in  essence,  it  states,  that  "no 
official  action  shall  be  taken  by  the  Texas  Medical  Associ- 
ation in  establishing  any  schedule  of  fees  for  services  of 
its  members.”  This  resolution  appears  on  page  33  of  your 
handbook. 

The  Reference  Committee  recommends  approval  of  the 
constitutional  amendment  as  recommended  by  the  Board 
of  Councilors,  and  similarly  this  action  disapproves  the 
associated  recommendation  contained  in  the  Supplementary 
Report  of  the  Council  on  Constitution  and  By-Laws.  Mr. 
Speaker,  I move  the  adoption  of  the  recommendation  of 
the  Report  of  the  Board  of  Councilors  on  this  item  which 
was  to  include  it  as  a constitutional  amendment. 

Speaker  Hardwicke:  Your  motion  then  is  that  a change 
be  inserted  in  the  constitution  to  correspond  to  the  change 
in  the  by-laws.  Is  there  any  discussion?  Are  you  ready  for 
the  question? 

Dr.  Klingensmith:  This  is  already  contained  in  the  by- 
laws just  as  the  previous  resolution  was.  It  is  improper 
according  to  Robert’s  Rules  of  Order  to  insert  it  into  the 
constitution. 

Dr.  Hardwicke:  Any  further  discussion? 

Dr.  R.  Mayo  Tenery,  Waxahachie:  I see  nothing  im- 
proper about  putting  this  in  Article  I,  Section  2.  Section 
2 gives  the  purpose  of  this  organization.  It  also  can  give 
what  is  not  the  purpose  of  this  organization,  and  it  is  not 
the  purpose  of  this  organization  to  enter  into  contracts,  and 
it  is  not  the  purpose  of  this  organization  to  set  fee  sched- 
ules for  the  doctors  of  Texas. 

Dr.  C.  G.  Fuste,  Alvin:  We  believe  that  it  is  the  in- 
alienable right  of  the  physician  to  practice  medicine  as 
he  sees  fit  and  to  charge  for  those  services  whatever  he 
deems  proper.  We  do  not  believe  that  this  organization 
has  a right  to  usurp  the  individual’s  inalienable  right.  I 
would  further  remind  you  that  this  is  a prohibition  already 
in  the  by-laws  of  the  county  medical  societies  and  this  is 
simply  an  upward  extension.  We  do  not  wish  to  keep  this 
organization  from  studying,  exchanging  ideas,  cooperating 


with  agencies.  We  want  the  right  to  choose  the  fees  we 
are  going  to  charge.  We  want  the  right  to  practice  medi- 
cine as  we  see  fit.  We  are  not  talking  about  parliamentary 
procedure.  We’re  talking  about  the  right  of  this  body  to 
decide  for  itself  what  will  be  in  the  constitution — what  we 
shall  do  and  what  we  shall  not  do.  We  have  the  right 
to  grant  powers  or  reserve  them  to  ourselves. 

Dr.  J.  G.  Cigarroa,  Laredo:  I would  remind  you  that  by 
placing  this  provision  in  the  Constitution  we  avail  our- 
selves of  a year  in  which  we  can  consult  our  medical  so- 
cieties whereby  the  opinion  of  the  individual  physician  can 
be  taken  into  consideration. 

Dr.  W.  C.  Nowlin,  Littlefield:  Chapter  15  of  the  by- 
laws read  "Deliberations  of  this  Association  shall  be  gov- 
erned by  parliamentary  usages  as  contained  in  Robert’s 
Rules  of  Order,  unless  otherwise  provided  by  this  Consti- 
tution and  By-Laws.”  I think  that  answers  one  question. 
In  Chapter  6,  Section  1,  the  last  sentence  pertaining  to 
the  House  of  Delegates,  "It  shall  organize  and  function 
in  accordance  with  Article  7 of  the  Constitution  of  the 
Association.”  No  official  action  should  be  taken  by  the 
Texas  Medical  Association  establishing  any  schedule  of 
fees  for  the  medical,  surgical  and  special  services  of  its 
members. 

Speaker  Hardwicke:  Is  there  any  further  discussion?  Are 
you  ready  for  the  question?  Those  in  favor  of  the  motion 
made  by  the  chairman  of  the  reference  committee  that  this 
be  incorporated  in  the  constitution,  make  it  known  by 
rising. 

[The  motion  was  lost.] 

Dr.  Thomas:  Supplementary  report  of  Board  of  Council- 
ors, Revision  to  Constitution  and  By-Laws.  (This  reference 
committee  report  also  includes  paragraph  4 and  5,  Report 
of  Council  on  Constitution  and  By-Laws.)  All  delegates 
have  received  a 7-page,  3-column,  small-print  packet 
which  was  attached  to  the  Supplementary  Report  of  the 
Board  of  Councilors.  Most  of  the  changes  are  noncontro- 
versial;  but  those  which  will  prompt  discussion  will  be  in- 
dicated and  emphasized.  Attached  to  the  small-print  revi- 
sions are  two  pages  of  changes  or  corrections  pertaining 
to  the  small-print  document,  and  I will  refer  to  this  as 
the  "appendix.” 

There  is  a change  in  Article  II  of  the  Constitution 
which  states  that  a temporary  license  or  certificate  is  not 
adequate  for  membership  in  the  Association.  There  is 
another  change  in  this  article  which  deletes  the  detailed 
description  of  the  membership  classifications  which  are 
subsequently  covered  in  Chapter  X,  Section  10,  of  the 
By-Laws. 

As  this  is  a constitutional  amendment,  the  Reference 
Committee  recommends  that  this  lay  over  for  action  next 
year.  Mr.  Speaker,  I move  the  adoption  of  this  segment  of 
the  report. 

[The  motion  carried.] 

Dr.  Thomas:  Delete  Chapter  I of  the  By-Laws.  The  pri- 
mary change  is  to  list  the  various  types  of  membership  and 
they  are  subsequently  described  in  detail  in  Chapter  X. 
Mr.  Speaker,  I move  the  adoption  of  this  portion  of  the 
report. 

[The  motion  carried.] 

Dr.  Thomas:  Chapter  IV,  Section  1.  The  recommenda- 
tion of  the  Reference  Committee  is  as  follows:  Place  a 
period  after  "filled  by  the  President.”  And  then  insert  this 
new  sentence:  "Vacancies  in  the  office  of  Councilor  shall 
be  filled  by  Presidential  appointment  until  the  next  session 
of  the  House  of  Delegates,  at  which  time  election  for  the 
unexpired  term  shall  be  held.  This  simply  means  that 
the  appointment  of  Councilors,  as  with  other  officers,  shall 
be  good  only  until  an  election  for  that  unexpired  portion 
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of  that  term  can  be  held  at  the  next  annual  session.  Mr. 
Speaker,  I move  the  adoption  of  this  section. 

[The  motion  carried.] 

Dr.  Thomas:  Chapter  IV,  Section  4,  there  is  a new  sen- 
tence inserted  which  is  underlined  which  refers  to  the 
subsequent  new  Chapter  XI  having  to  do  with  disciplinary 
procedure.  Mr.  Speaker,  1 move  the  adoption  of  Section  4. 

[The  motion  carried.] 

Dr.  Thomas:  Chapter  IV,  Section  7 has  been  rewritten 
and  modernized  in  lieu  of  the  subsequent  new  Chapter 
XI,  and  there  is  no  basic  change  as  written.  Mr.  Speaker, 
I move  the  adoption  of  Section  7. 

[The  motion  carried.] 

Dr.  Thomas:  Next  concerns  deletion  of  all  of  Chapter 
X and  insertion  of  titles  for  sections  and  subsections  in 
order  to  provide  a form  of  index.  In  addition,  there  has 
been  further  deletion  of  repetitive  material.  Any  definite 
changes  in  context  other  than  the  above  clarification  are 
indicated  by  italics. 

Section  1.  Charter  unchanged. 

Section  2.  Constitution  and  By-Laws.  According  to  item 
1 in  the  appendix  "and  a publicity  code”  has  been  deleted 
and  replaced  with  "or  rules  and  regulations.”  This  simply 
means  that  it  now  will  read  as  it  was  originally  presented 
and  amounts  to  no  change. 

Section  3 ■ Incorporation.  The  only  change  is  a typo- 
graphical one  which  should  read:  "General  Counsel”  rather 
than  "General  Attorney.”  This  is  item  2 of  the  appendix. 

Section  4.  Executive  Board.  No  basic  change. 

Section  5.  Branch  Societies.  No  basic  change. 

Section  6.  Officers,  subsections  a,  b,  and  c.  No  basic 
change.  Mr.  Speaker,  I move  the  adoption  of  the  above 
portion  of  the  report. 

[The  motion  carried.] 

Dr.  Thomas:  Subsection  d,  Board  of  Censors.  There  is 
no  official  change  in  the  first  paragraph,  on  this  subsection 
d on  the  Board  of  Censors,  and  I move  the  adoption  of 
this  portion. 

[The  motion  was  adopted.] 

Dr.  Thomas:  The  next  paragraph  reads:  "The  Board  of 
Censors  shall  review  the  record  of  each  provisional  mem- 
ber at  the  termination  of  the  provisional  period  and  shall 
present  the  same  to  the  society  with  recommendation  for 
or  against  elevation  to  regular  membership.”  This  means 
that  the  society  or  the  Executive  Board,  as  the  case  may  be, 
may  reject  the  application  at  this  time  if  the  Board  of 
Censors  recommends  and  the  society  agrees.  Mr.  Speaker, 
I move  the  adoption  of  this  paragraph  of  the  report. 

Dr.  Jack  Lee,  San  Antonio:  May  I suggest  the  amend- 
ment that  two  words,  "elevation  to,”  be  stricken,  and  just 
the  words  "for  or  against  regular  membership.” 

Speaker  Hardwicke:  Those  in  favor  of  the  amendment, 
make  it  known  by  saying  aye.  The  amendment  is  adopted. 
Are  you  ready  to  vote  on  the  motion  as  amended? 

[The  motion  carried.] 

Dr.  Thomas:  Item  3,  paragraph  3 in  the  appendix. 
Next  paragraph  is  an  insertion  which  reads  as  follows: 
"The  Board  of  Censors  will  provide  supervision  and  guid- 
ance in  matters  of  medical  ethics  and  etiquette  for  provi- 
sional members.  At  any  time  during  the  provisional  period 
they  may  recommend  to  the  society  or  Executive  Board 
that  the  provisional  member  be  dropped  from  the  society, 
and  this  may  be  done  by  a two-thirds  majority  vote  of 
those  present  and  voting  at  a regular  meeting  of  the  County 
Medical  Society  or  Executive  Board."  Mr.  Speaker,  I move 
the  adoption  of  this  paragraph. 

Dr.  Carter:  Mr.  Speaker,  as  I understand  it,  this  provi- 
sion means  that  a county  society  may  drop  a provisional 


member  before  the  termination  of  the  2 year  period  with- 
out any  hearing  on  the  part  of  the  member.  He  has  no 
opportunity  to  express  himself,  defend  himself,  or  have 
someone  come  to  his  aid.  He  is  simply  dropped  by  the 
county  society.  It  seems  rather  harsh  when  we  consider 
what  membership  means  to  all  of  us.  I think  that  that 
would  be  an  unwise  provision  to  allow  a county  society 
to  drop  him  even  by  a two-thirds  majority  if  he  has  no 
opportunity  to  defend  his  record  or  his  conduct. 

Dr.  Tenery:  By  a majority  vote  on  the  recommendations 
of  the  Board  of  Censors,  you  accept  him  as  a provisional 
member.  Also,  at  the  end  of  these  2 years  provisional 
membership,  he  may  be  dropped  from  membership  by  a 
simple  majority  vote  on  the  recommendation  of  the  Board 
of  Censors,  at  the  end  of  2 years.  This  simply  means  that 
in  between  that  period  of  starting  and  finishing  his  2 
year  provisional  period,  he  can  be  dropped  if  the  Board  of 
Censors  thinks  he  should,  but  in  this  case,  it  would  re- 
quire a two-thirds  majority  vote.  The  most  important 
officers  in  any  county  medical  society  is  the  Board  of 
Censors,  and  the  Board  will  not  make  such  a recommenda- 
tion unless  they  feel  that  man  should  not  be  in  organized 
medicine.  Also,  you  may  bring  up  the  question,  suppose  it's 
a small  society  and  the  members  there  are  just  prejudiced 
because  they  don’t  want  the  competition.  Such  a man  can 
appeal  to  the  Board  of  Councilors  for  permission  to  join 
an  adjacent  county  medical  society  and  permission  may  be 
granted  if  such  local  prejudice  exists.  So,  the  man  does 
have  that  right  of  appeal. 

Dr.  J.  Griffin  Heard,  Houston:  I don’t  believe  that  we 
can  condemn  a man  without  a long  tenure  of  observation. 
The  mere  fact  that  the  man  commits  something  that  we 
don’t  approve  of,  I don’t  believe  he  should  be  expelled 
until  he  has  had  a fair  chance  to  defend  himself.  I would 
like  more  temperance  in  this  provision.  Two  years  is  a 
short  time,  when  you  take  into  consideration  the  amount 
of  time  that  we  spend  to  become  doctors. 

Dr.  David  Wade,  Austin:  It  has  been  assumed  that  be- 
cause a man  has  received  a degree  of  doctor  of  medicine  this 
makes  him  an  honorable  man.  It  is  generally  the  rule,  but 
we  do  have  some  individuals  who  are  dishonorable,  who 
are  given  guidance  by  the  Board  of  Censors,  and  they  come 
before  our  Board  of  Councilors,  time  after  time,  and  the 
county  society  has  had  to  wait  or  has  been  sufficiently  em- 
barrassed that  they  wished  they  could  have  found  some- 
thing. We  need  this.  The  Board  of  Councilors  would  like 
very  much  to  give  county  societies  the  authority  to  take 
disciplinary  action  in  extreme  cases. 

Dr.  Howard  Smith,  Marlin:  As  a rule,  the  county  society 
and  the  Board  of  Censors  and  the  State  Board  of  Examiners 
try  to  help  physicians  all  they  can.  I certainly  agree  with 
the  findings  of  the  Board  of  Councilors  and  this  Reference 
Committee. 

Dr.  A.  F.  Clark,  Jr.,  San  Antonio:  I would  like  to  call 
to  your  attention  that  merely  because  a person  has  an  M.D. 
degree  he  is  not  eligible  to  belong  to  medical  societies.  I 
think  the  provisional  period  of  membership  has  been  the 
greatest  thing  we’ve  ever  done  because  it’s  enabled  us  to 
see  the  actions  of  people  that  are  going  to  be  treating  your 
friends  and  my  friends,  and  you’re  going  to  find  out  some 
instances  where  a person  should  be  dropped  before  this  2 
year  period. 

Delegates:  Question. 

Dr.  Hardwicke:  Dr.  Granbery  has  asked  for  the  floor. 

Dr.  R.  G.  Granbery,  Marshall:  As  an  amendment,  I 
would  move  that  the  last  two  words  in  this  should  be 
eliminated.  I think  if  a person  is  going  to  be  dropped,  it 
ought  to  be  by  two-thirds  of  the  vote  of  the  society,  not 
the  society  or  Executive  Board. 
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Dr.  Smith:  Your  constitution  and  by-laws  allows  county 
societies  of  a hundred  members  o.r  more  to  delegate  action 
to  the  Executive  Board.  You  cannot  strike  out  those  words 
and  be  in  keeping  with  the  rest  of  the  constitution  and 
by-laws. 

Speaker  Hardwicke:  We  will  vote  on  the  amendment  as 
introduced  by  Dr.  Granbery  which  merely  provided  that 
the  Executive  Board  be  stricken  from  that.  Those  in  favor 
of  the  amendment,  make  it  known  by  saying  aye.  The 
amendment  did  not  carry.  We  will  now  take  a vote  on  the 
motion  as  recommended  by  Dr.  Thomas,  all  of  which  I 
think  you  understand.  Those  in  favor  of  the  motion  make 
it  known  by  saying  aye. 

[The  motion  carried.] 

Dr.  Thomas:  Item  4 in  the  appendix  concerns  Chapter 
X,  Section  6(d),  and  inserts  two  commas,  and  deletes  a 
''will”  in  the  next  to  last  line  which  is  simply  a typo- 
graphical error. 

As  provided  in  Chapter  XI  of  these  By-Laws  they 
(Board  of  Censors)  shall  have  the  authority  to  investigate 
on  their  own  initiative  suspected  violations  of  conduct  and 
to  prefer  charges  when  indicated  after  thorough  investiga- 
tion. They  shall  receive  and  investigate  charges  of  unethical 
conduct  made  against  members  of  their  respective  societies 
by  another  member,  and  they  shall  receive  the  findings  of 
the  Public  Grievance  Committee  and  make  proper  disposi- 
tion of  each  case.  Mr.  Speaker,  I move  the  adoption  of 
these  two  paragraphs. 

[The  motion  carried.] 

Dr.  Thomas:  Chapter  X,  Section  7,  on  Finance  is  essen- 
tially unchanged.  Section  8 on  application  for  membership 
— there  is  one  addition.  In  line  6 of  this  paragraph  (which 
is  included  in  item  5 of  the  appendix)  insert  a statement 
following  the  word  "Texas”  referring  to  certificate  to 
practice  as  follows:  "which  has  been  properly  recorded 
with  the  District  Clerk.”  In  the  last  line  of  that  paragraph, 
the  word  "sixth”  typographically  should  be  changed  to 
"sixty.”  Otherwise  the  paragraph  is  essentially  unchanged. 
Section  9 — Membership  in  an  Adjacent  Society — no  basic 
change.  Mr.  Speaker,  I move  the  adoption  of  sections  7, 
8 and  9 as  amended. 

[The  motion  carried.] 

Dr.  Thomas:  Chapter  X,  Section  10  regarding  classifi- 
cation of  members — provisional,  should  read:  "New  mem- 
bers accepted  on  a provisional  basis  shall  have  all  of  the 
privileges  of  regular  membership  in  the  society,  except  as 
provided  in  this  section  of  these  By-Laws  and  in  Section 
6(d).  The  next  sentence  is:  "Provisional  members  shall 
not  have  the  right  to  hold  elective  office,  endorse  applica- 
tions for  membership,  or  serve  as  a delegate  or  alternate 
delegate  to  the  Texas  Medical  Association.”  Mr.  Speaker, 
I move  the  adoption  of  these  two  paragraphs. 

[The  motion  carried.] 

Dr.  Thomas:  Now,  the  first  five  and  a half  lines  of  the 
next  paragraph  have  been  moved  over  to  6(d)  and  they’ve 
already  been  adopted.  The  remaining  portion  of  this 
paragraph  is  item  6 on  page  2 of  your  appendix  and  will 
read  as  follows:  (Delete  the  remaining  portion  in  italics 
and  replace  it  with  this)  : "When  a provisional  member 
is  dropped  from  the  county  medical  society  before  the  end 
of  the  provisional  period  by  the  means  provided  in  section 
6(d)  of  this  chapter,  he  may  not  apply  again  for  member- 
ship in  any  component  county  medical  society  for  a period 
of  one  year  if  he  continues  to  reside  under  the  jurisdiction 
of  that  component  county  medical  society.”  As  printed  in 
item  6 of  the  appendix  the  waiting  period  was  6 months. 
The  Reference  Committee  felt,  however,  that  the  waiting 
period  should  be  the  same  as  is  subsequently  provided  in 
the  second  paragraph  and  felt  that  the  time  interval  should 


be  the  same  for  consistency.  Mr.  Speaker,  I move  the  adop- 
tion of  this  paragraph. 

[The  motion  carried.] 

Dr.  Thomas:  The  remainder  of  paragraph  (a)  under 
Section  10  contains  no  basic  changes,  and  Mr.  Speaker,  I 
move  the  adoption  of  this  portion  of  Section  10. 

[The  motion  carried.] 

Dr.  Thomas:  Chapter  X,  Section  10(h)  has  to  do  with 
regular  members  and  it  is  to  read:  "Regular.  The  acceptance 
of  the  privileges  of  regular  membership  carries  with  it 
the  obligation  and  privilege  to  assume  the  duties  of  any 
office  to  which  the  member  may  be  elected  or  appointed  by 
the  county  medical  society  and  the  Texas  Medical  Associa- 
tion.” The  Reference  Committee  added  "and  the  privilege” 
and  Mr.  Speaker,  I move  the  adoption  of  this  paragraph. 

[The  motion  carried.] 

Dr.  Thomas:  The  following  Sections  (c)  Emeritus,  (d) 
Honorary,  (e)  Inactive,  (f)  Military  and  (g)  Intern  and 
Resident,  types  of  membership  therein  listed  contain  no 
basic  changes,  and  I move  the  adoption  of  these  paragraphs. 

[The  motion  carried.] 

Dr.  Thomas:  Chapter  X,  Section  10(h),  Leave  of  Ab- 
sence. The  Reference  Committee  recommends  that  the  last 
line  in  that  paragraph  which  states  that  members  will  not 
be  excused  from  the  payment  of  dues  shall  be  deleted. 
The  Reference  Committee  felt  that  members  on  leave  of 
absence  should  subscribe  to  the  Texas  State  journal  of 
Medicine  and  provision  is  made  therefor  subsequently  in 
Chapter  XIII.  Mr.  Speaker,  I move  the  adoption  of  this 
paragraph. 

[The  motion  carried.] 

Dr.  Thomas:  Chapter  X,  Section  11.  Transfer  of  mem- 
bers. No  basic  change.  Section  12  on  Committees.  The  last 
line  of  the  first  paragraph  should  read  "as  provided  in 
Chapter  XI,  Section  2 of  the  by-laws.”  This  is  item  7 of 
your  apendix.  Otherwise,  this  section  needs  no  basic 
change  and  I move  its  adoption. 

[The  motion  carried.] 

Dr.  Thomas:  The  next  pages  comprise  an  entirely  new 
chapter  outlining  disciplinary  procedure.  The  intention  of 
these  revisions  has  been  to  spell  out  the  procedure  to  be 
followed  in  areas  where  there  is  presently  some  vagueness 
or  misunderstanding,  and  in  addition,  to  bring  the  duties 
of  the  various  committees  and  boards  into  an  orderly  and 
complete  sequence.  This  new  chapter  would  become  Chap- 
ter XI  and  the  present  Chapters  XI  through  XVI  will  be 
renumbered  with  one  higher  digit.  Items  8,  9,  10,  and  11 
of  the  appendix  contain  small  typographical  corrections. 
Otherwise,  the  Reference  Committee  approved  the  entire 
new  Chapter  XI  as  herein  written.  Mr.  Speaker,  I move  the 
adoption  of  this  Chapter. 

[The  motion  carried.] 

Dr.  Thomas:  In  Chapter  XIII  on  membership  dues, 
which  is  page  41  of  your  constitution  and  by-laws,  insert 
a new  Section  6 as  follows  and  renumber  Sections  6,  7,  and 
8 one  higher  digit:  "Section  6.  Members  granted  leave  of 
absence  shall  pay  dues  of  $3-00  per  annum,  which  amount 
shall  be  for  subscription  to  the  Texas  State  Journal  of 
Medicine."  Mr.  Speaker,  I move  the  adoption  of  this  sec- 
tion. 

[The  motion  carried.] 

Dr.  Thomas:  I move  the  adoption  of  this  portion  of 
the  Supplementary  Report  of  the  Board  of  Councilors,  as 
amended. 

[The  motion  carried.] 

Dr.  Thomas:  And  I further  move  the  adoption  of  the 
entire  report  of  the  Reference  Committee  on  Constitution 
and  By-Laws,  as  amended. 

[The  report  was  adopted.] 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  Report  of  the  Board 
of  Councilors — Sections  6 and  7a  only.  The  Reference 
Committee  accepts  the  portion  of  the  report  of  the  Board 
of  Councilors  in  disapproval  of  the  "Code  of  Cooperation 
Between  the  Medical  Profession  and  Hospitals  and  All 
Media  of  Communications”  in  its  present  form.  Attention 
is  called  to  the  fact  that  a guide  for  professional  listings 
in  telephone  directories  may  be  obtained  from  the  Central 
Office  upon  request  and  the  fact  that  joint  meetings  be- 
tween the  Board  of  Councilors  of  the  Texas  Medical  As- 
sociation and  Board  of  Councilors  of  the  Texas  Pharma- 
ceutical Association  are  being  carried  on  towards  the  ulti- 
mate goal  of  a more  professional  code  between  registered 
pharmacists  and  physicians.  Mr.  Speaker,  I move  accept- 
ance of  this  portion  of  the  report. 

[The  motion  carried.} 

Dr.  Partain:  The  Reference  Committee,  feeling  that 
Section  la  follows  reasonable  thinking,  recommends  ap- 
proval of  all  the  sections.  United  States  citizenship  should 
not  be  a requirement  for  membership  in  the  Texas  Medi- 
cal Association,  but  if  an  individual  has  not  followed 
through  and  become  a citizen  within  the  6 years  following 
his  licensure  on  the  basis  of  a "Declaration  of  Intention 
to  Become  Citizens,”  he  should  have  his  licensure  can- 
celled, and  that  the  statutes  of  the  laws  of  Texas  be 
strengthened  so  that  such  licensure  or  annual  permits  be 
cancelled. 

County  societies  are  reminded  of  their  prerogative  and 
responsibility  to  judge  the  qualifications  of  their  own 
members  and  to  refuse  to  accept  those  whom  they  consider 
unsuitable  for  such  membership.  Mr.  Speaker,  I move  the 
adoption  of  this  portion  of  the  report  of  the  Board  of 
Councilors. 

[The  report  was  adopted.} 


REPORT  OF  BOARD  OF  COUNCILORS 
AS  REFERENCE  COMMITTEE 

Dr.  C E.  Oswalt,  Jr.,  Fort  Stockton:  Board  of  Coun- 
cilors— Section  9 only:  At  this  time,  the  Board  of  Coun- 
cilors nominates  for  election  to  Emeritus  Membership  Dr. 
Patrick  I.  Nixon,  Sr.,  member  of  the  Bexar  County  Medical 
Society,  and  Dr.  Willard  Richardson  Cooke,  a member 
of  the  Galveston  County  Medical  Society. 

I move  the  adoption  of  this  portion  of  the  Board  of 
Councilors  Report. 

[The  report  was  adopted.} 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  Committee  for  Liaison 
with  the  State  Bar  of  Texas:  The  report  of  this  committee 
recommending  the  appointment  of  similar  committees  at 
the  county  levels  and  the  further  interpretation  of  the  In- 
terprofessional Code  with  particular  reference  to  medical 
reports  is  approved  and  its  adoption  is  recommended.  I 
might  add  that  this  committee  is  active.  It  met  during  the 
present  session  of  the  Medical  Association.  I move  that 
this  report  be  approved. 

[The  report  of  the  reference  committee  was  adopted.} 


11a.  REPORT  OF  COMMITTEE 
ON  CONTRACT  MEDICINE 

The  Committee  on  Contract  Medicine  has  no  report. 

J.  Layton  Cochran,  Chairman, 
N.  L.  Barker, 

Jack  Lee, 

R.  B.  Johns, 

E.  Peter  Garber, 

Paul  M.  Wheelis, 

H.  W.  Kilpatrick,  III, 

Homer  V.  Hedges, 

J.  H.  McAlister. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  Committee  on 
Contract  Medicine  did  not  submit  a report.  I submit  the 
adoption.  The  committee  feels  that  the  matter  of  contract 
under  the  terms  of  this  committee’s  action  should  not  be 
publicized.  They  have  done  things  but  they  have  felt  that 
it  was  best  not  to  publicize  them  in  a printed  report.  For 
that  reason,  they  filed  no  actual  report. 

[The  report  was  adopted.} 


12.  REPORT  OF  DELEGATES  TO 

AMERICAN  MEDICAL  ASSOCIATION 

1.  Clinical  Meeting 

Resolutions  introduced  by  Texas  delegates  on  the  sub- 
jects of  free  choice  of  physician,  relative  value  studies,  re- 
lationships between  physicians  and  hospitals,  and  interna- 
tional medical  research  figured  prominently  in  the  Ameri- 
can Medical  Association’s  House  of  Delegates  at  its  De- 
cember, 1959,  meeting  in  Dallas. 

The  1959  clinical  meeting  marked  the  induction  of  a 
Texas  delegate,  Dr.  Milford  O.  Rouse  of  Dallas,  as  vice- 
speaker  of  the  House. 

Texas  delegates  presented  five  resolutions  at  Dallas,  in- 
cluding four  that  were  adopted  by  the  Executive  Board 
of  the  Texas  Medical  Association  in  September,  1959. 

A Texas  resolution  supporting  the  principle  of  bilateral 
free  choice  in  all  plans  of  medical  care  was  one  of  four 
introduced  on  the  general  subject.  The  House  of  Delegates 
subsequently  clarified  and  strengthened  its  position  on  the 
issue  by  stating  "unequivocally  that  the  American  Medical 
Association  firmly  subscribes  to  freedom  of  choice  of  physi- 
cian and  free  competition  among  physicians  as  being  pre- 
requisites to  optimal  medical  care.”  The  House  further 
pointed  out  that  "the  benefits  of  any  system  which  provides 
medical  care  must  be  judged  on  the  degree  to  which 
it  allows  of,  or  abridges,  such  freedom  of  choice  and  such 
competition.” 

Twelve  resolutions,  including  one  from  Texas,  were 
presented  on  the  subject  of  relationships  between  physicians 
and  hospitals.  The  objective  of  the  Texas  resolution  was 
achieved  when  the  House  affirmed  the  1951  guides  to 
"Relationships  Between  Physicians  and  Hospitals”  and  de- 
clared that  all  subsequent  or  inconsistent  actions  were 
considered  superseded. 

The  House  of  Delegates  reworded  a Texas  resolution 
which  cited  the  fact  that  the  dissemination  of  information 
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on  relative  value  studies  is  an  educational  project  only 
with  no  endorsement  and  stipulated  that  each  state  and 
county  society  should  be  free  to  consider  the  study  or  not. 
The  Texas  resolution  pointed  out  that  medical  societies 
considering  these  studies  should  be  fully  cognizant  of  pos- 
sible eventual  use  of  relative  value  schedules  by  third  par- 
ties in  establishing  fixed  fees. 

The  action  of  the  House  of  Delegates  approved  in  prin- 
ciple the  conducting  of  relative  value  studies  by  each  state 
medical  association,  rather  than  by  nationwide  or  regional 
studies  by  the  AMA,  and  authorized  its  Committee  on 
Medical  Practices  to  assist  those  states  desiring  to  under- 
take the  studies. 

The  House  also  gave  favorable  attention  to  another 
Texas  resolution  endorsing  the  principle  of  medical  re- 
search by  any  individual  organization  that  has  adequate 
funds  and  personnel,  but  opposing  a measure  before  the 
eighty-sixth  Congress,  H.  J.  R.  41,  which  would  institute 
a federal  program  of  international  medical  research  at  an 
initial  cost  of  $50,000,000.  The  Texas  resolution  opposed 
H.  J.  R.  41  "as  being  unnecessary,  impractical,  and  un- 
desirable as  a new  avenue  of  foreign  aid." 

The  AMA  House  subsequently  voted  to  take  no  action 
for  approval  of  this  legislation  until  an  over-all  assessment 
can  be  made  of  proposals  which  presently  are  before 
Congress  dealing  with  domestic  and  international  medical 
research. 

No  action  was  taken  on  a fifth  Texas  resolution  which 
asked  the  American  Medical  Association  to  go  on  record 
as  approving  H.  J.  R.  23,  eighty-sixth  Congress.  H.  J.  R. 
23  proposes  an  amendment  to  the  Constitution  of  the 
United  States  relative  to  abolishing  personal  income,  estate, 
and  gift  taxes,  and  prohibiting  the  United  States  govern- 
ment from  engaging  in  business  in  competition  with  its 
citizens.  Though  no  action  was  adopted  on  that  resolution, 
the  AMA  House  of  Delegates  did  reaffirm  action  taken  in 
1952  "favoring  an  amendment  to  the  Constitution  of  the 
United  States  limiting  the  taxing  power  of  the  Federal 
government.” 

2.  Annual  Meeting 

At  the  annual  meeting  of  the  American  Medical  As- 
sociation in  June,  1959,  in  Atlantic  City,  Texas  Dele- 
gates, 100  per  cent  in  attendance  and  in  enthusiastic  style, 
aided  by  alternate  Delegates  and  others,  made  the  Texas- 
Alaska  Hospitality  Suite  the  hit  of  the  meeting. 

In  disposing  of  the  report  and  recommendations  of  the 
Committee  on  Medical  Care  Plans,  the  AMA  House  adopted 
a statement  expressing  a belief  in  the  principle  of  free 
choice  of  physicians  and  of  the  patient’s  right  to  select  his 
preferred  system  of  medical  care.  This  action  was  widely 
misunderstood  with  many  laymen  and  physicians  interpret- 
ing the  action  as  an  approval  of  closed  panel  medical  care. 
Texas  Delegates  felt  that  the  statement  of  the  House 
needed  clarification,  and  subsequently  agreed  to  introduce  a 
resolution  reaffirming  the  principle  of  free  choice  of  physi- 
cians at  the  Dallas  meeting.  As  previously  reported,  Texas 
Delegates  followed  through,  with  success,  on  this  objective. 

At  Atlantic  City,  the  AMA  House  adopted  a resolution 
reaffirming  its  opposition  to  the  compulsory  inclusion 
of  physicians  under  social  security.  Texas  Delegates  heartily 
support  this  position. 

Texas  Delegates  also  supported  a policy  statement  re- 
lating to  interprofessional  relations  between  medicine  and 
osteopathy  which  was  adopted  as  follows: 

"(A)  All  voluntary  professional  association  between 
doctors  of  medicine  and  those  who  practice  a system  of 
healing  not  based  on  scientific  principles  are  unethical. 


"(B)  Enactment  of  medical  practice  acts  requiring  all 
who  practice  as  physicians  and  surgeons  to  meet  the  same 
qualifications,  take  the  same  examinations,  and  graduate 
from  schools  approved  by  the  same  agency  should  be  en- 
couraged by  the  constituent  associations. 

"(C)  It  shall  not  be  considered  contrary  to  the  Princi- 
ples of  Medical  Ethics  for  doctors  of  medicine  to  teach 
students  in  an  osteopathic  college  which  is  in  the  process 
of  being  converted  into  an  approved  medical  school  under 
the  supervision  of  the  A.M.A.  Council  on  Medical  Educa- 
tion and  Hospitals. 

"(D)  A liaison  committee  be  appointed  by  the  Board 
of  Trustees  of  the  American  Medical  Association  to  meet 
with  representatives  of  the  American  Osteopathic  Associa- 
tion, if  mutually  agreeable,  to  consider  problems  of  com- 
mon concern  including  inter-professional  relationships  on  a 
national  level.” 

Texans  made  the  headlines  in  connection  with  the  Amer- 
ican Medical  Association’s  1959  annual  session. 

Winner  of  the  distinguished  service  medal,  one  of  the 
coveted  prizes  in  American  medicine,  was  Dr.  Michael  E. 
DeBakey,  Houston  surgeon.  Elected  to  the  vice-speakership 
of  the  House  of  Delegates,  a position  which  often  leads  to 
the  speakership  and  to  positions  of  even  greater  responsi- 
bility, was  Dr.  Milford  O.  Rouse  of  Dallas.  Dr.  Charles  T. 
Stone,  Sr.,  Galveston,  was  reelected  to  the  Council  on 
Medical  Education  and  Hospitals. 

3.  Southwestern  Hospitality 

The  Dallas  clinical  meeting  also  presented  TMA  Dele- 
gates with  an  opportunity  to  extend  Texas  hospitality  to 
members  of  the  House  of  Delegates  of  the  American  Medi- 
cal Association.  Texas  joined  the  Arizona  Medical  Associa- 
tion, Arkansas  Medical  Society,  Louisiana  State  Medical 
Society,  New  Mexico  Medical  Society,  and  the  Oklahoma 
State  Medical  Association  in  sponsoring  the  Southwestern 
Hospitality  Suite  in  the  Adolphus  Hotel  throughout  the 
meeting.  Texas  foods,  such  as  hot  tamales  and  chili  and 
fresh  orange  and  grapefruit  juice,  were  well  received  by 
many  delegates  and  friends  from  throughout  the  country. 
Texas  Delegates  also  were  host  to  AMA  delegates  and 
their  wives  for  dinner  on  December  2. 

4.  Recommendation 

At  a meeting  in  Austin  on  January  17,  1960,  Texas 
Delegates  voted  to  recommend  that  the  Texas  Medical 
Association  reiterate  its  position  as  being  opposed,  without 
qualification,  to  Forand-type  legislation.  This  legislation  is 
unnecessary  and  not  in  the  best  interests  of  the  health  of 
the  nation.  Texas  Delegates  urge  every  Texas  physician  to 
communicate  immediately  with  his  Texas  Congressman  and 
the  two  Texas  Senators,  with  copies  to  Rep.  Wilbur  Mills 
(Arkansas),  Chairman  of  the  House  Ways  and  Means 
Committee,  and  to  the  President  of  the  United  States. 

J.  B.  Copeland,  Chairman, 
Troy  A.  Shafer, 

John  K.  Glen, 

G.  V.  Cleveland, 

James  H.  Wooten, 

T.  C.  Terrell, 

M.  O.  Rouse, 

J.  C.  Terrell. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  A.  Selby,  Sinton:  The  Committee  accepts 
the  report  of  Delegates  to  American  Medical  Association 
as  it  is  published  in  the  Handbook,  and  I move  its  accept- 
ance. 

[The  report  was  adopted.] 


13.  REPORT  OF  EXECUTIVE  BOARD 

The  50-member  Executive  Board,  which  is  empowered 
to  act  in  behalf  of  the  Association  between  sessions  of  the 
House  of  Delegates,  held  two  very  important  meetings 
during  the  year. 

The  fall  meeting  was  held  on  Sunday,  September  27, 
1959,  in  Austin,  with  40  in  attendance.  Thirty-seven  mem- 
bers were  on  hand  for  the  winter  meeting  on  Sunday, 
January  17,  I960,  in  Austin. 

The  Executive  Board  heard  28  board,  council,  and  com- 
mittee reports  in  an  effective  3 hour  session  on  September 
27.  Action  was  taken  on  25  reports  at  a 2 hour  meeting 
on  January  17. 

The  Executive  Board  is  perhaps  functioning  more  smooth- 
ly and  effectively  than  ever  before  under  the  Association’s 
new  reorganizational  plan. 

The  full  minutes  of  those  meetings  have  been  distributed 
to  members,  and  are  available  upon  request.  Inasmuch  as 
the  highlights  of  all  reports  considered  by  the  Executive 
Board  are  being  submitted  by  each  board,  council,  and  com- 
mittee to  the  House  of  Delegates,  a review  would  be  re- 
dundant and  time-consuming. 

The  Executive  Board  would  like  to  call  each  delegate’s 
attention  to  these  reports  and  recommendations  in  the 
Handbook  of  Delegates. 

F.  W.  Yeager, 

President, 

C.  Lincoln  Williston, 
Executive  Secretary. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  William  Klingensmith,  Amarillo:  The  report  of  the 
Executive  Board  was  approved  as  submitted  on  page  30  of 
the  Handbook.  The  interest  and  time  spent  by  this  fifty- 
man  board  is  vital  to  the  function  of  T.M.A.  and  is 
highly  commendable.  I move  the  adoption  of  this  report  of 
the  Executive  Board. 

[The  report  was  adopted.] 


14a.  REPORT  OF  COUNCIL 
ON  ANNUAL  SESSION 

The  Council  on  Annual  Session  has  met  four  times  this 
year  to  work  on  plans  for  this  meeting.  Our  President,  Dr. 
Franklin  Yeager,  who  is  an  ex  officio  member  of  the 
Council,  has  attended  every  meeting  and  has  been  a real 
source  of  strength  to  the  Council. 

General  meetings,  refresher  courses,  and  the  scientific 
programs  arranged  by  the  18  related  organizations,  and  the 


Physicians  registering  for  annual  session. 


9 sections,  fill  the  3 days  of  the  Annual  Session.  The  vari- 
ous programs  will  feature  one  or  more  of  our  26  guest 
speakers.  New  scientific  programs  on  Saturday  have  been 
discouraged  on  the  basis  that  they  would  probably  detract 
interest  from  the  Association’s  scheduled  3-day  scientific 
meeting. 

The  Committee  on  Scientific  Exhibits,  under  the  leader- 
ship of  Dr.  J.  Edward  Johnson,  has  arranged  an  excellent 
group  of  exhibits.  The  members  of  the  House  of  Delegates 
can  help  this  committee  by  stimulating  interest  among  our 
colleagues  in  this  scientific  activity. 

The  motion  picture  program  has  been  reappraised  this 
year.  Films  showing  material  that  is  practical  and  of  gen- 
eral interest  will  be  shown,  rather  than  films  that  are  new 
or  that  specifically  show  the  glamorous  developments  in 
medicine.  The  film  program  will  supplement  the  general 
meeting  lectures  since  they  are  scheduled  concurrently. 

The  Committee  on  General  Arrangements  for  the  Annual 
Session,  under  the  chairmanship  of  Dr.  Joe  Steger,  has  left 
no  stone  unturned  in  making  preparations  for  our  meeting. 
The  sporting  events  planned  for  Tuesday  afternoon  and 
plans  for  the  fabulous  President’s  Party  Tuesday  evening 
attest  to  the  committee’s  efforts. 

The  Committee  on  Memorial  Services,  Dr.  Joseph  F. 
McVeigh,  chairman,  has  planned  a suitable  program  of 
tribute  in  cooperation  with  the  Woman’s  Auxiliary. 

The  Clinical  Section  of  the  Texas  Society  on  Aging 
would  like  to  become  a related  organization  of  the  Texas 
Medical  Association.  This  application  will  be  further  con- 
sidered when  the  group  has  completed  its  organization  and 
has  submitted  its  by-laws. 

The  Council  and  others  concerned  are  currently  work- 
ing on  plans  for  the  Galveston  meeting  in  1961.  Three  or 
four  guest  speakers  have  already  accepted  places  on  the 
program.  The  Council  is  ever  striving  to  improve  the 
annual  session  and  to  provide  a program  that  serves  the 
needs  of  the  members  of  Texas  Medical  Association.  Advice 
and  suggestions  are  always  welcome. 


14a.  SUPPLEMENTARY  REPORT  OF 
COUNCIL  ON  ANNUAL  SESSION 

Dr.  L.  Bonham  Jones,  San  Antonio:  Let  me  call  to  your 
attention  that  the  Council  has  this  year  discouraged  the 
scheduling  of  new  scientific  programs  on  Saturday.  Our 
premise  is  that  it  is  proper  to  have  some  scientific  pro- 
grams on  Saturday  for  those  doctors  who  come  early,  but 
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that  our  major  effort  should  be  on  Sunday,  Monday,  and 
Tuesday. 

Let  me  also  cal!  to  your  attention  that  on  Wednesday, 
following  the  state  meeting,  the  University  of  Texas  Post- 
graduate School  of  Medicine  is  presenting  a symposium 
entitled,  'Medical  Problems  of  the  Elderly.”  This  may  en- 
courage some  of  our  members  to  stay  over  Tuesday  night 
to  attend  the  President’s  Party. 

Report  of  Committee  on  Scientific  Exhibits 

This  year  the  exhibitors  have  been  provided  with  spe- 
cial badges  so  that  you  can  recognize  them  when  you  go 
through  the  Exhibit  Hall.  In  a supplementary  report  the 
Exhibits  Committee  is  requesting  authority  to  secure  finan- 
cial aid  from  commercial  firms  to  help  in  producing  cer- 
tain special  scientific  exhibits.  The  Council  recommends 
approval  of  the  committee’s  report  and  also  that  tentative 
authority  be  granted,  pending  further  study  of  details  by 
the  Council,  of  this  new  request.  Dr.  J.  Edward  Johnson 
is  doing  an  excellent  job  as  chairman  of  this  committee. 

Reports  of  Committee  on  Memoriol  Services  and  on  General 

Arrangements 

We  dc  not  have  a report  from  the  Committee  on  Me- 
morial Services;  however,  Dr.  Joe  McVeigh  and  the  chair- 
man from  the  Woman’s  Auxiliary  have  prepared  a very 
fine  Memorial  Service  for  Sunday  afternoon  at  5 o’clock. 

I think  the  Association  has  been  very  fortunate  this  year 
in  having  a General  Arrangements  Chairman  who  has  been 
helpful  in  every  aspect  of  the  meeting.  Mr.  Speaker,  I 
think  it  proper  that  we  allow  the  Chairman  of  the  Gen- 
eral Arrangements  Committee,  Dr.  Joe  Steger  of  Fort 
Worth,  a few  words. 

Dr.  Steger:  Mr.  Speaker,  President  Yeager,  and  other 
members  of  the  T.M.A.  On  behalf  of  the  Tarrant  County 
Medical  Society,  it’s  my  privilege  to  welcome  you  to  Fort 
Worth  and  to  this  the  ninety-third  Annual  Session  of  the 
T.M.A.  Your  gripes,  your  recommendations,  your  desires, 
and  your  pleasures  concerning  programs,  entertainment,  and 
other  features  of  the  meeting  have  served  as  our  agenda 
for  this  meeting.  We  hope  that  your  stay  in  Fort  Worth 
will  be  educational,  instructional,  and  we  hope  by  all 
means  that  Tuesday  night  we  can  crown  this  meeting  with 
the  greatest  of  president’s  balls.  We  welcome  you  to  Fort 
Worth  and  hope  you  have  an  enjoyable  time.  Thank  you. 

L.  Bonham  Jones,  Chairman, 
Mavis  P.  Kelsey, 

B.  H.  Williams, 

Herman  C.  Sehested, 

Dennis  M.  Voulgaris. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees;  paragraph  on  scientific  exhibits  in 
supplementary  report,  Board  of  Trustees. 

Dr.  Jones:  It  is  proper  and  fitting  at  this  time  for  me 
to  tell  you  that  Miss  Harriet  Cunningham,  Managing  Editor 
of  the  Journal,  who  has  worked  with  the  Council  for  15 
years  will  not  be  active  in  this  same  capacity  after  this  An- 
nual Session.  She  will  restrict  her  work  primarily  to  editing 
the  journal. 

To  many  of  you  and  to  most  members  who  have  worked 
with  the  Scientific  Section  and  Session,  Miss  Cunningham 
has  been  the  driving  force,  the  leader,  the  expeditor,  the 
chief  advisor  in  arranging  for  the  Annual  Session.  She 
has  been  devoted  to  her  duty  far  beyond  its  requirements. 
Working  with  her  has  been  an  unfailing  pleasure,  and  in 


many  a Council  meeting  her  enthusiasm  has  been  a stim- 
ulus to  do  more  and  better  work.  Her  friendship  and  sin- 
cere devotion  will  always  be  treasured  by  those  of  us  who 
have  worked  closely  with  her. 

Mr.  Speaker,  I would  like  the  House  to  show  its  ap- 
preciation to  Miss  Cunningham  with  a standing  ovation. 
[Applause  and  standing  ovation.  Miss  Cunningham  was 
then  presented  with  a bouquet  of  red  roses.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  William  Klingensmith,  Amarillo:  The  report  of  the 
Council  on  the  Annual  Session  is  found  on  page  31  of 
the  Handbook,  and  was  accepted  as  published.  We  wish 
to  thank  Dr.  Jones  and  his  Council  for  their  efforts  in 
providing  this  outstanding  meeting.  The  supplementary 
report  of  the  Council  was  approved.  I move  the  adoption 
of  this  report. 

[The  report  was  adopted.] 

REPORT  OF  BOARD  OF  TRUSTEES 
AS  REFERENCE  COMMITTEE 

Dr.  Troy  A.  Shafer,  Harlingen:  Supplementary  Report  of 
the  Council  on  Annual  Session — Section  2 only:  This  sec- 
tion pertains  to  the  report  and  the  supplementary  report  of 
the  Committee  on  Scientific  Exhibits.  The  Committee  on 
Scientific  Exhibits  has  requested  authority  to  secure  finan- 
cial assistance  from  pharmaceutical  houses  and  commercial 
firms  for  use  in  preparing  special  scientific  exhibits.  The 
Committee  would  act  as  liaison  between  physicians  who  are 
interested  in  preparing  scientific  exhibits  and  firms  which 
might  be  interested  in  underwriting  them. 

The  Board  of  Trustees  wishes  to  commend  the  Commit- 
tee for  its  vision  and  for  its  continued  interest  in  presenting 
outstanding  scientific  exhibits  at  the  Annual  Session.  We 
are  fully  cognizant,  however,  of  several  basic  considerations 
and  questions. 

The  Board  of  Trustees  wishes  to  ask  the  Council  on 
Annual  Session  and  the  Committee  on  Scientific  Exhibits  to 
explore  this  proposal  fully,  and  to  report  their  findings  and 
recommendations  to  the  House  of  Delegates  in  1961. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of  the 
report. 

[The  report  was  adopted.] 


14a(3).  REPORT  OF  COMMITTEE 
ON  SCIENTIFIC  EXHIBITS 

Although  the  Committee  on  Scientific  Exhibits  did  not 
strive  so  vigorously  to  promote  exhibits  this  year  as  in  the 
past,  for  fear  space  would  be  limited,  interest  remains 
high,  and  we  had  a grand  total  of  50  applications.  Thirty- 
three  exhibits  completely  filled  the  space  allotted  to  us, 
so  17  had  to  be  rejected. 

From  the  descriptive  material  submitted,  the  Committee 
believes  the  display  this  year  will  be  equally  as  attractive 
and  instructive  as  last  year. 

Special  attention  has  been  given  to  directional  signs 
locating  the  exhibit  hall  and  reminders  to  members  to  visit 
and  to  study  the  exhibits. 

Although  the  ” popularity  poll”  introduced  last  year  was 
not  patronized  as  fully  as  the  Committee  had  hoped,  it  is 
being  conducted  again  this  year,  and  a special  effort  will 
be  made  to  encourage  the  membership  to  participate  in 
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this  expression  of  grassroots  opinion  as  to  which  exhibits 
are  of  most  value  to  the  individual  practicing  physician. 

Badges  have  been  provided  for  exhibitors  so  they  may  be 
easily  identified  by  visitors  who  may  wish  to  discuss  the 
individual  exhibits  or  to  ask  questions  about  them. 

Photographic  Publicity  for  Award  Winners 

One  new  idea  this  year  is  the  plan  now  under  considera- 
tion for  photographs  to  be  made  of  award  winning  exhibits, 
for  distribution  to  the  press.  These  photographs  together 
with  a short  description  of  the  message  conveyed  by  the 
exhibit  might  be  made  available  to  the  hometown  news- 
paper of  the  exhibitor  by  the  Association.  It  is  thought 
that  this  gesture  might  add  somewhat  to  the  distinction 
of  winning  an  award,  and  that  it  might  be  a further  en- 
couragement to  doctors  to  prepare  exhibits  for  display  at 
our  annual  meetings.  This  press  citation  would  be  expected 
to  serve  as  an  additional  acknowledgment  of  our  indebted- 
ness to  these  members  of  the  Association  for  the  time,  ex- 
pense, and  labor  they  have  contributed  to  this  important 
educational  feature  of  our  annual  meetings. 

Future  Plans 

The  Committee  has  been  assured  that  next  year  in  Gal- 
veston we  shall  have  abundant  space  for  our  exhibits,  and 
it  will  be  the  purpose  of  the  Committee  to  improve  the 
coverage  of  practice  fields  and  to  promote  the  displays  to 
an  all-time  high  in  educational  value  and  scientific  excel- 
lence and  to  make  them  truly  representative  of  Texas 
Medicine. 

J.  Edward  Johnson,  Chairman, 
Joseph  G.  Klotz, 

Jack  M.  Partain, 

Jasper  H.  Arnold, 

R.  R.  White, 

Ira  Budwig, 

Asher  R.  McComb, 

Herbert  Hipps, 

O.  R.  Hand. 

Reference  committee  to  which  referred:  paragraph  on 
photographic  publicity  for  award  winners,  Legislation  and 
Public  Relations;  remainder,  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  Report  of  Committee 
on  Scientific  Exhibits — only  paragraph  on  photographic 
publicity  for  award  winners.  Appreciation  of  the  work  of 
the  Committee  on  Scientific  Exhibits  and  their  continued 
efforts  to  make  these  exhibits  more  interesting  and  popular 
will  be  improved  by  this  recommendation  that  photographs 
of  winning  exhibits  be  forwarded  to  hometown  news- 
papers so  that  the  exhibitor  can  obtain  deserved  recogni- 
tion. 

Mr.  Speaker,  I recommend  adoption  of  this  portion  of 
the  report  of  the  Committee  on  Scientific  Exhibits. 

Dr.  J.  Griffin  Heard,  Houston:  Is  the  doctor  who  pre- 
sents the  exhibit  to  be  photographed  also? 

Dr.  Partain:  We  saw  no  criticism  of  that.  This  is  at  a 
state  level.  A man  presenting  a scientific  exhibit,  judged 
by  his  peers  of  having  reached  excellence,  should  be  given 
recognition. 

Dr.  Russell  L.  Deter,  El  Paso:  As  a matter  of  this  Refer- 
ence Committee,  I would  like  to  point  out  that  the  recom- 
mendation of  this  committee  is  that  photographs  of  the 


winning  exhibit  be  forwarded.  That’s  all  that’s  being  pre- 
sented to  this  House. 

Dr.  T.  L.  Shields,  Fort  Worth:  I was  fortunate  enough 
to  be  selected  as  a winner  of  an  exhibit  here  several  years 
ago.  The  picture  was  not  printed  in  the  paper,  but  there 
was  so  much  publicity  about  the  award,  it  was  embarrassing. 

I don’t  know  what  would  be  gained  by  having  a picture  of 
an  exhibit  in  the  paper. 

Dr.  Joe  R.  Donaldson,  Pampa:  The  Council  on  Public 
Relations  and  Public  Service  discussed  that  problem  and 
our  Council  felt  that  if  a man  did  the  work  on  a scientific 
exhibit  and  won  first  place,  it  was  well  for  the  exhibit 
to  be  publicized  at  a state  level,  as  well  as  his  picture.  We 
felt  like  it  wasn’t  any  more  publicity  that  the  president 
addressing  the  medical  association.  It’s  an  honor. 

Speaker  Hardwicke:  Those  in  favor  of  adopting  the  re- 
port of  the  Reference  Committee  Chairman,  make  it  known 
by  saying  aye. 

[The  report  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  Committee  con- 
sidered the  report  of  the  Committee  on  Scientific  Exhibits, 
with  the  exception  of  the  paragraph  on  photographic  pub- 
licity for  award  winners,  and  unanimously  recommended 
its  adoption.  I move  the  adoption  of  this  portion  ‘ of  the 
report. 

[The  report  was  adopted.] 

Speaker  Hardwicke:  Our  next  order  of  business  is  the 
report  of  the  Chairman  of  the  Council  on  Constitution  and 
By-Laws,  Dr.  Thomas. 

Dr.  John  F.  Thomas,  Austin:  The  report  of  the  Council 
on  Constitution  and  By-Laws  appears  in  the  Handbook. 
There  is  a Supplementary  Report  which  I will  summarize 
but  before  I do  that  I think  a brief  word  of  explanation 
is  in  order. 

Concerning  the  Council  on  Constitution  and  By-Laws, 
the  By-Laws  state:  "The  council  shall  be  a fact-finding  and 
advisory  board  on  matters  pertaining  to  the  Constitution 
and  By-Laws.  Recommendations  may  be  made  on  the  coun- 
cil’s initiative.”  Now,  as  we  see  the  job  of  the  council,  it 
is  primarily  to  fit  the  actions  of  this  House  of  Delegates 
into  the  constitution  and  by-laws  as  a whole.  It  is  not  a 
policy-making  body.  In  view  of  that  fact,  the  resolutions 
which  you  have  had  presented  regarding  the  constitutional 
amendments  submitted  last  year  have  been  submitted  by 
the  Board  of  Councilors. 


14b.  REPORT  OF  COUNCIL  ON 

CONSTITUTION  AND  BY-LAWS 

1.  Contract  by  Texas  Medical  Association 

A resolution  was  presented  at  the  last  session  of  the 
House  of  Delegates  by  the  Brazoria  County  Medical  Society 
as  follows: 

"Amend  the  Constitution  of  the  Texas  Medical  Associa- 
tion as  follows:  Article  I,  Section  II,  add  'The  Association 
shall  not  have  the  right  to  enter  into  a contract  with  any 
person,  firm,  or  agency  of  any  kind  with  respect  to  the 
practice  of  medicine,  or  fees  for  such  practice.’ 

This  proposed  amendment  to  the  Constitution  had  to 
lay  over  a year  before  it  could  be  acted  upon  and  is  now 
ready  for  action. 
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2.  Establishment  of  Fee  Schedules  by  TMA 

A resolution  was  presented  at  the  last  session  of  the 
House  of  Delegates  by  Tarrant  County  Medical  Society 
with  the  "resolved”  portion  as  follows: 

"RESOLVED:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  shall  amend  the  By-Laws  of  that  As- 
sociation by  inserting  as  an  additional  sentence  at  the 
end  of  Chapter  VI,  Section  1:  'No  official  action  shall  be 
taken  by  the  Texas  Medical  Association  establishing  any 
schedule  of  fees  for  the  medical,  surgical  and  special 
services  of  its  members’;  be  it  further 

"RESOLVED:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  add  the  same  statement  as  an  amend- 
ment to  the  Constitution  of  the  Texas  Medical  Association, 
to  be  inserted  as  an  addition  at  the  end  of  Article  1,  Sec- 
tion 2.” 

The  amendment  to  the  By-Laws  was  approved  by  the 
House,  but  the  amendment  to  the  Constitution  had  to  lay 
over  a year.  It  is  ready  for  action  at  this  time. 

3.  Standing  Committees 

Two  further  standing  committees  were  authorized  by 
action  of  the  last  House  of  Delegates  as  follows: 

"Chapter  8,  Section  6 (d).  Committee  on  Hospital  Ac- 
creditation shall  be  a standing  committee.  It  shall  be  the 
duty  of  this  committee  to  advise  and  assist  hospitals  in 
obtaining  official  accreditation.” 

"Chapter  8,  Section  7,  (h).  Committee  on  Rehabilitation 
shall  be  a standing  committee.  This  committee  shall  con- 
cern itself  with  physical  medicine  and  allied  fields  and 
encourage  further  development  in  this  sphere  between  in- 
dustry, hospitals,  and  the  medical  profession.” 

4.  Vacancies  in  Board  of  Councilors 

For  clarification  the  following  change  is  submitted: 
Chapter  4,  Section  1,  line  14,  change  sentence  5 to  read  as 
follows:  "Vacancies  in  the  office  of  Councilor  shall  be 
filled  by  the  President  until  the  next  session  of  the  House 
of  Delegates,  at  which  time  election  for  the  unexpired  term 
shall  be  held.” 

5.  Board  of  Councilors'  Revisions 

The  following  revisions  as  submitted  by  the  Board  of 
Councilors  are  submitted  in  the  same  form  as  they  were 
approved  by  the  Board  of  Councilors  (see  pages  ??-??). 

[The  report  of  the  Board  of  Councilors  was  approved.] 


14b.  SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  CONSTITUTION  AND  BY-LAWS 

Contract  by  Texas  Medical  Association 

The  Council  on  Constitution  and  By-Laws  has  consid- 
ered further  the  resolution  introduced  by  the  Brazoria 
County  Medical  Society  relating  to  contract  by  the  Texas 
Medical  Association  and  calling  for  an  amendment  to  the 
Constitution. 

The  Council  would  like  to  call  attention  to  a statement 
in  Robert’s  Rules  of  Order,  Revised,  as  follows: 

"If,  in  organizations  which  require  elaborate  rules,  both 
constitution  and  by-laws  are  retained,  the  constitution 
should  contain  only  the  following  articles: 

I.  Name  of  the  society 

II.  Object 


III.  Qualification  of  members 

IV.  Officers  and  their  election 

V.  Meetings  of  the  society  (including  only  what 

is  essential,  leaving  details  to  the  by-laws) 

VI.  Method  of  amending  the  constitution.” 

It  is  the  opinion  of  the  Council  that  the  proper  place 
for  the  provision  relating  to  contracts  is  the  By-Laws,  not 
the  Constitution,  and  therefore,  it  is  the  recommendation 
of  the  Council  that  the  proposed  amendment  to  the  Con- 
stitution be  disapproved. 

The  same  type  of  provision  to  prohibit  the  Texas  Medi- 
cal Association  from  entering  into  a contract  which  would 
set  fees  or  relate  to  the  practice  of  medicine  was  intro- 
duced by  the  Brazoria  County  Medical  Society  and  adopted 
by  the  House  of  Delegates  last  year  as  an  amendment  to 
the  By-Laws,  although  without  the  exact  wording  and  the 
specific  place  in  which  the  provision  should  be  inserted. 
The  Council  on  Constitution  and  By-Laws,  to  carry  out  the 
wishes  of  the  House  as  indicated  last  year,  recommends 
the  addition  of  a new  Section  16  to  Chapter  VI  as  follows: 
"The  Texas  Medical  Association  shall  not  enter  into  a 
contract  with  any  person,  firm,  or  agency  with  respect  to 
the  practice  of  medicine  or  fees  for  such  practice.” 

Establishment  of  Fee  Schedules  by  TMA 

The  resolution  from  Tarrant  County  Medical  Society 
which  would  amend  the  Constitution  to  prohibit  the  Texas 
Medical  Association  from  establishing  any  schedules  of 
fees  also  was  considered  further  by  the  Council  on  Consti- 
tution and  By-Laws.  The  Council  recommends  disapproval 
of  this  amendment  on  the  same  basis  as  outlined  in  rela- 
tion to  the  contract  amendment.  A provision  about  fee 
schedules  already  is  in  the  By-Laws. 

Provision  for  Increasing  the  Size  of  Committee  on  Maternal 
Mortality 

The  Committee  on  Maternal  Mortality  reported  to  the 
Executive  Board  in  September,  1959,  its  desire  for  the  By- 
Laws  to  be  amended  to  permit  the  committee  to  increase  its 
membership  sometime  in  the  future  to  a total  of  15  mem- 
bers. This  matter  at  that  time  was  referred  to  the  Council 
on  Constitution  and  By-Laws.  This  same  recommendation  is 
a part  of  the  report  of  the  committee  on  page  70  in  the 
Handbook. 

To  permit  the  proposed  increase  in  the  size  of  the  Com- 
mittee on  Maternal  Mortality  would  require  not  only  an 
amendment  to  the  section  of  the  By-Laws  relating  specifi- 
cally to  that  committee  [Chapter  VIII,  Section  7(f)]  but 
also  an  amendment  to  the  general  statement  relating  to 
size  of  standing  committees  [Chapter  VIII,  Section  2(b)]. 
Inasmuch  as  the  committee  apparently  does  not  intend  to 
request  enlargement  of  its  membership  at  this  time,  the 
Council  recommends  that  amendment  of  the  By-Laws  be 
deferred  until  such  time  as  the  committee  considers  an  in- 
crease in  its  membership  is  ready  for  action.  It  might  be 
pointed  out  that  any  committee  may  request  the  help  of 
members  of  the  Association  in  carrying  out  its  programs 
and  projects  without  the  need  for  all  such  helpers  to  be 
members  of  the  committee. 

Board  of  Councilors'  Revisions 

The  Council  on  Constitution  and  By-Laws  has  studied  the 
revision  of  the  By-Law  revisions  proposed  by  the  Board  of 
Councilors  and  included  in  their  original  form  in  the 
Council’s  original  report  in  the  Handbook.  The  Council 
approves  the  overall  format  of  these  revisions.  It  would  like 
particularly  to  call  attention  to  a few  items  in  the  revision 
for  more  detailed  consideration  by  the  delegates: 
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Chapter  X,  Section  2,  relating  to  the  plausibility  of  every 
county  medical  society  having  a publicity  code. 

Chapter  X,  Section  9(h),  having  to  do  with  leave  of 
absence.  The  Council  questions  the  fairness  of  the  require- 
ment that  members  on  leave  of  absence  must  pay  dues. 

Chapter  XI,  having  to  do  with  disciplinary  procedures. 
The  rather  extensive  revision  of  the  chapter  has  been  made 
to  try  to  spell  out  the  procedure  followed  in  areas  where 
there  presently  is  some  vagueness  or  misunderstanding  and 
in  addition  to  attempt  to  bring  the  various  duties  of  the 
various  committees  and  boards  into  an  orderly  and  com- 
plete sequence. 

In  Section  2 ( j ) of  this  Chapter  XI,  having  to  do  with 
grievance  committees,  provision  is  made  that  neither  the 
accused  member  nor  the  complainant  shall  have  access  to 
transcripts  or  recordings. 

In  Section  3,  dealing  with  the  Board  of  Censors,  sub- 
head (k)  states  that  the  accused  member  or  his  counsel 
shall  have  the  right  to  examine  or  cross  examine  witnesses, 
but  no  other  rights  or  privileges,  such  as  a final  plea,  are 
indicated. 

John  F.  Thomas,  Chairman, 

William  R.  Klingensmith,  Jr., 

J.  T.  Billups, 

George  M.  Jones, 

Wickliffe  R.  Curtis, 

C.  P.  Hardwicke  (ex  officio), 

James  D.  Murphy  (ex  officio), 

F.  W.  Yeager  (ex  officio), 

C.  Lincoln  Williston  (ex  officio). 

Reference  committee  to  which  referred:  Constitution  and 
By-Laws. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas,  Austin:  The  Report  of  the  Coun- 
cil on  Constitution  and  By-Laws  was  referred  to  the  Refer- 
ence Committee  on  Constitution  and  By-Laws.  At  the  last 
annual  session,  two  committees  were  authorized  as  standing 
committees.  These  were  the  Committee  on  Flospital  Ac- 
creditation and  the  Committee  on  Rehabilitation.  The  By- 
Laws  changes  simply  effectuate  this  authorization.  Mr. 
Speaker,  I move  the  adoption  of  this  report. 

[The  motion  was  adopted.] 

Dr.  Thomas:  The  next  item  covers  four  points  which 
were  referred  to  the  Reference  Committee,  that  of  the  re- 
port of  Council  on  Scientific  Advancement,  I4g(b),  and 
its  sub-committee,  I4g(4),  Supplementary  Report  (I4g, 
paragraph  3)  and  also  Supplementary  Report  of  the  Coun- 
cil on  Constitution  and  By-Laws  (14b,  item  3).  All  of 
these  items  have  to  do  with  the  recommendation  that  the 
Committee  on  Maternal  Mortality  be  increased  to  15  mem- 
bers. This  recommendation  was  contained  in  the  report  of 
the  Committee  on  Maternal  Mortality,  which,  in  turn,  was 
approved  by  the  Council  on  Scientific  Advancement. 

The  Council  on  Constitution  and  By-Laws  had  not  had 
the  opportunity  of  hearing  the  chairman  of  this  committee 
and  had  not  been  aware  of  the  reasons  underlying  this  sug- 
gested increase.  Accordingly,  the  Council  on  Constitution 
and  By-Laws  has  suggested  deferment  of  this  increase.  The 
Reference  Committee,  however,  feels  that  the  increase  in 
membership  of  this  committee  is  justified,  and  according- 
ly, the  following  change  in  the  By-Laws  is  recommended: 

In  Chapter  VIII,  Section  2b,  change  the  first  sentence  of 
this  section  to  read:  "Standing  committees  shall  consist  of 
three,  five,  seven,  or  nine  members,  with  the  exception  of 
the  Committee  on  Maternal  Mortality  which  may  have  15 


members.”  Now  that  is  the  section  which  was  very  care- 
fully written  last  year  and  the  Reference  Committee  recom- 
mends that  this  change  be  adopted. 

Dr.  J.  E.  Miller,  Dallas:  This  recommendation  was  ap- 
proved by  the  Council  on  Scientific  Advancement  at  the 
request  of  Dr.  Stewart  Fish,  the  chairman  of  this  commit- 
tee. He  believes  that  this  committee  is  one  of  education 
and  that  it  is  not  represented  fairly  throughout  the  State 
of  Texas.  Unless  this  committee  be  increased,  then  all  of 
its  work  can  not  be  accomplished. 

[The  report  of  the  reference  committee  was  adopted.] 


14c.  REPORT  OF  COUNCIL  ON 

MEDICAL  EDUCATION  AND  HOSPITALS 

The  Council  on  Medical  Education  and  Hospitals  met 
concurrently  with  sessions  of  the  Executive  Board  on  Sep- 
tember 26  and  January  16,  and  will  meet  on  April  9. 

The  following  reports  and  recommendations  were  ap- 
proved by  the  Council  and  the  Executive  Board: 

a.  The  Committee  on  Patient  Care,  Dr.  Joseph  F.  Mc- 
Veigh, chairman,  reported  several  matters:  (1)  The  Com- 
mittee recommended  that  any  proposed  changes  in  the 
nurse  practice  act  be  reviewed  by  the  Committee.  (2)  The 
Committee  recognized  that  the  American  Medical  Associa- 
tion’s Council  on  Medical  Education  and  Hospitals  has 
recommended  that  medical  technologists,  to  be  certified, 
should  have  3 years  of  college  education  prior  to  their 
technical  training.  The  Committee  recommended  that  this 
policy  be  reevaluated  and  that  thought  be  given  to  the 
recognition  of  a second  class  of  technologists  of  junior 
college  background.  (3)  The  Committee  deferred  action 
on  a request  that  it  approve  a requirement  of  4 years  of 
college  for  medical  record  librarians. 

b.  The  Committee  on  American  Medical  Education  Foun- 
dation, Dr.  D.  J.  Sibley,  chairman,  has  been  reorganized, 
with  individual  members  of  the  Committee  assigned  to 
specific  functions  of  the  Committee.  Collections  of  the 
foundation  in  Texas  have  exceeded  those  of  prior  years. 
Dr.  Sibley  and  his  committee  were  commended  on  their 
enthusiasm. 

c.  The  Committee  to  Encourage  and  Assist  Hospitals  in 
Securing  Accreditation,  Dr.  R.  L.  Shepherd,  chairman,  has 
assisted  several  hospitals  in  preparing  for  visits  of  accredi- 
tation inspectors  and  invites  others  to  avail  themselves  of 
this  service  of  the  Committee.  The  Council  recommended 
that  the  By-Laws  be  amended  to  assign  this  Committee  to 
the  Council  on  Medical  Education  and  Hospitals. 

d.  The  Medical  Research  Foundation  of  Texas  had  previ- 
ously been  endorsed  by  the  Texas  Medical  Association.  The 
Council  recommended  that  the  Association  reaffirm  its  en- 
dorsement of  the  accomplishments  and  purposes  of  the 
foundation  and  that  it  offer  the  services  of  the  Council  as 
a medical  advisory  group.  (The  Council  has  accepted  the 
foundation’s  invitation  to  serve  in  this  capacity.) 

e.  The  recruitment  of  high  school  and  college  students 
for  training  in  medicine  was  considered  at  length.  Mem- 
bers of  the  Council  who  reviewed  the  film,  "I  Am  a 
Doctor”  were  impressed  with  the  film.  The  Council  recog- 
nized that  some  study  must  be  given  to  the  most  effective 
use  of  the  film.  Factors  which  have  contributed  to  a les- 
sening of  interest  in  medicine  include  ( 1 ) the  attraction  of 
other  professions,  (2)  economic  and  marriage  factors,  and 
( 3 ) a negative  recruitment  approach  within  the  medical 
profession  itself,  by  which  young  relatives  or  neighbors 
were  discouraged  from  entering  medicine.  The  Council 
urged  that  this  negative  approach  be  supplanted  by  the 
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presentation  of  a truer  and  more  idealistic  picture  of  the 
practice  of  medicine. 

f.  A junior  college  program  in  nursing,  envisioning  co- 
operation of  the  junior  colleges  and  the  hospitals  in  the 
preparation  of  registered  nurses,  has  been  encouraged  by 
the  Council.  With  the  assistance  of  the  W.  K.  Kellogg 
Foundation  a conference  of  nurses,  junior  college  presidents, 
and  hospital  administrators  was  held  in  Austin,  September 
29.  Dr.  Truman  G.  Blocker,  Jr.,  a member  of  the  Council, 
was  appointed  to  the  advisory  committee  to  the  project. 


14c.  SUPPLEMENTARY  REPORT  OF 
COUNCIL  ON  MEDICAL 
EDUCATION  AND  HOSPITALS 

Dr.  John  L.  Matthews,  San  Antonio:  The  Council  re- 
viewed the  reports  of  the  following  committees  and  ap- 
proved them: 

Committee  for  American  Medical  Education  Foundation 

Committee  on  Patient  Care,  and 

Committee  to  Encourage  and  Assist  Hospitals  in 
Securing  Accreditation. 

The  supplementary  report  of  the  Committee  for  American 
Medical  Education  Foundation  was  received  and  approved. 

The  Council  considered  the  proposal  of  the  Texas  League 
for  Nursing  for  "the  improvement  of  nursing  care  of  pa- 
tients in  Texas  by  increasing  the  management  skills  of  key 
personnel  in  the  nursing  service.”  We  were  favored  by 
the  attendance  of  Miss  Stella  McCullough,  president  of  the 
League,  and  Miss  Faye  Panned,  Dean  of  Nursing,  Texas 
Woman’s  University,  who  described  the  projected  system  of 
nursing  workshops. 

Recommendations  of  the  Council: 

The  Council  approves  the  educational  objectives  of  the 
proposal  of  the  Texas  League  for  Nursing.  We  commend 
these  ladies  for  their  diligence  and  enthusiasm  and  recom- 
mend that  the  program  of  nursing  workshops  be  imple- 
mented if  possible  through  the  cooperation  of  the  Texas 
League  for  Nursing  and  existing  educational  facilities. 

The  supplementary  report  of  the  Committee  for  the 
American  Medical  Education  Foundation  is  in  your  posses- 
sion. I think,  in  brief,  we  note  there  that  there  is  a par- 
ticipation on  the  part  of  the  Association  of  23  per  cent  of 
our  members  who  contributed  an  average  of  $6.25  per 
member.  The  Council  would  take  this  opportunity  to  com- 
mend the  Committee  for  the  American  Medical  Education 
Foundation  on  its  continuing  enthusiasm. 

John  L.  Matthews,  Chairman, 
John  W.  Lanius, 

G.  V.  Brindley,  Jr., 

Olin  B.  Gober, 

A.  J.  Gill, 

M.  H.  Crabb, 

Truman  G.  Blocker,  Jr, 

Reference  committee  to  which  referred:  sections,  a,  b,  d, 
e,  f,  and  supplementary  report,  Medical  Service  and  Insur- 
ance; section  c,  Constitution  and  By-Laws. 

Vice-Speaker  Murphy:  Is  there  any  discussion? 

Dr.  T.  C.  Terrell,  Fort  Worth:  In  regard  to  14c,  para- 
graph (a),  the  American  Medical  Association  has  passed 
that  the  training  of  medical  technologists  be  stepped  up  to 
3 years. 

Dr.  John  L.  Matthews,  San  Antonio:  Your  Council  on 
Medical  Education  and  Hospitals  heard  the  report  of  the 
Committee  on  Patient  Care.  Dr.  McVeigh,  chairman  of  the 


committee,  was  aware  of  the  action  of  the  House  of  Dele- 
gates of  the  A.M.A.  in  setting  higher  standards,  educational 
standards,  for  medical  technologists.  Those  standards,  I 
believe,  Dr.  Terrell,  will  require  3 years  of  collegiate 
education  before  the  medical  technologist’s  technical  train- 
ing is  given.  And  it  was  the  opinion  of  this  committee  and 
endorsed  by  this  Council  that  these  requirements  are  too 
high  and  the  wording  in  the  report  was  that  the  Committee 
recommends  that  this  policy  be  reevaluated  and  that  thought 
be  given  to  the  recognition  of  a second  class  of  technol- 
ogists of  junior  college  background.  As  I sense  it,  Mr. 
Speaker,  this  would  recommend  to  the  delegation  of  this 
Association  to  the  A.M.A.  that  it  request  of  the  A.M.A. 
reevaluation  of  its  decision  of  June,  1959. 

Speaker  Murphy:  Dr.  Hamrick  moves  for  reconsideration. 
It  has  been  moved  and  seconded  that  14  c(2)  dealing  with 
the  Committee  on  Patient  Care  be  reconsidered.  Is  there 
any  other  discussion?  If  not,  all  in  favor  of  reconsidering 
this  question,  please  stand. 

{The  motion  was  lost.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  committee  consid- 
ered the  report  of  the  Council  on  Medical  Education  and 
Hospitals  except  Section  (c).  The  report  of  this  Council 
recommending  the  approval  of  the  recommendations  of  the 
Committtees  on  Patient  Care,  American  Medical  Educa- 
tion Foundation,  Medical  Research  Foundation  of  Texas, 
and  the  junior  college  program  in  nursing  was  approved 
and  adoption  of  the  report  is  recommended.  I so  move. 

[The  report  was  adopted.] 

Dr.  Carter:  The  committee  considered  the  Supplementary 
Report  of  Council  on  Medical  Education  and  Hospitals: 
This  report  approving  the  educational  objectives  of  the 
Texas  League  for  Nursing  is  approved  and  the  adoption  is 
recommended.  I so  move. 

{This  portion  of  the  report  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas,  Austin:  The  committee  considered 
the  Report  of  the  Council  on  Medical  Education  and  Hos- 
pitals, Section  c.  At  the  last  annual  session,  a committee 
was  authorized  as  a standing  committee.  This  was  the 
Committee  on  Hospital  Accreditation.  The  by-laws  changes 
incorporated  herein  in  the  above-numbered  reports  simply 
effectuate  this  authorization.  Mr.  Speaker,  I move  the 
adoption  of  this  report. 

{The  report  was  adopted.] 


14c(l).  REPORT  OF  COMMITTEE  FOR 
AMERICAN  MEDICAL 
EDUCATION  FOUNDATION 

The  fiscal  year  for  the  American  Medical  Education 
Foundation  has  been  changed  from  January  1 -December  31 
to  February  1 -January  31.  Because  of  this  change,  a final 
report  on  AMEF  contributions  by  Texas  physicians  is  not 
available  at  this  time.  The  Committee  for  American  Medi- 
cal Education  Foundation  does  anticipate  that  a report  for 
the  fiscal  year  should  be  available  at  the  time  of  the  Texas 
Medical  Association’s  annual  session. 

The  Committee  has  functioned  well  during  the  past 
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year.  On  the  basis  of  reports,  it  would  appear  that  we  will 
collect  as  much  as,  or  perhaps  a little  more  than,  a year  ago. 

The  Committee  believes  that  this  past  year’s  campaign 
has  been  marked  by  a more  widespread  participation  by 
Texas  physicians.  This  is  due  to  two  factors:  (1)  increased 
knowledge  and  understanding  by  doctors  and  (2)  the  larger 
number  of  county  medical  societies  which  have  voted  100 
per  cent  participation  by  the  membership. 


14c(l).  SUPPLEMENTARY  REPORT  OF 
COMMITTEE  FOR  AMERICAN 
MEDICAL  EDUCATION  FOUNDATION 

The  state  committee  for  the  American  Medical  Educa- 
tion Foundation  is  pleased  to  report  that  its  activities  have 
resulted  in  a substantial  increase  both  in  total  contribution 
by  Texas  doctors  and  in  participation  of  its  doctors  in  this 
fight  against  socialism.  The  donations  for  1958  totaled 
more  than  $44,000.  In  1959,  the  donations  totaled  more 
than  $50,000.  The  percentage  participation  increased  from 
20  per  cent  (1958)  to  more  than  23  per  cent  in  1959- 
The  average  contribution  by  the  Texas  physicians  in  1959 
was  about  $6.25. 

The  committee  is  active  and  well-organized  and  has 
laid  its  groundwork  for  its  I960  campaign.  The  members 
of  the  committee  most  certainly  are  to  be  commended  for 
their  interest  in  and  work  for  this  important  contribution 
of  the  physician  to  the  fight  against  socialism. 

The  Woman’s  Auxiliary  has  been  extremely  active  for 
AMEF  and  continues  to  be  a major  factor  in  its  success. 
The  committee  is  most  grateful  and  extends  its  gratitude  to 
these  fine  ladies. 

D.  J.  Sibley,  Jr.,  Chairman, 
A.  L.  Delaney, 

S.  W.  Thorn, 

Herbert  Bailey, 

H.  E.  Whigham, 

J.  C.  Terrell, 

Edward  D.  McKay. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  and  supple- 
mentary report  of  the  Committee  on  the  American  Medical 
Education  Foundation  were  approved  and  recommended 
for  adoption.  The  Reference  Committee  wishes  to  ex- 
press its  appreciation  and  to  thank  this  committee  for  its 
excellent  work.  I move  the  adoption  of  the  report. 

[The  report  of  the  reference  committee  was  adopted.] 


14c(l)(a).  REPORT  OF  ADVISER  TO 

STUDENT  AMERICAN  MEDICAL 
ASSOCIATION  AT  BAYLOR 

No  report  for  publication  is  planned  by  the  Adviser  to 
the  Student  American  Medical  Association  at  Baylor  Uni- 
versity College  of  Medicine. 

Hiram  P.  Arnold. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 


ON  MEDICAL  SERVICE  AND  INSURANCE 
REPORT  OF  REFERENCE  COMMITTEE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  I4c(l)(a) — Adviser 
to  the  Student  American  Medical  Association  at  Baylor.  The 
Adviser  to  the  Student  American  Medical  Association  at 
Baylor  did  not  submit  a written  report. 

[The  report  of  the  reference  committee  was  adopted.] 


14c(2).  REPORT  OF  COMMITTEE 
ON  PATIENT  CARE 

The  nurse  practice  act  has  been  revised  by  legislative 
action  and  was  supported  by  the  Committee  on  Patient 
Care  of  the  Texas  Medical  Association  and  the  Texas  Com- 
mission on  Patient  Care,  with  hospital  and  medical  associa- 
tion members  in  accord.  The  American  Nurses  Association 
has  defined  nursing.  Furthermore,  this  definition  has  been 
set  forth  by  the  American  Nurses  Association  as  a neces- 
sary means  to  secure  "universal  mandatory  licensure  for  the 
practice  of  professional  nursing.” 

It  is  recommended  that  any  future  change  in  the  nurse 
practice  act  be  carefully  considered  by  this  Committee  be- 
fore any  action  is  recommended. 

The  Committee  on  Patient  Care  still  feels  in  agreement 
with  its  previous  recommendation  in  asking  reevaluation  of 
increased  educational  requirements  for  medical  technologists. 

This  Committee  likewise  recommends  consideration  of 
the  training  of  medical  technicians  at  a lower  level.  This 
would  allow  junior  colleges  to  continue  to  participate  in 
this  program  and  afford  a supply  of  medical  technicians 
able  to  do  much  of  the  work  in  most  hospitals. 

The  Committee  on  Patient  Care  recognizes  in  the  medical 
record  librarian  field  three  distinct  needs:  (1)  for  more 
well  trained  medical  record  librarians;  (2)  for  a group  of 
individuals  with  somewhat  lesser  training  such  as  are  being 
trained  by  Dr.  Earl  Collier  of  Hendricks  Memorial  Li- 
brary in  Abilene;  (3)  for  some  special  training  for  medi- 
cal stenographers. 

It  was  recommended  that  the  Council  on  Medical  Edu- 
cation and  Hospitals  consider  this  problem  and  do  all 
in  its  power  to  advance  these  three  objectives. 

Joseph  F.  McVeigh,  Chairman, 
G.  V.  Brindley,  Jr., 

Joe  A.  Shepperd, 

G.  E.  Brereton. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Com- 
mittee on  Patient  Care  recommending  that  any  future 
changes  in  the  Nurse  Practice  Act  be  carefully  considered 
by  the  committee  is  approved.  The  other  recommendations 
of  the  committee  regarding  the  reevaluation  of  increasing 
educational  requirements  for  medical  technologists  and  for 
the  training  of  medical  technicians  at  a lower  level  is  ap- 
proved also  and  recommended  for  adoption,  as  are  the 
recommendations  regarding  medical  record  librarians.  I 
move  the  adoption  of  this  portion  of  the  report. 

[The  report  was  adopted.] 
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14c(3).  REPORT  OF  COMMITTEE  TO 

ENCOURAGE  AND  ASSIST  HOSPITALS 
IN  SECURING  ACCREDITATION 

The  Committee  to  Encourage  and  Assist  Hospitals  in 
Securing  Accreditation  met  in  Austin  on  September  26  to 
consider  suggestions  for  closer  liaison  between  the  Commit- 
tee and  the  Texas  Hospital  Association. 

It  was  agreed  that  a mailing  should  be  sent  from  the 
Committee  to  the  staffs  of  hospitals  requesting  help  from 
dry-run  survey  teams.  It  was  also  agreed  that  a letter  be 
sent  to  each  county  medical  society  offering,  upon  the 
request  of  the  society,  to  provide  a program  presented  by 
a member  of  this  Committee;  this  talk  would  acquaint  the 
society  with  the  staff  approach  to  hospital  accreditation. 

It  was  also  the  feeling  of  the  Committee  that  its  work 
should  be  coordinated  by  the  Council  on  Medical  Educa- 
tion and  Hospitals,  and  that  this  Committee  should  be  a 
subsidiary  to  that  Council  in  the  organizational  framework 
of  the  Texas  Medical  Association. 

The  Committee  wishes  to  report  that  several  dry-run 
surveys  have  been  made  and  a good  many  more  requests 
for  information  have  been  entered.  Several  more  dry-run 
surveys  have  been  requested  and  are  now  pending. 

R.  L.  SHEPPERD,  Chairman, 
Harvey  Renger, 

Walter  Cook, 

C.  B.  Marcum, 

Paul  Murphey, 

Hugh  F.  Rives, 

Drue  O.  D.  Ware, 

A.  W.  Bronwell, 

Charles  Durham. 

Reference  committee  to  which  referred,:  Medical  Service 
and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Com- 
mittee to  Encourage  and  Assist  Hospitals  in  Securing  Ac- 
creditation is  approved  and  adoption  is  recommended.  I so 
move. 

[The  report  was  adopted.] 


14d.  REPORT  OF  COUNCIL  ON 
MEDICAL  JURISPRUDENCE 

The  Council  on  Medical  Jurisprudence  wishes  to  report 
the  following: 

1.  Proposed  Legislation 

a.  Representatives  of  the  physical  therapists  of  Texas 
met  with  the  Council  seeking  approval  of  a legislative  pro- 
posal for  licensure  of  physical  therapists.  The  Council  is  in 
full  agreement  with  the  motives  for  this  legislation  but 
could  not  approve  the  proposed  bill  and  pointed  out  to 
them  that  the  bill  as  presented  would  in  all  likelihood  be 
held  unconstitutional  and  possibly  could  have  other  results 
which  the  therapists  themselves  would  not  desire.  The 
Council  did  pledge  its  full  cooperation  to  the  therapists  in 
any  program  which  they  might  propose  in  the  interest  of 


better  patient  care  by  the  use  of  properly  trained  and  qual- 
ified physical  therapists,  under  the  direction  and  supervi- 
sion of  physicians  licensed  to  practice  medicine  in  this 
state. 

b.  Because  of  the  interest  shown  by  Texas  physicians,  the 
Council  also  discussed  the  feasibility  of  introducing  legisla- 
tion which  would  exempt  physicians  from  malpractice 
claims  where  the  physicians  render  emergency  medical  care. 
The  Council  will  investigate  thoroughly  the  problems  en- 
countered by  another  state  which  has  enacted  this  legislation 
and  will  report  its  recommendation  at  the  annual  session. 

2.  Report  of  Committee  on  Military  and  Veterans  Affairs 

The  Council  accepted  and  adopted  the  report  of  the 
Committee  on  Military  and  Veterans  Affairs  and  wishes  to 
commend  this  committee  for  its  excellent  work.  The  fol- 
lowing is  taken  from  the  report  of  the  committee: 

"Our  work  for  the  present  concerns  the  VA  hospital 
census  and  future  appropriations.  Means  to  get  Texas  doc- 
tors to  screen  referrals  to  VA  hospitals  are  as  follows: 

1.  Direct  letters  to  membership. 

2.  Editorials  in  the  Texas  State  Journal  of  Medicine. 

3.  Bring  to  attention  of  House  of  Delegates  in  report 
from  Council  on  Medical  Jurisprudence. 

4.  Programs  before  county  societies  and  districts,  GP 
and  special  groups. 

5.  Orientation  program  of  TMA  for  new  member. 

6.  Socio-economic  exhibits  at  annual  meetings. 

7.  Senior  Day  meetings  in  medical  schools. 

"The  Committee  also  decided  on  contacting  other  com- 
mittees and  councils  of  TMA,  and  through  them  and  with 
their  approval  and  support  reach  other  groups: 

1.  Council  on  Medical  Education  and  Hospitals — Re: 
Medical  schools  affiliation  with  VA  hospitals.  (The  Coun- 
cil on  Medical  Education  and  Hospitals  has  already  agreed 
to  aid  the  committee  in  securing  this  information.) 

2.  Private  Clinics  and  Hospitals  Association — Re:  Refer- 
rals to  hospitals. 

3.  Board  of  Councilors — Re:  Orientation. 

4.  Board  of  Trustees — Re:  Journal  editorials  and  any 
costs,  e.g.,  exhibits. 

5.  Contact  doctors  to  get  this  material  on  service  club 
programs  in  communities.” 

3.  Recommendations 

1.  The  Council  on  Medical  Jurisprudence  recommends 
that  the  House  of  Delegates  of  the  Texas  Medical  Associa- 
tion reiterate  its  stand  in  opposition  to  the  Forand  bill. 

2.  The  Council  on  Medical  Jurisprudence  wishes  to 
recommend  that  the  Committee  on  Military  and  Veterans 
Affairs  be  permitted  to  work  with  county  medical  societies 
and  other  societies  and  associations  in  initiating,  preparing, 
and  presenting  programs  concerning  the  Veterans  Admin- 
istration medical  program. 

3.  The  Council  on  Medical  Jurisprudence  further  recom- 
mends that  the  Committee  on  Military  and  Veterans  Affairs 
be  permitted  to  include  material  on  the  VA  medical  pro- 
gram in  the  Orientation  Program. 

4.  Finally,  the  Council  on  Medical  Jurisprudence  recom- 
mends that  consideration  be  given  the  Committee  on  Mili- 
tary and  Veterans  Affairs  for  exhibits  on  socio-economic 
subjects,  including  the  VA  program,  at  the  annual  sessions. 
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14d.  SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  MEDICAL  JURISPRUDENCE 

1.  Report  of  Committee  on  Military  and  Veterans  Af- 
fairs. 

(a)  The  Council  on  Medical  Jurisprudence  recommends 
adoption  of  the  report  of  this  committee  as  printed  on 
page  50  in  the  Handbook. 

(b)  The  Council  on  Medical  Jurisprudence  likewise 
approved  a report  submitted  by  this  committee  today  dis- 
closing the  progress  being  made  in  surveying  Medical 
School-VA  Hospital  affiliations.  The  Council  approved  a 
request  of  this  committee  as  follows: 

That  reports  of  the  Committee  on  Military  and  Veterans 
Affairs  to  this  Council,  to  the  Executive  Board,  and  to  the 
House  of  Delegates  be  sent  for  information  to  the  Com- 
mittee on  Federal  Medical  Services  of  the  American  Medi- 
cal Association  and  to  other  state  medical  associations  hav- 
ing committees  with  similar  responsibilities  and  problems. 
It  is  recommended  further  that  other  states  take  similar 
action  in  forwarding  reports  of  their  activities  to  the  Texas 
Medical  Association’s  Committee  on  Military  and  Veterans 
Affairs.  The  purpose  of  this  recommendation  is  to  create 
a better  liaison  with  other  medical  committees  of  the 
AMA  and  state  societies  dealing  with  the  same  problem. 

2.  Legislation. 

(a)  After  considering  the  request  of  the  American 
Physical  Therapy  Association  pertaining  to  licensure,  the 
Council  deems  it  unwise  and  again  goes  on  record  as  being 
opposed  to  the  licensing  of  physical  therapists.  The  Coun- 
cil is  likewise  opposed  to  the  licensing  of  psychologists. 

(b)  The  Council  considered  the  pending  Herlong-Baker 
bills  (H.R.  3000  and  H.R.  3001)  which  would  initiate  a 
long-range  program  of  tax  rate  reform,  and  recommends 
approval  of  this  legislation.  The  Council  will  have  a repre- 
sentative to  appear  before  the  Reference  Committee  re- 
ceiving this  to  discuss  these  bills  in  connection  with  other 
resolutions  pending  in  opposition  to  income  tax,  and  so 
forth. 

(c)  The  Council  recommends  that  the  Texas  Medical 
Association  support  the  enabling  legislation  for  the  Ven- 
dors Medical  Care  Plan  when  next  submitted  to  the  Texas 
Legislature.  The  constitutional  amendment  was  passed  by 
the  voters  of  Texas  in  1958. 

(d)  The  Council  recommends  that  the  House  of  Dele- 
gates officially  take  note  of  the  favorable  reception  given 
our  delegation  recently  in  Washington  and  that  appropriate 
letters  of  appreciation  be  officially  written  with  the  sanc- 
tion of  this  House. 

The  chairman  and  the  members  of  the  committee  would 
also  like  to  recognize  and  thank  particularly  for  their  time 
and  help  Mr.  Philip  Overton,  Mr.  Pat  Bailey,  and  Mrs. 
Max  Jones. 

Mr.  Speaker,  I respectfully  submit  this  Supplementary 
Report. 

Robert  D.  Moreton,  Chairman, 
John  M.  Smith,  Jr., 

James  W.  Rainer, 

A.  H.  Daniell, 

Hampton  Robinson. 

Reference  committee  to  which  referred:  Legislation  and 
Public  Relations;  section  2(b)  of  supplementary  report, 
Miscellaneous  Business. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  The  Reference  Com- 
mittee approves  the  stand  of  the  Council  on  Medical  Juris- 
prudence that  the  motives  for  a licensure  of  physical  ther- 
apists is  admirable,  but  that  in  the  interest  of  better  pa- 
tient care,  direct  supervision  by  a physician  licensed  to 
practice  medicine  in  the  State  of  Texas  is  essential.  The 
Reference  Committee  therefore  approves  the  action  of  the 
Council  in  not  accepting  the  proposed  bill.  Mr.  Speaker,  I 
move  acceptance  of  this  portion  of  the  report. 

[The  motion  carried.] 

Dr.  Partain:  The  Reference  Committee  considered  the 
Supplementary  Report  of  the  Council  on  Medical  Juris- 
prudence and  17x.  Resolution:  Concerning  Care  of  Non- 
Service  Connected  Disabilities  in  Veterans  Administration 
Hospitals  together,  feeling  that  they  were  integrated.  This 
Committee  approves  the  portion  of  the  Medical  Jurispru- 
dence report  pertaining  to  Military  and  Veterans  Affairs 
as  well  as  a Supplementary  Report  of  that  Council  pertain- 
ing to  this  subject,  and  further,  this  Reference  Committee 
is  of  the  opinion  that  the  recommendations,  in  essence,  are 
the  same  as  the  requirements  asked  for  in  the  Harris  County 
Resolution  17x.  pertaining  to  the  same  subject.  And  since 
the  Harris  County  Resolution  17x.  has  been  essentially 
covered  in  the  report  of  this  Council,  it  is  recommended 
that  their  Resolution  17x.  be  disapproved  for  the  sake  of 
simplicity  of  this  report. 

The  Council  in  its  report  has  suggested  specific  direct 
actions  by  the  members  of  the  Texas  Medical  Association 
in  connection  with  screening  of  referrals  to  VA  hospitals, 
programs  at  county  societies,  orientation  programs,  socio- 
economic exhibits,  and  Senior  Day  meetings  in  medical 
schools.  The  Reference  Committee  feels,  with  the  Council, 
that  this  would  be  a more  positive  approach  towards  the 
control  of  admissions  of  nonservice  connected  disabilities 
into  VA  hospitals.  Mr.  Speaker,  I move  the  acceptance  of 
this  portion  of  the  report. 

[The  motion  carried.] 

Dr.  Partain:  The  Council  is  likewise  opposed  to  the 
licensing  of  psychologists  and  the  Reference  Committee 
recommends  adoption  of  this  portion  of  the  report. 

[The  motion  carried.] 

Dr.  Partain:  The  Reference  Committee  returns  to  the 
Council  on  Medical  Jurisprudence  the  subject  of  further 
investigation  in  connection  with  feasibility  of  legislation 
exempting  physicians  from  malpractice  claims  where  physi- 
cians render  emergency  medical  care,  since  the  Council 
has  advised  us  that  this  has  not  been  a problem  in  this 
state,  and  they  would  rather  not  have  anything  done  af- 
firmative about  it  at  this  time.  Mr.  Speaker,  I move  ac- 
ceptance of  this  portion  of  the  report. 

Dr.  R.  G.  Gerard,  Denison:  I would  like  to  see  the 
House  of  Delegates  sanction  a motion  that  an  act  relieving 
doctors  of  liability  in  rendering  first  aid  be  brought  before 
the  state  Legislature. 

Dr.  Partain:  It  has  been  brought  out  that  not  one  action 
has  been  brought  in  the  state  of  Texas  to  this  date  against 
any  doctor  on  this  subject.  If  we  try  to  get  a statute  passed, 
it  may  instigate  future  lawsuits. 

[The  motion  carried.] 

Dr.  Partain:  The  Reference  Committee  accepts  the  por- 
tion of  the  report  supporting  the  enabling  legislation  for 
the  Vendor  Medical  Care  Plan,  in  consistence  with  the 
existing  policies  of  this  Association. 

Delegate:  What  is  the  Vendor’s  Medical  Plan? 

Dr.  E.  K.  Blewett,  Austin:  The  Vendor’s  Medical  Plan 
concerns  proposed  legislation  coming  before  the  legislature. 
The  social  security  act  of  1958  was  passed  enabling  state 
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and  federal  participation  in  the  care  of  the  public  assistance 
patients — that  is,  patients  who  fall  in  four  categories:  the 
old  age,  the  blind,  dependent  children,  and  the  totally  dis- 
abled. In  the  last  legislature,  the  bill  did  not  obtain  suf- 
ficient finances  to  carry  it  through,  so  the  Texas  Research 
League,  at  the  request  of  the  Department  of  Welfare,  is 
finishing  a survey  of  this  problem  in  our  state.  Senator 
Martin’s  committee  will  draw  up  the  bill,  and  I hope  the 
Texas  Medical  Association  will  be  consulted  in  this  mat- 
ter. It  will  call  for  an  expenditure  of  about  $16,000,000 
a year  in  its  first  year  of  inception  in  care  of  these  patients. 

[The  motion  carried.] 

Dr.  Partain:  The  Reference  Committee  accepts  Section 
2(d)  of  the  report  with  the  clarification  that  such  letters 
be  written  to  all  interested  parties  in  Washington  over  the 
signature  of  the  President  of  the  Texas  Medical  Association. 

[The  motion  carried.] 

[The  report  of  the  reference  committee  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  Supplementary  Report  of  the 
Council  on  Medical  Jurisprudence,  Section  2(b)  only.  The 
Committee  accepts  this  portion  of  the  report  as  it  is  pub- 
lished in  the  Handbook,  and  I so  move. 

[The  report  was  adopted.] 


14(1(1).  REPORT  OF  COMMITTEE  ON 

MILITARY  AND  VETERANS  AFFAIRS 

The  Committee  on  Military  and  Veterans  Affairs  has  con- 
tinued to  focus  its  attention  on  the  veterans  hospital  pro- 
gram. At  the  present  time  efforts  are  being  directed  towards 
education  of  the  membership  of  the  Texas  Medical  Associa- 
tion along  the  following  lines,  which  have  been  approved 
by  the  Council  on  Medical  Jurisprudence,  under  which  the 
Committee  functions: 

1.  An  attempt  to  influence  Texas  doctors  to  screen  re- 
ferrals to  Veterans  Administration  hospitals  as  follows: 

a.  Letters  to  the  membership. 

b.  Editorials  in  the  Journal. 

c.  Attention  of  the  House  of  Delegates  to  be  called  to 
the  subject  through  the  Committee’s  annual  report  and  in 
reports  from  Council  on  Medical  Jurisprudence. 

d.  Material  to  be  offered  for  programs  before  county 
and  district  societies  and  general  practice  and  specialty 
groups. 

e.  Presentations  on  the  orientation  program  for  new 
members  of  the  Texas  Medical  Association. 

f.  Socio-economic  exhibits  at  annual  meetings. 

g.  Senior  day  programs  in  medical  schools. 

2.  The  Committee  has  sought  and  received  the  approval 
of  the  Council  on  Medical  Jurisprudence  to  contact  other 
committees  and  councils  of  the  Association  and  through 
them,  and  with  their  approval  and  support,  reach  other 
groups : 

a.  The  Council  on  Medical  Education  and  Hospitals. 
(This  Council  has  approved  a questionnaire  which  has 
been  sent  to  the  three  medical  schools  requesting  factual 
information  regarding  participation  of  the  medical  school 
faculty,  student  body,  and  postgraduate  trainees  in  the 
V.  A.  medical  program.) 

b.  Private  Clinics  and  Hospitals  Association  of  Texas 
regarding  referrals  from  private  hospitals  to  V.A.  hospitals. 


c.  The  Board  of  Councilors  regarding  the  orientation 
program  and  bringing  this  material  before  county  and 
district  societies.  (The  secretary  of  the  Board  of  Councilors 
advised  our  Committee  to  contact  the  Committee  on  Orien- 
tation, and  this  will  be  done.) 

d.  The  Board  of  Trustees,  regarding  editorials  in  the 
Journal  and  any  additional  cost,  as  for  example,  for  socio- 
economic exhibits. 

The  Council  on  Medical  Jurisprudence  also  recommended 
that  contact  be  made  through  doctors  to  get  this  material 
properly  before  the  public  on  service  club  programs. 

It  is  the  desire  of  the  Committee  on  Military  and  Vet- 
erans Affairs  of  the  Texas  Medical  Association  to  stress 
primarily  factual  information  in  order  to  acquaint  the  pub- 
lic and  profession  with  the  true  impact  of  the  VA  medical 
program. 

Milton  V.  Davis,  Chairman, 
James  S.  Reitman, 

Joseph  N.  Bader, 

M.  D.  Thomas, 

Bert  E.  Davis, 

Charles  L.  Liggett, 
Norman  L.  West, 

Dickson  K.  Boyd, 

W.  H.  Hamrick. 

Reference  committee  to  which  referred:  Legislation  and 
Public  Relations. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  The  committee  ap- 
proves the  report  of  the  Committee  on  Military  and  Vet- 
erans Affairs. 

[The  report  was  adopted.] 


14e.  REPORT  OF  COUNCIL  ON 

MEDICAL  SERVICE  AND  INSURANCE 

The  committees  that  have  worked  through  the  past  year 
with  the  Council  on  Medical  Service  and  Insurance  have 
worked  hard  on  many  problems.  Some  of  these  problems 
have  been  solved.  There  are  many  facets  of  the  insurance 
field  on  which  the  various  committees  are  now  hard  at 
work,  and  the  Council  would  like  to  commend  the  com- 
mittee chairmen  and  the  committee  members  for  their  un- 
tiring efforts. 

Vendors  Payment  Plons 

As  the  year  of  activity  for  the  Council  nears  an  end,  we 
find  that  we  are  confronted  with  some  situations  that  will 
demand  a great  amount  of  work  and  study  to  accomplish 
a successful  solution.  One  of  the  most  important  of  these 
is  the  vendors  payment  plans  that  will  no  doubt  reach  a 
considerable  amount  of  prominence  in  the  coming  year. 
The  Council  has  had  the  pleasure  of  meeting  with  Mr. 
John  Winters,  who  is  the  commissioner  of  the  Public  Wel- 
fare Department  of  the  state,  and  also  Dr.  J.  T.  Phillips, 
who  is  connected  with  the  same  department.  These  men 
are  anxious  to  cooperate  with  the  Texas  Medical  Association 
in  working  out  a satisfactory  plan  whereby  the  recipients 
of  these  payments  will  be  taken  care  of  most  efficiently 
and  most  economically  throughout  the  state.  We  certainly 
should  not  lose  sight  of  this  entree  and  do  all  we  can  to 
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assist  the  commissioner  in  the  development  of  the  vendors 
payment  plan.  So  far  the  Legislature  has  not  appropriated 
any  money  toward  this  plan,  but  whenever  it  does,  it  will 
be  necessary  for  us  to  be  ready  to  assist  those  in  charge 
of  this  voted  legislation. 

Federal  Employees  Benefits 

Another  problem  that  will  present  itself  will  be  an  act 
of  the  eighty-sixth  Congress  called  Public  Law  86-382; 
this  is  the  federal  employees  benefits  act  of  1959  and  calls 
for  hospitalization  and  medical  care  to  begin  around  July 
1,  I960.  The  federal  government  is  now  trying  to  decide 
whether  this  should  be  a service  benefit  plan,  indemnity 
benefit  plan,  employees  organization  plan,  or  comprehensive 
medical  plan.  This  program  is  estimated  to  affect  2,000,000 
federal  employees  and  2,500,000  dependents.  From  this 
figure  we  can  see  the  magnitude  of  this  endeavor  which 
is  also  estimated  to  cost  $222,000,000  each  year. 

Other  Plans 

Another  situation  that  is  beginning  to  arise  that  will 
need  our  undivided  attention  is  the  American  Association 
for  Retired  Persons.  These  people  are  now  deciding  to 
have  a portion  of  their  social  security  checks  used  to  buy 
a prepaid  health  plan.  We  of  the  Council  believe  that  it 
would  be  best  to  be  alerted  to  the  danger  of  the  social 
security  system  establishing  this  plan  and  developing  it  in 
another  governmental  agency. 

All  over  the  United  States,  industry  and  allied  groups 
are  devising  types  of  prepayment  plans.  We  should  place 
ourselves  in  a position  to  guide  these  planners  and  all  their 
many  ramifications  and  try  to  inject  ethical  medicine  as 
a basis  of  these  plans.  This  type  of  planning  should  be 
especially  recognized  at  the  local  county  medical  society 
level  so  that  these  individuals  may  have  the  guidance  of 
a medical  professional  group  and  make  their  plans  accept- 
able as  truly  prepayment  insurance. 

We  must  continue  our  vigilance  of  the  misuses  and  over- 
utilization of  the  prepayment  plans  in  existence  today. 

Blue  Shield  Flan  for  Elderly 

For  our  own  consideration  it  is  interesting  to  study  the 
figures  prepared  by  the  Committee  on  Liaison  with  Blue 
Shield.  In  October,  1959,  Blue  Cross-Blue  Shield  placed  in 
operation  an  extensive  campaign  to  insure  the  elderly  seg- 
ment of  our  population  on  an  individual  basis.  These  fig- 
ures glaringly  demonstrate  that  the  old  age  problem  is  not 
as  acute  as  some  of  the  proponents  of  the  Forand  bill 
would  have  us  believe.  Blue  Cross  received  a total  of  12,297 
application  cards.  Of  this  figure  8,853  were  from  persons 
over  the  age  of  65.  A total  of  7,976  new  members  were 
accepted;  1,169  applicants  over  the  age  of  65  were  rejected 
because  of  health  reasons;  2,603  would  not  return  their 
applications  when  asked  for  medical  reports,  waivers,  dues, 
additional  information  of  birth  dates,  signatures,  and  the 
completion  of  health  statements. 

It  is  the  hope  of  the  Council  on  Medical  Service  and 
Insurance  to  continue  our  work  in  the  socio-economic  field 
of  our  profession,  if  not  to  solve  the  problems,  at  least,  to 
keep  the  Association  membership  informed  of  all  its  facets. 
Let  us  not  forget  in  the  final  analysis  our  only  line  of 
defense  against  governmental  intervention  is  the  voluntary 
prepayment  plan  of  health  insurance. 


14e.  SUPPLEMENTARY  REPORT  OF  THE 
COUNCIL  ON  MEDICAL  SERVICE 
AND  INSURANCE 

At  this  time,  the  Council  would  like  to  present  four 
items  to  this  session  of  the  House  of  Delegates  for  their 
adoption : 

The  first  item  is  the  Committee  on  Association  Insur- 
ance Programs  after  extensive  investigation  and  comparison 
has  presented  to  the  Council  on  Medical  Service  and  Insur- 
ance a business  overhead  insurance  plan.  This  insurance 
provides  for  payment  of  continuing  overhead  expenses 
which  are  incurred  during  a disability  due  to  accident  or 
sickness.  Members  may  apply  for  benefits  in  increments  of 
$100.  The  minimum  is  $200  and  the  maximum  is  $1,000 
based  on  75  per  cent  of  the  actual  estimated  expenses. 
Members  aged  60  and  over  may  only  apply  for  the  $400 
a month  benefit.  And  benefits  are  payable  beginning  with 
the  thirty-first  day  of  total  disability.  And  the  premium 
costs  are:  Under  40  at  $12.50  per  $100;  40  to  49 — $16.50 
per  $100;  50  to  59 — $22.00  per  $100;  and  60  to  69 — 
$32.00  per  $100. 

The  Council  recommends  the  adoption  of  this  plan. 

Item  number  two:  Due  to  the  excessive  loss  experience 
of  the  Accidental  Death  and  Dismemberment  Program,  the 
insurance  company  is  increasing  the  premium  rates  from  90 
cents  to  $1.35  per  thousand  and  reducing  the  total  cover- 
age offered  to  a maximum  of  $150,000.  This  has  been 
thoroughly  investigated  and  it  is  definitely  the  opinion 
of  the  Council  that  the  House  of  Delegates  approve  these 
changes. 

Item  number  three:  Due  to  the  good  loss  experience  of 
our  Disability  Program,  the  insurance  company  is  provid- 
ing us  with  the  opportunity  to  increase  the  maximum 
monthly  benefits  from  $600  to  $800  per  month.  These 
additional  benefits  will  be  available  for  those  who  wish  to 
increase  their  present  coverage  and  can  meet  the  underwrit- 
ing requirements  of  the  company.  The  15  per  cent  bonus 
will  also  apply  to  these  additional  benefits.  The  Council 
moves  the  adoption  of  this  change. 

Item  number  four:  The  Council  on  Medical  Service  and 
Insurance  studied  and  discussed  the  Group  Disability  Insur- 
ance Program  proposed  by  Lumberman’s  Mutual  Casualty 
Company  presently  under  consideration  by  the  Board  of 
Trustees  of  the  American  Medical  Association  for  all  mem- 
bers in  active  practice  regardless  of  age. 

The  program  provides  life-time  benefits  for  both  acci- 
dent and  sickness  disabilities  and  permits  the  member  to 
continue  the  insurance  as  long  as  he  is  in  active  practice 
regardless  of  his  age. 

The  A.M.A.  program  will  not  interfere  with  the  Texas 
Medical  Association  Group  Disability  Insurance  Program 
because  it  has  a 1 year  waiting  period  before  benefits  are 
payable.  It  will  be  desirable  supplementary  coverage. 

The  Council  respectfully  requests  approval  of  this  re- 
port and  urges  the  delegates  to  the  American  Medical  As- 
sociation to  work  toward  the  adoption  of  this  program. 

HARVEY  Renger,  Chairman, 
Charles  D.  Bussey, 

A.  G.  Barsh, 

Gail  Medford, 

George  B.  Barnes, 

C.  F.  Jorns, 

J.  G.  Rodarte. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Corn- 
ell on  Medical  Service  and  Insurance  is  approved  and  at- 
tention is  called  to  the  importance  of  giving  careful  con- 
sideration to  the  establishment  of  the  Vendors  Payment 
Plan  which  appears  to  provide  for  a considerable  unmet 
need  in  our  state.  The  Reference  Committee  recommends 
adoption  of  this  report.  I so  move. 

[The  motion  carried.] 

Dr.  Carter:  The  Supplementary  Report  of  the  Council 
on  Medical  Service  and  Insurance  urges  the  delegates  of 
the  Texas  Medical  Association  to  approve  this  report  and 
urges  the  delegates  to  the  American  Medical  Association 
to  work  toward  the  adoption  of  the  Disability  Insurance 
Program. 

[The  motion  carried.] 

[The  report  was  adopted.] 


14e(l).  REPORT  OF  COMMITTEE  ON 

ASSOCIATION  INSURANCE  PROGRAMS 

The  Committee  on  Association  Insurance  Programs  has 
been  active  throughout  the  year  in  reviewing  our  three 
group  programs  of  disability  insurance,  accidental  death 
and  dismemberment  insurance,  and  individual  life  insur- 
ance. Reports  from  the  insurance  companies  underwriting 
these  programs  are  very  interesting. 


Life  Plan 

The  Great  American  Reserve  Insurance  Company  of 
Dallas,  which  underwrites  the  Texas  Medical  Association  Life 
Plan,  announced  that  as  of  January  11,  I960,  there  were 
1,138  insured  under  this  program  with  a total  amount  of 
$17,727,250  insurance  in  force.  The  over-all  picture  ap- 
pears favorable. 

Accidental  Death  Plan  and  Recommendation 

Lumbermen’s  Mutual  Casualty  Company,  which  under- 
writes our  Accidental  Death  and  Dismemberment  Plan, 
announced  that  the  company  has  had  a very  poor  loss  ratio 
on  this  type  of  insurance.  While  no  figures  were  available 
for  our  group  alone,  insurance  company  representatives 
stated  that  from  the  beginning  of  our  program  in  February, 
1958,  they  have  collected  $555,000  in  premiums  and  have 
paid  claims  of  $1,350,000.  These  figures  are  for  the  com- 
bined experience  of  this  company  with  many  different 
groups  who  comprise  a total  of  more  than  4,000  physicians. 
At  the  present  time,  515  of  our  members  are  insured  in 
this  program. 

In  view  of  this  experience,  Lumbermen’s  submitted  a 
request  for  a graduated  premium  to  $1.62  per  thousand 
coverage.  However,  the  Committee  has  decided  to  recom- 
mend acceptance  of  a 50  per  cent  increase  in  premium 
(from  $.90  per  thousand  to  $1.35  per  thousand),  to  limit 
new  policies  to  $150,000,  and  to  allow  Lumbermen’s  to 
offer  a $150,000  policy  at  the  new  rate  to  anyone  presently 
insured  in  excess  of  that  amount.  We  have  been  assured 
by  the  administrator  of  the  plan  that  all  similar  plans 
underwritten  by  Lumbermen’s  will  carry  changes  identical 
to  those  made  in  our  plan. 

The  Committee  recommends  approval  of  these  changes  to 
the  House  of  Delegates. 


Disability  Program 

The  Group  Disability  Program  of  the  Texas  Medical 
Association,  underwritten  by  Lumbermen’s  Mutual  Casual- 
ty Company,  has  had  such  good  experience  that  at  the 
present  time  a 15  per  cent  bonus  is  being  paid  on  all 
claims  originating  after  November  1,  1959-  This  is  ex- 
tremely significant,  for  it  substantiates  the  effective  man- 
agement of  our  program. 

Other  Insurance  Under  Study 

A program  of  business  overhead  expense  insurance  has 
been  studied  in  great  detail.  Work  has  progressed  on  this 
program  to  the  point  that  it  should  be  ready  for  offering 
to  our  members  in  the  near  future. 

The  Committee  is  beginning  study  on  the  feasibility  of 
offering  major  hospitalization  expense  insurance  to  our 
members  and  is  investigating  the  possibility  of  establish- 
ing a retirement-investment  program. 

A.  R.  Hazzard,  Chairman, 
G.  J.  Pruitt, 

C.  J.  McCollum, 

C.  C.  Shotts, 

Braswell  Locker. 


Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Com- 
mittee on  Association  Insurance  Programs  is  approved  and 
the  recommendations  contained  therein  are  recommended 
for  adoption.  This  is  a study  regarding  the  general  insur- 
ance program  as  outlined  by  the  reports  to  the  House  of 
Delegates  in  the  Handbook  and  in  the  supplementary  re- 
port. 

[The  report  was  adopted.] 


14e(2).  REPORT  OF  COMMITTEE  ON  BRACERO 
INSURANCE  AND  MEDICAL  SERVICE 

The  Committee  on  Bracero  Insurance  and  Medical  Serv- 
ice has  only  one  problem  under  consideration  at  the  pres- 
ent time,  and  that  is  making  some  changes  on  the  bracero 
identification  card  and  making  it  compulsory  for  the  bra- 
cero to  have  this  identification  card  when  reporting  for 
examination.  This  will  probably  be  solved  by  having  a re- 
gional meeting  along  with  the  representatives  from  the 
insurance  companies.  Therefore,  there  are  no  recommenda- 
tions for  the  House  of  Delegates  at  this  time. 

J.  G.  Rodarte,  Chairman, 
J.  W.  Matthews, 

J.  A.  Garcia, 

G.  A.  Hoffman, 

John  F.  Lubben,  Jr., 

V.  L.  Puig,  Jr., 

Jack  R.  Ellis. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Com- 
mittee on  Bracero  Insurance  and  Medical  Service  is  ap- 
proved and  the  adoption  is  recommended.  The  committee 
had  no  particular  recommendations  to  make  to  the  House 
of  Delegates. 

[The  report  was  adopted.] 

14e(3).  REPORT  OF  COMMITTEE 
ON  HEALTH  INSURANCE 

The  Committee  on  Health  Insurance  met  in  Austin  in 
September,  1959,  and  again  in  January  of  this  year,  and 
made  its  interim  reports  to  the  Council  on  Medical  Services 
and  Insurance — some  of  which  have  been  printed  in  the 
Journal. 

The  Committee  on  Health  Insurance  has  continued  to 
carry  out  the  recommendations  made  and  approved  by  the 
House  of  Delegates  in  1959- 

Dissemination  of  Information 

Various  members  of  the  committee  have  been  assigned 
topics  on  which  to  prepare  editorials  for  publication  in  the 
Texas  State  Journal  of  Medicine.  Some  of  these  topics  are 

a.  Future  cost  of  medical  care. 

b.  Government  versus  private  medical  care. 

c.  Responsibility  of  doctors  in  the  health  insurance  field. 

d.  Problems,  in  Texas,  of  medical  care  of  the  "over  65.” 

At  the  September  26  meeting  the  Committee  recom- 
mended that  a health  insurance  program  be  presented  joint- 
ly to  all  county  medical  societies  and  auxiliaries  prior  to 
the  April,  I960,  meeting  of  the  House  of  Delegates.  It 
was  also  requested  that  district  Councilors  and  council- 
women  be  responsible  for  seeing  to  it  that  the  program  be 
presented  in  their  district.  Speakers  for  these  programs  have 
been  provided  by  the  Committee,  and  through  the  head- 
quarters in  Austin. 

It  is  the  opinion  of  this  Committee  that  voluntary  health 
insurance  is  the  only  means  at  the  disposal  of  the  medical 
profession  today  for  the  salvation  of  the  private  practice  of 
medicine.  To  some  this  is  an  unpalatable  thought,  but 
changes  in  the  American  thinking  in  socialization  of'  the 
country  as  a whole  makes  this  the  better  of  two  evils:  it 
is  either  voluntary  health  insurance  or  complete  govern- 
ment subsidization  of  the  medical  profession.  Once  we  have 
accepted  the  premise  that  voluntary  health  insurance  is 
the  method  to  finance  medical  care  costs,  then  several  angles 
come  up  which  must  be  presented  to  the  medical  profession 
as  a whole.  If  voluntary  health  insurance  is  not  serving 
the  purpose  for  which  it  was  intended  in  a given  specific 
case,  then  some  changes  must  be  made,  and  they  must  be 
made  and  initiated  by  the  doctors  in  the  State  of  Texas 
in  seeing  to  it  that  policies  render  the  services  which  they 
are  supposed  to  render.  On  the  other  hand,  doctors  must 
be  the  ones  who  initiate  the  stopping  of  the  abuses  and 
over-utilization  of  health  insurance.  This  Committee  wishes 
to  reemphasize  that  although  physicians  do  not  necessarily 
initiate  over-utilization  and  abuses  of  health  insurance,  they 
are  the  ones  in  a position  to  stop  it,  and  if  the  physicians 
do  not  stop  it,  no  one  else  will  particularly  care — except 
possibly  the  insurance  companies,  and  they  are  helpless  to 
do  it  without  the  doctors’  help. 

This  Committee  again  wishes  to  reemphasize  its  position 
that  the  Council  on  Medical  Services  and  Insurance,  the 
Executive  Board,  and  the  House  of  Delegates  must  use 
every  means  at  their  disposal  to  continue  to  inform  the 
doctors  of  Texas  of  their  responsibility  on  the  uses,  misuses, 
and  abuses  of  health  insurance. 


Problem  of  "Over  65" 

This  Committee  has  devoted  considerable  time  to  the 
study  of  the  problem  of  the  "over  65”  in  Texas.  It  has 
been  established  in  a survey  made  for  the  Blue  Cross-Blue 
Shield  by  Belden  and  Associates  of  Dallas  that  by  1960 
there  will  be  some  700,000  people  in  Texas  who  are  over 
65,  and  that  44  per  cent  of  these  are  receiving  social  secur- 
ity old  age  benefits,  and  about  25  per  cent — or  175,000 — 
are  self  employed.  With  these  figures  in  mind,  Blue  Cross- 
Blue  Shield  of  Texas  held  an  intensive  campaign  in  Octo- 
ber, 1959,  to  enroll  all  people  over  65  in  the  Blue  Cross- 
Blue  Shield  plan.  During  that  month  there  were  12,000 
applicants  for  this  coverage,  and  aproximately  8,000  were 
over  65.  Of  these  8,000,  7,600  were  accepted  by  Blue 
Cross-Blue  Shield,  despite  an  advertising  budget  of  $75,000 
for  this  campaign.  It  is  the  Committee’s  opinion  that  this 
small  response  by  the  "over  65”  in  Texas  indicates  either 
that  the  elderly  citizens  of  this  state  generally  are  being 
cared  for  on  an  indigent  basis  at  no  cost  to  them;  that 
they  are  already  covered  by  some  form  of  health  insurance; 
or  that  they  are  financially  able  to  take  care  of  their  own 
illnesses.  The  Committee  wishes  to  make  one  more  deduction 
that  is  possibly  reflected  by  these  figures:  a more  serious 
implication  might  be  that  a large  segment  of  this  group 
were  not  interested  in  this  insurance  plan  because  they  feel 
sure  that  some  form  of  government  legislation  will  be 
passed  in  the  near  future  to  take  care  of  them.  It  is  the 
opinion  of  this  Committee  that  the  doctors  of  Texas,  and 
the  United  States,  must  alert  themselves  to  contact  their 
legislators  actively  in  opposition  to  the  Forand  type  of  leg- 
islation, based  primarily  upon  the  fact  that  the  need  is  too 
small  for  the  amount  of  money  to  be  expended  to  take 
care  of  this  type  of  a program. 

The  Committee  further  recommends  that  all  county  so- 
cieties take  an  active  role  in  their  individual  communities 
to  promote  nursing  homes  and  convalescent  hospital  care 
for  the  over  65. 

This  Committee  would  also  like  strongly  to  endorse  the 
statement  made  by  Mrs.  Frank  Gastineau,  President  of  the 
Woman’s  Auxiliary  to  the  American  Medical  Association, 
which  is: 

"We  should  sustain  the  work  of  the  Committee  on 
Aging.  We  should,  whenever  possible,  find  jobs  for  our 
senior  citizens,  commensurate  with  their  ability  to  work. 
We  should  make  every  effort  to  make  our  senior  citizens 
feel  important  and  needed,  and  we  should  integrate  them 
into  the  whole  fabric  of  daily  life,  and  not  banish  them  to 
the  Siberia  of  sitting  and  sighing  which  encourages  senil- 
ity.” 

Overcoming  Professional  Inertia 

And,  finally,  the  members  of  this  Committee  are  dis- 
turbed about  the  mass  inertia  of  the  medical  profession 
towards  these  serious  problems,  and  we  strongly  recommend 
that  we  begin  to  regulate  these  irresponsible  actions  (by  a 


Conference  for  County  Medical  Society  Officials 
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few)  voluntarily,  rather  than  by  contract  or  legislation.  Let 
us  render  our  services  at  a fee  that  will  obviate  the  necessity 
of  fee  schedules,  and  let  us  eliminate  the  abuses  and  over 
uses  of  health  insurance. 

Russell  L.  Deter,  Chairman, 
Gerald  Ahern, 

A.  Rex  Kirkley, 

John  H.  Wootters, 

H.  D.  Gilliam, 

L.  G.  Cigarroa, 

George  M.  Hilliard, 

Rider  E.  Stockdale, 

C.  U.  Callan. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Com- 
mittee on  Health  Insurance  emphasizes  the  importance  of 
voluntary  health  insurance  as  a means  of  preventing  the 
socialization  of  medical  practice.  The  report  is  approved 
and  its  adoption  is  recommended.  I so  move. 

Dr.  R.  L.  Deter,  El  Paso:  As  Chairman  of  the  Health 
Insurance  Committee  of  this  Association,  I would  like  to 
request  that  all  of  the  delegates  request  a program  on 
health  insurance  from  their  home  society.  There  is  a 
speakers  bureau  set  up  at  the  Texas  Medical  Association 
headquarters  on  this  subject.  Our  committee  will  furnish 
a program  for  your  society.  We  urge  you  to  have  a pro- 
gram on  health  insurance  in  the  next  year. 

[The  motion  carried.] 

[The  report  was  adopted.} 

14e(4).  REPORT  OF  COMMITTEE  ON 
LIAISON  WITH  BLUE  SHIELD 

A brief  report  of  the  Committee  on  Liaison  with  Blue 
Shield  has  been  submitted  to  the  chairman  of  the  Council 
on  Medical  Service  and  Insurance  for  incorporation  in  the 
report  of  the  council. 

Everett  C.  Fox,  Chairman, 
R.  W.  Kimbro, 

Harvey  Renger, 

Allen  T.  Stewart, 

Robert  B.  Homan, 

J.  B.  Copeland, 

E.  A.  Rowley, 

Denton  Kerr, 

Tom  Bond. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Com- 
mittee on  Liaison  with  Blue  Shield  is  incorporated  in  the 
report  of  the  Council  on  Medical  Service  and  Insurance. 
This  report  is  approved  and  its  adoption  recommended.  I 
so  move. 

[The  report  was  adopted.] 


14e(5).  COMMITTEE  ON  PROFESSIONAL 
INSURANCE 

[There  was  no  report,  written  or  oral.] 


14e(6).  REPORT  OF  COMMITTEE  ON  WORK- 
MEN'S COMPENSATION  INSURANCE 

This  Committee  on  Workmen’s  Compensation  Insurance 
met  in  September,  1959,  and  in  January,  I960. 

The  business  transacted  consisted  of  preparation  of  bul- 
letins to  be  printed  at  intervals  in  the  Texas  State  Journal 
of  Medicine. 

The  pamphlet,  "Physician’s  Medical  Report  Guide,”  was 
revised  and  distributed  to  the  membership  of  the  Associa- 
tion. 

During  the  year  there  were  no  workmen’s  compensation 
insurance  problems  to  be  arbitrated  by  the  Committee. 
Problems  which  have  arisen  during  the  year  were  all  sat- 
isfactorily settled  at  the  local  level. 

This  Committee  wants  to  thank  the  central  office  and 
the  editor  of  the  Journal  for  their  cooperation  in  bringing 
to  the  membership  of  the  Association  the  medical  guide 
and  the  bulletins.  The  Committee  feels  this  is  an  important 
educational  function,  to  assist  those  physicians  dealing  with 
workmen’s  compensation  insurance  companies. 

Edward  T.  Smith,  Chairman, 
J.  B.  Chester, 

Sam  N.  Key,  Jr., 

Frederick  C.  Rehfeldt, 

M.  H.  Morris. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Com- 
mittee on  Workmen’s  Compensation  Insurance  calling  at- 
tention to  the  preparation  of  bulletins  and  pamphlets  use- 
ful in  telling  about  Workmen’s  Compensation  cases  is 
approved  and  its  adoption  is  recommended.  I so  move. 

[The  report  was  adopted.] 


I4f.  REPORT  OF  COUNCIL  ON 
PUBLIC  RELATIONS  AND 
PUBLIC  SERVICE 

The  Council  on  Public  Relations  and  Public  Service  is 
continuing  to  develop  medical  public  relations  in  Texas 
through  various  projects  which  place  the  primary  emphasis 
on  the  county  medical  society.  It  is  the  feeling  of  the 
Council  that  public  relations  has  the  greatest  effect  when 
the  local  community  associates  these  activities  with  their 
county  society. 

Anson  Jones  Award 

One  of  the  Council’s  projects  on  a statewide  level  which 
involves  the  county  societies  is  the  Anson  Jones  Award 
for  outstanding  lay  medical  reporting.  The  award  has  been 
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presented  annually  since  1956  to  a Texas  newspaper  re- 
porter and  has  proved  to  be  a most  worth-while  project. 
More  interest  in  medical  news  and  better  reporting  of 
medical  information  continue  to  be  the  long  range  benefits 
of  this  award.  More  favorable  medical-press  relations  at 
the  community  level  have  also  resulted.  Nominations  for 
the  award  are  made  by  the  county  medical  society  to  the 
Texas  Medical  Association,  and  all  entries  are  judged  by 
the  Council.  First  place  winner  receives  a bronze  plaque, 
plus  $250.  Second  and  third  place  winners  receive  an 
award  certificate,  plus  $100  and  $50,  respectively. 

In  promoting  the  award  further  among  the  newspapers, 
an  exhibit  has  been  prepared  for  presentation  at  Texas 
Press  Association  meetings.  This  exhibit  will  be  on  display 
in  the  Scientific  Exhibit  Hall  during  this  annual  session, 
and  the  Council  hopes  members  will  go  by  and  see  it. 

Texas  Correspondents  to  AMA  News 

Medical  news  items  originating  from  Texas  have  become 
of  increased  interest  to  physicians  from  all  over  the  United 
States.  Through  the  suggestion  of  the  Texas  Medical  As- 
sociation, the  AMA  News,  official  newspaper  of  the  Amer- 
ican Medical  Association,  has  assigned  five  correspondents 
in  our  state.  These  reporters  are  located  in  Dallas,  Houston, 
Fort  Worth,  Galveston,  and  San  Antonio.  These  correspond- 
ents will  make  possible  more  complete  and  accurate  cov- 
erage of  medical  news  in  Texas. 

1959  Conference  on  Public  Relations 

The  fifth  annual  Public  Relations  Conference,  held  in 
September,  1959,  again  proved  to  be  a most  successful 
meeting.  Experts  from  important  areas  of  medicine  and 
public  relations  were  represented  and  presented  many 
worth-while  ideas.  The  Council  reports  its  approval  of  this 
program  and  wishes  to  see  all  county  medical  societies 
participate  and  attend. 

TMA  Action — Association  Newsbulletin 

In  order  to  improve  the  communication  of  important 
information  to  the  general  membership  of  the  Association, 
the  Executive  Secretary  and  the  Director  of  Public  Rela- 
tions suggested  the  publication  of  an  Association  news 
bulletin.  This  idea  was  approved  by  the  Council  and  the 
Board  of  Trustees  on  a 1 year  trial  basis,  and  the  first 
issue  was  mailed  on  January  1,  I960.  TMA  Action  will  not 
be  released  on  a regular  basis,  but  only  when  there  is 
something  of  importance  to  communicate  to  the  member- 
ship. Reaction  thus  far  to  TMA  Action  has  been  most 
favorable  and  the  Council  feels  that  future  issues  of  this 
publication  will  continue  to  be  of  benefit  to  the  Associa- 
tion. 

Medical  Students'  Day  Programs 

Medical  Students’  Day,  a program  presented  to  senior 
medical  students  by  the  Association  in  cooperation  with 
the  local  county  society,  continues  to  be  well  received  by 
the  students  and  is  considered  a worth-while  program  in 
orienting  them  to  medical  problems  which  are  not  covered 
during  their  clinical  study.  These  programs  are  presented 
each  year  to  all  three  medical  schools  in  Texas. 

Code  of  Cooperation 

During  the  past  year,  a "Code  of  Cooperation  Between 
the  Medical  Profession,  Hospitals,  and  Ail  Media  of  Com- 
munications” was  drafted  through  the  joint  efforts  of  the 


Texas  Medical  Association,  Texas  Hospital  Association,  and 
Texas  Press  Association.  The  purpose  of  the  code  is  to 
give  county  medical  societies,  newspapers,  and  hospitals  a 
suggested  guide  for  working  out  satisfactory  solutions  to 
their  local  press  relations  problems.  The  code  is  presently 
being  studied  further,  as  the  Board  of  Councilors  did  not 
feel  that  it  was  satisfactory  in  its  present  form. 

Annual  Session 

One  of  the  important  functions  of  the  Council  on  Public 
Relations  and  Public  Service  is  promotion  and  press  rela- 
tions of  the  annual  session.  Every  effort  is  made  to  provide 
all  members  of  the  Association  with  complete,  interesting, 
informative  information  regarding  this  meeting.  This  is 
done  not  only  through  direct  mailings,  but  through  news 
releases  to  newspapers  and  county  society  bulletins,  the 
Texas  State  Journal  of  Medicine,  personal  contacts,  and 
correspondence  as  well. 

Members  of  the  Council  help  staff  the  Press  Room  dur- 
ing the  annual  session.  The  Press  Room  serves  as  an  es- 
sential facility  for  all  reporters  who  wish  to  cover  the  news- 
worthy segments  of  the  session,  and  is  also  a builder  of 
better  medical-press  relations  through  close  association  of 
doctors  and  reporters. 

A public  relations  project  of  the  annual  session  is  the 
civic  luncheon,  held  for  the  past  3 years.  Civic  leaders 
from  the  community  in  which  the  session  is  held  are 
invited  to  attend  the  general  luncheon  on  Tuesday  to  hear 
the  President  of  the  American  Medical  Association  and  to 
visit  the  technical  and  scientific  exhibits.  This  gives  the 
Association  an  opportunity  to  give  these  prominent  men  a 
better  understanding  of  medicine  in  Texas.  The  Council 
feels  that  this  is  a most  worth-while  project  and  that  it 
should  be  continued  in  the  future. 

The  Council  on  Public  Relations  and  Public  Service 
wishes  to  impress  upon  every  physician  in  Texas  the  role 
he  must  play  in  creating  a better  public  understanding  of 
medicine.  It  is  every  doctor’s  duty  not  only  to  be  a 
competent  physician,  but  to  be  looked  upon  as  an  under- 
standing friend  and  neighbor  of  his  patients.  This  is  the 
key  to  good  public  relations.  The  Council  is  grateful  to 
the  many  physicians  who  help  support  the  public  relations 
activities  of  the  Association,  and  members  of  the  Woman’s 
Auxiliary,  who  continue  to  provide  fine  assistance  and 
cooperation  in  reaching  our  goals. 


14f.  SUPPLEMENTARY  REPORT  OF 
COUNCIL  ON  PUBLIC  RELATIONS 
AND  PUBLIC  SERVICE 

A recommendation  was  made  that  a survey,  as  proposed 
by  the  Executive  Secretary,  of  the  TMA  membership  be 
carried  out  with  regard  to  type,  amount,  and  degree  of 
community  service  done  by  the  individual  physician.  This 
survey  is  to  be  used  as  a public  relations  feature,  as  well 
as  a stimulus  to  the  individual  members  being  more  active 
in  this  field. 

The  report  of  the  Committee  on  Aging  was  approved 
as  printed.  The  Council  would  like  to  endorse  this  com- 
mittee’s work  and  to  stress  the  importance  of  the  individual 
doctor’s  participation  in  the  upcoming  Governor’s  Confer- 
ence on  Aging.  And,  it  is  suggested  that  the  Committee 
on  Aging  in  each  society  contact  their  County  Judge  in 
regard  to  this  matter. 

The  report  of  the  Committee  on  Emergency  Medical 
Service  was  approved  as  printed. 
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The  report  of  the  Committee  on  Industrial  Health  was 
approved  as  printed. 

The  report  of  the  Committee  on  Public  Health  was  ap- 
proved as  printed. 

The  Committees  on  Rural  Health  and  the  Advisory  Com- 
mittee to  State  Board  of  Education  had  no  printed  reports. 

The  report  of  the  Committee  on  Transportation  Safety 
was  approved  as  printed  with  continued  approval  of  their 
good  work. 

The  report  of  the  Committee  on  School  Health  was  ap- 
proved as  printed.  There  was  a supplemental  report  as  fol- 
lows, which  you  have  a copy  of: 

"The  Committee  on  School  Health  with  the  cooperation 
of  the  Dallas  Independent  School  District  sponsored  the 
Third  Conference  on  Physicians  and  Schools  in  Dallas  on 
April  4,  I960.  This  meeting  was  well  received  and  was 
attended  by  approximately  400  registrants.  Among  the 
registrants  were  physicians,  school  administrators,  princi- 
pals, classroom  teachers,  school  nurses,  and  P.T.A.  mem- 
bers. The  registrants  were  very  enthusiastic  about  the  pro- 
gram which  was  devoted  to  'The  Emotional  Growth  of  the 
Child.”  It  is  felt  by  all  the  committee  members  that  this 
type  conference  is  a great  step  forward  in  public  relations 
for  the  Texas  Medical  Association  and  it  directly  reaches 
people  that  are  teaching  the  children  in  their  formative 
years.  The  papers  that  were  read  at  the  meeting  will  be 
published  in  the  Texas  Medical  Association  Journal,  and 
it  is  suggested  that  a summary  of  the  meeting  be  pub- 
lished and  be  made  available  to  all  registrants  and  other 
interested  parties.  This  is  the  same  procedure  as  was  done 
with  the  first  two  conferences.  It  is  estimated  that  this 
will  entail  an  expenditure  of  approximately  $1,000.  The 
Committee  respectfully  requests  the  Board  of  Trustees  of 
the  Texas  Medical  Association  to  underwrite  the  printing 
and  distribution  of  this  summary.  The  Committee  requests 
the  Board  of  Trustees  to  underwrite  the  Fourth  State  Con- 
ference to  the  amount  of  $500.” 

"Because  the  meeting  was  so  enthusiastically  received  by 
all  the  registrants  it  was  planned  to  present  the  same  type 
of  program  in  1961  and  yearly  thereafter  until  the  major 
areas  of  the  state  are  covered.  If  it  can  be  arranged  we 
plan  to  ask  the  Harris  County  Medical  Society  and  the 
Houston  Independent  School  District  to  join  with  the 
Texas  Medical  Association  in  sponsoring  the  program  in 
1961.” 

"Eight  members  of  the  Committee  attended  the  Con- 
ference.” 

The  Council  on  Public  Relations  and  Public  Service  ap- 
proves the  recommendation  that  the  Board  of  Trustees  again 
underwrite  the  fourth  State  Conference  in  the  amount  of 
$500.  The  recommendation  for  $1,000  to  print  and  dis- 
tribute the  transactions  of  the  recent  meeting  was  not  acted 
upon.  It  was  felt  that  the  Council  did  not  have  sufficient 
information  regarding  this  expenditure  to  reach  a definite 
conclusion. 

Then,  in  addition,  we  had  a report  from  a joint  meeting 
of  the  Council  on  Public  Relations,  Committee  on  Patient 
Care,  Aging,  and  Committee  on  Health  Insurance  of  which 
you  have  a copy. 

We  had  a Supplementary  Report  from  the  Committee  on 
Rural  Health.  The  committee  is  having  difficulty  in  get- 
ting organized. 

Joe  R.  Donaldson,  Chairman. 
A.  Fletcher  Clark,  Jr., 
Thomas  Royce, 

Van  D.  Goodall, 

James  Hallmark, 

Glenn  D.  Carlson, 

Foy  H.  Moody. 


Reference  committee  to  which  referred:  Initial  report  and 
in  supplementary  report,  paragraphs  on  the  Committee  on 
Industrial  Health,  the  Committee  on  Public  Health,  and 
the  Committee  on  School  Health  (except  the  items  relating 
to  money),  Legislation  and  Public  Relations;  also  in  sup- 
plementary report,  those  statements  pertaining  to  money  for 
the  Committee  on  School  Health,  Board  of  Trustees;  sup- 
plementary report,  the  paragraph  on  Committee  on  Aging, 
Scientific  Work;  and  supplementary  report,  paragraphs  on 
the  proposals  of  the  Executive  Secretary,  Emergency  Medi- 
cal Service,  Transportation  Safety,  and  all  parts  of  the  re- 
port not  otherwise  referred,  Medical  Service  and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  Report  of  Council  on 
Public  Relations  and  Public  Service:  The  Reference  Com- 
mittee recommends  approval  of  the  handling  of  the  Anson 
Jones  Award,  the  work  of  Texas  correspondents  to  the 
AMA  News,  the  1959  Conference  on  Public  Relations, 
the  TMA  Action  newspaper,  and  Medical  Students’  Day 
programs.  We  feel  that  each  of  these  activities  has  been 
superlatively  done,  and  I move  acceptance  of  this  portion 
of  the  report. 

[The  motion  carried.] 

Dr.  Partain:  The  Code  of  Cooperation  has  been  previ- 
ously mentioned  and  the  fact  that  further  study  by  the 
Board  of  Councilors  is  taking  place.  I move  acceptance  of 
this  portion  of  the  report. 

[The  motion  carried.] 

Dr.  Partain:  The  Reference  Committee  wishes  to  approve 
and  compliment  the  handling  of  press  releases  and  public 
relations  and  promotion  of  the  Annual  Session.  Mr.  Speaker, 
I move  acceptance  of  this  portion  of  the  report. 

[The  motion  carried.] 

Dr.  Partain:  The  paragraphs  concerning  Committee  on 
Industrial  Health,  the  Committee  on  Public  Health,  and 
the  Committee  on  School  Health  (except  items  relating  to 
money)  were  approved.  I so  move. 

[The  motion  carried.] 

[The  report  of  the  reference  committee  was  adopted.] 


REPORT  OF  BOARD  OF  TRUSTEES 
AS  REFERENCE  COMMITTEE 

Dr.  Troy  A.  Shafer,  Harlingen:  The  Board  of  Trustees 
reviewed  the  Supplementary  Report  of  the  Council  on  Pub- 
lic Relations  and  Public  Service,  particularly  those  state- 
ments pertaining  to  money  for  the  Committee  on  School 
Health.  The  Committee  presented  a summary  of  the  third 
State  Conference  on  Physicians  and  Schools  held  at  Dallas 
on  April  4.  The  Committee  has  requested  an  appropriation 
of  $1,000  for  the  publication  of  a conference  summary. 
It  also  drafted  preliminary  plans  for  next  year’s  meeting, 
probably  in  Houston,  and  asked  for  $500  to  underwrite 
expenses. 

The  Board  of  Trustees  believes  that  the  programs  and 
activities  of  the  Committee  on  School  Health  are  most 
worthwhile.  We  wish  to  commend  the  Committee  for  an 
outstanding  conference  which  attracted  400,  for  portraying 
the  interest  of  the  profession  in  our  schools,  and  in  the 
health  of  our  school  children.  The  Committee  has  estab- 
lished good  liaison  with  school  superintendents  and  princi- 
pals, and  we  urge  that  these  activities  be  continued.  The 
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Board  is  pleased  to  appropriate  funds  not  to  exceed  $1,000 
for  publishing  and  distributing  a summary  of  the  Dallas 
Conference,  and  up  to  $500  for  underwriting  the  1961 
Conference. 

We  also  recommend  the  adoption  of  the  Council  and 
Committee  reports  as  published. 

Mr.  Speaker,  I move  the  adoption  of  this  portion  of  the 
report. 

[The  report  was  adopted.] 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  W.  Waldron,  Houston:  The  committee  con- 
sidered the  paragraph  in  the  Supplementary  Report  of  the 
Council  on  Public  Relations  and  Public  Service  which  dealt 
with  the  endorsement  of  the  report  of  the  Committee  on 
Aging  and  the  upcoming  Governor’s  Conference  on  Aging 
and  unanimously  recommended  the  adoption  of  this  report.  < 
I move  the  adoption  of  this  portion  of  the  report. 

[The  report  was  adopted.] 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  Paragraphs  of  Supple- 
mentary Report  of  the  Council  on  Public  Relations  and 
Public  Service:  Paragraph  of  this  report  relating  to  the 
making  of  a survey  has  been  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations  for  its  ac- 
tion. That  action  you  have  already  taken.  Paragraphs  re- 
lating to  the  Committee  on  Emergency  Medical  Service  and 
the  Committee  on  Transportation  Safety  are  approved.  The 
Committee  on  Rural  Health  and  the  Advisory  Committee 
to  the  State  Board  of  Education  have  furnished  no  printed 
reports.  This  report  is  moved  for  adoption. 

Dr.  J.  R.  Donaldson,  Pampa:  If  any  county  society  needs 
a program  on  transportation  safety,  the  Committee  on 
Transportation  Safety  will  be  willing  to  furnish  the  society 
program. 

[The  report  was  adopted.] 


JOINT  REPORT  OF  THE  COUNCIL  ON 
PUBLIC  RELATIONS  AND  PUBLIC  SERVICE, 
COMMITTEE  ON  PATIENT  CARE, 

COMMITTEE  ON  HEALTH  INSURANCE 
AND  COMMITTEE  ON  AGING 

The  Council  on  Public  Relations  and  Public  Service, 
Committee  on  Patient  Care,  Committees  on  Health  Insur- 
ance, and  Committee  on  Aging  recommends: 

1.  Quantitative  and  qualitative  increase  in  chronic  re- 
habilitative hospital  beds  and  nursing  home  beds  for  an 
increased  potential  of  progressive  care.  Encouragement  of 
church  groups  to  develop  hospital  connected  nursing  homes. 
We  recommend  the  location  of  progressive  chronic  care 
facilities  in  the  physical  vicinity  of  acute  general  hospitals. 

2.  Development  of  accredited  professional  educational 
opportunities  for  nursing  home  administrators.  Requests 
that  schools  of  nursing  and  Texas  University  Adult  Educa- 
tion Department  be  asked  to  consider  such  a curriculum. 

3.  The  joint  committee  requests  that  Dr.  May  Owen, 
as  president  of  TMA,  offer  to  medical  schools  the  sugges- 


tion that  special  considerations  of  geriatric  care  and  rehabil- 
itation be  included  in  medical  education. 

4.  Approves  and  urges  further  development  of  organ- 
ized homemaker  services  on  a local  community  level  in  an 
effort  to  meet  needs  of  the  patient  in  his  home  and  to 
reduce  care  costs. 

5.  Approves  and  urges  development  of  visiting  nurse 
associations  and  suggests  County  Society  Committees  be 
asked  to  implement  these  last  two  programs. 

JOE  R.  DONALDSON,  Chairman,  Council  on 
Public  Relations  and  Public  Service 
Joseph  F.  McVeigh,  Chairman,  Committee 
on  Patient  Care 

Russell  L.  Deter,  Chairman,  Committee 
on  Health  Insurance 
Elizabeth  C.  Thomason,  Chairman, 
Committee  on  Aging 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  Joint  Report  of  Council 
on  Public  Relations  and  Public  Service,  Committee  on  Pa- 
tient Care,  Committee  on  Health  Insurance,  and  Committee 
on  Aging.  The  recommendations  in  this  joint  report  relat- 
ing to  rehabilitation  facilities,  educational  opportunities 
for  nursing  home  administrators,  and  the  inclusion  of  spe- 
cial instruction  in  geriatric  care  is  approved  and  its  adop- 
tion is  recommended.  I so  move. 

[The  report  was  adopted.] 


14f(l).  REPORT  OF  COMMITTEE  ON  AGING 

The  present  Texas  Medical  Association  Committee  on 
Aging  met  September  26,  1959,  on  January  15,  I960,  and 
on  January  16,  I960,  with  the  Texas  Joint  Council  to  Im- 
prove Health  Care  of  the  Aging. 

1.  September  Meeting 

In  September,  Drs.  Gingrich,  Keil,  and  Thomason  of 
the  Committee  were  present.  Dr.  Chris  Morris  of  the 
Corpus  Christi  Mental  Health  Unit,  Dr.  Milford  O.  Rouse 
of  Dallas,  and  Dr.  Frederick  C.  Swartz  of  the  American 
Medical  Association  met  with  the  Committee. 

The  results  of  the  reports  requested  by  Dr.  Gingrich 
from  the  Texas  county  medical  society  committees  were  re- 
viewed. The  Belden  report  of  the  "Texas  Aged  Population: 
Its  Size,  Trend  of  Growth,  and  Basic  Characteristics”  was 
studied.  Dr.  Keil  discussed  the  potential  of  health  insurance 
for  the  senior  citizens. 

The  status  of  nursing  home  care  facilities  was  discussed. 
The  need  for  continuation  and  increase  of  medical  guid- 
ance to  strengthen  and  improve  levels  of  care  in  each  com- 
munity was  considered.  It  was  the  consensus  that  medical 
problems  of  the  aging  should  be  met  at  a local  community 
level  and  that  active  participating  leadership  of  the  doctors 
of  medicine  in  the  community  is  essential  for  constructive 
stimulus  and  development  of  community  effort. 

The  recommendations  of  the  September,  1959,  meeting, 
as  approved  by  the  Council  on  Public  Relations  and  Public 
Service,  are  as  follows: 
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1.  The  Committee  approves  the  plan  for  old  age  insur- 
ance being  offered  to  the  general  public  during  October 
by  Blue  Cross-Blue  Shield. 

2.  The  Committee  recommends  that  the  State  Nursing 
Home  Licensing  Agency  develop  the  use  of  standard  four- 
level  nomenclature  in  nursing  home  licensure.  These  four 
levels  are  (a)  residential  facilities,  (b)  personal  services, 
(c)  nursing  care,  and  (d)  multiple  or  comprehensive 
services. 

3.  We  recommend  that  the  Texas  Medical  Association 
offer  the  services  of  the  Committee  on  Aging  to  serve  as 
liaison  to  the  Texas  Nursing  Home  Association. 

4.  We  recommend  that  nursing  homes  be  urged  to  de- 
velop medical  advisory  committees  from  their  local  county 
medical  societies  for  use  in  strengthening  of  their  programs 
and  procedures. 

5.  We  recommend  that  nursing  homes  be  urged  to  use 
the  consulting  and  educational  services  offered  by  the  Texas 
State  Department  of  Health's  Division  of  Chronic  Diseases. 

6.  We  ask  that  the  Governor  be  requested  to  make  early 
appointments  to  the  National  Council  on  Aging.  If  total 
appointments  are  not  possible  at  this  time,  then  we  ask 
that  a skeleton  staff  be  appointed  now  who  can  use  the 
time  for  orientation  and  development  of  a proposed  pro- 
gram for  the  state. 

7.  We  recommend  that  all  M.D.’s  be  urged  to  take  an 
active  interest  in  the  Texas  Society  on  Aging  and  to  par- 
ticipate in  its  activities  whenever  possible. 

8.  We  request  an  exploratory  letter  be  sent  to  all  com- 
mittee members  on  county  aging  committees  in  an  effort 
to  find  areas  of  interest. 

2.  January  Meeting 

The  January  meeting  was  composed  of  the  following 
committee  members:  Drs.  Thomason,  Gingrich,  Keil,  Mid- 
dleton, and  Sponsel.  Guests  were  Mrs.  Keil  of  Temple,  Mr. 
Nelson  and  Dr.  Arthur  Kemp  of  the  American  Medical 
Association. 

The  subjects  discussed  were 

1.  The  need  for  active  county  medical  society  committees 
on  problems  of  health  care  of  the  aging  and  annual  county 
society  programs  on  this  subject.  The  need  for  active 
county  medical  society  committees  to  serve  on  the  problems 
of  health  care  of  the  aging  and  to  participate  with  para- 
medical groups  in  the  community  in  studying  and  meeting 
local  needs. 

2.  The  need  for  quantitative  and  qualitative  increase  in 
chronic  care  hospital  beds  and  nursing  home  beds.  The 
encouragement  of  church  groups  to  include  the  establish- 
ment and  direction  of  hospital-connected  nursing  homes  in 
needy  areas. 

3.  The  need  for  development  of  accredited,  professional, 
educational  opportunities  for  nursing  home  operators  and 
personnel. 

4.  The  need  for  inclusion  of  special  geriatric  care  train- 
ing in  medical  education. 

5.  Names  to  be  submitted  to  the  Governor  as  repre- 
sentatives to  the  White  House  Conference,  January,  1961. 

6.  The  need  to  meet  jointly  with  other  Texas  Medical 
Association  committees  for  a joint  discussion  of  overlapping 
interests. 

7.  The  existing  old  age  pension  plan  in  Texas. 

8.  The  request  from  Mr.  Friedsam  of  North  Texas  State 
College  to  co-sponsor  the  proposed  institute  on  rehabilita- 
tion for  those  60  and  older. 

The  resolution  and  recommendations  which  follow  were 
submitted: 


Resolution  : 

That  hospitals  be  urged  to  develop  or  add  chronic  dis- 
ease beds. 

That  each  county  medical  society  committee  on  aging 
make  comprehensive  study  on  nursing  home  beds — seek  to 
develop  more  adequate  facilities  if  advisable. 

That  the  Committee  on  Aging  encourage  all  accredited 
schools  of  nursing  in  Texas  to  offer  courses  in  geriatric 
care  and  nursing  home  management. 

That  the  Committee  on  Aging  requests  the  Council  on 
Medical  Education  and  Hospitals  to  consider  the  encourage- 
ment of  medical  schools  to  install  some  type  of  teaching 
program  for  medical  students  in  geriatrics. 

Many  hospitals  are  operated  by  church  groups.  These 
groups  should  be  encouraged  to  operate  nursing  homes  pre- 
ferably in  general  area  of  hospital. 

Recommendations  : 

The  Committee  on  Aging  recommends  that  the  names  of 
Dr.  Keil  and  Dr.  Gingrich  be  submitted  to  the  Governor 
as  representatives  to  the  White  House  Conference  to  be 
held  in  January,  1961. 

It  is  also  recommended  that  the  Council  on  Public  Rela- 
tions and  Public  Service  encourage  other  groups  to  submit 
names:  Farm  Bureau,  Livestock  and  Feed  Association,  Cat- 
tleman’s Association,  Various  Religious  Groups,  Dental  As- 
sociation, Hospital  Association,  Texas  Underwriters'  Associ- 
ation, Certified  Life  Underwriters. 

Elizabeth  C.  Thomason,  Chairman, 
T.  T.  Sponsel, 

J.  W.  Atchison, 

J.  C.  Allensworth, 

W.  D.  Gingrich, 

Ernest  W.  Keil, 

Edwin  E.  Middleton. 

Reference  committee  to  which  referred:  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  report  of  the  Committee  on  Aging,  and  unani- 
mously recommended  its  adoption.  I move  the  adoption  of 
this  portion  of  the  report. 

[The  report  was  adopted.} 


14f(2).  REPORT  OF  COMMITTEE  ON 

EMERGENCY  MEDICAL  SERVICE 

The  Committee  on  Emergency  Medical  Service  conducted 
two  working  sessions  in  September  and  January.  Dr.  Ralph 
E.  Gray,  who  provided  the  leadership  for  building  a medi- 
cal preparedness  program  in  Texas,  presided  at  the  Septem- 
ber, 1959,  session,  but  was  absent  from  the  January,  I960, 
session  because  of  illness  in  his  family.  Later,  he  resigned. 

At  the  September,  1959,  meeting,  new  members  of  the 
committee,  Dr.  Kurt  Lekisch  of  Midland  and  Dr.  James  F. 
Fitch  of  McAllen  were  introduced  to  the  Committee  by 
Dr.  Gray.  Dr.  Gray  gave  the  new  members  a brief  review  of 
the  work  done  by  the  Committee  in  helping  preposition  the 
civil  defense  emergency  hospitals  allotted  to  Texas  by  the 
government. 

During  the  fall  meeting,  the  Committee  moved  to  send 
to  the  component  medical  societies  a set  of  large  cue  cards 
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which  might  be  useful  to  county  society  committeemen  and 
other  physicians  in  making  public  addresses  on  the  medical 
aspects  of  civil  defense  and  disaster  preparedness.  The  cards 
outlined  the  objectives  which  the  local  physicians  had  in 
mind  when  the  local  civil  defense  organization  was  set  up; 
the  actions  required  for  a civil  defense  program;  a listing 
of  things  nonmedical  people  will  be  responsible  for  in  a 
civil  defense  program;  and  a spot  map  of  the  state  indicat- 
ing where  the  civil  defense  emergency  hospitals  are  pres- 
ently in  storage,  or  will  soon  arrive  for  storage.  Also  in  the 
mailing  was  a reference  list  for  obtaining  civil  defense 
literature  for  the  talk. 

At  the  January,  I960,  session,  a new  member,  Dr.  James 
R.  Schofield  of  Houston,  was  introduced. 

Participation  in  future  statewide  practice  defense  exercises 
was  discussed.  A survey  of  the  extent  of  medical  prepared- 
ness by  the  component  societies  was  thought  advisable,  and 
a committee  of  two,  Dr.  Fitch  and  Dr.  Schofield,  was  desig- 
nated to  prepare  a survey  form  to  be  presented  at  the  I960 
annual  session. 

Commendation  of  Dr.  Ralph  E.  Gray 

A resolution  commending  Dr.  Ralph  E.  Gray  for  out- 
standing service  on  behalf  of  the  Texas  Medical  Association 
was  read  and  approved  for  forwarding  to  the  Council  on 
Public  Relations  and  Public  Service,  as  follows: 

Whereas,  the  leaders  of  our  government  and  of  organ- 
ized medicine  in  this  country  have  urged  planning  for  the 
care  of  injured  and  evacuated  people  in  the  event  of  great 
disaster;  and 

Whereas,  Dr.  Ralph  E.  Gray,  of  Freeport,  chairman  of 
our  Committee  on  Emergency  Medical  Service,  has  demon- 
strated a sincere  interest  in  his  assigned  task;  and 

Whereas,  Dr.  Ralph  E.  Gray  has  provided  inspiration 
for  members  of  his  Committee,  and  since  he  has  been  able 
to  engender  such  a feeling  of  responsibility  and  urgency  on 
the  part  of  county  society  committees  as  to  bring  about 
the  development  and  improvement  of  disaster  plans;  and 

Whereas,  his  leadership  in  the  field  of  emergency  medi- 
cal service  has  resulted  in  the  prepositioning  in  all  areas 
of  our  state  of  67  stored  hospitals  of  200  patient  capacity 
in  the  interest  of  the  public’s  health  and  safety;  it  is  there- 
fore 

RESOLVED:  By  the  Committee  on  Emergency  Medical 
Service,  that  the  Council  on  Public  Relations  and  Public 
Service  present  the  services  of  Dr.  Ralph  E.  Gray  to  the 
attention  of  the  Executive  Board  with  the  recommendation 
that  the  works  of  Dr.  Ralph  E.  Gray  be  fully  recognized, 
and  that  he  be  suitably  honored  at  our  next  annual  con- 
vention. 

T.  E.  Dodd,  Chairman, 
C.  W.  Castle, 

James  R.  Schofield, 
James  F.  Fitch, 

Kurt  Lekisch, 

Ben  J.  Wilson, 

Ralph  A.  Munslow. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Com- 
mittee on  Emergency  Medical  Service  outlining  the  distribu- 
tion of  civil  defense  emergency  hospitals  allotted  to  Texas 
is  approved  and  its  adoption  is  recommended.  I so  move. 

[The  report  was  adopted.] 


14f(3),  REPORT  OF  COMMITTEE 
ON  INDUSTRIAL  HEALTH 

Program  on  Hospital  Employee's  Health 

A special  program,  "Your  Hospital  Employee’s  Health,” 
was  held  Saturday,  April  18,  1959,  in  conjunction  with 
the  annual  meeting  of  the  Texas  Medical  Association. 

Dr.  E.  Vincent  Askey  addressed  the  meeting  on  "Medi- 
cal Decisions  and  Leadership,”  and  this  paper  will  be  pub- 
lished in  the  Texas  State  Journal  of  Medicine.  Dr.  Robert 
J.  Potts  of  Dallas,  addressed  the  meeting  on  "Corridor 
Diagnoses;  Transitory  Treatments.”  His  paper  will  be  pub- 
lished in  the  journal,  Texas  Hospitals.  Lt.  Col.  Floyd  Berry, 
M.D.,  presented  a paper  on  "Engineering  Principles,”  which 
will  be  published  in  the  journal,  Hospital  Management. 

Recommendations 

The  Committee  on  Industrial  Health  made  the  following 
recommendations  to  the  Council  on  Public  Relations  and 
Public  Service  on  January  17,  I960: 

1.  Continue  support  of  occupational  health  programs  for 
hospital  employees. 

2.  Encourage  each  county  medical  society  to  have  a 
committee  on  occupational  health  for  educational  purposes. 

3.  Encourage  those  county  medical  societies  in  areas 
where  there  is  sufficient  industry  to  justify  it  to  have  one 
scientific  program  each  year  directed  toward  occupational 
health  problems  common  to  the  private  practice  of  medi- 
cine. 

4.  Establish  liaison  with  nurses  who  work  in  industry 
to  encourage  medical  supervision  of  all  industrial  nursing 
activities. 

5.  Encourage  medical  schools  to  include  instruction  in 
occupational  health  in  their  curriculums. 

6.  Reaffirm  our  recommendation  that  the  American 
Medical  Association’s  publication  "Scope,  Objectives,  and 
Functions  of  Occupational  Health  Programs”  be  endorsed. 

V.  C.  Baird,  Chairman, 
Ralph  G.  Greenlee, 
Carl  A.  Nau, 

S.  W.  Bradford, 

G.  B.  Stephenson, 

R.  H.  Thomason, 
Robert  J.  Potts, 

Max  E.  Johnson, 
William  E.  Sharp. 


Reference  committee  to  which  referred:  Legislation  and 
Public  Relations. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  The  various  recom- 
mendations by  the  Committee  on  Industrial  Health  in  sup- 
porting occupational  health  programs  for  hospital  em- 
ployees, encouraging  county  societies  to  have  committees 
on  occupational  health,  and  other  details  were  noted  and 
approved.  I move  adoption  of  this  report. 

[The  report  was  adopted.] 
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14f(4).  REPORT  OF  COMMITTEE 
ON  PUBLIC  HEALTH 

Orientation  of  Health  Officers 

The  chairman  brought  to  the  attention  of  the  Committee 
on  Public  Health  the  problem  of  the  shortage  of  full-time, 
well-trained  physicians  in  public  health.  It  was  also  men- 
tioned that  many  physicians  are  now  acting  as  part-time 
public  health  officers,  and  many  of  the  health  officers 
do  not  have  the  information  and  training  properly  to  per- 
form their  duties  as  health  officers.  It  was  recommended 
that  the  State  Department  of  Health  be  urged  to  provide 
facilities  for  orientation  of  part-time  city  and  county  health 
officers  and  that  the  city  and  county  officials  be  encouraged 
to  provide  the  necessary  funds  to  pay  the  expense  of  the 
physicians  attending  such  courses. 


Screening  for  Tuberculosis 

The  Committee  on  Tuberculosis  of  the  Texas  Medical 
Association  brought  to  the  attention  of  the  Committee  that 
that  Committee  suggested  that  all  employees  of  nurseries 
and  of  private  and  public  schools  should  be  given  an 
annual  preemployment  chest  examination.  The  Committee 
on  Public  Health  believes  that  this  suggestion  is  important 
in  the  prevention  of  the  spread  of  disease.  The  Committee 
recommended  that  the  importance  of  the  examination  of 
all  employees  be  brought  to  the  attention  of  all  county 
medical  societies  and  that  they  be  urged  to  take  the 
necessary  steps  to  assure  that  all  employees  of  nursery  and 
other  schools  caring  for  or  teaching  children  be  given 
the  necessary  tests  to  show  that  they  are  free  from  tubercu- 
losis. 


Protection  Against  Tetanus 

Additional  information  that  reached  the  Committee 
showed  that  many  adults  are  not  actively  protected  against 
tetanus.  The  Committee  recommended  that  an  increased  use 
of  tetanus  toxoid  be  recommended  and  all  physicians  be 
urged  to  maintain  continuous  protection  in  their  patients. 

Sam  H.  Gainer,  Chairman, 
Guy  T.  Denton, 

Morris  E.  Malakoff, 
William  E.  Lockhart,  Jr., 
Austin  Hill, 

Ben  Primer,  Sr., 

Sam  A.  Nixon, 

Thomas  H.  Diseker, 

J.  E.  Peavy. 

Reference  committee  to  which  referred:  Legislation  and 
Public  Relations. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  Report  of  Committees 
on  Public  Health:  Orientation  of  health  officers  and  screen- 
ing for  tuberculosis  and  protection  against  tetanus  are  all 
worthwhile  projects  and  the  committee  is  to  be  commended. 
Mr.  Speaker,  I move  the  acceptance  of  this  report. 

[The  report  was  adopted.] 


14f(5).  REPORT  OF  COMMITTEE 
ON  RURAL  HEALTH 

The  Committee  on  Rural  Health  has  no  report  at  this 
time.  A report  will  be  submitted  after  the  Committee  meets 
in  April. 


14f(5).  SUPPLEMENTARY  REPORT  OF 

COMMITTEE  ON  RURAL  HEALTH 

One  of  the  primary  purposes  of  the  Committee  on 
Rural  Health  meeting  was  to  attempt  to  rejuvenate  the 
committee  due  to  the  fact  that  the  committee  has  had 
three  chairmen  in  the  past  year  and  as  a result  of  this 
rapid  change  of  chairmanship  and  committee  members,  we 
have  not  had  a committee  program  outlined  for  us. 

The  committee’s  old  business  pertaining  to  poison  centers 
was  discussed  during  the  meeting.  There  was  not  outstand- 
ing or  previous  business  discussed  in  this  meeting. 

In  today's  meeting,  the  committee  was  happy  to  have 
some  informative  comments  from  Mr.  Richard  Nelson,  who 
attended  the  meeting  as  a representative  of  the  American 
Medical  Association.  Mr.  Nelson  pointed  out  the  advantages 
of  this  committee  attempting  to  work  with  the  Farm  Bu- 
reau in  the  state  of  Texas.  He  pointed  out  that  the  Bureau 
is  among  the  more  conservative  farm  organizations  and  has 
a membership  of  about  6,000,000  people  in  the  United 
States.  He  also  pointed  out  that  the  Farm  Bureau  is  at- 
tempting to  set  up  Health  Committees  over  the  nation. 
Due  to  this  endeavor  this  committee  felt  it  would  be  bet- 
ter to  attempt  liaison  with  the  Farm  Bureau  to  help  estab- 
lish a basis  for  policy-making  in  regard  to  their  rural  health 
problems.  The  Committee  feels  it  would  be  better  to  be  in 
on  the  organization  of  this  policy-making  whereas  we 
could  lend  a helping  hand  rather  than  to  wait  for  the 
committee  to  be  formed  and  possibly  thereby  avoiding  a 
future  difference  of  policy.  The  chairman  appointed  Dr. 
J.  G.  Sanders  and  Dr.  R.  Henry  Harrison  to  represent 
them  (the  committee)  in  its  endeavor  with  the  Farm  Bu- 
reau. 

The  committee  acted  on  a letter  from  Dr.  James  Sam- 
mons from  Highlands,  Texas.  We  felt  that  this  committee 
would  need  more  information  before  it  could  take  action 
on  Dr.  Sammons’  suggestions  about  rural  sewerage  prob- 
lems. 

Dr.  Clifford  R.  Haynes  reported  on  a meeting  of  the 
Youth  Power  Food  Comes  First  Committee.  He  has  been 
appointed  on  the  committee  to  further  investigate  the 
food  problems  of  youth.  Due  to  dissension  within  the  com- 
mittee on  youth  problems,  the  purposes  of  the  meeting 
were  not  accomplished. 

The  Committee  on  Rural  Health  agreed  that  physicians 
in  rural  areas  should  participate  whenever  asked  in  civic 
activities  to  keep  close,  personal  contact  with  the  wide- 
spread groups  of  patients. 

Curtis  Haley,  Chairman, 
J.  G.  Sanders, 

Leta  N.  Boswell. 

John  B.  Miller, 

R.  Henry  Harrison, 
John  S.  Primomo, 

Roy  E.  Wilson, 

Clifford  R.  Haynes, 

E.  W.  Schmidt. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  William  Klingensmith,  Amarillo:  The  report  of 
the  Committee  on  Rural  Health  was  studied.  We  recognize 
the  difficulties  that  this  Committee  has  had  and  hope  it 
will  function  during  the  coming  year.  I move  the  adoption 
of  this  report. 

[The  report  was  adopted.] 


14f(6).  REPORT  OF  COMMITTEE 
ON  SCHOOL  HEALTH 

The  Committee  on  School  Health  met  in  Austin  in 
September,  1959,  and  again  in  January,  I960.  The  Com- 
mittee report  follows: 

1.  The  third  Statewide  Conference  on  Physicians  and 
Schools  will  be  held  in  Dallas  on  April  4,  I960,  devoted 
to  the  topic,  "The  Emotional  Growth  of  the  Child.”  The 
Committee  expects  about  300  to  attend.  This  conference 
has  been  planned  by  Dr.  Edwin  L.  Rippy.  Physicians  in 
private  practice  are  urged  to  attend. 

2.  The  Committee  considered  tuberculosis  among  school 
personnel  and  recommends  that  the  Texas  Medical  Associa- 
tion strongly  urge  that  all  school  personnel  such  as  teach- 
ers, food  handlers,  bus  drivers,  and  custodians  have  annual 
chest  x-rays  to  help  detect  cases  of  tuberculosis. 

3.  The  Committee  on  School  Health  had  two  members 
present  at  the  Governor’s  Conference  on  the  I960  White 
House  Conference  on  Children  and  Youth.  The  Committee 
feels  that  the  conclusions  and  recommendations  reached  by 
the  section  on  health  as  reported  by  the  Governor's  Con- 
ference on  Youth  were  based  upon  a survey  so  limited  in 
time  and  scope  that  the  recommendations  and  conclusions 
made  are  without  value.  The  Committee  wishes  to  protest 
this  portion  of  the  report,  and  the  Committee  recommends 
that  the  Committee  on  Mental  Health  review  the  Gov- 
ernor’s Conference  and  make  a recommendation  to  the 
Texas  Medical  Association. 

4.  A member  of  the  Committee  was  selected  to  serve  as 
consultant  to  the  Work  Conference  for  Health  Coordinators 
in  Public  Schools  to  be  held  at  the  University  of  Texas  in 
the  summer  of  I960. 

5.  A member  of  the  Committee  attended  the  seventh 
National  Conference  on  Physicians  and  Schools  in  High- 
land Park,  111.,  in  October,  1959.  This  was  sponsored  by 
the  American  Medical  Association.  This  meeting  was  well 
attended  by  people  from  all  over  the  United  States.  It  is 
recommended  that  more  physicians  in  private  practice  be 
urged  to  attend  in  1961  as  the  majority  of  the  delegates 
were  people  from  universities,  health  departments,  Depart- 
ment of  HEW,  and  others  on  public  payrolls. 

R.  K.  Arnett,  Chairman, 
J.  Collier  Rucker, 

E.  E.  Addy,  Jr., 

L.  H.  Leberman, 

M.  T.  Braswell, 

Jay  J.  Johns, 

Paul  H.  Mitchell, 

P.  D.  Terrell, 

Edwin  L.  Rippy. 

Reference  committee  to  which  referred:  Legislation  and 
Public  Relations. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr,  Jack  M.  Partain,  San  Antonio:  The  report  of  the 
Committee  on  School  Health  was  noted  and  was  approved. 
The  committee  feels  that  programs  similar  to  the  one 
given  in  Dallas  on  April  4,  I960,  with  the  cooperation  of 
the  Dallas  Independent  School  District  be  commended  and 
recommended  to  other  localities.  Mr.  Speaker,  I move  the 
acceptance  of  this  report. 

[The  report  was  adopted.] 


14f(6)(a).  REPORT  OF  APPOINTEE  TO 

ADVISORY  COMMITTEE  TO  STATE 
BOARD  OF  EDUCATION 

The  Appointee  to  the  Advisory  Committee  to  the  State 
Board  of  Education  has  no  report  to  make  at  this  time. 

Jay  J.  Johns. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  William  Klingensmith,  Amarillo:  I move  the  adop- 
tion of  this  report. 

[The  report  was  adopted.] 

14f(7).  REPORT  OF  COMMITTEE 

ON  TRANSPORTATION  SAFETY 

The  Committee  on  Transportation  Safety  was  appointed 
for  the  first  time  early  in  1959.  It  met  at  the  time  of  the 
San  Antonio  meeting  of  the  Texas  Medical  Association 
and  discussed  a program  of  work  for  the  year. 

An  editorial  on  Texas  Physicians  and  Traffic  Safety  ap- 
peared in  the  January  issue  of  the  Texas  State  Journal  of 
Medicine.  It  is  an  outline  of  the  work  the  Committee 
deems  urgent  and  feasible  at  this  time. 

The  Committee  suggested  to  the  Executive  Board  that  all 
county  medical  societies  appoint  committees  on  transporta- 
tion safety  to  carry  out  this  program  on  a local  level.  Many 
county  medical  societies  have  appointed  such  committees 
and  the  Committee  is  in  touch  with  them. 

The  Committee  has  prepared  and  sent  out  to  the  local 
committees  a package  of  material  on  proper  care  of  traffic 
injuries,  on  safety  features  in  automobiles,  and  on  defici- 
encies in  present  traffic  laws.  This  package  also  contains 
a transcript  of  an  address  the  Committee’s  chairman  made 
before  the  Student-Parent-Teacher  Association  at  the  Har- 
lingen High  School.  This  package  was  also  sent  to  the 
officers  of  Texas  Medical  Association. 

The  Committee  will  endeavor  to  present  an  exhibit  on 
traffic  accidents  at  the  I960  annual  session  in  Fort  Worth. 

The  Committee  has  been  in  close  touch  with  the  Texas 
Ophthalmological  Association;  this  association  is  working 
on  revised  standards  of  vision  screening  tests  given  by  the 
examiners  of  the  Drivers  License  Division  of  Texas  State 
Department  of  Public  Safety.  It  hopes  that  these  standards 
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will  be  accepted  by  the  Drivers  License  Division  in  the 
near  future. 

The  Committee  hopes  to  have  vigorous  cooperation  by 
the  county  medical  societies'  committees  on  transportation 
safety  and  to  exert  through  them  a strong  influence  upon 
the  public. 

Heinrich  Lamm,  Chairman, 
Otto  Lippmann, 

William  H.  Neil, 

D.  R.  Knapp, 

Linwood  H.  Denman, 

Boyd  D.  Alexander, 
William  T.  Payne, 

Thomas  A.  Searcy, 

Mario  Palafox. 

Reference  committee  to  ivhich  referred:  Medical  Service 
and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  report  of  the  Com- 
mittee on  Transportation  Safety  calling  attention  to  the 
desire  that  all  county  medical  societies  have  a committee  on 
transportation  safety  and  to  the  efforts  of  the  committee 
relating  to  other  matters  of  safety  and  to  the  proper  care 
of  traffic  injuries  is  approved  and  its  adoption  recom- 
mended. I so  move. 

[The  report  was  adopted.] 


14g.  REPORT  OF  COUNCIL  ON 
SCIENTIFIC  ADVANCEMENT 

The  Council  on  Scientific  Advancement  met  for  the  first 
time  on  September  26,  and  then  again  January  16. 

The  following  reports  and  recommendations  were  brought 
before  the  Council  for  action: 

a.  The  Committee  on  Cancer  requested  that  the  Texas 
Medical  Association  approve  a cancer  prevention  study 
sponsored  by  the  American  Cancer  Society.  This  is  a 6 
year  confidential  study  of  representative  American  families 
and  is  being  conducted  in  an  attempt  to  find  common 
epidemiological  factors  in  cancer.  The  committee  also  recom- 
mended that  the  Council  approve  the  reactivation  of  the 
State  Coordinating  Committee  on  Cancer,  Dr.  Paul  Gray 
and  Dr.  Albert  W.  Hartman  representing  the  Texas  Medical 
Association  and  one  member  each  to  be  appointed  from  the 
various  medical  schools  of  Texas. 

b.  The  Committee  on  Maternal  Mortality  recommended 
that  the  limit  of  membership  of  the  Committee  be  in- 
creased to  a maximum  of  15  in  order  to  facilitate  the  ef- 
fectiveness of  the  committee  and  provide  increased  dis- 
semination of  information  throughout  various  areas  of  the 
state  which  are  not  easily  reached  now.  This  request  was 
referred  to  the  Council  on  Constitution  and  By-Laws. 

c.  The  Committee  on  Mental  Health  recommended  that 
the  Texas  Medical  Association  send  a personal  letter  to 
each  of  its  members  reaffirming  the  doctor’s  right  to  employ 
aides  in  diagnosis  and  treatment,  but  pointing  out  that 
members  of  the  Texas  Medical  Association  are  referring 
patients  to  nonsupervised  people  and  of  the  hazardous,  un- 
ethical, and  illegal  nature  of  this  practice.  It  further  was 
recommended  that  the  Association  request  the  Texas  State 


Board  of  Medical  Examiners  to  inform  all  Texas  physicians 
by  letter  that  this  practice  is  unethical  and  illegal,  and 
that  the  physician  who  does  so  jeopardizes  his  license.  It 
also  was  recommended  that  this  be  published  in  the  Texas 
State  Journal  of  Medicine. 

The  Legislative  Budget  Board  of  the  State  of  Texas 
asked  the  Committee  on  Mental  Health  for  several  answers 
to  questions.  The  Budget  Board  requested  that  Mr.  Willis- 
ton  ask  permission  for  the  Texas  Medical  Association’s 
Committee  on  Mental  Health  to  meet  jointly  with  the 
Board  for  State  Hospitals  and  Special  Schools  and  the 
Advisory  Board  of  the  Mental  Health  Division  of  the 
State  Department  of  Health  to  evaluate  the  preventive 
program  in  mental  health  administered  by  the  Department 
of  Health. 

d.  The  Committee  on  Tuberculosis  reported  that  there 
are  only  36  public  health  tuberculosis  clinics  in  the  state 
leaving  3,500,000  persons  without  tuberculosis  facilities 
for  those  unable  to  afford  private  medical  care.  In  the  ab- 
sence of  such  clinical  facilities  in  a community,  many  medi- 
cally indigent  patients  have  no  or  inadequate  treatment  for 
tuberculosis.  In  view  of  these  facts,  the  Committee  on 
Tuberculosis  recommends  to  the  House  of  Delegates  that 
it  go  on  record  favoring  the  establishment  of  sufficient 
tuberculosis  clinic  facilities  to  render  adequate  public  health 
services  in  this  field  throughout  all  the  state. 

e.  The  Committee  on  Nuclear  Medicine  reported  the 
mapping  out  of  a tentative  program  for  the  symposium 
which  the  committee  is  sponsoring  in  connection  with  the 
I960  annual  session.  The  title  of  the  symposium  will  be 
"The  Biologic  Aspects  of  Fallout  and  Radioactive  Waste 
Disposal,”  which  is  scheduled  for  Saturday  afternoon,  April 
9,  in  Fort  Worth.  The  committee  requested  an  annual 
budget  of  $2,000  to  help  defray  expenses  incurred  through- 
out the  year  in  putting  on  the  annual  symposiums  and  the 
publication  of  the  directory.  The  request  was  referred  to 
the  Board  of  Trustees. 

f.  The  Southern  Medical  Association  has  invited  mem- 
bers of  the  Texas  Medical  Association  to  nominate  candi- 
dates for  three  awards — the  Research  Medal,  Distinguished 
Service  Award,  and  the  Seale  Harris  Medal — given  by  the 
Southern  Medical  Association  in  recognition  of  outstanding 
work  and  service  by  physicians  in  the  southern  territory. 
The  Council  on  Scientific  Advancement  is  accepting  these 
nominations.  The  Southern  Medical  Association  requested 
that  an  article  concerning  the  awards  be  printed  in  the 
Texas  State  Journal  of  Medicine. 


14g.  SUPPLEMENTARY  REPORT  OF  COUNCIL 
ON  SCIENTIFIC  ADVANCEMENT 

The  council  reviewed  the  report  of  the  Committee  on 
Cancer  stressing  the  approval  of  the  Texas  Cancer  Co- 
ordinating Council  and  the  epidemiological  study  of  the 
American  Cancer  Society. 

The  work  of  the  Committee  on  Cardiovascular  Disease 
as  a supplement  to  the  Texas  Heart  Association  was  ap- 
proved. It  commends  the  speakers  bureau  and  the  pages 
published  in  the  Texas  State  Journal  of  Medicine  each 
month. 

The  Committee  on  Maternal  Mortality  is  encouraging 
the  organization  of  County  Maternal  Mortality  Committees 
and  the  reporting  of  maternal  deaths.  To  further  this,  papers 
and  editorials  have  been  published  and  a questionnaire 
distributed  to  the  physicians  throughout  the  state.  To  in- 
crease the  spread  of  this  information  through  areas  of  the 
state  not  represented,  the  committee  has  requested  that  the 
standing  committee  be  increased  to  a maximum  of  15.  The 
Council  endorsed  this  committee’s  request. 
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The  Council  approved  the  report  of  the  Committee  on 
Mental  Health  as  stated  in  the  Handbook. 

In  a Supplementary  Report  of  the  Committee  on  Mental 
Health,  Dr.  Talkington  reported  that  this  committee  met 
with  the  State  Board  for  State  Hospitals  and  Special 
Schools,  and  the  Advisory  Board  of  the  Mental  Health  Divi- 
sion of  the  Texas  State  Department  of  Health  to  find  the 
answers  to  the  questions  asked  by  the  Legislative  Budget 
Committee  of  the  State  of  Texas: 

1.  An  evaluation  of  the  preventive  program  in  mental 
health  presently  administered  by  the  State  Department  of 
Health. 

(a)  Is  that  program  effective  and  useful? 

(b)  Is  it  adapted  to  realistic  needs  in  Texas? 

(c)  What  is,  or  should  be,  the  local  community's 
role  and  responsibility  in  such  a program? 

2.  To  the  extent  that  a state  government  has  any  re- 
sponsibility for  such  a program,  where  should  the  admin- 
istration of  it  be  organizationally  located?  (That  is,  in  the 
Health  Department — Board  for  Texas  State  Hospitals  and 
and  Special  Schools — or  perhaps  somewhere  else? ) 

This  group  had  at  least  three  meetings  since  I last  re- 
ported and  here  are  some  of  their  answers: 

1.  That  the  preventive  program  in  mental  health  pres- 
ently administered  by  the  State  Department  of  Health 

(a)  Is  an  effective  and  useful  program, 

(b)  It  is  adapted  to  realistic  needs  in  Texas,  and 

(c)  The  local  community  should  and  does  assume  the 
responsibility  for  staffing  regional  health  centers 
and  should  and  does  assume  more  than  90  per 
cent  of  the  financial  responsibility. 

2.  For  the  time  being,  the  administration  of  the  program 
should  be  organizationally  located  in  the  Department  of 
Health. 

It  is  further  recommended: 

1.  A full-time  qualified  psychiatrist  be  obtained  to  head 
the  Division  of  Mental  Health;  and, 

2.  That  serious  consideration  be  given  to  placing  this 
department  and  the  total  state  mental  health  hospital  op- 
eration under  a separate  and  distinct  administration  such 
as  a Department  of  Mental  Health  headed  by  a Commis- 
sioner of  Mental  Health. 

The  Council  wishes  to  commend  the  Committee  on  Nu- 
clear Medicine  and  Dr.  Allen  for  the  symposium,  "Medi- 
cal Significance  of  Fallout  and  Problems  of  Radioactive 
Waste  Disposal,”  which  was  held  this  afternoon.  It  urges 
that  a budget  be  provided  for  its  continuance  and  for  the 
publication  of  its  Directory  of  Personnel  Available  for 
Survey  in  Event  of  an  Atomic  Disaster  in  Texas. 

The  Council  approved  unanimously  the  report  of  the 
Committee  on  Spas,  a subcommittee  of  the  Council,  for 
its  scientific  exhibit  and  its  preparation  of  a file  for  super- 
vised spas  of  the  United  States  to  be  placed  on  file  in  the 
Association  Library. 

The  Council  approved  the  report  of  the  Committee  on 
Tuberculosis  as  published  in  the  Handbook.  Because  of  the 
nature  of  some  of  its  work,  a supplementary  report  may 
be  necessary  to  complete  the  Committee’s  business. 

J.  E.  Miller,  Chairman, 

Paul  M.  Gray, 

George  E.  Clark,  Jr., 

Perry  C.  Talkington, 

Herbert  C.  Allen, 

Elliott  Mendenhall, 

Stewart  A.  Fish, 

F.  W.  Yeager  (ex  officio), 

C.  Lincoln  Williston  (ex  officio). 


Reference  committee  to  which  referred,:  Scientific  Work; 
except  recommendations  on  Committee  on  Maternal  Mor- 
tality, Constitution  and  By-Laws;  supplementary  report  of 
Committee  on  Mental  Health,  Miscellaneous  Business. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  Report  of  the  Council  on  Scientific  Advancement, 
with  the  exception  of  the  recommendations  on  Committee 
on  Maternal  Mortality,  found  nothing  objectionable  in  the 
report,  and  unanimously  voted  for  its  adoption.  I move  the 
adoption  of  this  portion  of  the  report. 

[The  report  was  adopted.] 

The  committee  considered  the  Supplementary  Report  of 
the  Council  on  Scientific  Advancement  except  recommenda- 
tions on  Committee  on  Maternal  Mortality  and  unanimous- 
ly voted  for  its  adoption.  I move  the  adoption  of  this  por- 
tion of  the  report. 

[The  report  was  adopted.] 


REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas,  Austin:  Concerning  the  recom- 
mendation that  the  Committee  on  Maternal  Mortality  be 
increased  to  15  members  the  reference  committee  feels  that 
the  increase  in  membership  is  justified,  and  accordingly, 
the  following  change  in  the  by-laws  is  recommended:  In 
Chapter  VIII,  Section  2b,  change  the  first  sentence  of  this 
section  to  read:  "Standing  committees  shall  consist  of 
three,  five,  seven,  or  nine  members,  with  the  exception  of 
the  Committee  on  Maternal  Mortality  which  may  have  15 
members.” 

[The  report  was  adopted.] 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  Supplementary  Report  of 
Committee  on  Mental  Health : The  Committee  approves 
this  report  with  the  deletion  of  No.  2 under  the  heading, 
"further  recommendations”  which  deals  with  creating  a 
new  and  separate  Department  of  State  Government.  I 
move  the  adoption  of  the  report  minus  the  above  named 
deletion. 

[The  report  was  adopted.] 


14g(l).  REPORT  OF  COMMITTEE 
ON  BLOOD  BANKS 

Since  the  Committee  on  Blood  Banks  has  not  had  a 
formal  meeting  since  the  last  annual  report,  it  will  not  be 
pertinent  to  publish  an  annual  report  for  1959- 

O.  J.  Wollenman,  Jr.,  Chairman, 
Charles  F.  Pelphrey, 

George  Turner, 

John  M.  Travis,  Jr., 

K.  P.  Wittstruck, 

Robert  H.  Mitchell. 

Reference  committee  to  which  referred:  Scientific  Work. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  There  was  no  report  to 
consider  from  the  Committee  on  Blood  Banks;  therefore  no 
action  was  taken.  I move  the  adoption  of  this  portion  of 
the  report. 

[The  report  was  adopted.] 


14g(2).  REPORT  OF  COMMITTEE  ON  CANCER 

The  Committee  on  Cancer  has  continued  to  explore  ways 
of  maintaining  and  improving  care  of  cancer  patients.  It 
has  close  liaison  with  the  American  Cancer  Society  and 
the  State  Health  Department.  Three  members  of  the  Com- 
mittee attended  a Regional  Cancer  Conference  in  Ardmore, 
Okla.,  September  16  and  17,  sponsored  by  the  Department 
of  Health,  Education,  and  Welfare. 

It  has  recommended  that  the  Texas  Medical  Association 
approve  the  American  Cancer  Society’s  cancer  prevention 
study  and  that  the  Texas  Cancer  Coordinating  Council  be 
reactivated.  The  Committee  is  to  recommend  to  the  Co- 
ordinating Council  that  the  council  be  enlarged  to  include 
one  member  appointed  from  each  medical  school  in  the 
state. 

The  Cancer  Committee's  exhibit,  "Cancer  in  Texas  To- 
day,” was  set  up  at  the  American  Medical  Association  clin- 
ical meeting  in  Dallas  December  1-4  and  at  the  Texas 
Public  Health  Association  meeting  in  Galveston  February 
21-24.  A joint  exhibit  with  the  American  Cancer  Society 
is  to  be  at  the  Texas  Medical  Association  annual  session  in 
Fort  Worth. 

Discussions  of  tumor  registries,  consolidation  of  local 
tumor  registries,  stimulation  of  the  approval  of  the  Amer- 
ican Cancer  Society’s  film,  "Time  and  Two  Women,”  at 
local  levels,  and  a closer  liaison  with  the  county  committees 
on  cancer  were  held.  It  is  proposed  to  have  a luncheon 
meeting  with  representatives  of  the  county  cancer  commit- 
tees at  annual  session,  with  the  emphasis  on  the  problems 
and  duties  of  the  committee  at  the  local  level. 

PAUL  M.  Gray,  Chairman, 
Tom  B.  Bond, 

Howard  R.  Dudgeon,  Jr., 
R.  Lee  Clark,  Jr., 
Richard  G.  Granbery, 
Albert  W.  Hartman, 

J.  L.  Goforth, 

David  H.  Allen, 

Samuel  J.  Merrill. 

Reference  committee  to  which  referred:  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  report  of  the  Committee  on  Cancer,  and  unani- 
mously voted  for  its  adoption.  I move  the  adoption  of  this 
portion  of  the  report. 

[The  report  was  adopted.] 


14g(3).  REPORT  OF  COMMITTEE 

ON  CARDIOVASCULAR  DISEASE 

The  Committee  on  Cardiovascular  Disease  of  the  Texas 
Medical  Association  is  acting  to  supplement,  but  not  sup- 
plant, activities  of  the  Texas  Heart  Association. 

The  Committee  has  set  up  a speaker’s  bureau  available 
for  county  medical  society  meetings,  and  the  bureau  has 
been  well  received. 

In  conjunction  with  the  Texas  Heart  Association,  the 
committee  publishes  a page  in  the  Journal  each  month  on 
topical  subjects  referrable  to  cardiovascular  disease. 

No  further  activities  are  contemplated  at  the  moment. 

George  E.  Clark,  Jr.,  Chairman, 
George  R.  Herrmann, 

Robert  E.  Leslie, 

W.  Frank  McKinley,  Jr., 

H.  H.  Latson, 

Fred  D.  Spencer,  Jr., 

Paul  V.  Ledbetter, 

P.  K.  Smith, 

James  B.  Stubbs. 

Reference  committee  to  which  referred:  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  report  of  the  Committee  on  Cardiovascular  Disease 
and  unanimously  voted  its  adoption.  I move  the  adoption 
of  this  portion  of  the  report. 

[The  report  was  adopted.] 


14g(4).  REPORT  OF  COMMITTEE 

ON  MATERNAL  MORTALITY 

During  the  past  year  the  Committee  on  Maternal  Mor- 
tality of  the  Texas  Medical  Association  has  accomplished 
the  following  Committee  objectives: 

1.  The  Committee  has  encouraged  the  organization  of 
a maternal  mortality  committee  by  the  El  Paso  County 
Medical  Society.  At  present  this  committee  is  functioning 
with  a high  degree  of  efficiency.  This  is  the  first  local 
committee  to  be  established  in  Texas  in  the  past  5 years, 
and  the  local  medical  society  has  proven  to  be  very  inter- 
ested and  deserves  considerable  credit  for  adding  this  com- 
mittee to  the  county  medical  organization.  It  is  hoped  that 
the  Committee  on  Maternal  Mortality  of  the  Texas  Medi- 
cal Association  will  be  able  to  promote  and  encourage  the 
formation  of  other  local  committees,  and  plans  are  under 
way  at  present  for  the  accomplishment  of  this  objective. 

2.  An  editorial  entitled  "Safety  in  Numbers?”  was  pub- 
lished in  the  Texas  State  Journal  of  Medicine  in  September, 
1959.  This  editorial  dealt  with  certain  data  obtained  from 
the  previous  year’s  study  and  also  pointed  out  the  necessity 
of  maintaining  a state  Committee  on  Maternal  Mortality. 

3.  The  chairman  of  the  Committee  presented  a paper  en- 
titled "Maternal  Death  Due  to  Chickenpox”  on  February 
13,  1960,  at  the  annual  meeting  of  the  Texas  Association 
of  Obstetricians  and  Gynecologists.  This  paper  discussed  4 
maternal  deaths  from  chickenpox  which  were  reviewed  by 
the  Committee  during  the  past  2 years.  It  is  evident  from 
this  study  that  chickenpox  is  a potentially  fatal  disease  in 
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adults.  It  is  hoped  that  the  awareness  of  this  fact  will  alert 
physicians  in  Texas  to  this  problem. 

4.  The  Committee  office  has  established  a Disease  Index 
File  for  the  purpose  of  tabulating  data  received  on  the 
Maternal  Mortality  Study  Questionnaire.  This  is  a new 
project  which  had  not  been  undertaken  previously,  and  as 
of  January  1,  I960,  it  is  possible  for  Committee  members 
to  obtain  organized  data  for  study  purposes. 

5.  The  Committee  has  brought  up  to  date  the  request 
for  summary  letters  from  physicians  throughout  the  state 
who  have  completed  study  questionnaires  and  requested  a 
Committee  summary. 

6.  The  Committee  has  organized  a system  for  achieving 
as  complete  reporting  of  maternal  deaths  as  possible.  After 
the  initial  Maternal  Mortality  Study  Questionnaire  has 
been  sent,  two  subsequent  notifications  are  sent  if  the  ques- 
tionnaire is  not  returned.  These  are  personal  letters  and 
designed  to  encourage  cooperation.  If  the  questionnaires 
are  not  returned  after  these  three  requests,  members  of  the 
Committee  in  various  geographical  areas  are  then  to  estab- 
lish personal  contact  with  the  physician  if  possible.  The 
response  of  physicians  in  Texas  to  the  Committee  inquiries 
has  been  gratifying  since  this  system  has  been  in  operation. 

7.  The  Committee  has  reviewed  106  maternal  deaths 
which  have  occurred  in  Texas  during  the  period  January, 
1958,  to  July,  1959.  At  present  there  are  73  maternal 
deaths  awaiting  review  by  the  Committee. 

8.  The  Committee  will  lose  the  invaluable  assistance  of 
Dr.  C.  P.  Hawkins  on  April  15,  I960.  The  Committee 
wishes  to  express  its  appreciation  for  his  faithful  support 
of  this  Committee  during  the  time  which  he  has  served. 

Recommendations 

The  Committee  recommends  that  the  limit  of  member- 
ship of  this  standing  committee  be  increased  to  a maximum 
of  15.  It  is  not  planned  to  increase  the  membership  to  this 
limit  at  present  but  it  is  felt  that  several  areas  of  the 
state  are  not  adequately  represented  with  the  present 
membership. 

Increasing  the  membership  would  facilitate  the  effective- 
ness of  reporting  maternal  deaths  and  would  provide  in- 
creased dissemination  of  information  throughout  various 
areas  of  the  state  which  are  not  now  easily  reached. 

Stewart  A.  Fish,  Chairman, 
E.  K.  Blewett, 

Donald  M.  Gready, 

C.  P.  Hawkins, 

W.  H.  Jondahl, 

R.  E.  Moon, 

Garth  L.  Jarvis, 

William  R.  Knight,  III, 
Carl  F.  Moore,  Jr. 

Reference  committee  to  which  referred:  recommendation, 
Constitution  and  By-Laws;  remainder,  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas,  Austin:  Concerning  the  recom- 
mendation that  the  Committee  on  Maternal  Mortality  be 
increased  to  15  members  the  reference  committee  feels  that 
the  increase  in  membership  is  justified,  and  accordingly, 
the  following  change  in  the  by-laws  is  recommended:  In 
Chapter  VIII,  Section  2b,  change  the  first  sentence  of  this 
section  to  read:  "Standing  committees  shall  consist  of 


three,  five,  seven,  or  nine  members,  with  the  exception  of 
the  Committee  on  Maternal  Mortality  which  may  have  15 
members.” 

[The  report  was  adopted.] 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  report  of  the  Committee  on  Maternal  Mortality, 
with  the  exception  of  the  recommendations,  and  unani- 
mously voted  for  its  adoption.  I move  the  adoption  of  this 
portion  of  the  report. 

[The  report  was  adopted.] 


14g(5).  REPORT  OF  COMMITTEE 
ON  MENTAL  HEALTH 


The  Committee  on  Mental  Health  met  on  September 
26,  1959,  and  January  16,  I960. 

Referral  to  Nonphysicians 

Information  was  obtained  from  Texas  Medical  Associa- 
tion Counsel,  American  Medical  Association,  American  Psy- 
chiatric Association,  Texas  District  Branch  of  American 
Psychiatric  Association,  Texas  Neuropsychiatric  Association, 
and  the  Texas  State  Board  of  Medical  Examiners.  Based 
on  the  facts  at  hand  this  Committee  recommended  to  the 
Council  for  Scientific  Advancement  that  the  Texas  Medical 
Association  use  its  various  means  of  communication  to 
inform  its  membership  that  the  practice  of  referring  pa- 
tients to  nonphysicians  is  unethical.  It  was  further  recom- 
mended that  the  Texas  State  Board  of  Medical  Examiners 
advise  that  any  Texas  physician  who  does  so  places  his 
own  license  in  jeopardy. 

Psychiatric  Education  of  General  Practitioners 

On  January  16,  I960,  it  was  agreed  that: 

a.  The  Texas  Academy  of  General  Practice,  under  its 
Committee  on  Mental  Health,  would  be  asked  to  set  up, 
as  Class  I,  psychiatric  education  for  its  members; 

b.  The  psychiatric  representatives  would  set  up  a cur- 
riculum for  psychiatric  education  of  general  practitioners 
and  see  that  this  program  be  instituted  first  in  three  pri- 
mary areas  of  the  state,  each  one  of  which  would  be  re- 
moved geographically  from  major  teaching  centers;  and 

c.  This  program  should  be  in  operation  by  July  1,  I960. 

Texas  Programs 

The  Legislative  Budget  Director  of  the  State  of  Texas 
asked  this  Committee  for  an  evaluation  of  the  "preventive” 
program  in  mental  health  presently  administered  by  the 
State  Department  of  Health,  including  its  effectiveness  and 
usefulness,  its  adaption  to  realistic  needs  in  Texas,  and  the 
local  community  role  and  responsibility  in  such  a program. 
Advice  was  asked  as  to  where  its  administration  should  be 
organizationally  located. 

This  Committee,  in  order  to  obtain  factual  information, 
met  with  the  Mental  Health  Advisory  Council  of  the 
State  Department  of  Health  in  Austin  on  February  20  and 
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with  the  Board  for  State  Hospitals  and  Special  Schools  in 
March,  I960. 

P.  C.  TALKINGTON,  Chairman, 
A.  D.  Pattillo, 

Dorothy  Wyvell, 

Robert  L.  Johnson, 

Robert  W.  Johnson, 

P.  C.  Palasota, 

Holland  C.  Mitchell, 
Frank  S.  Schoonover. 

Reference  committee  to  which  referred.:  Scientific  Work. 

[Note:  The  Supplementary  Report  of  Committee  on 
Mental  Health  was  included  in  the  Supplementary  Report 
of  the  Council  on  Scientific  Advancement.] 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  con- 
sidered the  report  of  the  Committee  on  Mental  Health  and 
unanimously  voted  for  its  adoption,  and  I so  move. 

[The  report  was  adopted.] 


14g(8).  REPORT  OF  COMMITTEE  ON  SPAS 

The  Committee  on  Spas  has  had  as  its  project  this  year 
the  preparation  of  a scientific  exhibit  to  be  shown  at  the 
meeting  of  the  Texas  Medical  Association  in  Fort  Worth, 
April,  I960. 

Brochures  of  medically  supervised  spas  of  the  United 
States  are  being  prepared  and  will  be  placed  on  file  at 
the  Association  Library  for  use  by  physicians  of  Texas.  De- 
tails of  each  spa,  such  as  facilities  available,  types  of  con- 
ditions which  receive  the  greatest  benefit,  and  physicians 
in  charge  who  are  responsible  for  medical  supervision,  will 
be  available  in  the  spa  file. 

Several  papers  on  spa  therapy  are  being  prepared  and 
will  be  submitted  some  time  in  I960. 

It  is  requested  by  the  Committee  on  Spas  that  a perma- 
nent committee  on  spas  be  set  up  by  the  Texas  Medical 
Association. 

Neil  D.  Buie,  Chairman, 
John  B.  Barnett, 
Waldo  B.  Lasater, 

W.  K.  Logsdon, 

Edward  F.  Yeager. 


Reference  committee  to  which  referred:  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  report  of  the  Committee  on  Spas  and  unanimously 
voted  for  its  adoption,  and  I so  move. 

[The  report  was  adopted.] 


14g(9).  REPORT  OF  COMMITTEE 
ON  TUBERCULOSIS 

The  Committee  on  Tuberculosis  has  continued  its  efforts 
in  an  educational  program  for  the  physicians  of  Texas. 

The  Committee  is  sponsoring  an  exhibit  on  tuberculosis 
at  the  Texas  Medical  Association  meeting  in  Fort  Worth  in 
April. 

Several  discussions  were  held  concerning  the  advisability 
of  introducing  into  Texas  an  accreditation  program  in  tu- 
berculosis control  through  the  public  school  system.  It  was 
decided  that  this  was  not  quite  the  time  to  initiate  such 
a program.  In  this  connection,  however,  the  Committee 
favors  a program  of  periodic  examinations  of  all  school 
personnel  in  order  to  protect  children  from  unknown  or 
unsuspected  cases  of  tuberculosis.  The  interest  in  this  pro- 
gram was  communicated  to  the  Committee  on  School 
Health  for  action. 

The  Committee  on  Tuberculosis  met  with  representatives 
of  the  Legislative  Budget  Board  for  a discussion  of  a 
proper  and  adequate  tuberculosis  control  program.  The 
chairman  of  the  Committee  later  appeared  before  the  en- 
tire Budget  Board  for  a further  discussion  in  this  field. 

The  Committee  recommended  to  the  Executive  Board  that 
the  board  go  on  record  favoring  establishment  of  sufficient 
out-patient  tuberculosis  clinic  facilities  to  render  adequate 
public  health  services  in  this  field  throughout  all  of  the 
state.  This  recommendation  was  approved  by  the  Executive 
Board. 

Elliott  Mendenhall,  Chairman, 
R.  B.  Morrison, 

William  R.  Metzger, 

John  A.  Wiggins, 

C.  B.  Young, 

John  H.  Selby, 

O.  Edward  Egbert, 

Daniel  E.  Jenkins, 

John  W.  Middleton, 

Reference  committee  to  which  referred:  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  report  of  the  Committee  on  Tuberculosis  and 
unanimously  voted  for  its  adoption.  I so  move. 


14g(9)(a).  REPORT  OF  APPOINTEE  TO 

ADVISORY  COMMITTEE  TO  TEXAS 
TUBERCULOSIS  ASSOCIATION 

The  Appointee  to  the  Advisory  Committee  to  the  Texas 
Tuberculosis  Association  served  as  chairman  of  a committee 
to  draft  a proposed  program  for  the  protection  of  employees 
in  general  hospitals  against  tuberculosis.  This  proposed 
program  is  now  in  the  hands  of  the  various  agencies  in- 
volved for  review. 

Continued  liaison  between  the  Texas  Medical  Association 
and  the  Texas  Tuberculosis  Association  will  be  carried  out 
by  this  appointee. 

Elliott  Mendenhall. 

Reference  committee  to  which  referred:  Scientific  Work. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  report  of  the  Appointee  to  the  Advisory  Commit- 
tee to  the  Texas  Tuberculosis  Association  and  unanimously 
voted  for  its  adoption.  I move  the  adoption  of  this  portion 
of  the  report. 

[The  report  was  adopted.] 


14g(9)(b).  REPORT  OF  APPOINTEE  TO  STATE 
COORDINATING  COUNCIL 
ON  TUBERCULOSIS 

The  Appointee  to  the  State  Coordinating  Council  on 
Tuberculosis  has  served  as  vice-chairman  of  this  council. 
There  have  been,  however,  no  called  meetings  in  the  past 
year. 

It  is  anticipated  that  the  Coordinating  Council  will  soon 
be  reactivated. 

Elliott  Mendenhall. 
Reference  committee  to  which  referred:  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  report  of  the  Appointee  to  State  Coordinating 
Council  on  Tuberculosis  and  inasmuch  as  there  had  not 
been  a meeting  within  the  past  year  no  action  was  taken. 
I move  the  adoption  of  this  portion  of  the  report. 

[The  report  was  adopted.] 


14g(9)(c).  REPORT  OF  TUBERCULOSIS  ADVISER 
TO  BOARD  FOR  STATE  HOSPITALS 
AND  SPECIAL  SCHOOLS 

So  far  as  this  appointee  is  aware,  there  has  been  no 
meeting  of  the  Advisory  Committee  to  the  Board  for  State 
Hospitals  and  Special  Schools  in  the  past  2 years.  The 
appointee  suggests  the  advisability  of  the  administration 
of  the  Texas  Medical  Association  contacting  the  state  hos- 
pital board  to  determine  if  an  Advisory  Committee  is  to 
be  reactivated. 

Elliott  Mendenhall. 

Reference  committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered the  report  of  the  Tuberculosis  Adviser  to  Board  for 
State  Hospitals  and  Special  Schools  and  unanimously  voted 
for  its  adoption.  I move  the  adoption  of  this  portion  of 
the  report. 

[The  report  was  adopted.] 

Speaker  Hardwicke:  Now  we  come  down  to  Reports  of 
Special  Committees  Not  Assigned  to  Councils. 


15a.  REPORT  OF  COMMITTEE 
ON  REORGANIZATION 

In  view  of  the  extensive  reorganization  of  the  committee 
structure  approved  last  year,  which  is  being  utilized  for 
the  first  time  at  this  current  session;  and 

In  view  of  the  lengthy  revisions  of  revisions  of  the  chap- 
ter on  county  societies  being  submitted  by  the  Board  of 
Councilors  at  this  session, 

The  Committee  on  Reorganization  has  no  specific  recom- 
mendations at  this  time. 

However,  it  is  recommended  that  the  special  committee 
be  continued  as  previously  constituted  with  instructions  as 
approved  by  the  1958  House  of  Delegates  as  follows:  . . 

committee  will  report  back  at  an  unspecified  time  and  that 
the  various  revisions  could  be  presented  either  in  part  or 
as  a whole.” 

JOHN  F.  Thomas,  Austin,  Chairman, 
R.  W.  Kimbro, 

C.  E.  Oswalt,  Jr., 

L.  Bonham  Jones, 

Robert  D.  Moreton, 

Joe  R.  Donaldson, 

John  L.  Matthews, 

J.  E.  Miller, 

Harvey  Renger, 

C.  P.  Hardwicke, 

James  D.  Murphy, 

F.  W.  Y EAGER  ( ex  officio ) , 

C.  Lincoln  Williston  (ex  officio). 

Reference  committee  to  which  referred:  Constitution  and 
By-Laws. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  CONSTITUTION  AND  BY-LAWS 

Dr.  John  F.  Thomas,  Austin:  The  report  of  Special 
Committee  on  Reorganization  contains  the  recommendation 
that  the  Committee,  which  is  a special  committee,  be  con- 
tinued as  a special  committee  until  the  goals  have  been 
achieved.  Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  the  report. 

[The  report  was  adopted.] 


15c.  REPORT  OF  FRATERNAL  DELEGATE  TO 
LOUISIANA  STATE  MEDICAL  SOCIETY 

Due  to  the  fact  that  the  Louisiana  State  Medical  Society 
met  the  same  dates  as  the  Texas  Medical  Association,  I was 
unable  to  attend,  which  I regret  very  much. 

H.  O.  Padgett. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  William  Klingensmith,  Amarillo:  Our  committee 
was  asked  to  study  the  Report  of  the  Fraternal  Delegate  to 
Louisiana  State  Medical  Society.  I move  adoption  of  the 
report  as  submitted. 

[The  report  was  adopted.] 
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15d.  REPORT  OF  FRATERNAL  DELEGATE  TO 
NEW  MEXICO  MEDICAL  SOCIETY 

Both  meetings  were  attended.  A great  deal  of  interest 
was  shown  in  what  action  we  had  taken  on  the  relative 
scale  unit. 

M.  D.  Thomas. 

Reference  committee  to  which  referred:  Reports  of  Offi- 
cers and  Committees. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  REPORTS  OF  OFFICERS  AND  COMMITTEES 

Dr.  William  Klingensmith,  Amarillo:  Our  Committee 
also  was  asked  to  study  the  Report  of  the  Delegate  to  the 
New  Mexico  State  Medical  Society  as  submitted.  I move 
the  adoption  of  this  report  as  submitted. 

[The  report  was  adopted.] 

[No  other  councils,  committees,  or  special  appointees  had 
reports  for  the  House,  and  there  were  no  communications. 
The  House  then  turned  Saturday  night  to  resolutions,  which 
like  committee  reports,  were  referred  to  reference  commit- 
tees, the  reports  of  which  were  presented  and  acted  upon 
Sunday  night.  Each  resolution  and  action  upon  it  follows.] 


17.  RESOLUTIONS 

17a.  RESOLUTION:  OPPOSITION  TO  CERTAIN 
SOCIOMEDICAL  LEGISLATION 

(A  resolution  from  Comal  County  Medical  Society.) 

Be  it  resolved  that  the  members  of  the  Texas  Medical 
Association  stand  opposed  to  the  provisions  of  the  socio- 
medical legislation  as  presented  in  the  Forand  bill  or  the 
Senator  John  F.  Kennedy  bill  as  co-sponsored  by  Senator 
Philip  Hart;  or  to  any  similar  legislation  as  a further 
invasion  of  States  Rights  and  a debasement  of  the  moral 
obligations  of  the  individual.  The  members  of  the  Texas 
Medical  Association  hold  further  that  the  prerogatives  of 
self  help  are  an  inherent  part  of  the  rights  of  man  and  that 
further  socialization  is  in  direct  violation  of  human  dignity 
and  the  Constitutional  rights  of  the  American  people. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  Next  we  come  to  Forand-type 
legislation.  There  were  a number  of  resolutions  presented 
to  this  committee.  They  are  comprised  of  17a,  Opposition 
to  Certain  Sociomedical  Legislation;  1 7 f , Opposition  to 
Forand-type  legislation;  1 7 j.  Further  Opposition  to  Forand- 
type  legislation;  17k,  Non-support  of  Programs  Established 
by  Forand-type  legislation;  171,  Support  of  Freedom;  17p, 
Opposing  the  Forand  Bill  and  Forand-type  legislation,  and 
17y,  Opposing  Compulsory  Health  Insurance  through  Social 


Security  Mechanisms.  After  studying  the  above  resolutions 
and  evaluating  them,  the  Committee  presents  the  follow- 
ing composite  resolution  ( as  a substitute ) : 


Substitute  Resolution 

Whereas,  the  medical  aid  problems  should  be  and  can 
best  be  resolved  locally;  and 

Whereas,  voluntary  health  insurance  programs  are  grow- 
ing and  improving  rapidly,  and  cover  7,000,000  of  the 
15,700,000  of  the  over  65  age  group,  it  is  estimated  that 
by  1970,  90  per  cent  of  those  over  65  will  have  insurance 
coverage  or  will  be  financially  able  to  pay; 

Whereas,  the  present  state,  county,  and  local  public 
assistance  programs  now  in  effect  already  provide  care  for 
all  indigents,  not  just  those  over  65,  and  could  do  even 
more  with  a reduction  in  federal  taxes;  now  therefore  be  it 

Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association,  in  regular  session  assembled,  go  on 
record  as  being  unequivocally  opposed  to  any  type  of  Na- 
tional Health  Insurance,  or  Forand-type  Legislation;  and 
be  it  further 

RESOLVED:  That  copies  of  this  resolution  be  sent  to  all 
of  the  Texas  Congressional  Delegation  in  Washington;  the 
President  and  Vice-President  of  the  United  States;  and  be 
it  further 

RESOLVED:  That  the  Texas  Medical  Association  Dele- 
gates to  the  A.M.A.  promote  the  principles  enunciated  in 
this  resolution  at  the  next  meeting  of  the  A.M.A. 

Mr.  Speaker,  I move  the  adoption  of  this  resolution. 

Dr.  Hardwicke:  Is  there  any  discussion? 

Dr.  N.  L.  Barker,  Paris:  I move  we  amend  the  first 
resolved,  as  opposing  any  kind  of  National  Compulsory 
Health  Insurance. 

[The  motion  carried.] 

Dr.  E.  K.  Blewett,  Austin:  Mr.  Chairman,  we  passed 
another  resolution  stating  that  our  Public  Assistance  Pro- 
grams were  not  adequate  and  to  establish  a study,  and  I 
would  like  to  amend  this  resolution  leaving  out  the  third 
whereas  paragraph  which  states  that  there  is  care  for  all 
indigents  which  we  know  is  not  true. 

Dr.  J.  D.  Murphy,  Fort  Worth:  Mr.  Speaker,  I would 
like  to  speak  against  this  because  there  is  care  given 
through  the  state,  county,  and  locally.  Even  though  it  is 
not  adequate,  there  is  still  care  provided  by  these  facilities 
and  the  intent  of  the  resolution  is  correct. 

[After  some  discussion,  the  motion  carried  that  the  word 
"all”  be  deleted  from  the  third  whereas  paragraph.] 

[The  report  of  the  reference  committee  was  adopted  as 
amended.] 


17b.  RESOLUTION:  DISSOLUTION  OF  ORIENTATION 
PROGRAM 

(A  resolution  from  Deaf  Smith-Parmer-Castro-Oldham- 
Swisher  Counties  Medical  Society.) 

RESOLVED:  That  the  orientation  program  required  for 
membership  in  the  Texas  Medical  Association  forthwith  be 
dissolved  and  cease  to  exist. 

[Note:  The  above  resolution  as  printed  in  the  Handbook 
was  substituted  by  the  following  resolution.] 
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17b.  RESOLUTION:  DISSOLUTION  OF  ORIENTATION 
PROGRAM 

(A  resolution  from  Deaf  Smith-Parmer-Castro-Oldham- 
Swisher  Counties  Medical  Society.) 

Whereas,  the  pertinent  material  presented  in  the  T.M.A. 
orientation  can  be  presented  in  booklet  form,  and 

Whereas,  the  outstanding  speakers  provided  at  this  pro- 
gram provide  interesting  but  non-essential  material  to  ori- 
entation, and 

Whereas,  the  distances  involved  are  punitive  and  amount 
to  a hazing  of  new  members  in  the  Medical  Society  from 
this  area;  therefore 

Be  It  Resolved  that  the  orientation  program  required 
for  membership  in  the  Texas  Medical  Association  be  can- 
celled as  a mandatory  requirement  for  membership  in  the 
Association. 

Reference  committee  to  which  referred:  Board  of  Coun- 
cilors. 


REPORT  OF  BOARD  OF  COUNCILORS 
AS  REFERENCE  COMMITTEE 

Dr.  C.  E.  Oswalt,  Fort  Stockton:  Resolution  regarding 
the  Dissolution  of  the  Orientation  Program:  This  resolu- 
tion, submitted  by  the  Deaf  Smith-Parmer-Castro-Oldham- 
Swisher  Counties  Medical  Society,  was  considered  by  this 
Reference  Committee.  The  Committee  wishes  to  compli- 
ment those  members  of  the  Texas  Medical  Association  who 
appeared  before  the  Committee  regarding  this  resolution. 

The  Orientation  Program  has  been  carried  out  for  the 
past  4 years  dating  from  this  meeting.  Facts  presented  to 
the  Reference  Committee  show  its  effectiveness  in  bettering 
the  general  professional  and  ethical  practice  of  medicine 
by  members  of  the  Texas  Medical  Association. 

It  is  recognized  by  this  Committee  that  the  compulsive 
attendance  is  and  always  has  been  an  objectionable  feature 
of  the  program,  but  the  advantages  of  the  program  far 
outweigh  this  one  objection.  The  Reference  Committee  was 
unanimous  in  recommending  disapproval  of  this  Resolution 
to  the  House  of  Delegates.  I move  the  adoption  of  this 
portion  of  the  report. 

[The  report  was  adopted.] 

17c.  RESOLUTION:  ENDORSEMENT  OF  DeLANEY 
AMENDMENT 

(A  resolution  from  Dr.  Joe  D.  Nichols,  Atlanta.) 

Whereas,  known  cancer  causing  chemicals  are  being 
added  to  foods;  and 

Whereas,  the  DeLaney  Amendment  to  the  Food  and 
Drug  Law  prohibits  the  addition  of  known  cancer  causing 
chemicals  to  foods;  therefore  be  it 

Resolved:  That  this  House  of  Delegates  of  the  Texas 
Medical  Association  endorse  the  DeLaney  Amendment;  and 
be  it  further 

Resolved:  That  the  Texas  delegates  to  the  American 
Medical  Association  House  of  Delegates  be  instructed  to 
introduce  this  resolution  at  the  next  annual  meeting  of  the 
American  Medical  Association  House  of  Delegates  and  work 
diligently  for  its  adoption. 

Reference  committee  to  which  referred:  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered 17c,  the  Resolution  for  the  endorsement  of  the  De- 
Laney Amendment,  and  voted  against  the  approval  of  this 
resolution  inasmuch  as  the  DeLaney  Amendment  is  a law. 
I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Joe  D.  Nichols,  Atlanta:  Despite  the  fact  that  the 
incidence  of  cancer  continues  to  increase,  known  cancer- 
causing  chemicals  are  still  being  added  to  our  foods.  This 
increase  is  not  limited  to  the  aged.  The  leading  cause  of 
death  in  children  under  14  years  of  age  today,  after  acci- 
dents, is  cancer. 

Agricultural  chemicals  and  food  additives  are  still  being 
used  without  adequate  pretesting  for  their  carcinogenic  ef- 
fects. Aminotriozole,  the  weedicide  used  on  cranberries,  was 
proved  to  be  carcinogenic  in  1958.  Three  million  pounds 
of  cranberries  were  quietly  confiscated.  In  1958,  after  10 
years  of  heroic  work  by  Congressman  DeLaney  and  others 
interested  in  the  problem  of  cancer-causing  chemicals,  the 
DeLaney  Amendment  was  added  to  the  Food  and  Drug  and 
Cosmetic  Law.  This  amendment  would  not  only  prevent 
the  addition  of  known  cancer-causing  chemicals  to  our 
foods,  but  it  would  require  the  pretesting  to  prove  the 
safety  of  any  new  food  additives. 

I plead  with  you  gentlemen  to  pass  this  resolution  and 
insist  that  our  Delegates  to  the  A.M.A.  carry  this  resolution 
to  that  body  and  fight  for  its  adoption. 

Mr.  Speaker,  I would  like  to  make  a Substitution  Mo- 
tion. I move  that  this  House  of  Delegates  approve  this 
resolution  and  endorse  the  DeLaney  Amendment.  Thank 
you. 

Speaker  Hardwicke:  Is  there  are  further  discussion?  The 
substitute  motion,  in  effect,  counterarts  the  original  recom- 
mendation of  the  Reference  Committee.  I think  the  ruling 
of  the  Speaker  will  be  that  we  will  vote  on  the  substitute 
motion  and  whatever  your  action  is  on  that  substitute  mo- 
tion will,  in  effect,  be  your  action  on  the  original  motion 
of  the  Reference  Committee.  The  motion  before  the  House 
is  then  that  this  House  of  Delegates  approve  the  DeLaney 
Amendment. 

[The  motion  carried.] 

[The  report  of  the  reference  committee  was  disapproved.] 


17d.  RESOLUTION:  ESTABLISHMENT  OF  COMMITTEE 
ON  NUTRITION 

(A  resolution  from  Dr.  Joe  D.  Nichols,  Atlanta.) 

Whereas,  the  importance  of  nutrition  is  now  recognized; 
therefore,  be  it 

Resolved:  That  the  Texas  Medical  Association  form  a 
Committee  on  Nutrition. 

Reference  committee  to  which  referred:  Scientific  Work. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston:  The  committee  consid- 
ered 17d,  the  Resolution  for  the  establishment  of  a Com- 
mittee on  Nutrition  of  the  Texas  Medical  Association,  and 
unanimously  rejected  the  endorsement  of  this  resolution.  I 
move  the  adoption  of  this  portion  of  the  report  of  the 
Committee. 
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Dr.  Joe  D.  Nichols,  Atlanta:  A report  released  last 
month  by  the  Army  reveals  that  73  per  cent  of  the  draftees 
are  being  rejected  as  unfit  for  military  service.  The  physi- 
cal and  mental  deterioration  of  our  youth  is  appalling.  Mal- 
nutrition as  a major  cause  of  disease  in  our  youth  is  now 
recognized.  Metabolic  diseases,  once  found  only  in  older 
people,  has  now  become  quite  common  even  in  young  peo- 
ple. Autopsy  studies  on  soldiers  with  an  average  age  of  22 
years  who  were  killed  in  the  Korean  War  showed  athero- 
sclerosis to  be  present  in  77  per  cent  of  the  cases.  This  was 
reported  by  W.  F.  Enos  in  the  J.A.M.A.  in  1953.  Ancil 
Keys  has  said  that  "among  adults,  in  the  United  States  at 
least,  the  question  is  not  who  has  atherosclerosis,  but 
rather  who  has  more  and  who  has  less.’’  This  was  reported 
in  Publication  338,  National  Research  Council,  in  1954. 
Improper  nutrition  as  a basic  cause  of  atherosclerosis  in 
the  past  few  years  has  been  well  established.  (This  is  from 
a report  by  the  Council  on  Food  and  Nutrition  of  our  own 
American  Medical  Association  published  in  1957.  Dr.  Louis 
Katz  has  said  "the  key  to  understanding  the  essence  of  the 
atherosclerosis  problem  lies  in  appreciating  that  it  is  basi- 
cally a metabolic  disease.”) 

In  my  opinion,  gentlemen,  the  public  has  a right  to 
expect  their  doctors  to  know  the  basic,  fundamental  prin- 
ciples of  good  nutrition.  Unfortunately,  at  this  moment, 
this  is  not  the  case. 

I am  convinced  that  a strong  Committee  on  Nutrition 
in  the  Texas  Medical  Association  would  not  only  help  our 
public  relations,  but  could  also  bring  the  basic  facts  about 
nutrition  to  our  membership. 

Mr.  Speaker,  again,  I would  like  to  make  a Substitute 
Motion.  I move  that  this  House  of  Delegates  approve  this 
resolution  to  form  a Committee  on  Nutrition. 

Speaker  Hardwicke:  Is  there  any  discussion? 

Dr.  Ray  V.  Brasher,  Fort  Worth:  When  things  break 
such  as  the  cranberry  poisoning  last  year;  when  someone 
comes  into  your  office  and  offers  you  a product  that  is 
picked  up  and  packaged  and  resold  at  a profit,  where  are 
we  to  go  to  find  the  facts  on  this  thing?  I can  see  no 
harm  in  adopting  a resolution  that  will  give  us  a Commit- 
tee on  Nutrition. 

Dr.  J.  J.  Johns,  Taylor:  I move  that  this  motion  be 
tabled  for  further  study  until  we  can  have  further  evidence 
from  both  sides. 

Speaker  Hardwicke:  Those  in  favor  of  the  motion  that 
Dr.  Nichols'  substitute  motion  and  the  original  motion, 
the  substitute  motion  being  merely  an  amendment  to  the 
original  motion,  be  tabled,  make  it  known  by  saying  aye. 

Speaker  Hardwicke:  The  motion  to  table  failed.  Is  there 
any  further  discussion? 

Dr.  R.  L.  Deter,  El  Paso:  A Committee  on  Nutrition  of 
the  Texas  Medical  Association  could  do  nothing  but  good. 
We  could  study  the  problem  of  nutrition  and  could  make 
recommendations  to  the  members  of  this  Association  and 
do  considerable  good  as  far  as  the  public  in  general  is 
concerned.  I second  the  motion  again. 

Dr.  Howard  O.  Smith,  Marlin:  I think  that  we  need 
somebody  to  look  after  these  things  for  us,  and  I am 
strongly  in  favor  of  a Committee  on  Nutrition  and  I would 
like  to  second  that  motion. 

Dr.  Raymond  Hampton,  Pampa:  The  feeling  of  the  com- 
mittee was  until  we  actually  had  a more  scientific  or  clinical 
basis  for  judging  the  nutritional  value  of  these  additives,  it 
would  probably  be  better  not  to  pass  judgment  at  this  time. 

Speaker  Hardwicke:  You  are  voting  on  Dr.  Nichols’ 
motion  which  was  that  the  Committee  on  Nutrition  be 
established. 

[The  motion  carried.] 

[The  report  of  the  reference  committee  was  disapproved.] 


17e.  RESOLUTION:  ELIMINATION  OF  DUPLICATION  IN 
HOSPITAL  RECORDS 

(A  resolution  from  Bexar  County  Medical  Society.) 

Be  It  Resolved  that  the  House  of  Delegates  of  the 
Texas  Medical  Association  instruct  its  delegates  to  the 
American  Medical  Association  to  urge  American  Medical 
Association  House  of  Delegates  and  Board  of  Trustees  to 
request  the  Joint  Commission  on  Accreditation  of  Hospitals 
to  conduct  an  efficiency  study  of  present  hospital  records 
throughout  the  country  with  the  aim  of  eliminating  dupli- 
cation in  hospital  records.  It  is  suggested  that  such  a sur- 
vey be  conducted  by  efficiency  engineers,  or  other  suitable 
experts,  who  are  not  engaged  in  the  practice  of  medicine 
and  who  can  look  at  the  problem  objectively. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  A resolution,  Elimina- 
tion of  Duplication  in  Hospital  Records.:  The  Reference 
Committee  made  no  decision  as  to  a recommendation  on 
this  resolution  from  Bexar  County  because  of  lack  of  in- 
formation. We  move  that  it  be  accepted  as  such. 

[The  report  of  the  reference  committee  was  adopted.] 


17f.  RESOLUTION:  OPPOSITION  TO  FORAND-TYPE 
LEGISLATION 

(A  resolution  from  Travis  County  Medical  Society.) 

Whereas,  we  are  informed  the  Ways  and  Means  Com- 
mittee of  the  House  of  Representatives  of  the  United  States 
Congress  has  under  study  currently  House  Bill  4700,  known 
as  the  Forand  Bill,  and 

Whereas,  the  Forand  Bill  or  similar  type  legislation,  if 
enacted  by  the  Congress  of  the  United  States,  will  create 
costlier  and  inferior  health  care  for  beneficiaries  of  Social 
Security,  the  purported  recipients  of  benefits  provided 
therein,  and 

Whereas,  the  Forand  Bill  or  similar  legislation  would  be 
a major  deviation  from  the  cash-benefit  concept  of  the 
Social  Security  system  inasmuch  as  the  Federal  Govern- 
ment ( 1 ) would  buy  service  rather  than  provide  cash 
benefits,  thereby  covering  millions  of  people  with  com- 
pulsory hospital  and  surgical  insurance  whether  they  want 
or  need  it,  and  (2)  would  curtail  the  right  of  citizens  65 
years  or  older  to  spend  their  benefits  as  they  want  and 
need,  and  (3)  would  assume  financial  obligations  with 
obvious  inflationary  effects  and  would  hurt,  not  help,  the 
aged  who  depend  on  pensions  and  other  fixed  income  for 
security,  and 

Whereas,  the  Forand  Bill  or  similar  legislation  would 
send  payroll  taxes  higher  with  continued  reduction  in  pay- 
checks,  and 

Whereas,  the  Forand  Bill  or  similar  legislation  would 
restrict  the  aged  in  their  choice  of  hospital  and  physician 
because  only  those  physicians,  hospitals  and  nursing  homes 
entering  into  agreements  with  the  Federal  Government 
would  participate,  and 

Whereas,  the  Forand  Bill  or  similar  legislation  would  not 
help  the  aged  with  the  lowest  incomes  because  most  of 
those  on  public  assistance  are  not  eligible  for  Social  Security 
benefits,  and 
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Whereas,  tremendous  progress  through  expanded  cov- 
erage and  broader  protection  is  being  made  available  cur- 
rently through  the  numerous  companies  of  the  Health  In- 
surance Association  of  America  which  reports  that  60  per 
cent  of  the  nation’s  senior  citizens  who  need  and  want 
health  insurance  will  be  covered  by  the  end  of  I960,  75 
per  cent  by  1965  and  90  per  cent  by  1970,  and 

Whereas,  the  Forand  Bill  or  similar  legislation  is  social- 
ized medicine  although  temporarily  limited  in  scope,  and 
Whereas,  the  Forand  Bill  or  similar  legislation  would 
severely  handicap  the  professional  relationship  between  the 
doctor  of  medicine  and  his  patient,  which  is  the  basis  of 
all  effective  health  care;  therefore. 

Be  It  Resolved  that  the  members  of  the  Travis  County 
Medical  Society  in  regular  meeting  this  sixteenth  day  of 
February,  1960,  affirm  the  above  and  state  unequivocally 
that  we  believe  the  Forand  Bill  or  similar  type  legislation 
is  totally  unacceptable  because  the  Forand  Bill  or  similar 
type  legislation  would  result  in  poor  health  care  for  citizens 
65  years  or  older  because  medical  care  is  not  amenable 
to  production  line  techniques  and  the  medical  needs  of 
the  aged  are  subject  to  numerous  variations  and  any  work- 
able system  of  care  must  be  tailored  to  meet  them. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Substitute  resolution  adopted.  See  Resolution  17a,  Re- 
port of  Reference  Committee  on  Miscellaneous  Business. 

17g.  RESOLUTION:  COMMITTEE  ON  HOSPITAL  CARE 
OF  RURAL  MEDICALLY  INDIGENT 

(A  resolution  from  Travis  County  Medical  Society.) 

Whereas,  the  hospital  facilities  for  the  proper  medical 
care  of  the  rural  medically  indigent  patient  in  Texas  are 
woefully  inadequate  in  most  sections  of  the  state  of  Texas, 
and 

Whereas,  hospital  care  of  the  rural  medically  indigent 
patient,  excluding  the  mentally  ill,  is  primarily  limited  to 
one  state-supported  hospital,  namely  John  Sealy  Hospital, 
and 

Whereas,  the  geographic  location  of  this  one  institution 
limits  greatly  its  accessibility  to  a great  many  rural  medi- 
cally indigent  patients,  and 

Whereas,  the  financial  support  of  John  Sealy  Hospital  is 
dependent  almost  entirely  upon  state  legislative  appropria- 
tion rather  than  on  an  equitable  cost  distribution  to  the 
district  where  the  rural  medically  indigent  patient  resides, 
and 

Whereas,  this  method  of  securing  funds  handicaps  this 
teaching  institution  in  its  endeavor  to  provide  proper  medi- 
cal education,  and 

Whereas,  establishment  of  additional  medical  teaching 
hospitals  is  virtually  impossible  under  present  methods  of 
financing  the  care  of  the  rural  medically  indigent  patient, 
and 

Wheras,  the  care  of  the  rural  medically  indigent  patient 
is  limited  to  (1)  the  one  state-supported  hospital  or  (2) 
the  nearest  urban-supported  hospital  or  (3)  the  rural  local 
private  hospital  or  clinic,  the  latter  two  receiving  in  most 
instances  no  financial  remuneration  from  the  county  in 
which  the  patient  resides,  and 

Whereas,  this  problem  of  the  care  of  the  rural  medically 


indigent  in  Texas  is  woefully  inadequate  in  comparison  to 
the  care  rendered  such  patients  in  other  states,  and 

Whereas,  the  continuing  lack  of  proper  handling  of  this 
problem  invites  an  attempted  solution  through  Federal 
legislation  under  bureaucratic  control,  and 

Whereas,  impetus  for  guidance  and  direction  of  a pro- 
gram to  correct  this  existing  deficiency  should  evolve  from 
medical  professional  efforts,  therefore 

Be  It  Resolved  that  a special  committee  be  appointed 
to  serve  under  the  Council  on  Medical  Service  and  Insur- 
ance of  the  Texas  Medical  Association  to  undertake  a study 
for  a solution  of  the  problem  of  the  hospital  care  of  the 
rural  medically  indigent  patients  in  Texas  and  the  reflecting 
lack  of  proper  facilities  for  medical  education  in  our  state. 

Reference  committee  to  which  referred:  Legislation  and 
Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  This  resolution  was 
fully  discussed  by  the  members  of  this  Reference  Commit- 
tee with  the  able  help  of  Dr.  Kenneth  M.  Earle,  Dean  of 
the  University  of  Texas  Medical  Branch  in  Galveston,  and 
Dr.  J.  E.  Peavy  of  the  Department  of  Health  in  Austin. 
The  Reference  Committee  sees  this  as  a large  undertaking 
and  one  which  should  be  started  and  recommends  its  ac- 
ceptance as  printed  and  distributed.  Mr.  Speaker,  I move 
acceptance  of  this  resolution. 

Dr.  Carlos  E.  Fuste,  Alvin:  I would  move  to  amend 
the  "resolved”  to  end  after  the  word  "Texas”  with  a period, 
deleting  that  portion  which  says  "and  the  the  reflecting 
lack  of  proper  facilities  for  medical  education  in  our 
state.” 

Speaker  Hardwicke:  Those  in  favor  of  Dr.  Fuste’s  amend- 
ment, make  it  known  by  saying  aye. 

Speaker  Hardwicke:  The  amendment  is  adopted.  Is  there 
any  further  discussion?  Are  you  ready  for  the  question  on 
the  original  motion  as  amended?  Those  in  favor  of  adopt- 
ing the  motion  as  amended  make  it  known  by  saying  aye. 

[The  motion  carried.] 

[The  report  of  the  Committee  was  adopted.] 

17h.  RESOLUTION:  LEGISLATION  CREATING  MEDICAL 
EXAMINER  SYSTEM 

(A  resolution  from  the  Harrison  County  Medical  So- 
ciety. ) 

Be  It  RESOLVED  that  the  House  of  Delegates  of  the 
Texas  Medical  Association  go  on  record  in  favor  of  intro- 
ducing legislation  to  create  a Medical  Examiner  system  for 
the  entire  State  of  Texas. 

Reference  committee  to  which  referred:  Legislation  and 
Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  This  Resolution: 
Creating  Medical  Examiner  System  came  from  Harrison 
County.  The  Reference  Committee  is  in  accord  with  the 
intent  of  this  resolution,  but  recommends  that  the  resolved 
be  so  amended  that  it  now  read: 

Be  It  Resolved  that  the  House  of  Delegates  of  the 
Texas  Medical  Association  go  on  record  in  favor  of  intro- 
ducing legislation  to  create  a mandatory  Medical  Examiner 
System  on  a county  basis  for  the  entire  state  of  Texas. 

Mr.  Speaker,  I move  acceptance  of  this  resolution  as 
amended. 

[The  report  was  adopted.] 
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17i.  RESOLUTION:  OPPOSITION  TO  SENATE  JOINT 
RESOLUTION  41 

(A  resolution  from  the  Navarro  County  Medical  So- 
ciety.) 

Whereas,  we  the  members  of  Navarro  County  Medical 
Society  of  Corsicana,  Texas,  are  of  the  unanimous  opinion 
that  Federal  subsidies  are  unwise  and  wasteful  expenditures 
of  taxpayers’  money;  and 

Whereas,  we  feel  that  farming,  manufacturing,  utilities 
and  power,  and  many  other  industries  in  which  our  Fed- 
eral Government  is  engaged  should  be  left  to  private  enter- 
prise; and 

Whereas,  we  likewise  insist  that  the  practice  of  medicine 
is  an  integral  part  of  private  enterprise  and  should  be 
financed  solely  through  private  resources;  and 

Whereas,  we  all  agree  that  medical  education  and  re- 
search must  remain  vested  in  and,  therefore,  must  be 
financed  by  private,  local,  and  state  agencies;  therefore  be  it 

Resolved:  That  the  House  of  Delegates  of  the  Texas 
Medical  Association  oppose  Senate  Joint  Resolution  41;  and 

That  we  request  our  Texas  delegates  to  the  American 
Medical  Association  likewise  to  oppose  approval  of  Senate 
Joint  Resolution  41  by  the  American  Medical  Association; 
and 

That  copies  of  this  resolution  be  sent  to  our  legislators 
in  Washington,  D.  C. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  The  Committee  has  had  under 
consideration  Resolution  1 7 i : Opposition  to  Senate  Joint 
Resolution  41  and  because  of  the  wording  and  thought 
contained  therein,  we  are  in  favor  of  this  resolution  and 
the  committee  recommends  its  adoption.  And  I so  move. 

[The  report  was  adopted.] 

[In  a subsequent  meeting  the  reference  committee  sub- 
mitted a substitute  resolution  for  Resolution  17i,  17r,  and 
17ee.  All  three  resolutions  concerned  opposition  to  S.J.R. 
41  and  H.J.R.  649.  See  Resolution  17ee  for  substitute 
resolution.] 

17j.  RESOLUTION:  FURTHER  OPPOSITION  TO  FORAND- 
TYPE  LEGISLATION 

(A  resolution  from  the  Navarro  County  Medical  So- 
ciety.) 

Be  It  RESOLVED  that  the  House  of  Delegates  of  the 
Texas  Medical  Association  oppose  and  reject  the  Forand 
Bill  or  any  other  compromise  legislation.  We  hereby  dedi- 
cate ourselves  to  render  medical  care  to  all,  regardless  of 
their  ability  to  pay  and  uphold  the  traditions  of  free  medi- 
cine which  have  resulted  in  the  unexcelled  standards  of 
medical  care  which  the  people  of  this  nation  enjoy  today. 
It  is  our  firm  contention  that  the  Forand  Bill  or  any  simi- 
lar legislative  compromise  is  a detriment  to  the  public 
interest  and  shall  be  so  opposed. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Substitute  resolution  adopted.  See  Resolution  17a,  Report 
of  Reference  Committee  on  Miscellaneous  Business. 


17k.  RESOLUTION:  NON-SUPPORT  OF  PROGRAMS 
ESTABLISHED  BY  FORAND-TYPE 
LEGISLATION 

(A  resolution  from  the  Navarro  County  Medical  So- 
ciety. ) 

Be  It  Resolved  that  the  Texas  Medical  Association 
pledges  itself  to  a policy  of  non-cooperation  and  non- 
support to  the  Forand  Bill  or  any  other  related  compromise 
legislation  now  and  in  the  future.  We  cannot  and  we 
will  not  participate  in  any  way  with  this  type  of  program. 
It  is  our  firm  conviction  that  this  is  medicine’s  "Battle  of 
the  Marne.”  We  must  stand  fast.  If  this  type  of  legislation 
cannot  be  stopped  in  Congress,  then  it  shall  be  rendered 
ineffective  and  useless  by  a policy  of  active  and  passive 
resistance. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Substitute  resolution  adopted.  See  Resolution  17a,  Report 
of  Reference  Committee  on  Miscellaneous  Business. 


171.  RESOLUTION:  SUPPORT  OF  FREEDOM 

(A  resolution  from  the  Navarro  County  Medical  So- 
ciety. ) 

It  is  hereby  Resolved  by  the  House  of  Delegates  of 
the  Texas  Medical  Association  that  Freedom  is  indivisible. 
We  firmly  believe  that  socialized  medicine,  characterized 
by  the  Forand  Bill  or  similar  legislation,  is  a step  toward 
converting  our  free  society  into  a socialistic  state.  There- 
fore, we  resolve  to  fight  to  preserve  freedom  in  our  pro- 
fession as  well  as  to  oppose  the  advances  of  socialism  in  all 
other  areas. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Substitute  resolution  adopted.  See  Resolution  17a,  Report 
of  Reference  Committee  on  Miscellaneous  Business. 

17m.  RESOLUTION:  STUDY  PREPARATIONS  FOR  WHITE 
HOUSE  CONFERENCES 

(A  resolution  from  Navarro  County  Medical  Society.) 

Whereas,  neither  the  public  interest,  nor  that  of  the 
profession  of  medicine  may  be  served  simply  by  an  act  of 
censure  by  the  House  of  Delegates,  Texas  Medical  Associa- 
tion, with  regard  to  the  highly  questionable  methods  util- 
ized by  the  Governor’s  (or,  the  State)  Conference  on 
Youth,  Section  on  Health,  I960;  nor  may  public  and  pro- 
fession be  well  served  were  the  House  to  take  action  to 
condemn  the  conclusions  of  the  Conferences  as  being  in- 
valid by  reason  of  the  deplorable  inaccuracy  of  the  "grass 
roots”  findings  of  the  Conferences  on  Youth  at  the  local 
level,  the  basis  of  the  entire  sham  structure.  These  things, 
however  false  they  may  be,  represent  accomplished  action 
and  fact;  they  are  now  history — beyond  our  power  to 
change.  Even  so,  the  physicians  of  Texas,  each  of  them, 
may  need  a forcible  and  authentic  reminder  of  the  massive 
importance  of  a White  House  Conference,  and  the  use  to 
which  the  findings  and  conclusions  of  such  Conferences 
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have  been  put  in  the  past,  at  present,  and  expectedly  in  the 
future:  grist  for  the  propaganda  mill  of  the  social  gospel, 
such  grist  being  provided  by  an  expenditure  of  about 
$2,500,000  from  the  purse  of  those  at  whom  the  propa- 
ganda is  aimed,  the  American  people;  and  for  the  purpose 
of  the  tremendous  leverage  value  of  Conference  findings 
in  support  of  ill-considered  legislation  of  the  type  called 
"social,”  upon  the  floors  and  in  the  cloak  rooms  of  the 
Congress  of  the  United  States,  and 

Whereas,  the  next  such  conference,  to  be  held  in  Jan- 
uary, is  termed  the  1961  White  House  Conference  on 
the  Aged,  and  is  even  now  moving  forward,  a precision- 
built  Colossus,  along  smooth  groove  and  track  polished  by 
its  predecessors,  and  greased  by  an  army  of  bureaucrats, 
with  public  grease.  Now  be  it  therefore 

Resolved,  that  the  House  of  Delegates,  Texas  Medical 
Association, 

( 1 ) Recognize  the  danger  to  the  health  and  liberty 
of  the  American  people  posed  by  conferences  rigged 
in  the  vesture  of  "grass  roots,”  and  trumpeting  the 
"authentic  voice  of  the  people,”  whereas  the  "grass 
roots”  are  but  an  old  bundle  of  partly  munched-over 
hay,  and  the  "authentic  voice”  is  but  an  old  phono- 
graph record,  and  that  both  articles  bear  startling 
resemblance  to  former  records  and  hay  made  in 
Washington,  by  Washingtonians. 

(2)  Direct  that  the  Texas  Medical  Association  exert 
full  strength  of  its  resources,  through  its  Administra- 
tion and  Staff,  its  Boards,  Councils,  Publications, 
Interim  Meetings,  and  its  Woman’s  Auxiliary; 
through  its  component  societies,  members  and  allies, 
in  an  educational  effort  for  public  and  for  physi- 
cian; in  an  intensified  study  of  the  needs  of  our 
older  people  of  Texas  in  addition  to  the  excellent 
work  already  being  done;  and  to  assure  the  presence 
of  informed  Texas  doctors,  in  as  great  a number  as 
possible,  at  the  local  "grass  roots”  conference  when 
the  hay  wagon  comes  to  town,  that  they  may  strike 
a blow  for  liberty. 

All  this,  and  more  if  need  be,  that  the  people  of 
Texas  shall  not  be  led  to  their  own  betrayal. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  Resolution:  Study  Prepar- 
ations for  the  White  House  Conference:  This  resolution 
from  Navarro  County  is  approved  and  the  Reference 
Committee  recommends  that  a committee  be  appointed 
from  the  Texas  Medical  Association  immediately  to  offer 
its  services  to  the  Governor’s  Committee  for  the  White 
House  Conference  on  Aging.  I so  move. 

Vice-Speaker  Murphy:  Is  there  any  discussion  of  resolu- 
tion dealing  with  study  preparations  for  White  House 
Conference? 

Dr.  M.  D.  Rouse,  Dallas:  I believe  we  have  a Commit- 
tee on  Aging  that’s  already  doing  that  very  thing,  Mr. 
Speaker. 

Dr.  Carter:  May  I say,  Mr.  Speaker,  that  one  member 
of  the  Committee  on  Aging  spoke  before  the  Reference 
Committee  this  morning  and  it  was  felt  that  the  Texas 
Medical  Association  should  offer  more  active  cooperation 
in  a more  authoritative  manner  by  a committee  coming 
directly  from  the  Medical  Association  itself. 

[The  motion  carried.] 

[The  report  was  adopted.] 


17n.  RESOLUTION:  OPPOSING  FEDERAL  AID  TO  MEDICAL 
SCHOOLS 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  a Supreme  Court  decision  has  stated  that  "It 
is  hardly  lack  of  due  process  for  the  government  to  regu- 
late that  which  it  subsidizes,”  and 

Whereas,  the  high  level  of  medical  training  and  large 
number  of  graduates  from  medical  schools  have  been  at- 
tained with  little  or  no  federal  subsidy,  and 

Whereas,  the  people  of  the  United  States  are  already 
burdened  with  many  millions  of  dollars  of  public  debt, 
and 

Whereas,  history  shows  that  such  "one  shot”  programs 
tend  to  be  perpetuated,  and 

Whereas,  such  legislation  would  be  a definite  step  to- 
ward socialization  of  medical  education  and  practice,  there- 
fore be  it 

Resolved  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of  March, 
1960,  does  emphatically  and  without  reservation  oppose 
the  enactment  of  legislation  giving  federal  aid  to  medical 
schools,  and  be  it  further 

Resolved  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  to  Rep- 
resentatives Albert  Thomas  and  Bob  Casey,  to  the  President, 
to  the  chairmen  and  members  of  the  Senate  Committee  on 
Labor  and  Public  Welfare  and  the  House  Committee  on 
Education  and  Labor,  and  to  the  officers  and  Trustees  of 
the  American  Medical  Association,  and  be  it  further 

Resolved  that  the  Harris  County  Delegates  to  the  Texas 
Medical  Association  be  instructed  to  propose  this  resolution 
to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  The  committee  discussed 
this  resolution  at  some  length  and  the  majority  of  the 
committee  felt  that  it  was  too  broad  in  that  at  the  present 
time  medical  schools  are  accepting  federal  funds  for  re- 
search and  the  American  Medical  Association  has  approved 
the  acceptance  of  funds  for  buildings.  And  this  resolution, 
as  submitted  would  disapprove  of  acceptance  of  all  funds 
of  all  types  of  funds  for  all  purposes  by  medical  schools. 
The  majority  of  the  committee  feels  that  this  is  not  in 
the  best  interest  of  medical  schools  at  the  present  time 
which  are  desperately  in  need  of  additional  buildings.  We 
are  not  in  favor  of  having  federal  funds  made  available  for 
operation  of  schools,  but  rather  for  research  or  for  build- 
ings. The  majority  report  of  the  committee  is  to  the  effect 
that  this  resolution  be  not  approved.  There  is  to  be  a 
minority  report. 

Dr.  C.  Forrest  Jorns,  Houston:  This  is  to  constitute  a 
Minority  Report  of  the  Medical  Service  and  Insurance 
Reference  Committee,  and  I move  that  Resolution  number 
17n,  titled  "Resolution  Opposing  Federal  Aid  to  Medical 
Schools”  be  adopted  because  otherwise  it  would  be  a com- 
plete reversal  of  policy  of  the  Texas  Medical  Association,  a 
move,  too,  toward  independence  and  removing  some  of  the 
freedom  of  independence  from  Medical  School  faculties. 

This  body  always  has  expressed  its  opposition  to  federal 
aid,  and  I was  astonished  to  find  our  committee  in  a posi- 
tion of  "creeping  over.” 

True,  communities  have  benefitted  by  acceptance  of  some 
of  the  Hill-Burton  funds  for  more  than  10  years  though 
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it  was,  supposedly,  a temporary  plan.  Yet,  the  opposition 
of  organizations  like  ours  has  amounted  to  an  awareness 
of  the  wrong  that  has  been  going  on.  We  must  not  deny 
that  medical  schools  need  funds.  We  must  accept  their 
need  as  a challenge  to  organized  medicine  and  welcome 
the  arm  of  medicine  known  as  the  American  Medical 
Educational  Foundation.  We  must  lend  our  financial  sup- 
port and  solicit  funds  from  industry  and  from  philanthropy. 
We  must  accept  the  challenge  and  I move,  Mr.  Chairman, 
that  we  pass  and  approve  the  resolution  opposing  federal 
aid  to  medical  schools. 

Vice-Speaker  Murphy:  The  minority  report  is  now  open 
for  discussion.  This  is  on  resolution  dealing  with  opposing 
federal  aid  to  medical  schools. 

Dr.  Wiliam  Sherrill,  Houston:  How  can  we  oppose  fed- 
eral aid  to  education  and  ask  for  federal  aid  in  the  educa- 
tion of  our  doctors? 

Dr.  H.  L.  Scales,  San  Benito:  As  a member  of  the  Ref- 
erence Committee,  I would  like  to  say  a few  words  for 
the  majority  vote.  You  have  heard  your  president  ask  you 
to  be  realistic  and  to  give  leadership.  I think  we  can  dis- 
approve of  federal  aid,  but  we  can  still  control  the  program 
as  we  like  it.  To  oppose  and  never  offer  any  leadership 
to  anybody  never  accomplishes  anything. 

Dr.  F.  W.  Yeager,  Corpus  Christi:  We  say  we  don’t 
want  help,  but  we  are  not  willing  to  help  ourselves.  I am 
all  for  going  along  with  opposing  federal  aid  to  our  medi- 
cal schools,  but  the  schools  have  to  have  the  money.  If 
we  don’t  provide  it,  it’s  going  to  come  from  somewhere. 

Dr.  D.  J.  Sibley,  Fort  Stockton:  Medical  education  must 
continue.  The  question  is:  Is  it  going  to  continue  under 
federal  control  or  is  it  going  to  continue  to  be  a free 
thing?  There  is  a deficit  in  medical  education.  This  defi- 
cit now  probably  is  about  $20,000,000  across  the  nation  in 
the  85  medical  schools,  and  doctors  cannot  make  up  this 
deficit,  but  the  deficit  can  be  made  up  from  three  sources, 
but  doctors  must  take  the  lead.  If  doctors  are  not  interested 
in  medical  education,  who’s  going  to  be?  So  far,  in  the 
state  of  Texas,  the  best  figure  we  have  had  for  participation 
of  doctors  in  the  fight  against  socialism  by  supporting 
your  medical  schools  in  making  up  this  deficit  is  about  23 
per  cent.  How  can  we  go  to  industry,  business  and  founda- 
tions and  other  big  sources  of  money  and  say,  please  give 
us  money  to  keep  the  federal  government  out  of  medical 
schools  if  doctors  themselves  are  about  23  per  cent  sup- 
porting this?  There  are  many  problems  locally.  This,  I 
grant.  Those  problems  can  be  solved. 

Dr.  Carter:  It  was  not  the  thought  of  the  committee,  as 
expressed  this  morning,  that  we  are  wholeheartedly  in  favor 
of  federal  support  of  medical  education.  We  felt  that  under 
the  circumstances,  the  emergencies  that  exist  in  medical 
schools,  and  the  increasing  demands  for  additional  doc- 
tors and  additional  medical  schools  that  we  would  be 
justified  in  going  to  the  extent  of  accepting  the  A.M.A.’s 
standard  of  grants  for  "bricks  and  mortar,”  as  it’s  been 
designated,  not  for  salaries,  not  for  maintenance  and  gen- 
eral operation,  but  rather  simply  to  provide  facilities  which 
funds  from  us  and  from  those  from  whom  we  can  get 
money  seem  to  be  totally  inadequate. 

Dr.  W.  H.  Hamrick,  Houston:  By  disapproving  this 
resolution  we  are,  in  effect,  opening  the  gates  to  approval 
of  any  form  of  federal  aid  that  may  come  along. 

Dr.  C.  B.  Matthews,  Kerrville:  Federal  funds  may  be 
distasteful  to  you  as  you  have  evidenced  and  they  are  to 
me,  but  I recognize  that  much  of  the  splendid  research 
being  accomplished  today  in  our  Texas  schools  by  grants 
in  aid  from  various  federal  sources.  True,  we  have  dug 
up  a few  nickels  for  the  AMEF.  I think  Dr.  Sibley  will 
bear  me  out  that  the  profession  has  contributed  some 
$50,000  in  the  past  year,  which  is  a drop  in  the  bucket, 


gentlemen,  compared  to  the  funds  that  have  been  supplied 
from  federal  sources  for  research  projects. 

Dr.  G.  V.  Brindley,  Temple:  I believe  that  practically 
every  medical  school  in  America  is  accepting  money  from 
the  federal  government  particularly  for  research,  and  if  this 
resolution  was  passed  and  all  federal  money  for  research  in 
the  medical  schools  was  stopped,  it  would  seriously  cripple 
our  medical  schools. 

Dr.  Scales:  We  were  not  taking  a stand  on  federal  aid 
one  way  or  another.  We  were  taking  a stand  only  on  the 
weight  of  the  resolution  which  is  federal  aid  to  medical 
education.  The  discussion  has  turned  into  a general  dis- 
cussion, and  if  we  vote  this,  we  are  voting  in  favor  of 
federal  aid.  The  resolution  does  not  state  that  in  any 
shape,  form,  or  fashion.  We  can  only  give  our  approval 
or  disapproval  on  the  resolution  as  submitted  to  us  on 
the  subject  which  it  contains. 

Dr.  Drue  Ware,  Fort  Worth:  We  have  been  sold  many 
times  this  evening  with  the  fact  that  most  medical  schools 
are  now  receiving  federal  aid.  This  does  not  necessarily 
mean  that  this  is  the  right  thing  for  it  to  be  happening, 
neither  does  it  mean  that  this  particular  House  of  Dele- 
gates has  to  go  on  record  as  condoning  same. 

Dr.  j.  R.  Donaldson,  Pampa:  If  we  are  opposed  to  the 
resolution  as  it  is,  or  if  we  don’t  go  on  record  as  being 
in  favor  of  accepting  federal  funds,  then  I think  the  mo- 
tion ought  to  be  tabled  and  no  action  taken  on  it  at  all. 
And  I so  move. 

Vice-Speaker  Murphy:  It  has  been  moved  and  seconded 
to  table  this  resolution.  It  is  undebatable.  We  will  proceed 
with  the  question.  All  those  in  favor  of  tabling  this  reso- 
lution, say  aye. 

[The  motion  to  table  carried.] 

17o.  RESOLUTION:  SUPPORTING  H.J.R.  23,  REPEAL  OF 
THE  16TH  AMENDMENT 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  government  of  the  United  States  was  run 
for  130  years  without  an  income  tax,  and 

Whereas,  twice  before  we  had  income  tax  for  brief 
periods  which  were  both  repealed,  and 

Whereas,  the  income  tax  is  not  necessary  and  the  money 
that  it  produces  can  be  equalled  by  taking  the  federal 
government  out  of  corporate  business,  such  as  the  Sugar 
Corporation,  the  Cuban  Nickel  Corporation,  and  the  Rama 
Road,  and 

Whereas,  there  are  700  of  these  corporations  that  are 
tax  free,  their  operating  expenses  being  paid  by  the  fed- 
eral government,  and  most  of  these  projects  operate  with 
a deficit  that  is  paid  out  of  the  general  fund,  and 

Whereas,  House  Joint  Resolution  23  now  under  consid- 
eration by  Congress  would  compel  their  sale  to  private 
interests  and  put  them  back  on  the  tax  rolls,  and 

Whereas,  not  one  penny  of  personal  income  tax  is  used 
by  the  federal  government  to  finance  any  part  of  the  gov- 
ernment authorized  by  the  Constitution  of  the  United 
States,  therefore  be  it 

Resolved  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of 
March,  I960,  does  firmly  support  H.J.R.  23,  and  be  it 
further 

Resolved  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Albert  Thomas  and  Bob  Casey,  and  the  President, 
and  be  it  further 

Resolved  that  the  Harris  County  Delegates  to  the  Texas 
Medical  Association  be  instructed  to  propose  this  resolution 
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to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  The  Committee  discussed 
Resolution  17o,  Supporting  H.J.R.  23,  Repeal  of  the  16th 
Amendment,  and  because  of  the  wording  and  thought 
contained  therein,  we  are  in  favor  of  this  resolution  and 
the  Committee  recommends  its  adoption.  And  I so  move. 

[The  report  was  adopted.] 

17p.  RESOLUTION:  OPPOSING  THE  FORAND  BILL 
(H.R.  4700)  AND  FORAND-TYPE 
LEGISLATION 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  Forand  Bill  (H.R.  4700)  is  compulsory 
federal  insurance  and  would  kill  voluntary  insurance  pro- 
grams at  a time  when  these  programs  are  solving  this 
problem,  and 

Whereas,  the  present  state  and  county  public  assistance 
programs  already  provide  free  care  for  all  the  indigent,  not 
just  those  over  65,  and  could  do  even  more  with  a reduc- 
tion in  federal  taxes,  and 

Whereas,  of  the  15,700,000  people  over  65  today,  4,- 
000,000  are  excluded  under  this  bill  as  ineligible  for  social 
security,  while  7,000,000  others  are  already  covered  under 
voluntary  plans,  and 

Whereas,  the  Forand-type  legislation,  if  only  because  of 
its  own  iniquitous  inequities  will  quickly  and  inevitably 
lead  to  complete  socialization  of  medicine  with  deteriora- 
tion of  the  quality  of  medical  care  given,  and 

Whereas,  the  American  people  cry  for  a tax  reduction, 
while  the  cost  of  the  Forand  Bill  will  begin  at  $2,000,000 
and  then  go  up,  therefore  be  it 

Resolved  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of  March, 
1960,  does  emphatically  and  without  reservation  oppose 
the  enactment  of  legislation  similar  in  philosophy  and 
intent  to  the  Forand  Bill,  and  be  it  further 

Resolved  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Albert  Thomas  and  Bob  Casey,  the  chairman  and 
all  members  of  the  House  Ways  and  Means  Committee, 
and  the  President,  and  be  it  further 

Resolved  that  the  Harris  County  Delegates  to  the 
Texas  Medical  Association  be  instructed  to  propose  this 
resolution  to  that  body  for  their  consideration  at  the  earliest 
possible  date. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Substitute  resolution  adopted.  See  Resolution  17a,  Report 
of  Reference  Committee  on  Miscellaneous  Business. 

17q.  RESOLUTION:  OPPOSING  ELIMINATION  OF  THE 
CONNALLY  AMENDMENT 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  Connally  Amendment  is  an  important  pro- 
tection for  maintaining  the  sovereign  rights  of  the  United 
States,  and 


Whereas,  it  gives  this  country  the  final  authority  as  to 
what  issues  between  the  United  States  and  other  nations 
are  international  in  scope  and  therefore  may  be  decided  by 
the  World  Court,  and 

Whereas,  the  United  States  is  governed  by  constitutional 
government  and  therefore  bound  by  this  Constitution,  other 
members  of  a World  Court  would  have  no  such  restric- 
tions, and 

Whereas,  the  United  States  was  founded  upon  the  prin- 
ciple of  individual  freedom  and  the  very  shackles  of  a 
World  Court  would  attack  our  individual  rights,  therefore 
be  it 

Resolved  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of  March, 
I960,  does  firmly  and  emphatically  oppose  the  elimination 
of  the  Connally  Amendment,  and  be  it  further 

Resolved  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Albert  Thomas  and  Bob  Casey,  the  President, 
and  all  members  of  the  Senate  Foreign  Relations  Commit- 
tee, and  be  it  further 

Resolved  that  the  Harris  County  Delegates  to  the  Texas 
Medical  Association  be  instructed  to  propose  this  resolution 
to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  Consideration  was  given  in 
detail  to  Resolution  17q  from  Harris  County  Medical  So- 
ciety in  opposition  to  the  elimination  of  the  Connally 
Amendment  and  Resolution  1 7 f f in  opposition  to  the 
Senate  Resolution  94,  both  of  which  deal  with  the  Inter- 
national Court  of  Justice. 

It  was  the  consensus  of  this  committee  that  the  Harris 
County  resolution  expressed  in  shorter  terms  and  in  greater 
clarity  the  intent  of  the  resolution.  Therefore,  this  commit- 
tee recommends  the  adoption  of  17q  submitted  by  Harris 
County,  rejecting  Resolution  17ff.  And  I so  move. 

Vice-Speaker  Murphy:  The  question  is  that  17q  be 
adopted  and  17ff  be  rejected.  Is  there  any  discussion?  All 
in  favor,  say  aye. 

[The  report  was  adopted.] 

17r.  RESOLUTION:  OPPOSING  THE  INTERNATIONAL 

MEDICAL  RESEARCH  BILL,  S.J.R.  41 

( A resolution  from  Harris  County  Medical  Society. ) 

Whereas,  there  are  facilities  for  medical  research  in 
many  countries  of  the  world,  and 

Whereas,  there  are  organizations  already  in  existence 
dealing  with  world  health,  i.e.,  World  Health  Organization, 
a specialized  agency  of  the  United  Nations,  and  World 
Medical  Association,  an  organization  of  national  medical 
associations,  and 

Whereas,  there  are  agencies  of  the  Department  of  Health, 
Education  and  Welfare,  such  as  the  Public  Health  Service, 
capable  of  compiling  and  disseminating  research  data,  and 

Whereas,  the  cost  for  foreign  aid  is  and  has  been  astro- 
nomical, and 

Whereas,  this  bill  would  be  an  additional  foreign  aid, 
which  would  inevitably  duplicate  current  efforts,  and 

Whereas,  the  annual  $50,000,000  authorization  is  small 
as  compared  with  total  federal  spending,  the  broad  purpose 
of  the  bill  insures  the  growth  of  the  money  bill,  and 
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Whereas,  new  spending  bills  must  be  avoided  if  we  are 
to  eliminate  deficit  financing,  be  it  therefore 

Resolved  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of  March, 
I960,  does  strongly  oppose  and  reject  the  International 
Medical  Research  Bill,  S.J.R.  41,  and  similar  legislation, 
and  be  it  further 

RESOLVED  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting,  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Bob  Casey  and  Albert  Thomas,  the  President, 
and  the  chairman  and  members  of  the  House  Commerce 
Committee,  and  be  it  further 

RESOLVED  that  the  Harris  County  Delegates  to  the  Texas 
Medical  Association  be  instructed  to  propose  this  resolu- 
tion to  that  body  for  their  consideration  at  the  earliest 
possible  date. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

[The  reference  committee  submitted  a substitute  resolu- 
tion for  Resolutions  17i,  17r,  and  17  ee.  All  three  resolu- 
tions concerned  opposition  to  S.J.R.  41  and  H.J.R.  649. 
See  Resolution  17ee  for  substitute  resolution.] 

17s.  RESOLUTION:  OPPOSING  FEDERAL  AID  TO 
EDUCATION 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  this  federal  aid  to  education  measure  would 
provide  virtually  open-end  sums  in  the  billions  of  dollars 
for  teachers’  salaries  and  school  construction  costs,  and 

Whereas,  if  enacted,  would  place  the  nation’s  schools 
under  Washington  bureaucratic  controls,  and 

Whereas,  these  measures  are  supported  by  two  of  the 
largest  and  best  financed  lobbying  organizations  in  the 
nation,  NEA  and  AFL-CIO;  thousands  of  right  thinking 
teachers,  who  hold  honest  convictions  that  schools  should 
be  controlled  at  local  levels,  will  be  virtually  forced  to 
lobby  for  aid  to  school  legislation,  for  fear  of  incurring 
the  wrath  of  the  NEA,  and  by  doing  so,  endanger  their 
teaching  positions,  and 

Whereas,  providing  education  has  always  been  the  duty 
and  responsibility  of  local  state  government;  and  nowhere 
in  the  Constitution  of  the  United  States  is  there  a require- 
ment upon  the  federal  government  to  enter  into  the  field 
of  general  education,  and 

Whereas,  school  construction  in  the  past  ten  years  is 
in  excess  of  increased  enrollment  needs  and  the  states  are 
better  able  than  the  federal  government  to  finance  schools, 
and 

Whereas,  the  vast  majority  of  states  have  so  informed 
the  federal  government  that  there  is  no  real  need  of  fed- 
eral aid  to  education,  therefore  be  it 

Resolved  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of  March, 
I960,  does  firmly  oppose  federal  aid  to  education,  and 
be  it  further 

Resolved  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting,  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Albert  Thomas  and  Bob  Casey,  the  chairman  and 
all  members  of  the  House  Rules  Committee,  and  the  Presi- 
dent, and  be  it  further 

Resolved  that  the  Harris  County  Delegates  to  the 
Texas  Medical  Association  be  instructed  to  propose  this 


resolution  to  that  body  for  their  consideration  at  the 
earliest  possible  date. 

Reference  committee  to  which  referred:  Legislation  and 
Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  The  committee  ap- 
proves this  resolution  in  principle,  but,  feeling  that  a 
change  in  wording  is  advisable,  recommends  this  revised 
resolution  for  the  approval  of  the  House  of  Delegates: 

Whereas,  various  federal-aid-to-education  measures  would 
provide  billions  of  dollars  for  school  construction  and 
teachers’  salaries;  and 

Whereas,  such  proposals  would  place  the  nation’s  schools 
under  federal  bureaucratic  controls;  and 

Whereas,  education  is  the  responsibility  of  local  and 
state  governments  according  to  the  federal  constitution;  and 
Whereas,  the  states  and  communities  are  better  able  to 
finance  education  than  is  the  federal  government;  and 
Whereas,  many  states  have  informed  the  federal  govern- 
ment that  there  is  no  real  need  or  desire  for  federal  aid 
to  education;  therefore  be  it 

Resolved  that  the  House  of  Delegates  in  regular  session 
in  Fort  Worth,  April  10,  I960,  states  its  opposition  to  all 
proposals  for  federal  aid  to  education;  and  be  it  further 
Resolved  that  copies  of  this  resolution  be  sent  to  both 
Senators  and  to  all  Congressmen  from  Texas. 

Mr.  Speaker,  I recommend  passage  of  this  resolution  as 
amended  by  this  Reference  Committee. 

Speaker  Hardwicke : Any  discussion?  Those  in  favor  of 
the  adoption  of  this  resolution  as  amended  by  the  Refer- 
ence Committee  make  it  known  by  saying  aye. 

[The  motion  carried.} 

[The  report  was  adopted.] 

17t.  RESOLUTION:  OPPOSING  EXTENSION  OF  THE 
FOREIGN  AID  PROGRAM 

(A  resolution  from  Harris  County  Medical  Society.) 
Whereas,  the  policy  of  foreign  aid  is  part  of  our  heritage 
and  our  religion  and  after  World  War  II  our  government 
has  extended  this  aid  to  be  continuous  and  global,  and 
Whereas,  the  impact  of  our  foreign  aid  on  the  economy 
of  nearly  all  recipient  countries  is  inflationary  and  damag- 
ing, with  an  income  which  it  cannot  by  itself  sustain,  and 
Whereas,  a total  of  $3,000,000,000  foreign  aid  funds  has 
been  granted  to  help  foreign  powers  reduce  their  national 
debts  and  balance  their  budgets,  money  ironically  we  had 
to  borrow,  and 

Whereas,  the  lack  of  competent  personnel  has  resulted  in 
waste  running  into  billions  of  dollars,  where  more  than 
$2,000,000,000  has  been  given  to  hostile  governments,  and 
Whereas,  foreign  aid  has  resulted  in  nationalization  of 
industry  and  state  capitalism  has  been  fostered  in  countries 
receiving  aid,  helping  to  establish  the  very  system  of  state 
slavery  we  set  out  to  combat,  and 

Whereas,  despite  our  huge  defense  contribution,  Euro- 
pean NATO  strength  is  negligible,  and 

Whereas,  past  and  present  foreign  foreign  aid  programs 
are  consuming  approximately  the  equivalent  of  20  per  cent 
of  our  personal  income  tax  collections  while  70  per  cent  of 
our  gold  reserve  is  subject  to  foreign  demand,  therefore 
be  it 

RESOLVED  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of  March, 
I960,  does  emphatically  request  that  Congress  take  steps  to 
terminate  the  Foreign  Aid  Program  as  quickly  as  possible, 
and  that  until  foreign  aid  is  terminated,  that  Congress 
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take  steps  to  properly  exercise  close  supervision  over  the 
manner  in  which  this  money  is  spent,  and  that  all  future 
aid,  plus  unexpended  aid,  be  diverted  to  and  handled  by 
the  Export-Import  Bank,  and  be  it  further 

Resolved  that  the  Congress  terminate  this  program 
within  three  years,  and  be  it  further 

RESOLVED  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Albert  Thomas  and  Bob  Casey,  and  the  Presi- 
dent, and  be  it  further 

RESOLVED  that  the  Harris  County  Delegates  to  the  Texas 
Medical  Association  be  instructed  to  propose  this  resolution 
to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  17t.  Resolution:  Opposing  Ex- 
tension of  the  Foreign  Aid  Program.  This  Committee  ac- 
cepts the  resolution  as  it  stands.  I move  its  adoption. 

[The  report  was  adopted.] 

17u.  RESOLUTION:  OPPOSING  EXTENSION  OF  THE 
SOCIAL  SECURITY  PROGRAM 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  under  the  Social  Security  Act  there  is  no  con- 
tract, no  guarantee,  no  cash  surrender  value;  the  law  spe- 
cifically stating  that  "the  right  to  alter,  amend,  or  repeal 
any  provision  of  the  Act  is  hereby  reserved  to  the  Con- 
gress,” and 

Whereas,  monies  paid  as  Social  Security  taxes  are  credited 
to  the  general  Treasury  of  the  United  States  government 
and  the  so-called  "reserve  fund”  consists  only  of  earmarked 
government  bonds  which  must  later  be  redeemed  by  further 
taxation,  and 

Whereas,  the  Supreme  Court  of  the  United  States  has 
ruled  that  "Social  Security  benefits  are  gratuities  to  be 
paid  by  the  national  government  directly  to  the  individuals, 
and  the  Act  creates  no  contractual  obligation  with  respect 
to  the  payment  of  benefits,”  and 

Whereas,  the  Social  Security  System  at  this  moment  is 
operating  in  "the  red”  and  the  only  manner  that  this  defi- 
cit can  be  overcome  is  by  increased  taxation  to  the  present 
and  future  generations,  and 

Whereas,  in  the  face  of  scheduled  increases,  payroll  taxes 
by  1969  will  be  boosted  to  nearly  9 per  cent — double  what 
it  is  today,  and 

Whereas,  the  Social  Security  program  is  being  used  as 
a vehicle  to  tack  other  socialistic  legislation  to  it  by  mere 
expansion  of  the  program,  and 

Whereas,  the  Social  Security  benefits  have  been  increased 
for  five  consecutive  election  years  and  is  being  used  by  the 
politicians  to  "gain  favor”  with  the  voters,  be  it  therefore 

RESOLVED  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of  March, 
I960,  does  firmly  oppose  the  social  security  program  and 
any  extension  thereof,  and  be  it  further 

Resolved  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Bob  Casey  and  Albert  Thomas,  and  the  President, 
and  be  it  further 

RESOLVED  that  the  Harris  County  Delegates  to  the  Texas 
Medical  Association  be  instructed  to  propose  this  resolution 


to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  17u.  Resolution:  Opposing 
Extension  of  the  Social  Security  Program.  This  Committee 
accepts  this  resolution  in  its  entirety.  I move  its  adoption. 

[The  report  was  adopted.] 

17v.  RESOLUTION:  SUPPORTING  THE  KEOGH  BILL,  H.R.  10 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  self-employed  person  must  establish  his 
own  retirement  program  without  tax  deduction  and  with- 
out preferential  tax  treatment  for  the  monies  set  aside  for 
the  purpose,  and 

Whereas,  for  many  years  Congress  has  given  favored  tax 
treatment  to  pension  plans  established  by  employers  for 
their  employees,  and 

Whereas,  the  Keogh  plan  would  provide  a tax  deferment 
to  the  self-employed  on  a portion  of  their  income  deposited 
in  certain  restricted  and  regulated  retirement  programs,  and 

Whereas,  taxes  that  discriminate  against  self-employed 
individuals  in  favor  of  employees,  discourage  self-employ- 
ment, self  reliance,  and  individual  initiative,  and 

Whereas,  it  is  in  the  national  interest  for  citizens  to 
provide  for  their  own  retirement  rather  than  look  to  gov- 
ernment agencies  for  old  age  or  retirement  assistance,  be 
it  therefore 

RESOLVED  in  the  interest  of  fairness  and  equality  to 
the  10,000,000  self-employed  individuals,  the  Harris  County 
Medical  Society  in  regular  business  session  assembled  this 
ninth  day  of  March,  I960,  does  endorse  the  principle  of 
the  Keogh  Bill,  H.R.  10,  and  be  it  further 

RESOLVED  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Bob  Casey  and  Albert  Thomas,  and  the  President, 
and  be  it  further 

Resolved  that  the  Harris  County  Delegates  to  the  Texas 
Medical  Association  be  instructed  to  propose  this  resolution 
to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  17v.  Resolution:  Sup- 
porting the  Keogh  Bill,  H.R.  10.  This  resolution  from  Har- 
ris County  providing  for  tax  deferment  to  self-employed 
persons  is  approved  and  its  adoption  is  recommended.  I so 
move. 

[The  report  was  adopted.] 

17w.  RESOLUTION:  APPROVING  THE  STATES'  RIGHTS 
ACT,  H.R.  3,  S.  3 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  encroachment  of  the  federal  government 
over  every  aspect  of  public  life  is  alarming,  and 

Whereas,  the  Constitution  of  the  United  States  provides 
that  those  powers  not  delegated  to  the  United  States  nor 
prohibited  to  the  states  are  reserved  to  the  states  or  to  the 
people,  and 
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Whereas,  our  cherished  individualism  and  independence 
is  threatened  by  freedom  loss,  and 

Whereas,  local  problems  can  best  be  resolved  locally, 
therefore  be  it 

Resolved  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of  March, 
I960,  does  approve  and  support  enactment  of  States’  Rights 
legislation,  H.R.  3 and  S.  3,  and  be  it  further 

RESOLVED  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Bob  Casey  and  Albert  Thomas,  and  the  President, 
and  be  it  further 

RESOLVED  that  the  Harris  County  Delegates  to  the  Texas 
Medical  Association  be  instructed  to  propose  this  resolution 
to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  17w.  Resolution:  Approving 
the  States'  Rights  Act,  H.R.  3,  S.  3.  This  Committee  ac- 
cepts this  resolution  in  its  entirety.  I move  its  adoption. 

[The  report  was  adopted.] 


17x.  RESOLUTION:  CONCERNING  CARE  OF  NON-SERVICE 
CONNECTED  DISABILITIES  IN 
VETERANS  ADMINISTRATION 
HOSPITALS 

(A  resolution  from  Harris  County  Medical  Society.) 

Whereas,  the  Harris  County  Medical  Society  has  adopted 
resolutions  opposing  the  care  of  non-service  connected  dis- 
abilities in  Veterans  Administration  facilities,  and 

Whereas,  85  per  cent  or  more  of  the  cases  cared  for  in 
Veterans  Administration  Hospitals  are  non-service  connected 
cases,  and 

Whereas,  this  medical  care  costs  taxpayers  almost  one 
billion  dollars  a year,  therefore  be  it 

Resolved  that  the  Harris  County  Medical  Society  in 
regular  business  session  assembled  this  ninth  day  of  March, 
I960,  does  emphatically  oppose  the  treatment  of  non- 
service connected  disabilities  in  Veterans  Administration 
facilities,  and  be  it  further 

RESOLVED  that  a copy  of  this  resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to 
Senators  Lyndon  Johnson  and  Ralph  Yarborough,  Repre- 
sentatives Bob  Casey  and  Albert  Thomas,  and  the  President, 
and  be  it  further 

Resolved  that  the  Harris  County  Delegates  to  the  Texas 
Medical  Association  be  instructed  to  propose  this  resolution 
to  that  body  for  their  consideration  at  the  earliest  possible 
date. 

Reference  committee  to  which  referred:  Legislation  and 
Public  Relations. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  LEGISLATION  AND  PUBLIC  RELATIONS 

Dr.  Jack  M.  Partain,  San  Antonio:  The  committee  accepts 
this  resolution. 

[The  report  was  adopted.] 


1 7y.  RESOLUTION:  OPPOSING  COMPULSORY  HEALTH 
INSURANCE  THROUGH  SOCIAL 
SECURITY  MECHANISM 

(A  resolution  from  Delegates,  Dallas  County  Medical 
Society. ) 

Whereas,  there  remains  before  the  Congress,  and  will 
probably  appear  perennially,  proposed  legislation  like  H.R. 
4700  in  which  compulsory  taxation  through  the  social 
security  mechanism  would  be  used  to  finance  compulsory 
health  insurance,  and 

Whereas,  common  reasoning  and  experience  in  other 
countries,  as  Great  Britain,  points  to  an  inevitable  develop- 
ment into  complete  nationalization  of  medical  service  when 
the  federal  government  attempts  to  provide  medical  care 
for  any  appreciable  segment  of  private  citizens,  and 

Whereas,  experience  in  many  countries  has  demonstrated 
a lowering  of  the  quality  of  medical  care  when  govern- 
mental control  of  such  medical  care  becomes  an  actuality, 
and 

Whereas,  increase  in  ostensible  benefits  of  the  social 
security  system  would  mean  a rising  scale  of  social  security 
taxation  and  could  eventually  bankrupt  the  entire  system, 
and 

Whereas,  American  Medicine,  along  with  multiple  other 
groups  in  this  country  are  carrying  on  a very  vigorous 
and  increasingly  effective  positive  program  of  studying, 
recognizing  and  moving  to  solve  the  many  facets  of  the 
problems  of  senior  citizens,  and 

Whereas,  any  use  of  the  social  security  system  could 
not  possibly  aid  that  group  of  citizens  who  may  need 
additional  help;  namely,  the  elderly  group  on  Old  Age 
Assistance,  unable  to  qualify  for  Social  Security,  therefore 

Be  It  Resolved  that  the  House  of  Delegates  of  the 
Texas  Medical  Association  express  its  continuing  and  in- 
creasing opposition  to  any  type  of  legislation,  such  as  H.R. 
4700,  the  so-called  Forand  Bill,  that  would  make  use  of 
compulsory  taxation  through  the  Social  Security  System  for 
compulsory  medical  care  or  insurance,  and 

RESOLVED  that  Texas  physicians  continue  to  work  with 
all  groups  toward  optimum  health  and  happiness  for  all 
elderly  citizens,  and 

RESOLVED  that  copies  of  these  resolutions  be  sent  to 
the  President  of  the  United  States,  the  Vice  President  of 
the  United  States  and  all  members  of  the  Congress,  and 

Resolved  that  similar  resolutions  be  carried  by  the 
Texas  Delegates  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Substitute  resolution  adopted.  See  Resolution  17a,  Report 
of  Reference  Committee  on  Miscellaneous  Business. 

17z.  RESOLUTION:  OPPOSITION  TO  COMPULSORY 

SOCIAL  SECURITY  FOR  PHYSICIANS 

(A  resolution  from  Tarrant  County  Medical  Society.) 

Whereas,  this  county  medical  society  and  the  Texas 
Medical  Association  repeatedly  have  opposed  compulsory 
inclusion  of  physicians  under  the  Social  Security  system, 
and 

Whereas,  Secretary  Flemming  has  seen  fit  to  seek  inclu- 
sion of  physicians  under  the  compulsory  system  while  of- 
fering voluntary  inclusion  to  the  employees  of  non-profit 
organizations,  and 

Whereas,  the  misleading  propaganda  of  the  mysteriously 
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financed  Physicians  Forum  fails  to  impress  our  members; 
now  therefore  be  it 

Resolved  that  the  House  of  Delegates  of  the  Texas 
Medical  Association  session,  April  10,  1960,  reiterates  its 
opposition  to  any  legislative  proposal  calling  for  the  inclu- 
sion of  physicians  under  compulsory  Social  Security,  and 
further 

Resolved  that  copies  of  this  resolution  be  sent  Con- 
gressman Jim  Wright,  Chairman  Wilbur  D.  Mills  of  the 
House  Ways  and  Means  Committee,  Senator  Lyndon  B. 
Johnson  and  Senator  Ralph  Yarborough. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  172.  Resolution:  Opposition  to 
Compulsory  Social  Security  for  Physicians.  This  Committee 
accepts  this  resolution  in  its  entirety. 

[The  report  was  adopted.} 

17oa.  RESOLUTION:  SUPPORT  OF  H.R.  7123 

(A  resolution  from  Tarrant  County  Medical  Society.) 

Whereas,  on  December  28,  1959,  the  Internal  Revenue 
Service  adopted  without  change  a previously  proposed  regu- 
lation relative  to  business  expense  deductions  for  expendi- 
tures to  influence  legislation  at  any  level  of  government — 
local,  state  or  national;  and 

Whereas,  corrective  legislation  by  Congressman  Boggs 
(H.R.  7123)  has  been  introduced  "to  amend  the  Internal 
Revenue  Code  of  1954  so  as  to  provide  that  lawful  expendi- 
tures for  legislative  purposes  shall  be  allowed  as  deductions 
from  gross  incomes”;  now,  therefore  be  it 
Resolved  that  the  House  of  Delegates  of  the  Texas 
Medical  Association  session,  April  10,  I960,  endorses  H.R. 
7123,  and  be  it  further 

Resolved  that  copies  of  this  resolution  be  sent  to  Con- 
gressman Jim  Wright,  Chairman  Wilbur  D.  Mills  of  the 
House  Ways  and  Means  Committee,  Senator  Lyndon  B. 
Johnson  and  Senator  Ralph  Yarborough. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  In  consideration  of  Resolution 
17aa,  supporting  H.R.  7123,  dealing  with  the  Internal 
Revenue  Service  interpretations,  this  Committee  adopts  the 
resolution  with  the  second  Whereas  deleted. 

17bb.  RESOLUTION:  MEDICAL  RADIO  SYSTEM 

(A  resolution  from  Tarrant  County  Medical  Society.) 

Whereas,  the  Medical  Radio  System,  a service  of  Radio 
Corporation  of  America  and  National  Broadcasting  Com- 
pany, is  being  offered  to  members  of  this  and  other  medi- 
cal societies  as  a means  of  continuing  postgraduate  medi- 
cal education;  and 

Whereas,  sales  representatives  of  these  corporations  state 
that  the  fee  for  this  service  is  low  due  to  federal  subsidy; 
and 

Whereas,  acceptance  of  a federally  subsidized  service  to 
us  is  incompatible  with  our  opposition  to  federal  subsidy 
of  our  services  to  others,  now  therefore  be  it 

RESOLVED  by  the  House  of  Delegates  of  the  Texas  Medi- 
cal Association  session,  April  10,  I960,  that  this  organiza- 
tion gives  no  official  sanction  to  the  Medical  Radio  System, 
and  be  it  further 


Resolved  that  the  National  Broadcasting  Company  be 
informed  of  this  action. 

Reference  committee  to  which  referred:  Medical  Service 
and  Insurance. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MEDICAL  SERVICE  AND  INSURANCE 

Dr.  David  W.  Carter,  Jr.,  Dallas:  This  resolution  from  the 
Tarrant  County  Medical  Society  is  disapproved  by  the  ref- 
erence committee.  The  reference  committee  has  no  evidence 
that  the  system  is  subsidized  by  the  federal  government. 
We  do  not  believe  that  it  is  the  Texas  Medical  Associa- 
tion’s prerogative  to  criticize  such  a free  enterprise  venture. 
Apparently  the  program  is  to  be  paid  for  by  pharmaceuti- 
cal firms  and  the  subscribers.  If  you  or  I subscribe  to  it, 
we  would  pay  $10  a month  for  this  service.  A letter  from 
the  American  Medical  Association  concerning  the  system 
says:  "The  entire  program  is  to  be  broadcast  over  a closed 
circuit  system  which  could  be  utilized  for  special  announce- 
ments by  county  medical  societies  and  on  a nation-wide 
hook-up  by  the  A.M.A.  It  is  certainly  an  innovation  in 
medical  communications  and  although  it  may  have  many 
shortcomings,  we  do  not  believe  that  it  is  the  A.M.A. 's 
prerogative  to  criticize  such  a free  enterprise  venture  as 
this.”  And  the  last  sentence  was  transposed  into  the  report 
of  the  committee.  The  Tarrant  County  Medical  Society  reso- 
lution was  to  the  effect  that  the  House  of  Delegates  dis- 
approve the  so-called  Medical  Radio  System.  I move  this 
resolution  not  be  adopted. 

[The  report  of  the  reference  committee  was  adopted.] 

17cc.  RESOLUTION:  SUPPORT  OF  H.R.  7352 

(A  resolution  from  Brazoria  County  Medical  Society.) 

Whereas,  inadequate  labeling  of  harmful  chemicals  has 
been  a handicap  to  a successful  attack  on  accidental  poison- 
ing, and 

Whereas,  accidental  poisoning  particularly  in  pre-school 
age  children  has  caused  much  injury  and  death  which  is 
largely  preventable,  and 

Whereas,  informative  labeling,  including  the  list  of 
hazardous  ingredients,  the  potentialities  for  harm,  directions 
for  safe  use,  and  first-aid  instructions  would  lead  to  a 
substantial  and  sustained  reduction  in  accidental  poisoning 
by  reducing  careless  handling,  alerting  users  to  dangers  and 
expediting  treatment  in  some  instances,  therefore  be  it 

Resolved  that  the  House  of  Delegates  of  the  Texas 
Medical  Association,  in  regular  session  assembled  in  Fort 
Worth,  Texas,  this  tenth  day  of  April,  I960,  does  hereby 
recognize  the  necessity  for  adoption  of  H.R.  7352  to  regu- 
late the  labeling  of  hazardous  substances  for  non-manufac- 
turing purposes,  and  be  it  further 

Resolved  that  the  House  of  Delegates  urges  each  mem- 
ber of  the  Texas  Medical  Association  to  cooperate  fully 
with  all  efforts  to  secure  adoption  of  the  Uniform  Hazard- 
ous Substances  Act,  and  be  it  further 

RESOLVED  that  all  members  generate  and  if  necessary, 
initiate  support  for  H.R.  7352  in  their  local  communities 
to  the  end  that  Senators  and  Representatives  from  Texas 
in  the  United  States  Congress  would  lend  their  support 
to  this  measure. 

Reference  committee  to  which  referred:  Scientific  Work. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  SCIENTIFIC  WORK 

Dr.  George  Waldron,  Houston : The  committee  consid- 
ered the  H.R.  7352  before  Congress  at  this  time  and  unani- 
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mously  voted  for  the  approval  of  this  resolution.  I move 
that  this  portion  of  the  report  be  approved. 

[The  report  was  adopted.] 

17dd.  RESOLUTION:  OPPOSITION  TO  THE  SIXTEENTH 
AMENDMENT 

(A  resolution  from  Dr.  Carlos  E.  Fuste,  Jr.,  of  Alvin.) 

Whereas,  the  need  for  support  of  an  equitable  system  of 
taxation,  consistent  with  our  Constitution  and  Bill  of 
Rights,  is  paramount  in  the  performance  of  essential  gov- 
ernment functions;  and 

Whereas,  the  Fifth  Article  of  the  Constitution  of  the 
United  States  provides  the  means  by  which  the  people  can 
delegate  powers  to,  or  withhold  powers  from  government 
through  an  amendment  procedure  requiring  concurrence 
of  two-thirds  of  the  members  of  both  Houses  of  Congress, 
or  by  the  application  of  the  legislations  of  two-thirds  of 
the  several  states,  and  in  either  case,  ratification  by  three- 
quarters  of  the  States;  therefore  be  it 

RESOLVED  that  the  House  of  Delegates  of  the  Texas 
Medical  Association  requests  the  Congress  of  the  United 
States  to  take  such  immediate  action  as  is  required  which 
will  permit  the  American  people  the  opportunity  made 
possible  under  the  Constitution  to  vote  upon  the  question 
of  whether  the  Sixteenth  Amendment  to  the  Constitution 
is  to  be  continued  or  repealed;  and  be  it  further 

Resolved  that  a copy  of  this  Resolution  be  spread  upon 
the  minutes  of  this  meeting  and  that  copies  be  sent  to  ( 1 ) 
the  President  of  the  United  States,  and  (2)  the  Vice-Presi- 
dent of  the  United  States,  (3)  the  members  of  both  Houses 
of  Congress  from  the  State  of  Texas,  (4)  the  members  of 
the  Texas  Legislature. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 

REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Qaude  Selby,  Sinton:  The  Committee  has  studied 
this  resolution  and  feels  that  because  of  the  wording  it 
should  be  rejected,  substituting  therefore,  the  following 
resolution: 

17dd.  RESOLUTION:  SUBSTITUTE,  URGING  THE  PASSAGE 
OF  H.R.  3000  AND  H.R.  3001,  BILLS 
TO  PROVIDE  BASIC  REFORM  OF  FED- 
ERAL TAX  RATES  AND  MEASURES 

Whereas,  the  present  Federal  tax  structure  stunts  eco- 
nomic growth  since  it  both  prohibits  adequate  capital  ac- 
cumulation and  destroys  capital  once  accumulated;  and 

Whereas,  among  the  taxes  which  are  causing  the  greatest 
harm  in  this  connection  are  ( 1 ) the  personal  income  tax 
with  its  heavy  progressive  and  confiscatory  rates,  extending 
from  a beginning  rate  of  20  per  cent  to  a top  rate  of  91 
per  cent,  and  (2)  the  tax  on  corporate  incomes  with  com- 
bined normal  and  surtax  rates  of  52  per  cent;  and 

Whereas,  on  January  21,  1959,  Rep.  Herlong  (D. -Flor- 
ida) and  Rep.  Baker  (R.-Tennessee)  introduced  in  the 
House  of  Representatives  in  Congress  companion  bills 
(H.R.  3000  and  H.R.  3001)  providing  for  "basic  reform 
to  Federal  tax  rates  and  methods  in  five  major  areas"  and 
providing  for  "removal  of  tax  blocks  to  progress”;  and 

Whereas,  the  provisions  of  these  bills  would: 

(a)  Moderate  personal  and  corporate  income  taxes,  over 
a five-year  period,  to  a top  rate  of  47  per  cent; 

(b)  Establish  more  realistic  depreciation  rules; 

(c)  Defer  taxes  for  individuals  on  long-term  capital 
gains  until  such  time  as  the  taxpayer  "dis-invests”; 

(d)  Reduce  the  rates  of  tax  on  estates  and  gifts;  and 


Whereas,  it  is  our  opinion  that  the  Herlong-Baker  Bills 
would  contribute  more  than  any  other  possible  government 
action  to  our  economic  well-being  and  national  security; 
therefore  be  it 

Resolved:  That  the  Congress  be  urged  to  enact  the 
Herlong-Baker  Bills  into  law;  and  be  it  further 

Resolved:  That  the  Delegates  to  the  American  Medical 
Association  be  instructed  to  present  this  resolution  to  the 
House  of  Delegates  of  the  American  Medical  Association 
at  the  next  meeting;  and  be  it  further 

Resolved:  That  copies  of  this  resolution  be  sent  to  the 
Congressional  Delegation  from  Texas. 

I move  the  adoption  of  this  resolution. 

Speaker  Murphy:  This  is  a question  on  the  substitute 
resolution  for  Resolution  17dd.  Is  there  as  discussion?  If 
not,  all  in  favor,  say  aye. 

[The  report  was  adopted.] 

17ee.  RESOLUTION:  OPPOSITION  TO  H.J.  RESOLUTION  649 

(A  resolution  from  Dr.  Carlos  E.  Fuste,  Jr.,  of  Alvin.) 
Whereas,  H.  J.  Res.  649  has  been  introduced  as  a 
compromise  version  of  H.  J.  Res.  41  and 

Whereas,  H.  J.  Res.  649  authorizes  $10,000,000  a year 
to  be  available  until  spent  and  further  permits  the  govern- 
ment to  use  unlimited  amounts  of  foreign  currency  which 
are  made  available  to  the  United  States  in  return  for  agri- 
culture products  under  Title  I of  the  Agricultural  Trade 
Development  and  Assistance  Act  of  1954,  and  the  Mutual 
Security  Act  of  1954,  or  otherwise  available  for  utilization 
by  the  United  States;  and 

Whereas,  the  National  Institutes  of  Health  have  spent 
approximately  $4,000,000  among  31  countries  in  support 
of  research  projects,  fellowships,  traineeships,  and  foreign 
fellows  in  the  United  States;  and 

Whereas,  the  Congress  appropriated  $400,000,000  to  the 
National  Institutes  of  Health  from  which  a surplus  of 
over  $100,000,000  could  be  used  by  the  National  Institutes 
of  Health  on  International  Medical  Research;  and 

Whereas,  H.  J.  Res.  649  would  authorize  the  United 
States  to  conduct  and  support  research  training,  which  is 
medical  and  scientific  education,  thus  embarking  upon 
Federally  subsidized  medical  education  abroad;  and 

Whereas,  H.  J.  Res.  649  is  one  more  spending  measure 
in  the  entire  array  of  international  contributions  already 
being  made  by  the  United  States  through  its  foreign  aid 
program;  and 

Whereas,  in  so  doing,  the  United  States  Government  is 
increasing  the  national  debt  by  deficit  spending  thus  cre- 
ating a greater  tax  burden  on  an  already  debt-ridden  citi- 
zenry; and 

Whereas,  H.  J.  Res.  649  would  greatly  strengthen  inter- 
locking dictatorships  among  our  Federal  Health  Agencies 
and  International  Socialist  Agencies;  therefore  be  it 

Resolved  that  the  House  of  Delegates  of  the  Texas 
Medical  Association,  in  regular  session  assembled  in  Fort 
Worth,  Texas,  this  tenth  day  of  April,  I960,  does  hereby 
oppose  H.  J.  Res.  649  as  unnecessary,  impractical  and  un- 
desirable and  one  more  deceptive  title  to  open  up  new 
spending  channels  abroad;  and  be  it  further 

RESOLVED  that  this  resolution  be  spread  upon  the  min- 
utes of  this  meeting  and  that  a copy  of  this  resolution  be 
mailed  to  the  two  Senators  and  all  Representatives  from 
Texas;  and  be  it  further 

Resolved  that  the  Delegates  from  Texas  to  the  Ameri- 
can Medical  Association  be  instructed  to  introduce  a simi- 
lar resolution  to  the  House  of  Delegates  of  the  American 
Medical  Association  at  its  meeting  in  Miami,  June  13, 
1960. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 
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REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

Dr.  Claude  Selby,  Sinton:  After  reconsidering  17ee,  Reso- 
lution: Opposition  to  H.  J.  Resolution  649,  the  committee 
rejects  this  resolution  and  substitutes  the  following  resolu- 
tion: 

Whereas,  the  S.J.R.  41  and  H.J.R.  649  already  passed 
by  the  Senate,  proposes  an  international  spending  program 
for  health  research  and  world-wide  distribution  of  Amer- 
ican health  personnel;  and 

Whereas,  there  is  no  definite  statement  as  to  how  the 
money  is  to  be  spent;  and 

Whereas,  the  Congressional  resolution  would  make  in- 
ternational research  an  international  pawn  subject  to  the 
political  whims  of  Congress;  and 

Whereas,  the  funds  would  actually  be  an  additional 
appropriation  for  foreign  aid;  and  . 

Whereas,  though  the  initial  appropriation  suggested  is 
small,  the  resolution  opens  up  an  unrestricted  field  run- 
ning the  full  gamut  of  medicine  and  could  lead  to  an 
almost  unlimited  expense;  therefore  be  it 

Resolved:  That  the  Delegates  to  the  American  Medical 
Association  be  instructed  to  oppose  S.J.R.  41  and  H.J.R. 
649;  and  be  it  further 

RESOLVED:  That  copies  of  this  resolution  be  submitted 
to  the  Texas  Congressional  Delegation. 

I so  move. 

[The  report  was  adopted.] 


17ff.  RESOLUTION:  OPPOSITION  TO  S.  RES.  94 

(A  resolution  from  Dr.  Carlos  E.  Fuste,  Jr.,  of  Alvin.) 

Whereas,  an  International  Court  of  Justice  was  estab- 
lished by  the  United  Nations  in  1954  composed  of  15 
Judges,  not  more  than  one  from  each  participating  nation; 
and 

Whereas,  this  World  Court  was  designed  to  be  superior 
to  the  domestic  courts  of  each  participating  nation;  and 
Whereas,  a resolution  was  introduced  in  the  Congress  of 
the  United  States  committing  and  binding  the  United  States 
to  participate  in  the  accepted  jurisdiction  of  this  World 
Court,  but  providing  that  the  Court  would  have  no  juris- 
diction over  "disputes  with  regard  to  matters  which  are 
essentially  within  the  domestic  jurisdiction  of  the  United 
States”;  and 

Whereas,  Senator  Tom  Connally  of  Texas  offered,  and 
the  Congress  adopted,  an  amendment  to  this  resolution 
adding,  "as  determined  by  the  United  States”;  and 

Whereas,  the  ultra-liberals  of  the  Congress  have  intro- 
duced S.  Res.  94  repealing  the  Connally  Amendment;  and 
Whereas,  the  United  States  will  have  virtually  surren- 
dered her  Constitution  and  its  national  sovereignty  and 
accepted  the  control  of  one  world  government  dominated 
by  the  International  Communist  Conspiracy  if  the  Con- 
nally Amendment  is  repealed;  therefore  be  it 

Resolved  that  the  House  of  Delegates  of  the  Texas 
Medical  Association  in  regular  session  assembled  in  Fort 
Worth,  Texas,  this  tenth  day  of  April,  I960,  does  here- 
with oppose  S.  Res.  94;  and  be  it  further 

RESOLVED  that  this  resolution  be  spread  upon  the  min- 
utes of  this  meeting  and  that  a certified  copy  be  sent  to 
the  President  of  the  United  States,  the  Vice-President  of 
the  United  States,  the  two  Senators  and  all  Representatives 
from  the  State  of  Texas. 

Reference  committee  to  which  referred:  Miscellaneous 
Business. 


REPORT  OF  REFERENCE  COMMITTEE 
ON  MISCELLANEOUS  BUSINESS 

[Resolution  17q  was  adopted  in  lieu  of  Resolution 
17ff.J 

Dr.  J.  G.  Heard,  Houston:  May  I present  a resolution, 
please? 

Vice-Speaker  Murphy:  Yes,  sir. 

Dr.  Heard: 

RESOLUTION 

Whereas,  the  14  accredited  delegates  and  some  alternates 
from  Harris  County  who  are  now  present  for  this  meeting 
unanimously  present  this  resolution,  and 

Whereas,  the  I960  installation  ceremonies  of  our  Society 
were  attended  by  the  Mayor  of  the  City  of  Houston  and  his 
wife,  the  Judge  of  the  County  Commissioners  Court  and 
his  wife,  the  several  Commissioners  of  the  Court,  the  presi- 
dent of  the  Texas  Medical  Association  and  his  gracious 
wife  who  together  had  then  been  five  days  away  from  their 
home,  he  from  his  practice  and  she  from  their  children  on 
Association  affairs,  and 

Whereas,  also  present  were  the  Managing  Editor  of  one 
Houston  newspaper,  the  Vice-President  and  Executive  Edi- 
tor of  another,  and  the  Editor  of  the  third,  with  their 
wives,  and 

Whereas,  each  newspaper  gave  favorable  and  generous 
write-ups,  together  with  photographs,  in  their  coverage  of 
the  meeting  to  the  500,000  combined  daily  circulation,  with 
special  emphasis  on  the  objective  common  sense  and  ag- 
gressive challenge  of  the  principal  speaker,  and 

Whereas,  such  write-ups  reflected  credit  on  Texas  Medi- 
cine and  the  ideals  of  this  Association  and  came  at  a time 
when  favorable  publicity  in  Houston  was  at  a low  ebb, 
and  (laughter) 

Whereas,  to  our  knowledge  this  is  one  of  the  first,  if  not 
the  first  time,  any  high  officer  of  the  Association  has  been 
called  upon  to  be  the  principal  in  a County  Society’s  pub- 
lic officer-installation  ceremony,  now  be  it 

RESOLVED  that  the  Harris  County  Delegation  here  ex- 
press its  deepest  appreciation  and  that  of  its  Society  to  this 
officer  of  the  Association,  and  be  it  further 

Resolved  that  by  vote  of  this  House,  on  respectful  peti- 
tion of  the  delegates  from  Harris  County  that  this  resolu- 
tion become  a permanent  part  of  the  transactions  of  this 
House  to  be  recorded  and  to  record  an  unusual  and  valu- 
able service  by  one  of  its  faithful,  diligent,  and  intelligent 
officers,  the  Chairman  of  our  Board  of  Trustees  from  Cle- 
burne, Johnson  County,  Robert  Willis  Kimbro.  Thank  you. 

Vice-Speaker  Murphy:  By  your  applause,  this  resolution 
has  been  adopted. 

[Following  the  introduction  of  the  foregoing  resolutions, 
there  being  no  other  business,  the  House  of  Delegates  re- 
cessed its  meeting  Saturday  night  at  10:20  p.m.  until  the 
following  evening.] 

Sunday,  April  10,  1960 

MEMORIAL  SERVICES 

[Joining  with  its  Woman’s  Auxiliary,  the  Texas  Medi- 
cal Association  paid  tribute  to  deceased  Texas  physicians 
and  deceased  wives  of  Texas  physicians  Sunday,  April  10, 
I960,  in  the  Continental-Terrace  Rooms  of  the  Hilton 
Hotel.  Dr.  Joseph  F.  McVeigh,  Fort  Worth,  chairman,  and 
Mrs.  Guy  E.  Knolle,  Houston,  co-chairman,  presided.] 

[Special  music  was  presented  by  the  Baptist  Hour 
Choir  of  Fort  Worth,  with  Miss  Joe  Ann  Shelton,  director 
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of  the  Choir,  presenting  the  Lord’s  Prayer.  Organist  was 
Feliks  Gwozdz.  Invocation  was  given  by  Rev.  Robert 
Earnest  Naylor,  president,  Baptist  Theological  Seminary. 
The  memorial  address  for  deceased  physicians  was  pre- 
sented by  Dr.  Milford  O.  Rouse  of  Dallas  and  the  memorial 
address  for  deceased  members  of  the  Woman’s  Auxiliary 
was  presented  by  Mrs.  John  King  Glen  of  Houston.  Mrs. 
Glen’s  address  appears  as  part  of  the  Auxiliary  transac- 
tions. Dr.  Rouse’s  address  appears  as  follows:] 

MEMORIAL  ADDRESS  FOR  DECEASED  PHYSICIANS 

The  physician  spends  his  life  serving  humanity  faith- 
fully, skillfully  and  happily,  in  a profession  with  a goal 
whose  ultimate  full  realization  theoretically  would  do  away 
with  the  purpose  of  his  service.  As  James  Bryce  said: 
"Medicine  is  the  only  profession  that  labors  incessantly  to 
destroy  the  reason  for  its  own  existence.”  But  the  physician 
is  human  and  his  body  is  mortal  and  inevitably  comes  the 
time  when  he  is  called  from  labor  to  rest.  And  so  we  have 
turned  aside  this  afternoon  to  take  note  of  our  confreres 
who  have  passed  from  our  midst  since  the  similar  occasion 
of  last  year,  and  to  take  comfort  and  inspiration  from  their 
lives. 

One  of  the  tragic  ironies  of  medicine  is  that  the  physi- 
cian gives  unselfishly  of  his  skill,  his  time,  and  his 
energy  in  prolonging  the  lives  of  others,  often  to  fall  years 
before  his  span  of  life  should  have  reached  the  ripe  age 
which  modern  science  brings  to  most  citizens,  to  succumb 
inevitably  to  the  foes  he  fights  so  valiantly,  for  so  many 
years — accident,  disease,  death.  The  142  Texas  physicians 
deceased  since  April  of  last  year  ranged  in  age  from  34  to 
93,  with  an  average  age  of  67,  definitely  below  the  expect- 
ancy of  their  nonmedical  neighbors.  Sobering  is  the  per- 
sonal reflection  that  I knew  personally  35  of  these  friends 
and  had  the  somber  privilege  of  being  a pallbearer  at  the 
funeral  of  3 of  them.  How  touching  it  was  in  reviewing 
the  obituaries  of  these  friends  to  read  that  one  died  im- 
mediately after  delivering  a baby,  one  died  a few  minutes 
after  completing  an  operation,  and  a third  one  died  while 
making  hospital  rounds  on  Sunday  morning.  These  inci- 
dents point  up  the  faithfulness  and  untiring  service  of  the 
physician. 

When  a physician  ends  his  work,  it  is  not  like  the 
passing  of  an  ordinary  citizen.  He  has  held  a unique  rela- 
tion in  the  community.  He  is  not  simply  a public  agent  for 
the  transaction  of  business.  He  is  a public  friend.  He  deals 
not  with  the  simple  external  goods  of  men.  He  holds  the 
most  sacred  trusts.  Under  his  guiding  hand,  a strong  man 
lies  down  upon  the  scant  table  in  an  unconscious  sleep 
and  trusts  the  thread  of  life  to  his  surgeon’s  careful  skill. 
To  him  the  woman  tells  her  deepest  secrets  and  trusts 
implicitly  in  his  truth  and  honor. 

He  is  a family  friend.  He  watches  over  our  entrance 
and  exit  from  the  world.  The  sick  one  looks  eagerly  for 
his  coming,  and  opens  eyes  with  trust  and  hope  and  grati- 
tude, into  his  cheerful,  thoughtful  face.  His  people  feel 
that  they  own  him,  for  he  is  subject  to  their  call  by  day 
and  night.  What  a wonderful  tribute  is  the  sincere,  deep 
meaning  in  the  voice  of  a patient  as  he  says,  "He  is  my 
doctor.” 

There  seems  to  come  from  him  something  more  than 
his  medicine;  it  is  his  personality.  The  patient  is  better 
before  the  drug  is  administered  in  many  instances. 

It  is  small  wonder  that  in  the  naming  of  the  disciples 
and  early  Christian  leaders  of  the  New  Testament,  while 
one  was  called  the  Zealot,  one  the  Publican,  and  one  the 
Son  of  Thunder,  it  was  Luke,  the  Physician,  whom  they 
called  "The  Beloved.”  And  we  realize  something  of  the 
pathos  yet  strength  and  comfort  of  the  lonely  Paul,  physi- 
cally weak,  when  he  told  in  Second  Timothy  4:11,  how 


all  his  followers  save  one  had  left  him.  We  could  guess 
who  that  one  was — his  physician,  as  he  comments,  "Only 
Luke  is  with  me!” 

Day  by  day  the  physician  comes  face  to  face  with  death 
and  early  learns  that  the  end  of  mortal  life  is  but  a transi- 
tion into  a better  world.  We  would  hope  and  trust  that 
each  of  these  departed  friends  was  a devout  and  conse- 
crated Disciple  of  the  Great  Physician.  Because  of  his 
love  of  God,  his  labors  among  us  were  performed  with  a 
keen  and  sensitive  awareness  of  eternal  values.  And  I 
like  to  believe  that  the  Great  Physician  has  welcomed  each 
of  these  friends  of  ours  with  the  words,  "The  beloved 
physician  is  with  Me.” 

Our  hearts  go  out  in  genuine  sympathy  to  the  loved 
ones  of  our  confreres  who  has  passed  beyond.  You,  their 
loved  ones,  are  comforted  by  the  memories  of  their  lives 
of  faithful  service,  just  as  we  are  inspired  by  our  memories 
of  their  friendship  and  their  professional  accomplishments. 
The  greatest  compliment  which  can  be  paid  to  a physician 
is  that  there  be  no  tears  at  his  funeral  or  at  his  memorial 
services,  and  I am  sure  that  each  of  us  has  a simple  sin- 
cere wish  that  so  may  it  be  with  us. 

And  so,  in  closing,  I would  say  with  William  Cullen 
Bryant,  in  "Thanatopsis” : 

"So  live,  that  when  thy  summons  comes  to  join 
The  innumerable  caravan,  which  moves 
To  that  mysterious  realm,  where  each  shall  take 
His  chamber  in  the  silent  halls  of  death. 

Thou  go  not,  like  the  quarry  slave  at  night, 
Scourged  to  his  dungeon,  but,  sustained  and  soothed 
By  an  unfaltering  trust,  approach  thy  grave 
Like  one  who  wraps  the  drapery  of  his  couch 
About  him,  and  lies  down  to  pleasant  dreams.” 

[Those  attending  the  services  were  given  a printed  pro- 
gram bearing  the  names  of  the  persons  being  honored.  The 
names  of  wives  of  physicians  who  were  paid  tribute  will 
be  listed  with  the  Auxiliary  transactions;  physicians  hon- 
ored were  as  follows:] 


Deceased  Members  of  the 

Texas  Medical  Association,  1959-1960 

Allen,  Dr.  Clarence  G.,  Commerce. 

Allen,  Dr.  Joseph  H.,  Denton  (Hon.). 

Ames,  Dr.  Frederick  D.,  Houston. 

Bailey,  Dr.  Edward  B.,  Wichita  Falls  (Hon.). 
Barclay,  Dr.  Watt,  Woodville. 

Barker,  Dr.  W.  E.,  Longview. 

Barnett,  Dr.  William  E.,  Dallas. 

Bayer,  Dr.  Bernard  H.,  Houston. 

Baze,  Dr.  Perry  E.,  Mason  ( Hon. ) . 

Black,  Dr.  W.  D.,  Pecos  (Hon.). 

Bloom,  Dr.  Fred  A.,  Houston. 

Boccelato,  Dr.  Salvador  L.,  San  Antonio. 
Bourland,  Dr.  J.  W.,  Sr.,  Dallas  (Hon.). 

Bowen,  Dr.  Robert  E.,  Sr.,  San  Antonio  (Inact. ). 
Boyd,  Dr.  G.  D.,  San  Antonio. 

Brazda,  Dr.  A.  W.,  Ranger. 

Brown,  Dr.  Glynne,  Tyler. 

Brumby,  Dr.  William  M.,  Houston  (Hon.). 
Carter,  Dr.  C.  E.,  Austin. 

Chunn,  Dr.  Barker  D.,  Beaumont. 

Cody,  Dr.  C.  C.,  Jr.,  Houston  (Emer.). 

Cohen,  Dr.  Manley  B.,  El  Paso. 

Cotham,  Dr.  Christian  M.,  San  Antonio. 

Cross,  Dr.  Denzil  D.,  Lubbock  (Inact.). 
Crumpler,  Dr.  W.  Emmett,  Port  Arthur. 
Gumming,  Dr.  Robert,  McGregor. 
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Cunningham,  Dr.  M.  A.,  Beaumont. 

Dean,  Dr.  Wesley  N.  Boyd  (Hon.). 

Dillen,  Dr.  Oscar  Marion,  Lufkin. 

Douglass,  Dr.  Hal  C,  Fort  Worth  (Inact.). 
DuBoise,  Dr.  Otho  K.,  Lockhart. 

Dutton,  Dr.  L.  O.,  El  Paso. 

Ellis,  Dr.  Frank  A.,  Corpus  Christi  (Inact.). 
Franklin,  Dr.  Floyd  S.,  Dallas. 

Fry,  Dr.  Murdock  D.,  Dallas. 

Furbeck,  Dr.  G.  Nelson,  San  Antonio. 

Gallagher,  Dr.  Robert  P.,  Amarillo  (Hon.). 
Goeth,  Dr.  Richard  A.,  San  Antonio  (Hon.). 
Goff,  Dr.  G.  F.,  Dallas. 

Goode,  Dr.  John  W.,  San  Antonio. 

Goodman,  Dr.  Thomas  L.,  Fort  Worth  ( Hon. ) . 
Hampshire,  Dr.  G.  FI.,  Marlin  (Hon.). 

Harris,  Dr.  Charles  H.,  Fort  Worth. 

Harris,  Dr.  Clarence  P.,  Houston. 

Harris,  Dr.  John  H.,  Houston. 

Harris,  Dr.  Robert  L.,  Odessa. 

Hathcock,  Dr.  Alfred  Lawrence,  Palestine. 
Heidrick,  Dr.  Daniel  L.,  Mercedes  (Hon.). 
High,  Dr.  Clifton  E.,  Pampa. 

Holcomb,  Dr.  Norman  F.,  Marshall. 

Holt,  Dr.  Russell  D.,  Meridian. 

Jackson,  Dr.  Dudley,  Sr.,  San  Antonio. 

Jackson,  Dr.  Luke  B.,  Sail  Antonio. 

Jones,  Dr.  Edmund  D.,  Beaumont. 

Karbach,  Dr.  H.  E.,  New  Braunfels. 

Kirkland,  Dr.  Luman  W.,  Beeville. 

Kuykendall,  Dr.  Pere  M.,  Beeville. 

Landrum,  Dr.  Marvin  M.,  Lampasas  (Hon.). 
Lindsay,  Dr.  Guion  A.,  Dallas. 

Loyd,  Dr.  Oscar  H.,  Vega. 

Lummis,  Dr.  Frederick  R,,  Houston 
McCall,  Dr.  John  G.,  Brady  (Hon.). 

McCollum,  Dr.  Charles  H.,  Jr.,  Fort  Worth. 
McKean,  Dr.  Jesse  C.,  Gladewater. 

McKeever,  Dr.  Duncan  C.,  Houston. 

McKinney,  Dr.  Edgar  P.,  Nacogdoches. 

Maginot,  Dr.  R.  W.,  Houston. 

Magrish,  Dr.  Philip,  San  Antonio. 

Mansell,  Dr.  Chris  C,  Lubbock. 

Marchman,  Dr.  Oscar  M.,  Sr.,  Dallas  (Emer.). 
Metz,  Dr.  L.  F.,  Stamford. 

Miears,  Dr.  Claude  H.,  Austin. 

Mitchell,  Dr.  Oliver  T.,  Plano. 

Mixson,  Dr.  Harold  J.,  Beaumont. 

Myrick,  Dr.  Thomas  S.,  Muenster. 

Nichols,  Dr.  Pike  C.,  Spur  (Hon.). 

Nifong,  Dr.  Harry  D.,  Mansfield  (Inact.). 
Patterson,  Dr.  Bertha  S.  McDavitt,  Fort  Worth 
(Hon.). 

Pence,  Dr.  Winfield  S.,  San  Saba. 

Perlman,  Dr.  Samuel,  Carthage. 

Pickard,  Dr.  Luther  J.,  Abilene. 

Poff,  Dr.  Claude  M.,  Tuleta  (Inact.). 

Pollok,  Dr.  Lewis  W.,  Temple  (Hon.). 
Prichard,  Dr.  Horace  D.,  Wichita  Falls. 

Raine,  Dr.  M.  F.,  Crane. 

Red,  Dr.  William  S,,  Jr.,  Houston. 

Reddick,  Dr.  W.  Grady,  Dallas. 

Richter,  Dr.  L.  B.  S.,  Yoakum. 

Rollins,  Dr.  Wiley  J.,  Houston. 

Sanders,  Dr.  D.  Leon,  Wills  Point  (Hon.). 
Schofield,  Dr.  Elmer  C,  Orange. 

Shaddix,  Dr.  Arthur  C.,  Beaumont. 

Shelton,  Dr.  Josephine  A.,  Refugio. 

Sparks,  Dr.  John  E.,  San  Antonio  (Inact.). 
Spiller,  Dr.  John  B.,  Houston. 

Sterling,  Dr.  Russell  R.,  Houston. 


Tackaberry,  Dr.  A.  L.  W.,  Houston  (Hon.). 
Talley,  Dr.  Oran  H.,  Corpus  Christi. 

Torbett,  Dr.  John  W.,  Jr.,  Beaumont. 

Tomb,  Dr.  Andrew  S.,  Victoria. 

Vance,  Dr.  James,  El  Paso  (Hon.). 

Wallace,  Dr.  B.  C.,  Waxahachie. 

Watson,  Dr.  Clyde  O.,  Corpus  Christi. 

Watson,  Dr.  S.  H.,  Waxahachie  (Hon.). 

Wells,  Dr.  Arthur  M.,  Jr.,  San  Antonio. 

White,  Dr.  H.  H.,  Paris  (Hon.). 

Williams,  Dr.  Minor  L.,  Robstown  (Hon.). 
Wilson,  Dr.  William  S.,  Jr.,  Carrizo  Springs. 
Woldert,  Dr.  Albert,  Tyler  (Hon.). 

Young,  Dr.  C.  B.,  Tyler. 

Deceased  Texas  Physicians,  Not  Members 
Of  the  Texas  Medical  Association,  1959-1960 

Anderson,  Dr.  Stewart  Harry,  Kerrville. 

Bivins,  Dr.  Luther  L.,  Copperas  Cove. 

Blair,  Dr.  Samuel  F,,  Cooper. 

Carter,  Dr.  Charles  S.,  Bells. 

Davis,  Dr.  Bradley  B.,  Dallas. 

Davis,  Dr.  J.  J.,  Higgins. 

Davis,  Dr.  William  E.,  Elkhart. 

Dickey,  Dr.  James  Lee,  Taylor. 

Dunne,  Dr.  George  Michael,  Balmorhea. 

Eaton,  Dr.  John  Parker,  Rusk. 

Frey,  Dr.  Conrad,  Wichita  Falls. 

Gutierrez,  Dr.  Juan  Bautista,  Brownsville. 

Heard,  Dr.  E.  F.,  Goree. 

Ives,  Dr.  Robert  Franklin,  Houston. 

Jackson,  Dr.  Leland  Forney,  Jr.,  Baird. 

Jackson,  Dr.  T.  G.,  Gorman. 

Jenks,  Dr.  Ralph  W.,  Greenville. 

Lee,  Dr.  H.  E.,  Houston. 

McLaughlin,  Dr.  Ralph  Leonard,  Granger. 
McKean,  Dr.  Alexander  C.,  Brownsville. 

Matlock,  Dr.  John  W.,  Frost. 

Meadows,  Dr.  Joseph  J.,  Taylor. 

Morrow,  Dr.  Rufus  Ethel,  Jasper. 

Moursand,  Dr.  Walter  H.,  Jr.,  Washington,  D.  C. 

( formerly  of  Dallas ) . 

Patterson,  Dr.  Lucius  K.,  El  Paso. 

Powers,  Dr.  Vernon  Blank,  San  Marcos. 

Roach,  Dr.  F.  R.,  Queen  City. 

Robinson,  Dr.  J.  E.,  Temple. 

Sharp,  Dr.  Milton  Ragsdale,  Granger. 

Stetson,  Dr.  Thomas  D.,  Hebbronville. 

Welch,  Dr.  Thomas  Lee,  Port  Arthur. 

Williams,  Dr.  William  G.,  Brownwood. 


Sunday,  April  10,  1960 

MINUTES  OF  HOUSE  OF  DELEGATES 
—SECOND  MEETING 

[The  House  of  Delegates  of  the  Texas  Medical  Associa- 
tion reconvened  Sunday,  April  10,  I960,  at  8 p.m.,  in 
the  Ballroom  of  Hotel  Texas,  Fort  Worth.  The  Credentials 
Committee  reported  a quorum.] 

[Reference  committee  chairmen  then  presented  the  re- 
ports of  their  committees.  The  reports  have  been  recorded 
with  the  items  of  business  to  which  they  relate  under  the 
first  meeting  of  the  House.] 
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[At  the  conclusion  of  the  reference  committee  reports 
and  action  on  them,  the  second  meeting  of  the  House  of 
Delegates  was  recessed  at  1 a.m.] 

Monday  and  Tuesday,  April  11-12,  1960 

GENERAL  MEETINGS 

[Eight  out-of-state  guest  speakers  made  presentations  at 
the  two  general  meetings  of  the  Texas  Medical  Association 
held  during  the  I960  annual  session  in  Fort  Worth.  The 
meetings,  scheduled  Monday  and  Tuesday,  April  11  and  12, 
were  held  in  the  Ballroom  of  Hotel  Texas,  with  President 
F.  W.  Yeager,  presiding.] 

[Guest  speakers  and  their  topics  at  the  Monday  meeting 
included  Dr.  Sydney  S.  Gellis,  Boston,  "Odd-Looking  Chil- 
dren”; Dr.  Benjamin  Boshes,  Chicago,  "Evaluation  of  the 
Tranquilizing  Drugs”;  Dr.  Russell  Meyers,  Iowa  City,  Iowa, 
"Neurosurgical  Measures  of  Value  in  Cerebral  Palsy”;  and 
Dr.  George  E.  Burch,  New  Orleans,  "Early  Recognition  of 
Coronary  Diseases.”] 

[Tuesday  the  physicians  making  presentations  were  Dr. 
William  Dameshek,  Boston,  "The  Differential  Diagnosis  of 
the  Anemias”;  Dr.  Gordon  McHardy,  New  Orleans,  "Re- 
gional Enteritis  and  Presentation  of  Cases”;  Dr.  Ben  M. 
Peckham,  Madison,  Wis.,  "A  Logical  Approach  to  Abnor- 
mal Uterine  Bleeding”;  and  Dr.  Eugene  P.  Pendergrass, 
Philadelphia,  "Roentgen  Diagnosis  of  Carcinoma  of  the 
Lung.”] 

Monday  and  Tuesday,  April  11-12,  1960 

GENERAL  MEETING  LUNCHEONS 

[Dr.  J.  R.  Heller,  Bethesda,  Md.,  and  Dr.  Louis  M.  Orr, 
Orlando,  Fla.,  President  of  the  American  Medical  Associa- 
tion, were  guest  speakers  at  the  general  meeting  luncheons 
of  the  Texas  Medical  Association  held  Monday  and  Tues- 
day, April  11-12,  in  the  Ballroom  of  Hotel  Texas.  Dr.  Hel- 
ler spoke  on  "Epidemiology  in  Cancer  Control,”  and  Dr. 
Orr  on  "Pawns  or  Individuals?”] 

[Dr.  F.  W.  Yeager,  Corpus  Christi,  President,  presided 
over  both  luncheons,  with  Dr.  Hobart  O.  Deaton  of  Fort 
Worth  giving  the  invocation  on  Monday  and  M.  E.  Sadler, 
Ph.D.,  Chancellor  of  the  Texas  Christian  University  of 
Fort  Worth,  giving  the  Tuesday  invocation.] 

[Special  guests  introduced  at  the  Monday  luncheon  was 
Dr.  Joseph  H.  Steger,  Fort  Worth,  Chairman  of  the  Com- 
mittee on  General  Arrangements,  and  members  of  the 
Past  Presidents  Association.] 

[Given  special  recognition  during  the  Tuesday  luncheon 
were  Dr.  Elbert  Dean  Rice,  Tyler,  General  Practitioner  of 
the  Year;  registrants  of  the  Orientation  Program;  ■ members 
of  the  Fifty  Year  Club;  and  several  guests.  In  addition, 
Dr.  Joe  R.  Donaldson,  Pampa,  chairman  of  the  Council  on 
Public  Relations  and  Public  Service,  introduced  winners  of 
the  Anson  Jones  Award  for  lay  medical  reporting.  Mr. 
Blair  Justice  of  the  Fort  Worth  Star-Telegram  was  first 
place  winner,  Miss  Marjorie  Clapp  of  the  San  Antonio 
Light  was  second  place  winner,  and  Mrs.  Mary  Tom  Rasco 
of  the  Amarillo  Daily  News  and  Globe-Times  was  third 
place  winner.  Dr.  Donaldson  also  presented  a special  award 
for  outstanding  community  service  reporting  to  Mr.  John 
M.  Whiting  of  the  Marshall  Neies-Messenger.] 


Scientific  Exhibit  Awards 

[Winners  of  the  scientific  exhibit  awards  were  an- 
nounced at  the  Tuesday  luncheon  as  follows:] 

[Individual — first,  "Renaissance  in  Otology,”  Dr.  W.  P. 
Anthony,  Fort  Worth;  second,  "Surgery  of  the  Hand,”  Dr. 
J.  Robert  Cochran,  Fort  Worth;  honorable  mention,  "Fate 
of  Lead  in  the  Synovial  Fluid,”  Dr.  Louis  W.  Breck,  Dr. 
W.  Compere  Basom,  Dr.  Morton  H.  Leonard,  Dr.  Mario 
Palafox,  and  Dr.  W.  Kosicki,  El  Paso.] 

[Group — first,  "Bronchogenic  Carcinoma,”  Dr.  Robert 
Shaw,  Dr.  Donald  L.  Paulson,  and  Dr.  John  L.  Kee,  Jr., 
Dallas;  second,  “Positive  Contrast  Ventriculography,”  Dr. 
McClure  Wilson  and  Dr.  S.  R.  Snodgrass,  Galveston;  hon- 
orable mention,  "From  Parenteral  Digitalization  to  Oral 
Maintenance,”  Dr.  Robert  B.  Crouch,  Houston.] 

[Institution — first,  "Selective  Visceral  Arteriography,” 
Dr.  Robert  N.  Cooley,  Dr.  John  R.  Derrick,  Dr.  Colvin  H. 
Agnew,  and  Dr.  L.  Bialostzky,  Galveston;  second,  "Region- 
al Perfusion  of  Cancer,”  Dr.  John  S.  Stehlin,  Jr.,  and  Dr. 
R.  Lee  Clark,  Houston;  honorable  mention,  "The  Treatment 
of  Burns  of  the  Hands,”  Colonel  Edward  H.  Vogel,  Jr., 
Lieutenant  Colonel  Wilfred  T.  Tumbusch,  and  Captain 
Jerome  J.  DeCross,  Fort  Sam  Houston.] 

[Exhibits  winning  the  popularity  poll  conducted  among 
the  general  membership  included:  "Treatment  of  Pul- 
monary Tuberculosis,”  Dr.  Ellison  F.  White  and  Dr.  Carlos 
J.  Quintanilla,  Harlingen,  and  Dr.  Lawrence  M.  Shefts, 
San  Antonio,  first;  "Surgery  of  the  Hand,”  Dr.  J.  Robert 
Cochran,  Fort  Worth,  second;  and  "Renaissance  in  Otol- 
ogy,” Dr.  W.  P.  Anthony,  Fort  Worth,  third.] 

Tuesday,  April  12,  1960 

MINUTES  OF  HOUSE  OF  DELEGATES 
—THIRD  MEETING 

[The  House  of  Delegates  of  the  Texas  Medical  Associa- 
tion reconvened  Tuesday,  April  12,  at  3 p.m.,  in  the  Town 
Club  of  Hotel  Texas,  Fort  Worth.  The  Credentials  Commit- 
tee reported  a quorum.] 

Speaker  Hardwicke:  We  have  one  bit  of  business  to  be 
brought  up  by  the  Board  of  Trustees.  Dr.  Kimbro. 

Dr.  R.  W.  Kimbro,  Cleburne:  This  bit  of  business  gives 
me  a great  deal  of  joy  to  do.  I grant  that  it  is  tinged 
with  some  sadness  because  it’s  paying  a tribute  to  a man 
who  I hold  very  dear  and  who  is  retiring  from  the  Board 
of  Trustees  after  serving  on  the  Board  for  10  years. 

It  is  a privilege  for  me  to  acknowledge  the  outstanding 
contributions  of  Dr.  George  Valter  Brindley  of  Temple.  At 
this  meeting  today.  Dr.  Brindley  is  completing  nearly  50 
years  of  service  to  the  Texas  Medical  Association,  and  he 
is  finishing  a full  term  of  10  years  as  a member  of  the 
Board  of  Trustees. 

In  my  judgment,  no  physician  has  contributed  more  to 
the  stature  and  the  prestige  of  our  Association.  He  has 
helped  nourish  its  growth  from  a membership  of  2,900 
in  1912,  to  a rapidly-growing  organization  of  8,200  at 
present. 

The  rich  history  of  our  Association  reflects  that  Dr. 
Brindley  was  serving  in  a position  of  leadership  as  early 
as  1919.  It  was  that  year  that  Dr.  Brindley  held  the  office 
of  Chairman  of  the  Section  on  Obstetrics  and  Gynecology. 
His  steady  influence  at  the  policy  level  has  been  evident 
since  1943  when  he  was  elected  as  Councilor  from  the 
Twelfth  District.  Dr.  Brindley  later  served  as  Chairman  of 
the  Board  of  Councilors  in  1947  and  1948,  and  then  presi- 
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dent-elect  the  following  year.  He  was  the  eighty-fourth 
president  of  the  Texas  Medical  Association  in  1949-1950 
and  his  year  was  one  of  distinguished  leadership.  Dr. 
Brindley  was  elected  to  the  Board  of  Trustees  the  following 
year,  and  today  he  is  completing  his  second  term  of  5 years. 

Dr.  Brindley’s  record  of  service  to  the  profession  is 
equally  impressive.  To  name  just  a few,  he  is  a past  presi- 
dent of  the  Texas  Surgical  Society,  the  Southern  Surgical 
Association,  the  American  Cancer  Society,  the  Bell  County 
Medical  Society,  and  the  Alumni  Association  of  the  Uni- 
versity of  Texas  Medical  Branch.  He  is  a past  Governor 
and  member  of  the  Board  of  Regents  of  the  American 
College  of  Surgeons.  These  are  professional  honors;  they 
do  include  his  many  years  of  service  to  Scott  and  White, 
his  community,  and  to  civic  groups. 

Through  this  outstanding  record  of  leadership  and  pro- 
fessional skill,  Dr.  Brindley  has  earned  the  respect  and 
admiration  of  his  colleagues.  To  those  of  us  who  have  had 
the  privilege  of  associating  with  him,  we  shall  always  re- 
member his  many  wonderful,  personal  attributes,  his 
warmth  and  friendliness,  and  his  kindness,  and  his  con- 
sideration of  others. 

I only  regret  that  it  is  not  possible  for  us  to  record  all 
of  these  honors  and  expressions  on  the  plaque  which  we 
would  like  to  present  to  you  now,  Dr.  Brindley.  This  is 
"Presented  to  G.  V.  Brindley,  M.D.,  with  deep  appreciation 
of  the  distinguished  and  unselfish  service  to  Texas  Medi- 
cine, President,  Trustee,  Councilor.  Presented  by  Board  of 
Trustees,  Texas  Medical  Association.”  [The  names  on  the 
plaque  were:  R.  W.  Kimbro,  M.D.,  J.  B.  Copeland,  M.D., 
Troy  A.  Shafer,  M.D.,  and  Byron  P.  York,  M.D. — 1960.] 
[Applause  and  standing  ovation.] 


Remarks  of  Dr.  G.  V.  Brindley 

Dr.  G.  V.  Brindley,  Temple:  There  is  no  question  in 
the  world  that  Texas  Medicine  has  been  most  gracious  and 
kind  to  me.  I was  talking  with  Arabella  last  night  and 
I said,  I have  much  that  I can  take  home  with  me  of 
cherished  memories  of  the  fine  things  that  American  Medi- 
cine and  Texas  Medicine  has  done  for  me.  I haven’t  done 
much.  I wish  I could  have  done  much  more.  To  have  some 
part  in  helping  the  growth  of  this  great  organization,  in 
serving  it,  and  in  learning  how  we  can  serve  better  the 
sick  people  of  this  state  is  a privilege.  You  folks  have  been 
good  to  me.  I’ll  always  be  grateful,  and,  many,  many 
thanks.  [Applause.] 

Speaker  Hardwicke:  Mrs.  Brindley,  won’t  you  stand  up 
for  a minute. 

Now,  our  next  item  of  business  is  presentation  to  this 
body  of  our  General  Practitioner  of  the  Year.  Dr.  Elbert 
Dean  Rice  of  Tyler.  [Standing  ovation.] 


Remarks  of  General  Practitioner  of  Year 

Dr.  Elbert  Dean  Rice,  Tyler:  I only  want  to  express  my 
deepest  appreciation  to  everyone  who’s  had  any  part  in 
this  great  honor.  I don’t  feel  like  that  I am  worthy,  but 
it  seems  that  a good  many  other  people  have  felt  so  and 
I appreciate  it  more  than  I can  express.  I don’t  feel  that 
I have  ever  done  anything  to  deserve  it,  but  I have  worked 
a long  time — about  47  years  trying  to  help  people,  and  I 
guess  that’s  the  reason.  Thank  you  so  much.  [Applause.] 

Speaker  Hardwicke:  We  are  proud  of  you,  Dr.  Rice. 

There  is  one  announcement  I will  make.  Many  of  you 
are  going  to  report  to  your  home  societies  the  work  that’s 


been  done  here  in  this  House  of  Delegates.  This  TMA 
Action  newspaper  which  was  published  this  morning  con- 
tains a very  excellent  resume  of  the  work  that  was  done. 
So,  take  some  copies  with  you. 

Is  there  any  further  business  to  be  presented  to  this 
House  by  the  Board  of  Councilors,  Board  of  Trustee,  or 
any  of  the  Scientific  Sections?  If  not,  we  now  proceed  to 
the  election  of  officers.  The  first  officer  to  be  elected  is 
that  of  the  President-Elect  of  the  Association. 


Election  of  Officers 

Dr.  Howard  Smith,  Marlin:  After  a great  deal  of  study, 
due  deliberation,  and  a poll  taken  over  the  state  of  Texas 
in  consultation  with  people  here  and  there,  I came  to  the 
conclusion  that  there's  only  one  man  who  should  be  nomi- 
nated as  President  of  Texas  Medical  Association  at  this 
time.  He  graduated  from  the  University  of  Texas  and  the 
first  great  thing  he  did  was  to  marry  Bernice  Rider,  origi- 
nally of  Hull,  England,  but  she  rapidly  became  transposed 
into  a Texan.  She  still  likes  tea  mighty  well.  Is  Bernie 
here?  She  is  really  a wonderful  help  and  would  be  a great 
president’s  wife  and  lady.  Dr.  Harvey  Renger,  as  I say, 
graduated  from  the  University  of  Texas,  a son  of  a very 
fine  and  distinguished  doctor  of  Hallettsville,  Texas.  He 
rapidly  began  to  take  his  place  in  organized  medicine.  He 
became  a member  of  the  American  College  of  Surgeons  and 
of  the  International  College  of  Surgeons.  He  became  presi- 
dent of  his  county  society.  He  became  a trustee  of  the 
A & I College  at  Kingsville.  In  1942,  he  became  Councilor 
from  his  district,  Lavaca  County,  and  a little  later  on  he 
was  appointed  simultaneously  as  chairman  and  as  a mem- 
ber, which  is  very  unusual — a double-barreled  election — 
to  our  Council.  I will  not  go  into  all  the  many  honors 
and  the  many  duties  which  he  has  performed  unstintingly, 
but  he  has  traveled  all  over  this  country  in  his  work  on 
our  insurance  program.  He  has  served  on  the  H.I.P.  Coun- 
cil and  still  is  serving.  He’s  a director  and  belongs  to  the 
Committee  for  Liaison  with  Blue  Cross-Blue  Shield.  He  has 
done  all  of  these  things,  traveled  many,  many  miles  at  his 
own  expense,  and  at  the  present  time,  is  a member  of  the 
American  Medical  Association’s  Council  on  Insurance. 
Harvey  has  the  qualifications  for  president  of  this  medical 
Association  because  of  his  many  activities  in  civic  life.  He’s 
been  a very  successful  business  man  and  ranchman.  He  is 
interested  in  affairs  throughout  his  county,  state,  and  na- 
tion. For  these  reasons,  it  gives  me  pleasure  to  place  before 
you  the  name  of  Dr.  Harvey  Renger  of  Hallettsville,  Texas, 
for  President-Elect  of  the  Texas  Medical  Association.  [Ap- 
plause.] 

[The  nomination  was  seconded  by  Dr.  Robert  D.  More- 
ton,  Fort  Worth;  Dr.  Walter  Walthall,  San  Antonio;  and 
Dr.  C.  Forrest  Jorns,  Houston.  It  was  moved  that  nomina- 
tions cease  and  Dr.  Renger  was  elected  by  acclamation.] 

Dr.  Renger:  This  is  the  first  time  that  I have  been  ner- 
vous. Thank  you  so  very,  very  much  for  this  honor.  I 
appreciate  it  from  the  bottom  of  my  heart.  I will  do  every- 
thing within  my  power  to  prove  to  you  that  the  confidence 
you  have  placed  in  me  will  not  be  misplaced.  Thank  you 
so  very  much.  [Applause.] 

[Then  followed  nomination  and  election  by  acclamation 
of  the  following:] 

Vice-President:  Russell  L.  Deter,  El  Paso. 

Speaker  of  House  of  Delegates:  C.  P.  Hardwicke,  Austin, 
succeeding  himself. 

Vice-Speaker  of  House  of  Delegates:  James  D.  Mutphy, 
Fort  Worth,  succeeding  himself. 

Councilor,  Second  District:  Henrie  E.  Mast,  Midland, 
succeeding  himself. 
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Councilor,  Seventh  District:  David  Wade,  Austin,  suc- 
ceeding himself. 

Councilor,  Eighth  District:  Carlos  E.  Fuste,  Jr.,  Alvin, 
succeeding  himself. 

Councilor,  Ninth  District:  Herbert  H.  Duke,  Baytown, 
succeeding  himself. 

Councilor,  Tenth  District:  Gail  Medford,  Jr.,  Lufkin. 

A.M.A.  Delegate:  Troy  A.  Shafer,  Harlingen,  succeeding 
himself. 

A.M.A.  Delegate:  John  K.  Glen,  Houston,  succeeding 
himself. 

A.M.A.  Delegate:  G.  W.  Cleveland,  Austin,  succeeding 
himself. 

A.M.A.  Delegate:  James  H.  Wooten,  Columbus,  succeed- 
ing himself. 

A.M.A.  Alternate  Delegate:  John  L.  Otto,  Galveston, 
succeeding  himself. 

A.M.A.  Alternate  Delegate:  Robert  W.  Kimbro,  Cle- 
burne, succeeding  himself. 

A.M.A.  Alternate  Delegate:  Ridings  E.  Lee,  Dallas,  suc- 
ceeding himself. 

A.M.A.  Alternate  Delegate:  E.  P.  Hall,  Jr.,  Fort  Worth, 
succeeding  himself. 

Speaker  Hardwicke:  Nominations  are  in  order  for  Trus- 
tee. 

Dr.  David  W.  Carter,  Jr.,  Dallas:  I have  a pleasant 
task  to  perform,  that  is,  of  nominating  a friend  whom  I 
have  known  for  many  years  to  be  a Trustee  of  this  As- 
sociation. Ail  of  us  are  fully  aware  of  the  importance  of 
this  office  and  of  the  many  duties  that  it  carries  with  it. 
I have  known  this  gentleman  since  1924  when  he  began 
the  practice  of  medicine,  and  in  all  those  years,  I have 
never  heard  a colleague  say  anything  that  was  unkind  or 
derogatory  of  him.  He’s  a modest,  unassuming  gentleman, 
a delightful  companion,  a good  public  speaker,  who  has 
been  eminently  successful  in  the  practice  of  medicine,  who 
is  well  regarded  as  a teacher  of  medicine  in  the  University 
of  Texas  Southwestern  Medical  School.  He  has  been  active 
in  his  county  society,  a past-president  of  the  Dallas  County 
Medical  Society,  and  he  has  worked  long  and  vigorously 
in  this  organization,  having  been  a member  of  numer- 
ous committees,  two  councils,  since  1946.  In  his  activi- 
ties other  than  professional,  he  has  a wide  interest  of 
civic  activities;  he  has  been  president  of  the  Dallas 
Y.M.C.A.,  long  interested  in  boys  and  youth  for  whom  he 
has  done  a great  deal.  He  is  interested  in  all  phases  of 
medicine,  and  he  will  bring  to  the  Board  of  Trustees 
knowledge  and  judgment.  He  is  of  a temperament  that  will 
allow  him  to  serve  well  in  this  important  position.  He  has 
been  successful  as  a business  man,  having  ranch  properties 
in  West  Texas  which  he  has  administered  with  success.  I 
mention  that,  particularly,  because  we  are  all  well  aware 
of  the  increasing  problems  and  duties  of  the  Board  of 
Trustees  in  handling  the  funds  of  this  Association.  I give 
you  the  name  of  Dr.  Elliott  Mendenhall  of  Dallas.  [Ap- 
plause.] 

[The  nomination  was  seconded  by  Dr.  John  L.  Matthews, 
San  Antonio,  and  Dr.  Thomas  L.  Royce,  Houston.] 

Dr.  Hardwicke:  Are  there  any  further  nominations? 

Dr.  Madison  J.  Lee,  Jr.,  Tyler:  As  delegate  from  Smith 
County,'  it’s  my  privilege  and  pleasure  to  place  in  nomina- 
tion for  this  position  of  Trustee  the  name  of  Dr.  C.  E. 
Willingham  of  Tyler.  Dr.  Willingham  exemplifies  in  our 
minds  all  of  the  attributes  which  are  necessary  for  this 
very  important  position  in  the  Texas  Medical  Association. 
He’s  an  excellent  doctor,  has  a very  large  general  practice 
and  the  high  esteem  in  which  his  patients  hold  him  attests 
to  this  fact.  He’s  a fine  Christian  gentleman.  His  interest 
in  medicine  extends  over  many  years.  He  has  held  about 
every  office  in  the  county  medical  society  repeatedly.  He 


has  held  many  important  committee  positions  in  the  Texas 
Medical  Association.  He  has  served  as  Councilor  of  this 
District  11  for  9 years.  Two  years  ago,  he  served  as  Vice- 
President  of  the  Texas  Medical  Association,  and  throughout 
all  of  these  services,  he  demonstrated  that  he  could  fulfill 
the  duties  of  any  office  to  which  he  was  chosen.  As  has 
been  pointed  out,  the  position  of  a member  of  the  Board 
of  Trustees  requires  more  than  just  being  a fine  doctor  and 
a fine  organizer  and  a fine,  active  man  in  the  field  of 
medicine.  It  has  been  pointed  out  how  important  it  is  to 
be  a good  businessman.  Despite  Dr.  Willingham’s  very 
modest  and  unassuming  manner  and  unknown  to  most  of 
the  people  around  him  and  particularly  his  friends  and 
patients  in  Tyler,  Dr.  Willingham  has  been  rather  re- 
markable in  his  success  in  the  fields  of  business  and  fi- 
nance, as  well  as  in  farming.  His  know-how  and  his  ability 
in  monetary  matters  has  already  been  proven.  Of  further 
importance,  he  has  the  health,  and  the  time,  and  is  willing 
to  devote  what  is  necessary  to  fulfill  the  duties  of  this 
important  position.  To  conclude,  the  Smith  County  Medi- 
cal Society  unanimously  recommends  to  you  for  this  office 
Dr.  C.  E.  Willingham  as  an  outstanding  general  practitioner 
and  gentleman,  as  a doctor  who  has  already  demonstrated 
his  interest  and  ability  in  fulfilling  various  offices  in  the 
Texas  Medical  Association,  and  as  a man  who  has  proven 
himself  in  the  fields  of  business  and  finance.  [Applause.] 

[The  nomination  was  seconded  by  Dr.  R.  H.  Bell,  Pal- 
estine; Dr.  John  L.  Dean,  Jr.,  Crockett;  and  Dr.  J.  Frank 
Beall,  Nacogdoches.] 

[Dr.  Elliott  Mendenhall  was  elected  Trustee.] 

[President-Elect,  Dr.  May  Owen,  Fort  Worth,  then  pre- 
sented her  nominations  for  council  members  and  her  ap- 
pointments to  committees.  Dr.  Owen  mentioned  that  each 
nominee  had  been  consulted  concerning  his  appointment. 
The  following  council  members  were  elected  and  committee 
members  approved  by  the  House  for  a three  year  term.] 


Councils 

Council  on  Annual  Session 

Dennis  M.  Voulgaris,  Wharton 
Council  on  Medical  Education  and  Hospitals 

M.  H.  Crabb,  Fort  Worth 
K.  M.  Earle,  Galveston 

Council  on  Medical  Jurisprudence 

N.  L.  Barker,  Paris 

Council  on  Medical  Service  and  Insurance 
C.  F.  Jorns,  Houston 

Council  on  Public  Relations  and  Public  Service 
Van  D.  Goodall,  Clifton 
James  Hallmark,  Fort  Worth 
Council  on  Scientific  Advancement 
George  E.  Clark,  Austin 
Stewart  A.  Fish,  Dallas 


Committees 

Committees  Serving  Under  the  Board  of  Councilors: 
Committee  on  Contract  Medicine 
H.  W.  Kilpatrick,  III,  Baytown 
Homer  V.  Hedges,  Hico 
J.  H.  McAlister,  Odessa 

Committee  on  Liaison  with  the  State  Bar  of  Texas 
C.  E.  Willingham,  Tyler 

Committees  Serving  Under  the  Board  of  Trustees: 
Advisory  Committee  to  the  Woman’s  Auxiliary 
Floyd  Norman,  Dallas 


534 


TEXAS  State  Journal  of  Medicine,  JUNE,  I960 


Committee  on  Medical  History 
T.  G.  Blocker,  Galveston 
W.  B.  Russ,  San  Antonio 

Committees  Serving  Under  the  Council  on  Annual  Session: 
Committee  on  Scientific  Exhibits 
O.  B.  Gober,  Temple 
Nathan  Cedars,  Stephenville 
O.  R.  Hand,  Lubbock 

Committees  Serving  Under  the  Council  on  Medical  Educa- 
tion and  Hospitals: 

Committee  for  American  Medical  Education  Founda- 
tion 

J.  C.  Terrell,  Stephenville 
Edward  D.  McKay,  Amarillo 
Committee  on  Patient  Care 
G.  E.  Brereton,  Dallas 

Committees  Serving  Under  the  Council  on  Medical  Juris- 
prudence: 

Committee  on  Military  and  Veterans  Affairs 
Norman  L.  West,  Waxahachie 
Dickson  K.  Boyd,  Denton 
W.  H.  Hamrick,  Houston 

Committees  Serving  Under  the  Council  on  Medical  Service 
and  Insurance: 

Committee  on  Association  Insurance  Programs 
Braswell  Locker,  Brownwood 
Committee  on  Bracero  Insurance  and  Medical  Service 
Hunter  L.  Scales,  Jr.,  San  Benito 
Jack  R.  Ellis,  Weslaco 
Committee  on  Health  Insurance 
R.  V.  Brasher,  Fort  Worth 
Marvin  C.  Schlecte,  Plainview 
Chester  U.  Callan,  Rotan 
Committee  on  Liaison  with  Blue  Shield 
E.  A.  Rowley,  Amarillo 
Denton  Kerr,  Houston 
Tom  B.  Bond,  Fort  Worth 
Committee  on  Professional  Insurance 
John  L.  Otto,  Galveston 

Committee  on  Workmen’s  Compensation  Insurance 
Ralph  E.  Donnell,  Jr.,  Abilene 

Committees  Serving  Under  the  Council  on  Public  Relations 
& Public  Service: 

Committee  on  Aging 

W.  D.  Gingrich,  Galveston 
Ernest  W.  Keil,  Temple 
Edwin  E.  Middleton,  Abilene 
Committee  on  Emergency  Medical  Service 
James  L.  Johnson,  Amarillo 
Ralph  A.  Munslow,  San  Antonio 
Committee  on  Industrial  Health 

Francis  W.  Wilson,  Port  Arthur 
Robert  J.  Potts,  Dallas 
Max  E.  Johnson,  San  Antonio 
Committee  on  Public  Health 
Sam  A.  Nixon,  Nixon 
W.  V.  Bradshaw,  Fort  Worth 
J.  E.  Peavy,  Austin 
Committee  on  Rural  Health 

Clifford  R.  Haynes,  Malakoff 
E.  W.  Schmidt,  Pecos 
Committee  on  School  Health 
M.  T.  Braswell,  Henderson 
Paul  H.  Mitchell,  Corsicana 
L.  H.  Leberman,  Commerce 
Committee  on  Transportation  Safety 
William  T.  Payne,  Odessa 
William  A.  O’Quinn,  Mineral  Wells 
Mario  Palafox,  El  Paso 


Committees  Serving  Under  the  Council  on  Scientific  Ad- 
vancement: 

Committee  on  Blood  Banks 

Louis  Manhoff,  San  Antonio 
Jack  Abbott,  Houston 
Committee  on  Cancer 

W.  Q.  Budd,  Amarillo 
A.  G.  Barsh,  Lubbock 
John  H.  Childers,  Galveston 
Committee  on  Cardiovascular  Diseases 
Sidney  Schnur,  Houston 

G.  S.  Shepard,  Lufkin 
Alfred  W.  Harris,  Dallas 

Committee  on  Maternal  Mortality 

William  J.  McGainty,  Galveston 
S.  H.  Wills,  Houston 
C.  F.  Moore,  Austin 
Committee  on  Mental  Health 

Joseph  C.  Gallagher,  Hearne 
Robert  L.  Johnson,  Pittsburg 

H.  C.  Mitchell,  Waco 
Committee  on  Nuclear  Medicine 

Elbert  DeCoursey,  San  Antonio 
J.  R.  Maxfield,  Jr.,  Dallas 
Committee  on  Rehabilitation 
Oscar  O.  Selke,  Houston 
Committee  on  Tuberculosis 

O.  Edward  Egbert,  Jr.,  El  Paso 
Daniel  E.  Jenkins,  Houston 
John  W.  Middleton,  Galveston 


Address  of  President-Elect 

Dr.  May  Owen,  Fort  Worth:  The  Medical  Profession, 
with  which  all  of  you  are  very  well  acquainted,  is  a pro- 
fession composed  of  fighters. 

I’m  sure  this  statement  does  not  surprise  you — because 
each  of  you  has  dedicated  your  life  to  fighting — fighting 
such  things  as  disease  and  death. 

And,  from  time  to  time,  we  have  banded  together  to 
present  a united  front  against  outside  forces  that  would 
destroy  or  try  to  change  the  principles  so  deeply  rooted  in 
our  profession. 

We  are  fighters  by  nature — and  physicians  by  choice. 

Because  this  combination  has  proven  so  effective  in  get- 
ting things  done,  we  should  be  proud  to  be  both. 

When  I was  a small  girl  down  on  the  farm,  I learned 
that  in  any  problem  that  I was  confronted  with,  it  was 
always  easier  to  win  or  come  up  with  an  answer  if  I had 
a big  brother  backing  me  up — at  least  with  moral  support — 
and  if  need  be,  with  active  support. 

That  lesson  I learned  early  and  never  forgot. 

Now  that  I’m  facing  the  biggest  challenge  in  my  life,  I 
feel  again  the  need  of  a big  brother’s  support.  And  I’m 
asking  each  of  you  to  be  that  big  brother — this  is  our 
Texas  Medical  Association. 

A review  of  the  programs  and  accomplishments  of  the 
last  12  presidents,  their  efficient  councils  and  committees, 
leaves  few  new  ideas  for  the  thirteenth  to  add.  However, 
to  extend  the  programs  that  are  already  underway,  your 
help  and  support  is  necessary.  If  we  are  to  successfully 
defend  our  basic  principles  and  beliefs,  we  must  continue 
these  programs  with  accelerated  force. 

Socio-economic  programs  are  important,  as  well  as  legis- 
lative matters,  and  a strong  scientific  program  is  necessary 
if  we  are  to  progress  in  patient  care. 

We  all  agree,  I am  confident,  that  it  would  be  bene- 
ficial to  the  Texas  Medical  Association  to  devote  a year  of 
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diligent  effort  to  increase  the  prestige  and  effectiveness  of 
the  county  medical  societies.  The  county  medical  society 
is  the  basic  and  pivotal  portion  of  self-governing  medicine, 
opposed  to  socialized  or  government  controlled  medicine. 
This  fact  needs  to  be  better  understood  by  us,  and  by  the 
public. 

I would  like  to  suggest,  in  addition  to  strengthening 
the  position  of  the  county  medical  societies,  that  we  con- 
sider these  goals: 

1.  Set  up  a program  to  stimulate  each  physician  to  take 
fullest  advantage  of  the  various,  excellent,  medical  programs 
offered  in  Texas.  We  must  see  that  every  educational  ad- 
vantage possible  is  made  available,  to  add  to  and  to  keep 
us  in  step  with  progress  in  patient  care. 

2.  Another  need — in  order  of  importance — is  our  role 
in  the  program  of  care  for  the  aged.  We  should  help  to 
make — or  make — a survey  of  Texas’  older  adults,  more 
particularly  the  indigent,  aged  sick.  If  adequate  medical 
care  is  lacking,  devise  a program  to  meet  the  need  revealed 
by  this  survey. 

3.  In  this  connection,  we  may  help  to  set  up  a program 
designed  to  serve  the  aged  and  designed  to  help  them  to 
help  themselves.  Already  groundwork  has  been  started  by 
seeking  the  assistance  of  the  Woman’s  Auxiliary  in  this 
program. 

4.  Encourage  each  county  medical  society  to  adopt,  for- 
mally, the  policy  of  guaranteeing  the  services  of  a physi- 
cian to  all,  regardless  of  ability  to  pay — and  publicize  this 
service  through  mass  communication. 

5.  Encourage  each  county  medical  society  to  activate  and 
revitalize  its  mediation  or  grievance  committee  and  encour- 
age the  general  public  to  utilize  this  service  if  at  any  time 
they  believe  they  have  been  overcharged  or  received  inade- 
quate, discourteous,  or  unsatisfactory  treatment. 

In  this  connection,  we  may  reduce  the  need  for  griev- 
ance committees  by  using  and  encouraging  our  patient  re- 
lationship suggested  on  placards  that  now  are  available 
from  the  American  Medical  Association.  These  cards  for 
the  waiting  room  say:  "To  All  My  Patients — I invite  you 
to  discuss  frankly  with  me  any  questions  regarding  my 
services  or  my  fees.  The  best  medical  service  is  based  on 
a friendly,  mutual  understanding  between  doctor  and  pa- 
tient.” 

6.  Encourage  each  county  medical  society  to  evaluate 
its  emergency  call  service.  This  service  should  be  publicized 
so  that  the  general  public  can  rest  assured  that  they  can 
obtain  the  service  of  a physician  any  time,  day  or  night. 

7.  Make  a concerted  effort  to  improve  relations  with 
the  press,  radio,  and  television  so  that  a good  rapport 
exists  at  all  times.  Show  our  willingness  to  cooperate  in 
working  with  all  news  media  to  better  serve  the  public. 

8.  Dedicate  ourselves  anew  to  the  elimination  of  any 
abuses  of  voluntary  prepaid  medical  or  hospital  insurance. 

9.  And  finally:  Encourage  each  county  medical  society 
to  establish  a Joint  Conference  Committee  in  all  Texas 
hospitals.  Ideally,  each  committee  should  be  composed  of 
an  equal  number  of  representatives  from  the  medical  staff 
and  the  board  of  directors  of  the  hospital. 

There  seems  to  be  a real  need  for  us  to  take  a more 
active  interest  in  trying  to  cooperate  with  the  hospitals  in 
making  the  most  of  the  time  that  we  spend  in  attending 
hospital  staff  meetings  and  in  our  county  medical  society 
meetings.  This  particular  program  is  worthy  of  a great  deal 
of  study  and  concern  by  the  doctors  in  order  that  we  may 
act  more  effectively  on  boards  of  trustees  of  hospitals  and 
with  public  groups  in  health  matters. 

This,  then,  is  the  program  I propose  for  the  coming 
year.  It  will  not  be  easy  to  accomplish,  but  it  is  essential 
that  we  unite  and  work,  and  I dedicate  my  efforts,  time, 


and  whatever  else  is  necessary  to  help.  Thank  you.  [Stand- 
ing applause.] 

Speaker  Hardwicke:  Dr.  May,  I think  I can  assure  you 
that  every  man  in  this  House  is  going  to  act  as  your  big 
brother  and  we  are  all  behind  you  in  your  coming  year. 
We  are  looking  forward  to  a wonderful  year  under  your 
leadership. 


Invitation  for  1963  Annual  Session 

Speaker  Hardwicke:  Our  next  order  of  business  consists 
of  invitations  for  the  1963  Annual  Session.  Do  I hear  any 
invitations? 

Dr.  Carter:  The  Board  of  Directors  of  the  Dallas  Coun- 
ty Medical  Society  has  authorized  me  to  extend  an  invita- 
tion to  the  Texas  Medical  Association  to  meet  in  Dallas  in 
1963-  We  should  look  forward  to  seeing  you  there.  We 
have  in  the  last  few  years  greatly  improved  the  facilities 
of  the  city  to  take  care  of  large  conventions,  and  we  feel 
that  you  will  be  comfortable  and  we  hope  you’ll  be  happy 
there. 

Speaker  Hardwicke:  Selection  of  the  city,  as  you  know, 
depends  upon  surveys  made  by  the  central  office  and  the 
Council  on  Annual  Session.  Their  report  is  passed  on  to 
the  Executive  Council,  which  makes  the  final  decision  on 
the  matter. 


Other  Business 

Speaker  Hardwicke:  Now,  a few  announcements.  The 
I960  Public  Relations  Conference  which  is  held  in  Austin 
will  be  on  September  17,  I960,  which  is  the  date  of  the 
Texas  vs.  Nebraska  football  game.  The  1961  Conference 
for  County  Society  Officers  will  be  January  29,  1961.  The 
Ninety-Fourth  Annual  Session  will  be  in  Galveston,  April 
22-25,  1961. 

Let  me  take  this  opportunity  to  express  my  personal 
appreciation  to  our  good  friends  in  Fort  Worth  who  have 
made  this  meeting  so  very  comfortable,  enjoyable,  and 
successful,  and  the  Speaker  would  like  to  entertain  a motion 
from  the  floor  that  thanks  be  given  to  the  Arrangements 
Committee  of  Fort  Worth. 

[The  motion  carried.] 

[Upon  motion  the  session  was  adjourned  at  4:45  p.m.] 

Tuesday,  April  12,  1960 

PRESIDENT'S  PARTY 

[A  dinner  honoring  the  President  of  the  Texas  Medical 
Association,  Dr.  F.  W.  Yeager,  Corpus  Christi,  was  held 
at  8 p.m.  Tuesday,  April  12,  I960,  at  the  Ridglea  Country 
Club,  Fort  Worth.  After  the  dinner,  Dr.  Yeager  transferred 
the  gavel  of  office  to  Dr.  May  Owen  of  Fort  Worth  and 
also  presented  her  with  the  President’s  pin,  a gold  lapel 
pin  bearing  the  words  "President,  Texas  Medical  Associa- 
tion” and  centered  with  a diamond.  Dr.  Owen  then  pre- 
sented Dr.  Yeager  with  a past  persidents’  medallion.] 

[Dignitaries  were  introduced  and  the' evening  then  was 
devoted  to  entertainment  and  dancing.  Les  Elgart  and  his 
Columbia  Recording  Orchestra  was  featured  with  additional 
entertainment  by  Curly  Broyles’  Dixieland  Band  and  the 
Pitch  Pirates  Barbershop  Quartet.] 
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Current  Officers  Serving 
Texas  Medical  Association 

Officers  of  boards,  councils,  and  committees  of  the  Texas 
Medical  Association  for  the  year  1960-1961  follow.  The 
year  in  which  their  terms  of  office  expire  is  indicated  in 
parentheses. 


Officers 

May  Owen,  Fort  Worth,  President. 

Harvey  Renger,  Hallettsville,  President-Elect. 

Russell  L.  Deter,  El  Paso,  Vice-President. 

J.  M.  Travis,  Jacksonville,  Secretary  (1962). 

C.  Lincoln  Williston,  Austin,  Executive  Secretary. 

T.  H.  Thomason,  Fort  Worth,  Treasurer  (1962). 

Charles  P.  Hardwicke,  Austin,  Speaker  of  the  House  of 
Delegates. 

James  D.  Murphy,  Fort  Worth,  Vice-Speaker  of  the 
House  of  Delegates. 

Board  of  Trustees 

R.  W.  Kimbro,  Cleburne,  Chairman  (1962). 

Troy  A.  Shafer,  Harlingen,  Vice-Chairman  (1964). 
Elliott  Mendenhall,  Dallas,  Secretary  (1965). 

Byron  P.  York,  Houston  (1963). 

J.  B.  Copeland,  San  Antonio  (1961). 

Board  of  Councilors 

First  District:  C.  E.  Oswalt,  Jr.,  Fort  Stockton,  Chairman 
(1961);  Russell  Holt,  El  Paso,  Vice-Councilor. 
Second.  District:  Henrie  E.  Mast,  Midland  (1963);  A.  H. 

Daniell,  Brownfield,  Vice-Councilor. 

Third  District:  William  H.  Gordon,  Lubbock  (1962). 
Fourth  District:  O.  H.  Chandler,  Ballinger  (1961); 

S.  Braswell  Locker,  Brownwood,  Vice-Councilor. 

Fifth  District:  Walter  Walthall,  San  Antonio,  Vice- 
Chairman  ( 1962 ) ; George  H.  Herrmann,  Jr.,  Del  Rio, 
Vice-Councilor. 

Sixth  District:  Stanley  W.  Bohmfalk,  Weslaco  (1962); 

Harold  E.  Griffin,  Corpus  Christi,  Vice-Councilor. 
Seventh  District:  David  Wade,  Austin  (1963);  Ray  L. 

Shepperd,  Burnet,  Vice-Councilor. 

Eighth  District:  Carlos  E.  Fuste,  Jr.,  Alvin,  Secretary 
(1963);  George  Glover,  Victoria,  Vice-Councilor. 
Ninth  District:  Herbert  H.  Duke,  Baytown  (1963); 

James  H.  Sammons,  Highlands,  Vice-Councilor. 

Tenth  District:  3Stephen  B.  Tucker,  Nacogdoches 
(1961);  Gail  Medford,  Jr.,  Lufkin,  Vice-Councilor. 
Eleventh  District:  R.  H.  Bell,  Palestine  (1961);  William 
C.  Smith,  Carthage,  Vice-Councilor. 

Twelfth  District:  Tom  M.  Oliver,  Waco  (1962);  Dick 
Cason,  Hillsboro,  Vice-Councilor. 

Thirteenth  District:  Travis  Smith,  Abilene  (1961); 

W.  P.  Higgins,  Jr.,  Fort  Worth,  Vice-Councilor. 
Fourteenth  District:  R.  Mayo  Tenery,  Waxahachie 
(1961);  B.  E.  Park,  Dallas,  Vice-Councilor. 

Fifteenth  District:  James  E.  Ball,  Mt.  Pleasant  (1962). 

'Dr.  Tucker  was  appointed  April  29,  I960,  to  fill  the  vacancy 
created  by  the  resignation  April  25,  of  Dr.  Gail  Medford,  Jr.,  Luf- 
kin. According  to  a By-Laws  change  this  year  ( Chapter  4,  Section 
I)  the  President  can  make  officer  appointments  effective  only  until 
the  House  of  Delegates  meets  again. 


Delegates  to  the  American 
Medical  Association  and  Alternates 

Troy  A.  Shafer,  Harlingen  (1962). 

Alternate:  John  L.  Otto,  Galveston  (1962). 

John  K.  Glen,  Houston  (1962). 

Alternate:  Robert  W.  Kimbro,  Cleburne  (1962). 

G.  W.  Cleveland,  Austin  (1962). 

Alternate:  Ridings  E.  Lee,  Dallas  (1962). 

James  H.  Wooten,  Columbus  (1962). 

Alternate:  E.  P.  Hall,  Jr.,  Fort  Worth  (1962). 

T.  C.  Terrell,  Fort  Worth  (1961). 

Alternate:  Denton  Kerr,  Houston  (1961). 

M.  O.  Rouse,  Dallas  (1961). 

Alternate:  Vacancy  (1961). 

J.  B.  Copeland,  San  Antonio,  Chairman  (1961). 

Alternate:  George  Turner,  El  Paso  (1961). 

J.  C.  Terrell,  Stephenville  (1961). 

Alternate:  J.  L.  Cochran,  San  Antonio  (1961). 

Executive  Board 

Ex  officio:  President,  Vice-President,  President-Elect, 
Secretary,  Treasurer,  Speaker  of  the  House  of  Delegates, 
Vice-Speaker  of  the  House  of  Delegates,  Trustees,  Coun- 
cilors, Texas  delegates  and  alternate  delegates  to  the  Amer- 
ican Medical  Association,  Council  on  Medical  Jurisprudence, 
and  chairmen  of  councils. 


Councils 

(The  President  and  Executive  Secretary  are  ex  officio 
members  of  all  councils.) 

Council  on  Annual  Session 

L.  Bonham  Jones,  San  Antonio,  Chairman  (1962) 
Dennis  M.  Voulgaris,  Wharton  (1963) 

Mavis  P.  Kelsey,  Houston  (1962) 

B.  H.  Williams,  Temple  (1961) 

Herman  C.  Sehested,  Fort  Worth  (1961) 

Council  on  Constitution  and  By-Laws 

John  F.  Thomas,  Austin,  Chairman  (1962) 

M.  D.  Thomas,  El  Paso  (1963) 

William  R.  Klingensmith,  Jr.,  Amarillo  (1962) 

J.  T.  Billups,  Houston  (1961) 

George  M.  Jones,  Dallas  (1961) 

Council  on  Medical  Education  and  Hospitals 

John  L.  Matthews,  San  Antonio,  Chairman  (1962) 

M.  H.  Crabb,  Fort  Worth  (1963) 

Kenneth  M.  Earle,  Galveston  (1963) 

John  W.  Lanius,  Dallas  (1962) 

G.  V.  Brindley,  Jr.,  Temple  (1962) 

^William  V.  Leary,  Houston  (1961) 

A.  J.  Gill,  Dallas  (1961) 

Council  on  Medical  Jurisprudence 

Robert  D.  Moreton,  Fort  Worth,  Chairman  (1962) 

N.  L.  Barker,  Paris  (1963) 

John  M.  Smith,  Jr.,  San  Antonio  (1962) 

Hampton  Robinson,  Houston  (1961) 

Vacancy  (1961) 


2Dr.  Leary  was  appointed  April  12,  I960,  to  fill  the  vacancy 
created  by  the  resignation  April  11,  of  Dr.  Olin  B.  Gober,  Temple. 
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Council  on  Medical  Service  and  Insurance 


Committee  Serving  Under  the  Board  of  Trustees: 


Charles  D.  Bussey,  Dallas,  Chairman  (1962) 

C.  F.  Jorns,  Houston  (1963) 

J.  G.  Rodarte,  Temple  (1963) 

3Sam  N.  Key,  Jr.,  Austin  (1962) 

A.  G.  Barsh,  Lubbock  (1962) 

Gail  Medford,  Jr.,  Lufkin  (1961) 

George  B.  Barnes,  Corpus  Christi  (1961) 

Council  on  Public  Relations  and  Public  Service 

Joe  R.  Donaldson,  Pampa,  Chairman  (1962) 
Van  D.  Goodall,  Clifton  (1963) 

James  Hallmark,  Fort  Worth  (1963) 

Glenn  D.  Carlson,  Dallas  (1962) 

Foy  H.  Moody,  Corpus  Christi  (1962) 

A.  F.  Clark,  Jr.,  San  Antonio  (1961) 
Thomas  Royce,  Houston  (1961) 

Council  on  Scientific  Advancement 

J.  E.  Miller,  Dallas,  Chairman  (1962) 
George  E.  Clark,  Jr.,  Austin  (1963) 

Stewart  A.  Fish,  Dallas  (1963) 

Herbert  C.  Allen,  Jr.,  Houston  (1962) 

4John  W.  Middleton,  Galveston  (1962) 

Paul  Gray,  Corpus  Christi  (1961) 

P.  C.  Talkington,  Dallas  (1961) 


Committees 


Committees  Serving  Under  the  Board  of  Councilors: 

Committee  on  Contract  Medicine  (standing) 

J.  Layton  Cochran,  San  Antonio,  Chairman 

(1962) 

H.  W.  Kilpatrick,  III,  Baytown  (1963) 

Homer  V.  Hedges,  Hico  (1963) 

J.  H.  McAlister,  Odessa  (1963) 

Jack  Lee,  San  Antonio  (1962) 

“William  M.  Ashe,  Dallas  (1962) 

R.  B.  Johns,  Abilene  (1961) 

E.  Peter  Garber,  Galveston  (1961) 

Paul  M.  Wheelis,  Brownwood  (1961) 

Committee  on  Liaison  with  the  State  Bar  of 
Texas  (standing) 

Frederick  C.  Lowry,  Chairman,  Austin  (1962) 

C.  E.  Willingham,  Tyler  (1963) 

J.  J.  Andujar,  Fort  Worth  (1962) 

Edward  T.  Driscoll,  Midland  (1961) 

D.  W.  Carter,  Dallas  (1961) 

Committee  on  Orientation  (ex  officio) 

Chairman,  Board  of  Trustees 
Chairman,  Board  of  Councilors 
Chairman,  Council  on  Medical  Service  and 
Insurance 

Chairman,  Council  on  Medical  Jurisprudence 
Chairman,  Council  on  Public  Relations  and  Pub- 
lic Service 


3Dr.  Key  was  appointed  May  6,  I960,  to  fill  the  unexpired  term 
of  Dr.  Harvey  Renger,  Hallettsville,  who  resigned  April  11  to  be- 
come President-Elect. 

■•Dr.  Middleton  was  appointed  June  8,  I960,  to  fill  the  unexpired 
term  of  Dr.  Elliott  Mendenhall,  Dallas,  who  resigned  April  1 1 to 
become  a Trustee. 

GDr.  Ashe  was  appointed  June  6,  I960,  to  fill  the  unexpired 
term  of  Dr.  N.  L,  Barker,  Paris,  who  resigned  April  12. 


Advisory  Committee  to  the  Woman’s  Auxiliary 
(standing) 

H.  O.  Padgett,  Marshall,  Chairman  (1962) 

Floyd  Norman,  Dallas  (1963) 

R.  B.  G.  Cowper,  Big  Spring  (1961) 

Committee  on  Medical  History  (standing) 

William  M.  Crawford,  Fort  Worth,  Chairman 
(1962) 

Gerald  A.  King,  Fort  Worth  (1963) 

T.  G.  Blocker,  Jr.,  Galveston  (1963) 

W.  B.  Russ,  San  Antonio  (1963) 

6G.  V.  Brindley,  Sr.,  Temple  (1962) 

W.  D.  Thames,  Jr.,  Lufkin  (1962) 

Pat  I.  Nixon,  San  Antonio  (1961) 

Morris  Polsky,  Austin  (1961) 

H.  Reid  Robinson,  Galveston  (1961) 

L.  H.  Reeves,  Fort  Worth,  Emeritus  Member 

Committees  Serving  Under  the  Council  on  Annual  Session: 

Committee  on  General  Arrangements  for  Annual  Ses- 
sion (special) 

E.  Peter  Garber,  Galveston,  Chairman 

L.  A.  Charpentier,  Galveston 
John  McGivney,  Galveston 
William  B.  Potter,  Galveston 
Victor  Calma,  Galveston 
Edward  R.  Thompson,  Galveston 
E.  S.  McLarty,  Jr.,  Galveston 

O.  T.  Kirksey,  Galveston 

C.  T.  Stone,  Jr.,  Galveston 
Wm.  A.  Wilson,  Galveston 
Marcel  Patterson,  Galveston 
John  E.  Johnson,  Jr.,  Galveston 
E.  E.  Baird,  Galveston 
Carroll  T.  Adriance,  Galveston 
Walter  Krohn,  Galveston 

Committee  on  Memorial  Services  (special) 

M.  L.  Ross,  Galveston,  Chairman 

Committee  on  Scientific  Exhibits  (standing) 

J.  Edward  Johnson,  Austin,  Chairman  (1962) 
Olin  B.  Gober,  Temple  (1963) 

Nathan  Cedars,  Stephenville  (1963) 

O.  R.  Hand,  Lubbock  (1963) 

Joseph  J.  Klotz,  Corpus  Christi  (1962) 

Jack  M.  Partain,  San  Antonio  (1962) 

Jasper  H.  Arnold,  Houston  (1961) 

R.  R.  White,  Temple  (1961) 

Ira  Budwig,  El  Paso  (1961)  « 

Committees  Serving  Under  the  Council  on  Medical  Edu- 
cation and  Hospitals: 

Committee  for  American  Medical  Education  Founda- 
tion (standing) 

D.  J.  Sibley,  Fort  Stockton,  Chairman  (1962) 

J.  C.  Terrell,  Stephenville  (1963) 

Edward  D.  McKay,  Amarillo  (1963) 

A.  L.  Delaney,  Liberty  (1962) 

S.  W.  Thorn,  Houston  (1962) 

Herbert  Bailey,  Dallas  (1961) 

# H.  E.  Whigham,  McAllen  (1961) 


6Dr.  Brindley  was  appointed  June  7,  I960,  to  fill  the  vacancy 
created  by  the  death  June  2 of  Dr.  J.  M.  Coleman,  Austin. 
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Advisers  to  Student  American  Medical  Asso- 
ciation in  Texas 

Hiram  P.  Arnold,  Houston,  Baylor 
George  V.  Launey,  Jr.,  Dallas,  Southwestern 
E.  Sinks  McLarty,  Galveston,  University  of 
Texas  Medical  Branch 

Committee  on  Patient  Care  (standing) 

Joseph  F.  McVeigh,  Fort  Worth,  Chairman 

(1962) 

G.  E.  Brereton,  Dallas  (1963) 

G.  V.  Brindley,  Jr.,  Temple  (1962) 

Hal  V.  Norgaard,  Denton  (1961) 

Joe  A.  Shepperd,  Burnet  (1961) 

Committee  on  Hospital  Accreditation  (standing) 

Ray  L.  Shepperd,  Burnet,  Chairman  (1963) 

Drue  O.  D.  Ware,  Fort  Worth  ( 1963 ) 

Maynard  Hart,  El  Paso  (1962) 

C.  B.  Marcum,  Big  Spring  (1962) 

Charles  Durham,  Houston  (1961) 

Hugh  F.  Rieves,  Jacksonville  (1961) 

Marion  R.  Lawler,  Mercedes  (1961) 

Committees  Serving  Under  the  Council  on  Medical  Juris- 
prudence: 

Committee  on  Military  and  Veterans  Affairs  (standing) 

Milton  V.  Davis,  Dallas,  Chairman  (1962) 
Norman  L.  West,  Waxahachie  (1963) 

Dickson  K.  Boyd,  Denton  (1963) 

W.  H.  Hamrick,  Houston  (1963) 

7J.  H.  Steger,  Fort  Worth  (1962) 

Joseph  N.  Bader,  Edna  (1962) 

Sjames  C.  Whittington,  Eastland  (1961) 

Bert  E.  Davis,  Denton  (1961) 

Charles  L.  Liggett,  Baytown  (1961) 

Committees  Serving  Under  the  Council  on  Medical  Servtce 
and  Insurance: 

Committee  on  Association  Insurance  Pro- 
grams ( standing ) 

A.  R.  Hazzard,  Giddings,  Chairman  (1962) 

S.  Braswell  Locker,  Brownwood  (1963) 

G.  J.  Pruitt,  Lufkin  (1962) 

C.  J.  McCollum,  Victoria  (1961) 

C.  C.  Shotts,  San  Antonio  (1961) 

Committee  on  Bracero  Insurance  and  Medical 
Service  (standing) 

J.  G.  Rodarte,  Temple,  Chairman  (1962) 

Hunter  Scales,  San  Benito  (1963) 

Jack  R.  Ellis,  Weslaco  (1963) 

J.  W.  Matthews,  Edinburg  (1962) 

J.  A.  Garcia,  Corpus  Christi  (1962) 

G.  A.  Hoffman,  Fort  Stockton  (1961) 

John  F.  Lubben,  Jr.,  McAllen  (1961) 

Committee  on  Health  Insurance  (standing) 

A.  Rex  Kirkley,  Belton,  Chairman  (1962) 

Ray  V.  Brasher,  Fort  Worth  (1963) 

Marvin  Schlecte,  Plainview  (1963) 

C.  U.  Callan,  Rotan  (1963) 

Gerald  Ahern,  Corpus  Christi  (1962) 


7Dr.  Steger  was  appointed  April  12,  I960,  to  fill  the  unexpired 
term  of  Dr.  James  S.  Reitman,  Laredo,  who  resigned  April  12. 

8Dr.  Whittington  was  appointed  June  9,  I960,  to  fill  the  unex- 
pired term  of  Dr.  M.  D.  Thomas,  El  Paso,  who  resigned  May  10, 
to  accept  an  appointment  to  the  Council  on  Constitution  and  By- 
Laws. 


“Haden  E.  McKay,  Humble  (1962) 

John  H.  Wootters,  Houston  (1961) 

H.  D.  Gilliam,  McAllen  (1961) 

L.  G.  Cigarroa,  Laredo  (1961) 

Committee  on  Liaison  with  Blue  Shield  (standing) 
Everett  C.  Fox,  Dallas,  Chairman  (1962) 

E.  A.  Rowley,  Amarillo  (1963) 

Denton  Kerr,  Houston  (1963) 

Tom  Bond,  Fort  Worth  (1963) 

R.  W.  Kimbro,  Cleburne  (1962) 

Harvey  Renger,  Hallettsville  (1962) 

Allen  T.  Stewart,  Lubbock  (1961) 

Robert  B.  Homan,  El  Paso  (1961) 

J.  B.  Copeland,  San  Antonio  (1961) 

Appointees  to  Hospital-lnsurance-Physicians 
Joint  Advisory  Committee 
G.  W.  Cleveland,  Austin 
C.  D.  Bussey,  Dallas 

Committee  on  Hospital  Care  of  Rural  Medically 
Indigent  (special) 

E.  K.  Blewett,  Austin,  Chairman 
Frank  Beall,  Nacogdoches 

John  H.  Bohmfalk,  San  Antonio 
Ray  E.  Bullard,  Blanco 
Joaquin  Cigarroa,  Jr.,  Laredo 
Herbert  Donnell,  Waxahachie 
Howard  O.  Smith,  Marlin 
Vance  Terrell,  Stephenville 
James  W.  Thomas,  Smithville 
Everett  C.  Fox,  Dallas,  Consultant 
John  B.  Truslow,  Galveston,  Consultant 

Committee  on  Professional  Insurance  (standing) 

George  Barnes,  Corpus  Christi,  Chairman  (1962) 
John  L.  Otto,  Galveston  (1963) 

A.  W.  Bronwell,  Lubbock  (1962) 

D.  O.  Johnson,  Austin  (1961) 

Louis  W.  Breck,  El  Paso  (1961) 

Committee  on  Workmen’s  Compensation 
Insurance  (standing) 

Edward  T.  Smith,  Houston,  Chairman  (1962) 
Ralph  E.  Donnell,  Jr.,  Abilene  (1963) 

J.  B.  Chester,  Dallas  (1962) 

’“Joseph  T.  Ainsworth,  Houston  ( 1961 ) 

F.  C.  Rehfeldt,  Fort  Worth  (1961) 

Committees  Serving  Under  the  Council  on  Public  Relations 
and  Public  Service: 

Committee  on  Aging  (standing) 

Elizabeth  Thomason,  Corpus  Christi,  Chairman 
(1962) 

W.  D.  Gingrich,  Galveston  (1963) 

Ernest  W.  Keil,  Temple  (1963) 

Edwin  E.  Middleton,  Abilene  (1963) 

”C.  J.  Ruilmann,  Austin  (1962) 

’’Charles  L.  Bloss,  Dallas  (1962) 

’2R.  G.  Baker,  Fort  Worth  (1961) 

T.  T.  Sponsel,  Houston  (1961) 

J.  W.  Atchison,  Gainesville  (1961) 


!,Dr.  McKay,  Humble,  was  appointed  June  9,  I960,  to  fill  the 
unexpired  term  of  Dr.  R.  L.  Deter,  El  Paso,  who  resigned  April  12 
to  become  Vice-President. 

J0Dr.  Ainsworth  was  appointed  June  6,  I960,  to  fill  the  unex- 
pired term  of  Dr.  Sam  N.  Key,  Austin,  who  resigned  May  6. 

1 ’-The  Committee  on  Aging  was  increased  to  7 members  and  Drs. 
Ruilmann  and  Bloss  were  added  to  the  committee. 

,2Dr.  Baker  was  appointed  April  12,  I960,  to  fill  the  unexpired 
term  of  Dr.  J.  C.  Allensworth,  Mineral  Wells,  who  resigned  April 
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Committee  to  Activate  and  Offer  Its  Services  to  the 
Governor1 's  Committee  for  the  White  House 
Conference  on  Aging 

Russell  L.  Deter,  El  Paso,  Chairman 
Elizabeth  Thomason,  Corpus  Christi 
J.  E.  Peavy,  Austin 
C.  J.  Ruilmann,  Austin 
Milton  V.  Davis,  Dallas 
John  L.  Matthews,  San  Antonio 
Joseph  F.  McVeigh,  Fort  Worth 
Joe  R.  Donaldson,  Pampa 
G.  V.  Brindley,  Jr.,  Temple 
Ernest  W.  Keil,  Temple 
W.  D.  Gingrich,  Galveston 
M.  O.  Rouse,  Dallas 

Committee  on  Emergency  Medical  Service  (standing) 

T.  E.  Dodd,  Austin,  Chairman  (1962) 

J.  L.  Johnson,  Amarillo  (1963) 

Ralph  A.  Munslow,  San  Antonio  (1963) 

C.  W.  Castle,  Liberty  (1962) 

James  R.  Schofield,  Houston  (1962) 

James  F.  Fitch,  McAllen  (1961) 

Kurt  Lekisch,  Midland  (1961) 

Committee  on  Industrial  Health  (standing) 

Val  C.  Baird,  Houston,  Chairman  (1962) 

F.  W.  Wilson,  Port  Arthur  (1963) 

Robert  J.  Potts,  Dallas  (1963) 

Max  E.  Johnson,  San  Antonio  (1963) 

Ralph  G.  Greenlee,  Midland  (1962) 

William  E.  Sharp,  Baytown  (1962) 

Carl  A.  Nau,  Galveston  (1961) 

S.  W.  Bradford,  Tyler  (1961) 

R.  H.  Thomason,  Corpus  Christi  (1961) 

Committee  on  Public  Health  (standing) 

Sam  H.  Gainer,  San  Angelo,  Chairman  (1962) 
Sam  A.  Nixon,  Nixon  (1963) 

W.  V.  Bradshaw,  Jr.,  Fort  Worth  (1963) 

J.  E.  Peavy,  Austin  (1963) 

Guy  T.  Denton,  Dallas  ( 1962 ) 

Morris  E.  Malakoff,  Laredo  (1962) 

William  E.  Lockhart,  Jr.,  Alpine  (1961) 

Austin  Hill,  Houston  (1961) 

Ben  Primer,  Sr.,  Austin  (1961) 

Committee  on  Rural  Health  (standing) 

Curtis  Haley,  San  Augustine,  Chairman  (1963) 
Clifford  R.  Haynes,  Malakoff  (1963) 

E.  W.  Schmidt,  Pecos  (1963) 

J.  G.  Sanders,  Bremond  ■ ( 1962) 

Leta  N.  Boswell,  Canyon  (1962) 

John  B.  Miller,  El  Paso  (1962) 

R.  Henry  Harrison,  Bryan  (1961) 

John  S.  Primomo,  Dilley  (1961) 

Roy  E.  Wilson,  Seymour  (1961) 

Committee  on  School  Health  (standing) 

R.  K.  Arnett,  Lufkin,  Chairman  (1962) 

M.  T.  Braswell,  Henderson  ( 1963 ) 

Paul  H.  Mitchell,  Corsicana  (1963) 

L.  H.  Leberman,  Commerce  (1963) 

P.  D.  Terrell,  McAllen  (1962) 

J.  Collier  Rucker,  Jacksonville  (1962) 

J.  J.  Johns,  Taylor  (1961) 

E.  E.  Addy,  Jr.,  Cisco  (1961) 

Edwin  L.  Rippy,  Dallas  (1961) 


Adviser  to  State  Board  of  Education 
J.  J.  Johns,  Taylor 

Committee  on  Transportation  Safety  (standing) 

Heinrich  Lamm,  Harlingen,  Chairman  (1962) 
William  T.  Payne,  Odessa  (1963) 

William  A.  O’Quin,  Mineral  Wells  (1963) 
Mario  Palafox,  El  Paso  (1963) 

Otto  Lippmann,  Austin  (1962) 

William  H.  Neil,  Fort  Worth  (1962) 

D.  R.  Knapp,  Kerrville  (1961) 

Linwood  H.  Denman,  Lufkin  (1961) 

Boyd  D.  Alexander,  Waco  (1961) 

Committees  Serving  Under  the  Council  on  Scientific  Ad- 
vancement: 

Committee  on  Blood  Banks  (standing) 

O.  J.  Wollenman,  Jr.,  Fort  Worth,  Chairman 
(1961) 

Louis  Manhoff,  San  Antonio  (1963) 

Jack  Abbott,  Houston  (1963) 

Charles  F.  Pelphrey,  Austin  (1962) 

George  Turner,  El  Paso  (1962) 

T.  P.  Marinis,  Midland  (1962) 

John  M.  Travis,  Jr.,  Beaumont  (1961) 

Committee  on  Cancer  (standing) 

Paul  Gray,  Corpus  Christi,  Chairman  (1962) 

W.  Q.  Budd,  Amarillo  (1963) 

A.  G.  Barsh,  Lubbock  (1963) 

J.  H.  Childers,  Galveston  (1963) 

Tom  B.  Bond,  Fort  Worth  (1962) 

Howard  R.  Dudgeon,  Jr.,  Waco  ( 1962) 

R.  Lee  Clark,  Jr.,  Houston  (1961) 

Richard  G.  Granbery,  Marshall  (1961) 

Albert  W.  Hartman,  San  Antonio  (1961) 

Committee  on  Cardiovascular  Diseases  (standing) 

George  E.  Clark,  Jr.,  Austin,  Chairman  (1962) 
Sidney  Schnur,  Houston  (1963) 

G.  S.  Shepard,  Lufkin  (1963) 

Alfred  W.  Harris,  Dallas  (1963) 

George  R.  Herrmann,  Galveston  (1962) 

Robert  E.  Leslie,  El  Campo  (1962) 

W.  Frank  McKinley,  Jr.,  Marlin  (1961) 

H.  H.  Latson,  Amarillo  (1961) 

Fred  D.  Spencer,  Jr.,  Brownwood  (1961) 

Committee  on  Maternal  Mortality  (standing) 

Stewart  A.  Fish,  Dallas,  Chairman  (1962) 
William  J.  McGanity,  Galveston  (1963) 

S.  H.  Wills,  Houston  (1963) 

Carl  F.  Moore,  Jr.,  Austin  (1963) 

“Robert  N.  Arnold,  Lubbock  ( 1963 ) 

“William  E.  Strozier,  San  Antonio  (1963) 

“James  R.  Morgan,  El  Paso  (1962) 

Donald  M.  Gready,  Houston  (1962) 

“Fred  W.  Lurting,  Big  Spring  (1962) 

“R.  P.  McDonald,  Fort  Worth  (1961) 

W.  H.  Jondahl,  Harlingen  (1961) 

R.  E.  Moon,  San  Angelo  (1961) 

“Henry  C.  McGrede,  Jr.,  Longview  (1961) 
“Warren  T.  Kable,  Jr.,  Wichita  Falls  (1961) 


13The  By-Laws  were  changed  April  10,  I960,  to  permit  the  Com- 
mittee on  Maternal  Mortality  to  have  as  many  as  15  members.  Drs. 
Arnold,  Strozier,  Morgan,  Lurting,  McGrede,  and  Kable  were  added 
to  the  committee  on  June  1. 

14Dr.  McDonald  was  appointed  April  12,  I960,  to  fill  the  un- 
expired term  of  Dr.  J.  C.  Allensworth,  Mineral  Wells,  who  re- 
signed April  12. 
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Committee  on  Mental  Health  (standing) 

P.  C.  Talkington,  Dallas,  Chairman  (1962) 
Joseph  C.  Gallagher,  Hearne  (1963) 

Robert  L.  Johnson,  Pittsburg  (1963) 

Holland  C.  Mitchell,  Waco  (1963) 

Frank  S.  Schoonover,  Fort  Worth  (1962) 

Robert  W.  Johnson,  Corpus  Christi  (1962) 

A.  D.  Pattillo,  Austin  (1961) 

Dorothy  Wyvell,  Midland  (1961) 

P.  C.  Palasota,  Abilene  (1961) 

Mental  Health  Adviser  to  State  Board  for  Hos- 
pitals and  Special  Schools 
P.  C.  Talkington,  Dallas 

Committee  on  Nuclear  Medicine  (standing) 

Herbert  C.  Allen,  Jr.,  Houston,  Chairman  (1962) 
Elbert  DeCoursey,  San  Antonio  (1963) 

J.  R.  Maxfield,  Jr.,  Dallas  (1963) 

E.  E.  Anthony,  Jr.,  Fort  Worth  (1962) 

C.  C.  Shullenberger,  Houston  (1962) 

J.  Allen  Chamberlin,  Houston  (1961) 

Lloyd  R.  Hershberger,  San  Angelo  (1961) 

Committee  on  Rehabilitation  (standing) 

C.  W.  Tennison,  San  Antonio,  Chairman  .(1962) 
Oscar  Selke,  Houston  (1963) 

Kermit  W.  Fox,  Austin  (1962) 

Richard  Woods,  Corpus  Christi  (1961) 

O.  F.  von  Werssowetz,  Gonzales  (1961) 

Committee  on  Spas 

Neil  D.  Buie,  Marlin,  Chairman  (1963) 

John  B.  Barnett,  Marlin  (1963) 

Waldo  B.  Lasater,  Mineral  Wells  (1962) 

W.  K.  Logsdon,  Corsicana  (1962) 

Edward  F.  Yeager,  Mineral  Wells  (1961) 

Committee  on  Tuberculosis  (standing) 

John  W.  Middleton,  Galveston,  Chairman  (1963) 
O.  Edward  Egbert,  Jr.,  El  Paso  (1963) 

Daniel  E.  Jenkins,  Houston  (1963) 

15John  S.  Chapman,  Dallas  (1962) 

R.  B.  Morrison,  Austin  (1962) 

W.  R.  Metzger,  Corpus  Christi  (1962) 

John  A.  Wiggins,  Fort  Worth  (1961) 

16George  W.  Tate,  Longview  (1961) 

John  H.  Selby,  Lubbock  (1961) 

Tuberculosis  Adviser  to  State  Board  for  Hospitals 
and  Special  Schools 
R.  B.  Morrison,  Austin 

Committee  on  Nutrition 

N.  C.  Hightower,  Temple,  Chairman 
John  B.  Barnett,  Marlin 
William  J.  Block,  San  Antonio 
Walter  D.  Feinberg,  El  Paso 
Ralph  G.  Greenlee,  Midland 
Joe  D.  Nichols,  Atlanta 
John  R.  Kelsey,  Jr.,  Houston 


15Dr.  Chapman,  Dallas,  was  appointed  May  13,  I960,  to  fill 
the  unexpired  term  of  Dr.  Elliott  Mendenhall,  Dallas,  who  resigned 
April  12,  to  become  a Trustee. 

10Dr.  Tate  was  appointed  May  16,  I960,  to  fill  the  vacancy  cre- 
ated by  the  death  March  17  of  Dr.  C.  B.  Yeung,  Tyler. 


Other  Special  Committees 

President’s  Advisory  Committee 

F.  W.  Yeager,  Corpus  Christi 
H.  O.  Smith,  Marlin 
Milford  O.  Rouse,  Dallas 
Denton  Kerr,  Houston 
J.  Layton  Cochran,  San  Antonio 

Committee  on  Reorganization 

John  F.  Thomas,  Austin,  Chairman 
R.  W.  Kimbro,  Cleburne 
C.  E.  Oswalt,  Jr.,  Fort  Stockton 

L.  Bonham  Jones,  San  Antonio 
R.  D.  Moreton,  Fort  Worth 

J.  R.  Donaldson,  Pampa 

J.  L.  Matthews,  San  Antonio 

J.  E.  Miller,  Dallas 

C.  D.  Bussey,  Dallas 

C.  P.  Hardwicke,  Austin 

J.  D.  Murphy,  Fort  Worth 

May  Owen,  Fort  Worth  (ex  officio) 

C.  Lincoln  Williston  (ex  officio) 

Fraternal  Delegate  to  New  Mexico  Medical  Society 

M.  D.  Thomas,  El  Paso 


Scientific  Section  Officers 


General  Practice 

Thomas  L.  York,  Corpus  Christi,  Chairman. 
Guy  T.  Denton,  Jr.,  Dallas,  Secretary. 

Internal  Medicine 


W.  W.  Bondurant,  Jr.,  San  Antonio,  Chairman. 
John  J.  Sloan,  Corpus  Christi,  Secretary. 

Obstetrics  and  Gynecology 

J.  Glenn  Terry,  Dallas,  Chairman. 

J.  Collier  Rucker,  Jacksonville,  Secretary. 


Pathology 

Joseph  M.  Hill,  Dallas,  Chairman. 
William  H.  Long,  Lubbock,  Secretary. 

Pediatrics 

George  Willeford,  Harlingen,  Chairman. 
W.  W.  Kelton,  Jr.,  Austin,  Secretary. 

Public  Health 

David  M.  Cowgill,  San  Benito,  Chairman. 
Ben  Primer,  Austin,  Secretary. 

Radiology 

Otto  H.  Grunow,  Fort  Worth,  Chairman. 
Ralph  Clayton,  El  Paso,  Secretary. 


Surgery 

Joe  T.  Gilbert,  Austin,  Chairman. 
Raleigh  R.  White,  Temple,  Secretary. 

Ophthalmology 

Harold  Hunt,  Paris,  Chairman. 

Jack  B.  Lee,  San  Antonio,  Secretary. 

Otolaryngology 

E.  A.  Blackburn,  Houston,  Chairman. 
William  Skokan,  Fort  Worth,  Secretary. 
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PROFILE  IN  LEADERSHIP 


1939  President  Dr.  Reeves  Has  Seen 
Medicine,  TMA  Grow  Up  Together 


Dr.  Leopold  Hiram  Reeves,  who  was  born  in  Bonham 
in  1878  and  elected  seventy-fifth  president  of  the  Texas 
Medical  Association  in  1939,  believes  that  during  his  life 
he  has  seen  the  greatest  advancement  in  medical  science 
for  all  time. 

The  nine  most  important  advances  he  has  witnessed, 
he  believes,  are  identification  of  various  disease  germs, 
discovery  and  development  of  x-rays,  blood  and  plasma 
transfusions,  intravenous  therapy,  aseptic  surgical  tech- 
niques, better  management  of  burns  and  wounds,  more 
precision  in  diagnosis,  improved  obstetrical  procedures,  and 
better  care  of  premature  infants. 

He  listed  them  back  in  1953  when  Governor  Allan 
Shivers  chose  him  to  represent  Texas  among  49  veteran 
American  physicians  honored  at  the  first  Western  Hemis- 
phere Conference  of  the  World  Medical  Association  in 
Richmond,  Va. — only  one  of  dozens  of  honors  to  come  to 
Dr.  Reeves,  who  has  been  credited  with  knowing  more 
colleagues  by  name  and  face  than  does  any  other  doctor  in 
Texas. 

Dr.  Reeves  is  descended  from  two  prominent  Kentucky 
and  Tennessee  families  which  included  a number  of  doc- 
tors. Born  in  Bonham  on  March  21,  1878,  he  was  an  only 
child.  His  father  died  6 months  later,  and  his  mother  re- 
turned to  Tennessee  with  the  boy.  Here  he  attended  the 
better  schools  of  the  area  and  received  a first  grade  teach- 
ing certificate  at  17. 


DR.  LEOPOLD  HIRAM  REEVES 


He  received  the  doctor  of  medicine  degree  in  1901  from 
the  University  of  Tennessee  (formerly  University  of  Nash- 
ville), being  secretary  of  the  class  and  one  of  its  youngest 
members. 

Immediately  following  graduation,  Dr.  Reeves  returned 
to  Texas  and  set  up  his  practice  in  Newark.  It  was  during 
his  3 year  stint  in  this  town  that  the  Texas  Medical  As- 
sociation came  into  his  life:  he  participated  in  the  1903 
reorganization,  helped  establish  the  Wise  County  Medical 
Society  and  became  its  first  secretary,  and  regularly  de- 
voted a whole  day  to  driving  22  miles  by  horse  and  buggy 
to  attend  society  meetings.  He  was  the  editor  of  the  Wise 
County  Medical  Bulletin,  one  of  the  earliest  county  society 
bulletins  published  in  Texas,  which  publication  he  issued 
at  his  personal  expense. 

From  Newark,  Dr.  Reeves  moved  to  Decatur,  and  in 
1921  he  moved  to  Fort  Worth  to  enter  practice  with  the 
late  Dr.  Bacon  Saunders.  Upon  Dr.  Saunders’  death  4 
years  later,  Dr.  Reeves  continued  alone  in  general  practice, 
resisting  "the  ever-present  temptation  to  specialize.” 

Early  in  his  Texas  career,  Dr.  Reeves  married  Miss  Flora 
Jennings  of  Lampasas,  who  died  in  1933.  They  had  one 
daughter,  Allah,  a poet. 

When  affable  Dr.  Reeves,  then  51,  was  named  president- 
elect of  the  Texas  Medical  Association  in  1938,  he  be- 
came the  subject  of  a Fort  Worth  Star-Telegram  sketch  in 
which  reporter  Bess  Stephenson  described  him  thus: 

"Tall,  erect,  and  youthful-looking  for  all  his  sprinkling 
of  grey-blond  hair,  (Dr.  Reeves)  combines  devotion  to 
his  profession  with  a love  of  sports,  good  clothes,  and  the 
camp  he’s  building  on  Eagle  Mountain  Lake.  He  wears 
Esquire-ish  ensembles,  usually  complete  with  boutonniere. 
His  shirts,  ties,  and  pocket  handkerchiefs  reflect  the  good 
taste  of  a doting  daughter,  who  does  his  shopping  for 
him.” 

"His  favorite  recreation,”  added  the  report  slyly,  "was 
horseracing — until  Governor  Allred  took  that  joy  out  of 
life.  Now  it’s  the  Eagle  Moilntain  camp  . . 

One  of  the  physician’s  long-time  ideals  was  former  Sec- 
retary of  State  Cordell  Hull,  whose  family  was  neighbor 
and  friend  to  that  of  Dr.  Reeves  in  early  life. 

The  achievement  during  his  Association  presidency  of 
which  Dr.  Reeves  is  proudest  was  the  organization  of  the 
group  into  129  component  medical  societies,  each  of  which 
elected  officers  and  paid  dues  for  the  first  time. 

He  appointed  the  Association’s  first  Committee  on  Li- 
brary Endowment,  continually  stressing  the  importance  of 
the  Library  to  membership  of  the  Association.  He  assisted 
in  establishment  of  a Section  on  Pediatrics  in  the  Associ- 
ation, the  arrangement  for  proper  representation  from  the 
Texas  Health  Department  on  matters  of  public  health,  and 
the  creation  of  a Council  on  Postgraduate  Medical  Educa- 
tion. He  emphasized  the  importance  of  the  medical  practice 
act  and  was  an  early  advocate  of  the  basic  science  law.  Dr. 
Reeves  stressed  close  cooperation  with  the  State  Board  of 
Medical  Examiners,  and  he  encouraged  the  development  of 
the  Texas  Medical  Association  Woman’s  Auxiliary. 

Some  of  his  friends  have  pointed  out  that  Dr.  Reeves 
was  a leader  in  revision  of  requirements  for  medical  schools 
and  eliminating  the  so-called  diploma  mills  and  short 
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courses  to  M.D.  degrees.  He  was  a member  of  the  As- 
sociation’s important  Committee  on  Legislation. 

One  of  a handful  of  Texas  Medical  Association  mem- 
bers who  have  been  named  "emeritus  members”  by  their 
colleagues,  Dr.  Reeves  has  a long  list  of  honors  and 
achievements  to  his  credit.  He  was  president  of  the  Texas 
Chapter,  Pan-American  Medical  Association,  and  a special 
delegate  to  the  Pan-American  Medical  Congress  in  Mexico 
City;  president  of  Tarrant  County  Medical  Society;  health 
officer  of  Wise  County  and  president  of  the  Wise  County 
Fair  Association;  member  of  the  Texas  State  Board  of 
Medical  Examiners.  He  organized  the  first  Red  Cross 
Chapter  in  Wise  County. 

In  a surprise  ceremony  in  Houston  in  1951,  Dr.  Reeves 
became  the  first  Texas  physician  to  be  awarded  honorary 
membership  in  the  Texas  Academy  of  General  Practice. 
His  Tennessee  alma  mater  honored  him  with  a "Golden 
T”  award,  and,  as  mentioned  in  the  opening  paragraphs 
of  this  story,  he  was  the,  Texas  doctor  selected  to  be  hon- 
ored by  United  States  and  Latin-American  medical  leaders 
at  the  first  Western  Hemisphere  Conference  in  1953. 

Always  of  literary  bent,  Dr.  Reeves — like  Dr.  Witten  B. 
Russ — contributed  much  to  the  compilation  of  the  Texas 
Medical  Association  biography  published  in  1953.  He  is 
also  author  of  "The  Medical  History  of  Fort  Worth  and 
Tarrant  County,  1853-1953.” 

Today,  he  works  sporadically  on  another  book  at  his 
Fort  Worth  home,  and,  though  he  still  owns  the  Eagle 
Mountain  Lake  place,  he  has  too  many  other  things  to  do 
to  be  able  to  putter  around  with  his  plants  there  as  much 
as  he  used  to.  Where  the  Texas  Medical  Association  is 
concerned,  Dr.  Reeves  continues  to  be  secretary  and  "chief 
ramrod”  of  the  Past  Presidents  Association,  as  well  as 
long-time  secretary  of  the  Fifty  Year  Club,  which  he  helped 
organize. 

It  has  been  a long  time  since  Dr.  Reeves  diagnosed  the 
first  cases  of  hookworm  in  Wise  County  or  since  he  pio- 
neered there,  doing  intubations  for  laryngeal  diphtheria. 
He  has  seen  the  realization  of  medical  advances  hardly 
dreamed  of  when  he  was  in  medical  school.  But,  at  82,  his 
belief  is  as  firm  as  ever  in  the  powers  of  organized  medi- 
cine to  push  forward  medical  frontiers  even  farther. 

This  is  Dr.  L.  H.  Reeves,  a Texas  medical  pioneer: 
another  profile  in  leadership. 


District  Societies 


Panhandle  District'  Elects  Officers 

Dr.  James  L.  Johnson,  Amarillo,  was  elected  president 
of  the  Panhandle  District  Medical  Society  when  that  group 
held  its  April  2 meeting  in  Lubbock.  Other  new  officers 
include  Dr.  Macfield  McDaniel,  Pampa,  president-elect;  Dr. 
A.  T.  Mims,  Hereford,  first  vice-president;  Dr.  Randolph 
Rutledge,  Lubbock,  second  vice-president;  and  Dr.  H.  Fred 
Johnson,  Amarillo,  secretary-treasurer. 

Lubbock  physicians  handling  arrangements  for  the  ses- 
sion were  Drs.  James  Morris,  Randolph  Rutledge,  Joe  Ar- 
rington, Frank  Hudgins,  Lloyd  Storrs,  and  J.  T.  Krueger, 
Jr.  Jon  Hornaday,  public  relations  director  of  the  Texas 
Medical  Association,  attended  the  meeting. 

Dr.  F.  W.  Yeager,  Corpus  Christi,  Past  President  of  the 
Texas  Medical  Association,  gave  the  luncheon  address. 


Surgeons  Gather  in  Corpus  Christi 

Dr.  Wilfred  T.  Tumbusch  of  San  Antonio  was  keynote 
speaker  for  a scientific  program  on  burn  injuries  held 
March  5 by  the  Second  Texas  District  of  the  American 
College  of  Surgeons  in  Corpus  Christi. 

Dr.  Tumbusch  presented  papers  on  "Resuscitation  in 
Severe  Burns”  and  "Wound  Care  and  Skin  Grafting  in 
Burns.” 

Dr.  William  Anderson  and  Dr.  George  Flood  of  Corpus 
Christi  discussed  complications  sometimes  present  in  burn 
patients.  Topic  of  Dr.  Anderson’s  paper  was  "Renal  Com- 
plication in  Burns”  and  the  subject  of  Dr.  Flood’s  was 
"Psychiatric  Aspects  of  Burns  in  Children.” 

Second  District  President  E.  Jackson  Giles,  Corpus 
Christi,  presided  over  the  meeting. 


^ County  Societies 


County  Medical  Society  Briefs 

The  Harrison  County  Society  has  received  the  thanks  of 
the  Marshall  Board  of  Education  for  its  endorsement  of 
a polio  immunization  program  just  adopted  in  Marshall. 
All  Marshall  school  children  will  now  be  required  to  have 
at  least  two,  and  later  three,  polio  shots  before  entering 
school. 

The  Travis  County  Society  met  at  the  Texas  Medical 
Association  headquarters  building  on  May  17  to  hear  a 
program  on  "Tuberculosis  in  Review.”  Moderated  by  Dr. 
J.  E.  Johnson,  the  discussion  featured  talks  by  Dr.  L.  C. 
Paggi,  Dr.  R.  M.  Hood,  Dr.  S.  H.  Dryden,  Dr.  Raleigh  R. 
Ross,  Dr.  R.  B.  Morrison,  and  Dr.  P.  C.  Price. 

Dr.  Charles  B.  Dildy,  Austin,  was  installed  as  president 
of  the  Travis  group  during  an  annual  installation  party 
held  April  29  at  Green  Pastures.  One  hundred  members 
and  guests  attended. 

Serving  with  Dr.  Dildy  in  1960-1961  will  be  Dr.  M.  D. 
McCauley,  president-elect;  Dr.  Ruth  M.  Bain,  secretary- 
treasurer;  Drs.  E.  K.  Blewett,  F.  C.  Lowry,  and  Ben  Primer, 
delegates;  Drs.  J.  M.  Coleman,  V.  B.  Lawlis,  and  C.  B. 
Dildy,  alternates;  Drs.  George  W.  Tipton,  Raleigh  R.  Ross, 
and  F.  C.  Lowry,  board  of  censors. 

The  Tarrant  County  Society  heard  Dr.  Ernest  Booth  dis- 
cuss The  Artificial  Kidney”  when  he  appeared  as  scientific 
speaker  at  its  April  5 meeting  attended  by  67  members 
and  5 guests.  The  talk  was  illustrated  with  a film  showing 
the  mechanism  and  operation  of  the  artificial  kidney. 

Three  resolutions  presented  by  Dr.  D.  O.  D.  Ware, 
chairman  of  the  Medical  Jurisprudence  Committee,  were 
adopted  by  unanimous  vote.  They  reiterated  the  society’s 
opposition  to  compulsory  inclusion  of  physicians  under  the 
Social  Security  system,  pointed  out  that  the  society  gives 
no  official  sanction  to  the  Medical  Radio  System,  and 
endorsed  House  Resolution  7123  pertaining  to  lawful  ex- 
penditures for  legislative  purposes. 

Dr.  James  A.  Daves  of  Odessa  and  his  wife.  Dr.  Eliza- 
beth Daves,  presented  an  illustrated  talk  on  hematuria 
during  the  scientific  portion  of  the  April  5 meeting  of  the 
Pecos-Jeff  Davis-Presidio-Brewster  Counties  Society.  The 
session  was  held  at  the  Fort  Stockton  Country  Club. 

During  the  business  session,  Dr.  George  Hoffman,  Fort 
Stockton,  was  elected  chairman  of  the  group’s  board  of 
censors,  with  Dr.  John  C.  Hundley,  Fort  Stockton,  and 
Dr.  William  E.  Lockhart,  Jr.,  Alpine,  as  members. 
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"Medicine  As  Practiced  in  the  British  Isles”  was  to  be 
the  topic  of  British  orthopedic  surgeons  who  appeared  as 
guest  speakers  before  the  Bexar  County  Society  May  17. 

During  April,  the  Bexar  County  Medical  Library  Associ- 
ation voted  to  construct  a new  building  to  house  the  Society 
and  the  Medical  Library  on  its  present  site.  A first  meeting 
for  discussion  of  plans  was  slated  for  a committee  chair- 
maned by  Dr.  O.  Roger  Hollan  and  including  Drs.  W.  J. 
Johnson,  John  Hinchey,  L.  Bonham  Jones,  James  L.  Mims, 
C.  F.  Lehmann,  Robert  Nixon,  William  Block,  A.  F.  Clark, 
Jr.,  and  A.  F.  Clark,  Sr.,  president  of  the  Library  Associa- 
tion. 

The  June  1 meeting  of  the  San  Patricio-Aransas-Refugio 
Counties  Society  was  held  at  the  Colony  Club  at  Sinton 
with  Drs.  Richard  H.  Heard  and  Emil  P.  Zarsky,  both  of 
Refugio,  as  hosts.  "Abdominal  Surgery”  was  the  topic  for 
the  scientific  portion  of  the  session.  Dr.  C.  A.  Selby,  dele- 
gate, gave  a report  on  the  Texas  Medical  Association  an- 
nual session. 

A symposium  on  "Treatment  of  Burns”  was  the  Harris 
County  Society’s  May  25  scientific  meeting.  Panelists  in- 
cluded Dr.  T.  G.  Blocker,  Jr.,  professor  of  surgery,  Uni- 
versity of  Texas  Medical  Branch,  Galveston;  Col.  Edward 
Vogel,  M.D.,  director,  Surgery  Research  Laboratory,  Brooke 
Army  Medical  Center,  San  Antonio;  Dr.  S.  B.  Hardy,  pro- 
fessor of  plastic  surgery,  Baylor  University  College  of 
Medicine;  and  Dr.  S.  R.  Lewis,  assistant  professor  of  sur- 
gery, University  of  Texas  Medical  Branch,  Galveston. 


DR.  SAM  J.  R.  ARONSON 

Dr.  Sam  J.  R.  Aronson,  Amarillo,  died  May  6,  I960, 
of  a cerebral  hemorrhage  at  St.  Anthony’s  Hospital  in 
Amarillo. 

He  was  born  in  Brooklyn,  N.  Y.,  on  Aug.  24,  1902,  the 
son  of  Albert  and  Bessie  (Rosenberg)  Aronson.  He  re- 
ceived his  preliminary  education  in  the  El  Paso  public 
schools.  In  1924,  he  was  granted  the  bachelor  of  science 
degree  from  the  University  of  Texas  at  Austin  and  in 
1926,  he  was  awarded  the  medical  degree  from  the  Uni- 
versity of  Texas  Medical  Branch  at  Galveston.  He  served 
his  internship  at  Jefferson  Davis  Hospital,  Houston,  and 
his  residency  at  El  Paso  City-County  Hospital,  El  Paso. 

Dr.  Aronson  was  a member  of  the  American  Medical 
Association,  the  Texas  Medical  Association,  the  Third  Dis- 
trict Medical  Society,  the  American  Academy  of  General 
Practice,  and  the  Potter-Randall  Counties  Medical  Society. 
At  the  time  of  his  death  he  was  chief  of  staff  of  St. 
Anthony’s  Hospital  and  in  1952,  he  had  served  as  chief 
of  staff  of  Northwest  Texas  Hospital.  Prior  to  that,  from 
1930  to  1933,  he  had  served  as  secretary  of  the  latter 
hospital  staff. 

He  belonged  to  the  Palo  Duro  Lodge  1239  AF  and  AM, 
the  American  Legion,  the  Kiwanis  Club,  and  he  was  a 
member  of  the  B'nai  Israel  Temple,  and  B'nai  B’rith.  Dr. 
Aronson  was  a member  of  several  county  charity  boards 
arid  did  extensive  charity  work.  He  belonged  to  the  Tascosa 
Country  Club. 


DR.  SAM  J.  R.  ARONSON 

From  1942-1945,  he  served  in  the  United  States  Army 
Air  Corps,  holding  the  rank  of  major  upon  his  discharge. 

In  addition  to  flying  and  fishing,  Dr.  Aronson  collected 
unusual  goblets  for  a hobby. 

The  general  practitioner  and  surgeon  is  survived  by  four 
brothers,  Louis,  Charles,  and  Laurence,  all  of  El  Paso,  and 
Ralph  of  Chicago;  and  a sister,  Mrs.  Sara  Hoffman  of 
Amarillo. 


DR.  THOMAS  R.  BURNETT 

Dr.  Thomas  Raynes  Burnett,  Mission,  died  April  3, 
I960,  following  a heart  attack  at  his  home. 

Dr.  Burnett  was  born  in  Bonham  on  January  18,  1883. 
His  preliminary  education  was  in  Dallas  and  he  was  a 
1907  graduate  of  Southern  Methodist  University  Medical 
Department.  He  had  attended  the  old  University  of  Dallas 
Medical  Department  which  later  was  merged  with  Baylor 
University,  Waco. 

He  had  practiced  in  Carrollton  about  10  years  before 
moving  in  1913  to  Mission,  where  he  had  lived  since  then. 

Dr.  Burnett  served  his  internship  with  the  Polke  Clinic 
and  St.  Paul’s  Hospital  in  Dallas  and  received  postgraduate 
training  at  the  United  States  Army  Medical  School  in 
Washington,  D.  C.,  He  had  served  for  36  years  in  the 
United  States  Army  Reserves,  holding  the  rank  of  major. 
He  was  a veteran  of  World  Wars  I and  II. 

The  general  practitioner  was  a member  of  the  American 
Medical  Association,  an  honorary  member  of  the  Texas 
Medical  Association,  arid  a member  of  the  Hidalgo-Starr 
Counties  Medical  Society.  He  also  belonged  to  the  Air- 
Medics  Association  and  the  First  Christian  Church  at  Mis- 
sion, and  he  was  a thirty-second  degree  Mason.  He  had 
been  an  examiner  for  the  former  Civil  Aeronautics  Author- 
ity and  the  United  States  Employees’  Compensation  Com- 
mission. 

His  hobby  was  collecting  arrowheads,  and  he  enjoyed 
sports  and  travel. 

He  is  survived  by  his  wife,  the  former  Miss  Edna  Mae 
Owens  of  Paris,  whom  he  married  on  June  16,  1909,  at 
Bonham. 
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DR.  WILLIAM  A.  CARROLL 

Dr.  William  A.  Carroll,  a practicing  physician  in  the 
Claude  area  for  39  years,  died  April  22,  I960,  in  Amarillo, 
where  he  had  lived  recently. 

Born  April  13,  1875,  in  Chester  County,  Tennessee,  Dr. 
Carroll  had  moved  to  Texas  in  1914  for  the  health  of  his 
son,  Kirk,  who  died  in  1919. 

Dr.  Carroll  received  his  preliminary  education  at  the 
Henderson  (Tenn.)  High  School,  and  he  was  graduated 
from  the  University  of  Tennessee  Medical  Department, 
which  later  became  a part  of  the  University  of  Tennessee 
College  of  Medicine. 


DR.  WILLIAM  A.  CARROLL 


From  1901  to  1914  he  practiced  in  Arkansas  and  from 
1914  to  1953  when  he  retired  he  served  in  Claude.  The 
municipal  park  in  that  city  was  named  in  his  honor  in 
1950. 

Dr.  Carroll  was  married  on  May  16,  1900,  to  Miss 
Claudia  Haltom,  who  died  on  Jan.  1,  1945. 

A member  of  the  American  Medical  Association  and  an 
honorary  member  of  the  Texas  Medical  Association,  Dr. 
Carroll  belonged  to  the  Potter-Randall  Counties  Medical 
Society  and  had  belonged  to  the  Armstrong-Donley-Chil- 
dress-Collingsworth-Hall-Wheeler  Counties  Medical  Society, 
and  the  Third  District  Medical  Society,  which  he  had 
served  as  president. 

He  was  a thirty-second  degree  Mason  and  was  Past 
Worshipful  Master  of  the  Masonic  Lodge.  He  was  a mem- 
ber of  the  Church  of  Christ  and  was  a charter  member 
of  the  Lions  Club. 

Survivors  include  two  sons,  Dr.  J.  Ralph  Carroll,  Ama- 
rillo, and  Perry  Carroll,  Dallas;  and  a daughter,  Mrs.  R.  E. 
Underwood,  Amarillo. 


CORRECTION 

In  the  May  issue  of  the  Journal,  it  was  stated  in  the 
obituary  of  Dr.  F.  A.  Bloom,  Houston,  that  he  had  served 
briefly  as  a naval  physician  during  World  War  II.  Instead, 
he  served  throughout  World  War  II,  both  in  the  United 
States  and  in  the  South  Pacific. 


DR.  HERBERT  HILL 

Dr.  Herbert  Hill,  San  Antonio,  died  April  12,  I960,  of 
a coronary  occlusion  and  of  a brain  hemorrhage,  at  Brooke 
General  Hospital,  Fort  Sam  Houston. 

The  internal  medicine  specialist  had  practiced  medicine 
in  San  Antonio  for  27  years  before  moving  to  Fredericks- 
burg in  1953  after  a heart  attack  had  forced  him  into 
partial  retirement.  He  served  as  medical  consultant  at  Keidel 
Memorial  Hospital  and  Clinic  in  Fredericksburg. 

He  was  born  Dec.  1,  1896,  at  Winnsboro,  the  son  of 
Walter  Herbert  and  Mary  (Sims)  Hill.  Graduated  from 
the  University  of  Texas  Medical  Branch  at  Galveston  on 
May  31,  1922,  he  interned  for  a year  at  Robert  B.  Green 
Hospital,  San  Antonio.  In  addition,  he  served  one  year  as 
an  instructor  in  pathology  at  the  medical  branch.  In  1926, 
he  began  practicing  in  San  Antonio. 

Dr.  Hill  was  married  to  the  former  Miss  Sarah  Sligh  at 
Orlando,  Fla.,  on  June  11,  1927. 

A member  of  the  American  Medical  Association  and  the 
Texas  Medical  Association,  Dr.  Hill  had  been  president  in 
1940  of  the  Bexar  County  Medical  Society.  He  became  a 
member  of  the  Kerr-Kendall-Gillespie-Bandera  Counties 
Medical  Society  in  1955. 

The  physician  was  a fellow  in  the  American  College  of 
Physicians,  a diplomate  of  the  American  Board  of  Internal 


DR.  HERBERT  HILL 


Medicine,  and  he  belonged  to  the  Texas  Club  of  Internists 
which  he  had  served  as  president.  He  was  chief  of  staff  of 
Nix  Hospital,  San  Antonio,  in  1933.  He  was  awarded  emer- 
itus membership  in  the  International  Medical  Assembly  of 
Southwest  Texas  on  Jan.  27,  1958,  and  he  held  member- 
ships in  Delta  Sigma  Phi  social  fraternity  and  Alpha  Kappa 
Kappa  medical  fraternity. 

Dr.  Hill  had  served  in  the  United  States  Navy  actively 
from  April,  1941,  to  Oct.  10,  1945,  when  he  went  on 
inactive  duty.  At  that  time  he  held  the  rank  of  captain. 
While  in  the  service  Dr.  Hill  assisted  in  the  construction 
of  the  first  naval  hospital  on  Guam,  and  he  was  Executive 
Officer. 

Survivors,  all  of  San  Antonio,  include  his  wife;  his 
mother,  Mrs.  W.  H.  Hill;  a son,  Herbert  Wheeler  Hill, 
and  a daughter,  Mrs.  D.  M.  Wallace;  and  four  grandchil- 
dren. 
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DR.  JAMES  W.  RAINER 

Dr.  James  William  Rainer,  Odessa,  died  April  13,  I960, 
in  the  crash  of  a private  plane  which  he  was  flying  en 
route  from  the  Texas  Medical  Association  annual  session 
in  Fort  Worth  to  his  home  in  Odessa. 

Dr.  Rainer  left  Fort  Worth  at  approximately  7:30  a.m. 
with  his  parents-in-law,  Mr.  and  Mrs.  Burford  Freeman  of 
Dallas,  and  Ben  Dean  Sheats,  a Fort  Worth  car  lease  op- 
erator and  long-time  friend  of  the  physician.  The  Freemans 
had  planned  to  spend  the  Easter  holidays  with  the  Rainers 
in  Odessa.  Mrs.  Rainer  had  remained  in  Fort  Worth,  from 
where  she  was  to  drive  to  Dallas  to  meet  her  daughter, 
Miss  Martha  Rainer,  a junior  student  at  Southern  Meth- 
odist University.  The  two  had  planned  to  drive  on  to 
Odessa. 

According  to  an  eyewitness  of  the  crash,  the  plane  ex- 
ploded about  8 a.m.  in  mid-air  near  Graford  in  Palo 
Pinto  County.  All  four  occupants  were  killed.  The  weather 
was  satisfactory,  and  the  crash  was  blamed  on  freak  air 
currents. 

The  son  of  Odis  and  Ora  Lee  (Birdwell)  Rainer,  Dr. 
Rainer  was  bom  in  Waco  on  July  11,  1917.  He  attended 
school  at  Bay  City  and  received  his  preliminary  college 
education  at  the  College  of  Marshall,  Marshall,  and  at 
Baylor  University,  Waco.  He  attended  medical  school  at 
Baylor  until  it  was  moved  to  Houston;  then  he  received 
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his  medical  degree  in  the  first  graduating  class  of  the 
University  of  Texas  Southwestern  Medical  School,  Dallas, 
in  March,  1944.  He  externed  at  Medical  Arts  Hospital, 
Dallas,  and  served  his  internship  with  Parkland  Hospital, 
Dallas.  As  a lieutenant  in  the  United  States  Navy,  he 
served  in  the  Pacific  Area  in  1945  and  1946. 

His  postgraduate  training  included  a preceptorship  with 
Dr.  Milford  O.  Rouse,  Dr.  Cecil  Patterson,  and  Dr.  John 
S.  Bagwell  in  Dallas.  Before  moving  to  Odessa  in  July, 
1947,  Dr.  Rainer  had  practiced  in  Dallas  and  Seminole. 

A member  of  the  American  Medical  Association,  the 
Southern  Medical  Association,  and  the  Texas  Medical  As- 
sociation, Dr.  Rainer  had  served  as  president  of  the  An- 
drews-Ector-Midland  Counties  Medical  Society  in  1950.  He 


was  on  the  Texas  Medical  Association’s  Council  on  Medi- 
cal Jurispmdence  and  he  was  an  alternate  delegate  to  the 
American  Medical  Association.  Pie  also  was  a member  of 
the  Texas  Society  of  Gastroenterologists  and  Proctologists, 
the  Texas  Air-Medics  Association,  the  Flying  Physicians 
Association,  Beta  Beta  Beta  fraternity,  and  Phi  Chi  medi- 
cal fraternity.  He  belonged  to  the  First  Presbyterian  Church 
and  was  a former  member  of  Rotary  International,  and  had 
served  on  the  board  of  directors  of  the  Salvation  Army, 
the  Community  Chest,  and  the  Chamber  of  Commerce.  He 
was  active  in  civic  work  and  the  Ex-Students  Association 
of  Baylor  University. 

Dr.  Rainer,  who  specialized  in  internal  medicine,  owned 
his  own  clinic,  the  Medical  and  Surgical  Clinic  in  Odessa. 

His  hobbies  were  flying,  fishing,  and  hunting. 

He  is  survived  by  his  wife;  three  daughters,  Martha  Bur- 
ford  Rainer,  Nancy  Elizabeth  Rainer,  Malinda  Ann  Rainer; 
one  son,  James  William  Rainer,  Jr.,  all  of  Odessa;  his 
parents,  Dr.  and  Mrs.  Odis  Rainer,  Austin;  and  two  broth- 
ers, L.  T.  Rainer,  Austin;  and  E.  L.  Rainer,  Dallas. 


DR.  ALBERT  J.  SCHUETT 

Dr.  Albert  John  Schuett,  Dallas,  died  April  7,  I960,  in 
a hospital  in  that  city  following  nearly  a year’s  illness. 

He  was  elected  posthumously  to  honorary  membership  in 
the  Texas  Medical  Association  during  its  annual  session  in 
Fort  Worth,  April  9-12. 

Born  October  8,  1895,  in  Dallas,  the  internal  medicine 
specialist  was  a 1919  graduate  of  Baylor  University,  Waco, 
and  a 1921  graduate  of  the  Baylor  University  College  of 
Medicine,  Dallas.  He  served  his  internship  and  residency  at 
Baylor  Hospital,  completing  his  work  there  in  July,  1923. 
He  had  practiced  in  Dallas  since  that  time. 

Dr.  Schuett,  in  addition  to  membership  in  Texas  Medi- 
cal Association,  was  a member  of  the  American  Medical 
Association,  the  Dallas  County  Medical  Society,  and  Phi 
Chi  medical  fraternity.  He  belonged  to  the  First  United 
Lutheran  Church  and  the  Pentagon  Masonic  Lodge,  and 
was  a Shriner. 

He  is  survived  by  his  wife,  Mrs.  Vivian  Schuett  of 
Dallas. 
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Civil  Defense  in  Texas 

In  this  day  of  power-backed,  all-out  diplomatic  effort 
among  the  nations  of  the  world,  many  governments  are 
threatened  by  unrest. 

The  government  of  Turkey  was  changed  by  use  of  mili- 
tary power.  The  government  of  Cuba  was  changed  by  a 
civil  war.  The  government  of  South  Korea  has  come  into 
new  hands  through  the  use  of  force.  The  Japanese  govern- 
ment was  unable  to  prevent  mass  insult  of  our  President. 
What  country  will  lose  its  form  of  government  next? 

Will  the  next  change  start  a big  war?  Red  China  plans 
to  detonate  an  atomic  device  soon.  Will  Castro’s  Cuba  be 
next  in  line  to  carry  an  atomic  "six-gun,”  and  start  practicing 
the  fast  draw? 

As  physicians  we  must  review  our  preparedness  program. 
A few  short  years  ago,  there  was  no  warehouse  stock  of 
medical  and  surgical  instruments  and  supplies.  Orders  of 
large  size  had  to  be  made  as  ordered  in  factories  centered 
within  a "bomb’s  throw”  of  Washington,  D.  C.  Military 
strength  had  to  be  shored  up.  It  became  obvious  to  medical 
and  governmental  leaders  of  our  country  that  medical  equip- 
ment and  supplies  had  to  be  built  up  to  meet  minimum 
needs  of  civilians  in  the  event  of  atomic  war.  Once  the  criti- 
cally short  medical  and  surgical  instrument  supply  was  stock- 
piled in  a few  warehouses  of  the  nation,  problems  of  their 
protection  from  bombs,  and  of  rapid  distribution  in  time  of 
need,  became  apparent.  The  solution  came  when  200  bed 
civil  defense  emergency  hospitals  were  offered  to  cities  and 
counties  for  storage  near  possible  target  areas. 

In  Texas,  the  assurance  of  hospital  facilities  with  which 
our  physicians  can  work,  did  not  materialize  until  the  physi- 
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dans  themselves  assumed  aggressive  roles  in 
local  areas  all  over  Texas  to  make  the  prepo- 
sitioning program  one  of  the  most  successful 
in  the  nation. 

There  are  today  69  emergency  type  hos- 
pitals in  storage  in  "polka  dot  fashion”  over 
our  state  and  several  are  yet  to  be  delivered. 
Most  of  our  component  societies  have  emer- 
gency medical  service  organizations.  The  organ- 
izations, and  the  staffing  patterns,  must  be  re- 
viewed from  time  to  time  with  a view  of  im- 
proving the  volume  and  quality  of  service  to 
be  offered  patients  in  time  of  war  disaster.  The 
few  societies  without  plans  for  organized  ef- 
fort must  face  realities  and  develop  plans  in 
case  there  should  be  need  for  mass  emergency 
care  of  burns,  trauma,  or  radiation  sickness  in 
addition  to  the  usual  case-load  of  sick  people 
under  trying  conditions. 

In  addition  to  preparing  and  planning  cura- 
tive measures  for  a possible  disaster,  we  must 
practice  good  citizenship  and  watch  for  any  de- 
velopments within  our  communities  which 
point  to  possible  radical  change  in  the  form 
of  our  government.  We  must  watch  the  group 
action  of  our  college  age  people.  It  has  been 
mob  action  by  our  young  people  in  other  coun- 
tries which  has  precipitated  dramatic  changes 
in  governments.  These  impressionable  young 
people  have  had  leadership.  We  must  study 
movements,  and  search  out  and  examine  the 
leaders  behind  any  mass  alteration  in  the  be- 
havior of  our  student  age  sons  and  daughters. 

— T.  E.  Dodd,  M.D.,  Austin,  Chairman, 
Committee  on  Emergency  Medical 
Service,  Texas  Medical  Association. 

The  Torch  of  Hope 

Only  12  short  years  have  passed  since  a 
relatively  small  group  of  men  and  women,  im- 
bued with  hope,  crystallized  the  fight  against 
heart  disease  into  a single  entity  of  unique  force 
and  effectiveness.  I refer,  of  course,  to  the  trans- 
formation of  the  American  Heart  Association 
from  a small  professional  society  into  a national 


voluntary  health  agency  of  laymen,  scientists, 
and  physicians.  At  the  same  time,  the  Texas 
Heart  Association  became  the  state’s  official 
affiliate  of  the  American  Heart  Association — 
the  only  agency  devoted  exclusively  to  the 
conquest  of  heart  and  circulatory  ailments. 

The  year  1948  marked  not  only  the  begin- 
ning of  the  American  Heart  Association,  but 
the  actual  beginning  of  the  first  planned  and 
concerted  research  assault  upon  the  heart  dis- 
eases. At  that  time,  we  left  behind  an  era  in 
which  heart  research  was  restricted  by  lack  of 
funds  and  competent  investigators.  We  entered 
an  era  in  which  vastly  enlarged  research  alloca- 
tions, provided  by  public  contributions,  were 
available  to  support  highly  qualified  medical 
scientists.  We  also  entered  an  era  in  which 
totally  new  concepts  of  research  support  came 
into  being,  and,  for  the  first  time,  attention  was 
given  to  developing  and  training  scientific 
manpower  for  cardiovascular  research  in  the 
future. 

In  the  past  12  years,  many  hopes  have  ma- 
tured into  realities  with  the  investment  of  more 
than  50,000,000  Heart  dollars  on  the  state  and 
national  level  in  research.  Here  in  Texas,  the 
research  program  of  the  Texas  Heart  Associa- 
tion has  grown  at  a phenomenally  accelerated 
pace  in  the  past  2 years — from  $4,600  in 
1958-1959  to  requests  totaling  over  $170,000 
for  the  year  beginning  July  1,  I960.  These  re- 
quests came  from  26  qualified  research  investi- 
gators located  in  six  medical  institutions  in 
Texas.  Physicians,  by  training,  are  well  aware 
of  the  need  for  continued  and  expanded  re- 
search in  the  cardiovascular  field.  It  would  be 
to  the  best  interests  of  the  medical  profession 
and  the  people  of  Texas  if  more  physicians  took 
an  even  more  active  part  in  the  work  of  the 
Texas  Heart  Association  so  that  the  research 
program,  in  particular,  can  be  expanded  even 
more  in  the  months  and  years  ahead. 

Research,  however,  is  only  one  of  three  major 
activities  of  your  heart  association.  Heart  dol- 
lars also  have  made  it  possible  to  carry  forward 
educational  programs — programs  designed  to 
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bring  physicians  new  knowledge  developed  by 
the  research  scientist.  The  heart  association 
gives  the  public  accurate  information  about  the 
heart  diseases — information  which  helps  to 
banish  needless  fears  and  to  eliminate  harmful 
misconceptions.  And,  it  fights  heart  disease 
through  community  programs  aimed  at  safe- 
guarding healthy  hearts  and  enabling  sufferers 
from  heart  and  circulatory  ailments  to  retain 
their  places  in  society  as  useful  and  productive 
citizens.  More  recently,  it  has  taken  the  job  of 
cardiovascular  rehabilitation  under  its  wing. 

The  heart-and-torch  insignia  should  be 
viewed  by  physicians  as  a beacon  of  new  hope 
for  hearts  everywhere  for  it  is  truly  a symbol 
of  confidence,  determination,  and  faith. 

— Robert  E.  Leslie,  M.D.,  El  Campo, 
President,  Texas  Heart  Association. 

Texas  Doctors  Deserve  Praise 

Although  participation  by  Texas  doctors  in 
the  American  Medical  Education  Fund  during 
1959  still  amounted  to  only  20  per  cent,  and 
there  is  room  for  continual  improvement,  the 
total  increase  in  contributions  was  nearly  50 
times  higher  than  it  was  in  1952. 

Physicians  from  Texas  gave  $50,113.25  last 
year  while  in  1952  they  gave  only  $1,065.  At 
that  time  participation  was  .32  per  cent  of  the 
members  of  Texas  Medical  Association. 

Donations  have  climbed  rapidly,  and  Texas 
doctors  deserve  praise  for  their  recognition  of 
the  merit  of  the  educational  fund.  Three  Texas 
medical  schools  currently  are  utilizing  con- 
tributions made  in  1959.  Eighty-five  medical 
schools  were  recipients  recently  of  $1,198,334 
from  AMEF  and  Texas  schools  shared  in  $33,- 
151  of  this.  Portions  went  to  Baylor  University 
College  of  Medicine,  Houston;  the  University 
of  Texas  Medical  Branch,  Galveston;  and  the 
University  of  Texas  Southwestern  Medical 
School,  Dallas. 

Here,  at  the  core  of  medical  research  in  our 
state,  the  money  is  being  put  to  work  to  fur- 


ther the  quality  and  standards  of  students,  fac- 
ulty, and  research  in  medicine.  All  funds  given 
through  AMEF  are  sent  directly  to  the  deans 
of  the  medical  schools  to  be  used  at  their  dis- 
cretion and  do  not  go  into  administrative  ex- 
penses, which  are  paid  by  the  American  Medi- 
cal Association.  All  funds  do  not  necessarily 
return  to  Texas,  so  if  your  favorite  school  is 
out  of  state  you  may  earmark  your  contribution 
for  it. 

It  has  been  suggested  frequently  in  recent 
months  that  the  profession  is  losing  ground  at 
the  student  level — bright  students  are  being 
wooed  by  representatives  of  other  highly  com- 
petitive scientific  and  professional  fields.  But 
despite  this  competition,  medicine  must  pro- 
gress, must  meet  the  demands  of  the  nation’s 
people,  and  to  do  so  it  must  have  more  and 
better  students.  Optimism  is  high,  however,  as 
evidenced  by  the  great  increase  in  participation 
and  donations  since  the  beginning  years  of 
AMEF.  By  giving  between  now  and  December 
31,  an  even  great  amount  of  funds  can  be  pre- 
sented to  the  profession’s  own  marketplace  of 
learning  and  research — its  medical  schools. 


Tumor  Seminar 

Our  thanks  to  the  San  Antonio  Society  of 
Pathologists  for  its  1958  Tumor  Seminar  ap- 
pearing in  the  original  article  section  of  this 
issue.  Guest  editor  of  the  seminar  is  Lt.  Col. 
James  L.  Hansen,  chief  of  the  Anatomical 
Pathology  Section  of  Brooke  Army  Hospital, 
Fort  Sam  Houston,  and  now  president  of  the 
San  Antonio  Society  of  Pathologists. 

Col.  George  J.  Matt,  M.C.,  president  of  the 
society  at  the  time  of  the  seminar,  opened  the 
meeting.  Dr.  A.  O.  Severance,  San  Antonio,  was 
moderator  and  Dr.  William  A.  Meissner  of 
New  England  Deaconess  Hospital,  Boston,  was 
conductor  of  the  seminar. 

Sixteen  cases  are  included  in  the  seminar 
conducted  by  the  New  England  pathologist. 
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Wanted:  Dedicated  Students 

We  have  a challenge:  nation-wide  statistics  re- 
veal that  nearly  half  of  our  brightest  high  school 
students  do  not  go  on  to  college.  This  is  potential 
leadership  material  lost. 

Today — more  than  ever — when  a higher  pre- 
mium is  placed  on  excellence  and  on  higher  perform- 
ance, we  must  continue  to  seek  out  thinkers  and 
leaders.  There  is  an  urgent  need  to  promote  educa- 
tion that  will  improve  human  understanding  and 
tolerance. 

We  cannot  be  content  with  our  role  in  medical  science  in  the 
hospitals  and  office.  It  is  our  duty  to  exert  a greater  influence  in  our 
communities  as  dedicated  physicians. 

Our  county  medical  societies  might  do  well  to  follow  the  example, 
or  similar  program  of  that  set  up  by  the  Adams  County  Medical 
Society,  Quincy,  111.,  in  1956.  They  united  with  other  civic  organiza- 
tions to  encourage  academic  achievement.  Their  aim  was  to  make 
college  education  and  special  training  available  for  every  talented  high 
school  graduate. 

We  should  offer  encouragement  and,  when  necessary  and  possible, 
monetary  aid  to  those  who — without  a helping  hand — might  not  be 
able  to  secure  the  education  necessary  for  a career  in  the  medical  field. 

We  are  all  aware  that  there  is  a pronounced  decline  in  the  number 
of  applicants  for  medical  schools.  More  outstanding  is  the  decline  of 
dedicated,  or  talented,  men  and  women  not  only  seeking  medical  train- 
ing, but  also  allied  medical  vocations. 

What  action  are  we  as  an  association,  and  individually,  doing  to 
meet  the  challenge? 

The  Nueces  County  Medical  Society  (Corpus  Christi)  has  recently 
voted  $1,000  to  provide  a scholarship  each  year  to  a deserving  medical 
school  student  from  that  county.  It  is  my  understanding  that,  ulti- 
mately, the  county  society  will  have  four  boys  or  girls  in  school  at  the 
same  time  with  one  scholarship  recipient  in  each  class.  This  is  a won- 
derful gesture — an  example  we  would  all  do  well  to  follow. 

Our  education  program  is  a continuing  one.  In  this  connection, 
doctors  are  urged  to  avail  themselves  of  the  excellent  program  of  the 
postgraduate  medical  assemblies  and  many  others. 


Dr.  Owen 
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Internist  Favors  Drug  Companies’  Stand 
On  Hearings  Conducted  by  Senator  Kefauver 


The  following  letter  was  written  by  Dr.  J.  Edward  John- 
son, Austin  internist,  in  response  to  a letter  John  E.  Mc- 
Keen,  President  of  Charles  Pfizer  and  Co.,  Inc.,  had  directed 
to  Senator  Estes  Kefauver.  McKeen’s  letter  concerned  the 
writing  of  prescriptions  for  drugs  by  brand  name  instead 
of  generic  name.  He  endorsed  the  suggestion  made  by  Dr. 
Alexander  Marble  of  Boston,  who  testified  before  KefauvePs 
Committee,  that  a forum  for  scientific  and  objective  review 
of  the  medical  aspects  of  the  oral  antidiabetic  drugs  be 
held.  McKeen  believes  that  meetings  of  this  type  would 
allow  the  many  specialists  who  prescribe  such  drugs  to 
exchange  experience  in  their  use,  and  would  assure  the  best 
possible  therapeutic  application  of  these  agents. 

Your  letter  of  May  13  [Drs.  Robert  M.  Rees  and 
Robert  C.  Warner}  to  physicians  protesting  the 
methods  and  deploring  the  harm  being  done  by  the 
Kefauver  committee  hearings  is  appropriate  and  im- 
pressive. The  letter  of  your  President  [Dr.  McKeen} 
to  Senator  Kefauver  suggests  changes  that  could 
transform  the  Committee’s  investigation  into  useful 
service. 

As  a physician  with  more  than  30  years’  experi- 


ence in  the  private  practice  of  internal  medicine,  I 
am  moved  to  comment.  By  further  statement  of 
background,  I am  chairman  of  the  Committee  on 
Scientific  Exhibits  of  the  Texas  Medical  Association, 
president  of  the  Austin  Heart  Association,  and  presi- 
dent of  the  Texas  Tuberculosis  Association.  In  each 
of  these  capacities  I am  intensely  interested  in  new 
drugs,  their  safety,  and  their  usefulness. 

For  many  years  I have  welcomed  the  drug  "detail 
men”  with  their  samples  and  literature.  I learn  much 
from  them.  As  for  the  criticism  that  they  wheedle, 
cajole,  and  bribe  me  to  use  their  products,  they  do 
no  such  thing.  The  samples  they  leave  are  for  clinical 
trial,  and  I am  more  than  pleased  to  use  them  in 
selected  cases  in  which  I can  supervise  and  control 
their  administration.  I do  not  accept  them  if  I do 
not  want  them.  The  literature  the  firm  sends  or 
distributes  via  its  representatives  goes  far  to  keep 
physicians  abreast  of  recent  advances. 

Concerning  the  prescribing  of  drugs  by  generic 
instead  of  brand  names,  I do  prefer  generic  names  in 
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instances  in  which  it  is  practical.  Nevertheless,  "Can- 
til”  is  a lot  easier  to  write  than  "N-methyl-3-piper- 
idyl-diphenyl  glycolate  methobromide!”  The  witness 
who  states  that  doctors  should  prescribe  by  generic 
instead  of  brand  name  might  be  asked  why  he  does 
not  prescribe  the  kind  of  carburetor,  oil  pump,  piston 
ring,  transmission,  etc. — all  the  way  down  to  the  tail 
pipe- — that  he  wants  on  an  automobile.  There  are 
companies  who  would  put  together  such  a vehicle 
for  him.  But  no,  he  wants  a Cadillac,  Pontiac,  or 
Rambler — and  orders  his  car  by  brand  name.  In  de- 
fense of  the  inconsistency,  he  might  say,  "I  want  a 
car  with  a reputation;  I want  to  deal  with  a company 
I can  trust.” 

The  practicing  physician  is  also  a practical  man, 
and  he  follows  such  a line  of  reasoning  in  regard  to 
drugs.  Furthermore,  no  other  class  of  manufacturers 
can  boast  a better  reputation  for  honest,  above  board 
dealing  with  the  public  than  can  the  large  pharma- 
ceutical houses  of  America. 

Physicians  protest  the  meddling  during  these  com- 
mittee hearings  with  the  doctor-patient  relationship 


that  is  so  important  for  the  successful  and  efficient 
private  practice  of  medicine.  If  objective  investiga- 
tions cannot  be  conducted  by  panels  of  competent 
scientists,  it  would  be  better  to  discontinue  the  hear- 
ings, as  they  produce  more  harm  than  good. 

The  antitrust  laws  should  suffice  to  prevent  con- 
spiracy to  avoid  competition.  If  not,  a more  rational 
approach  would  be  to  amend  the  law,  and  then  to 
direct  attention  of  the  Justice  Department  to  pre- 
sumed violations. 

I am  sure  members  of  the  medical  profession  will 
support  the  drug  companies  in  an  effort  to  direct 
the  Committee  into  objective  investigations  and  con- 
structive procedure  methods. 

— J.  Edward  Johnson,  M.D.,  Austin. 


Letters  are  chosen  on  any  subject  on  the  basis  of  good  taste, 
propriety,  and  available  space  by  the  Journal  Advisory  Committee. 
No  anonymous  letters  will  be  printed  and  the  committee  reserves 
the  right  to  print  and  to  edit  contributions.  Letters  do  not  neces- 
sarily represent  the  policy  of  the  Texas  Medical  Association  or  the 
Journal. 


TEXAS  State  Journal  of  Medicine,  JULY,  1960 


1 ORIGINAL 


A Tumor  Seminar 


Proceedings  of  the  fifteenth  annual  tumor  seminar 
presented  by  the  San  Antonio  Society  of  Pathologists  at 
Brooke  Army  Hospital,  Fort  Sam  Houston,  on  October  4, 
1958.  Conductor  was  Dr.  William  A.  Meissner,  Boston. 


GUEST  EDITOR: 

LT.  COL.  JAMES  L.  HANSEN,  Fort  Sam  Houston 


Case  1 (Carotid  Body  Tumor) 

Diagnosis. — Carotid  body  tumor  (chemodectoma) . 

Contributor. — Col.  J.  M.  Lukeman,  M.C.,  Fourth  United 
States  Army  Medical  Laboratory,  Fort  Sam  Houston. 

History. — A 65  year  old  white  female  had  a 5 year 
history  of  a very  slowly  enlarging  mass  in  the  left  sub- 
mandibular area  with  fluctuations  in  size  from  day  to  day. 
No  calcification  was  seen  by  x-ray.  The  mass  was  firm, 
slightly  tender,  nonpulsatile,  and  fixed  to  deep  structures. 
At  surgery,  an  extremely  vascular  mass  was  found  located  at 
the  bifurcation  of  the  left  carotid  artery  and  densely  ad- 
herent to  both  internal  and  external  carotids.  The  mass  was 
excised  intact  and  was  an  encapsulated  3 by  2 by  2 cm., 
somewhat  rubbery  nodule  with  a brown  to  white  to  hemor- 
rhagic cut  surface. 


Dr.  William  A.  Meissner,  Boston:  The  signifi- 
cant points  in  the  history  are  the  slow  growth  of  the 
tumor,  its  location  at  the  bifurcation  of  the  carotid, 
and  its  extreme  vascularity.  From  these  points  alone, 
the  diagnosis  is  suggested  strongly. 

Microscopically,  the  tumor  appears  to  be  circum- 
scribed. The  stroma  of  the  tumor  is  scanty,  except 
in  foci  where  the  fibrous  tissue  appears  to  be  re- 
active rather  than  a part  of  the  neoplasm.  Also  prom- 
inent in  the  tumor  is  the  great  vascularity  with  ves- 
sels of  varying  size  surrounded  closely  by  tumor  cells. 
The  tumor  cells  are  of  fairly  uniform  large  size  and 
are  epithelioid.  The  nuclei  are  round  or  ovoid,  with- 
out mitoses.  The  cytoplasm  is  often  rather  clear, 
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TUMOR  SEMINAR  — Meissner  — continued 

which  almost  suggests  that  there  might  be  contained 
material  such  as  lipid  or  glycogen.  The  characteristic 
feature  of  the  tumor  cells  is  their  accumulation  into 
clusters  surrounded  by  a fine  prolongation  of  the 
trabecular  fibrous  tissue.  The  tendency  of  the  cells 
to  form  clusters  is  seen  more  clearly  with  the  silver 
stain.  These  features  add  up  to  the  typical  appearance 
of  a carotid  body  tumor,  which  diagnosis  can  be 
made  with  little  need  of  going  into  a differential. 

Submitted  Diagnoses. — tumor  of  carotid  body 
( chemodectoma ) 33;  nonchromaffin  paraganglioma 
of  carotid  body,  5;  tumor  de  cuerpo  carotideo,  1; 
hemangiopericytoma,  1. 


Fig.  1.  Case  1 . Carotid  body  tumor.  Vessels  are  sur- 
rounded by  clusters  of  uniform  cells  usually  having  a 
clear  cytoplasm. 


Dr.  Meissner:  We  are  in  fair  agreement,  I see, 
except  for  a slight  difference  in  terminology. 

It  may  seem  that  the  inclusion  of  a typical  carotid 
body  tumor  seems  hardly  worthwhile  in  a seminar 
such  as  this.  This  one  is  an  easily  diagnosed  tumor. 
From  the  history  it  might  be  confused  with  neuro- 
fibroma or  other  similar  slow  growing  tumors,  and 
from  the  surgical  findings  it  might  be  confused  with 
a hemangioma  or  even  an  aneurysm  because  of  the 
tendency  to  such  great  vascularity.  The  microscopic 
appearance,  however,  is  so  typical  that  the  diagnosis 
is  not  difficult. 


The  reason  for  including  a tumor  such  as  this, 
however,  is  that  these  tumors  are  really  not  very 
common  and  none  of  us  sees  very  many  in  any  one 
period  of  time.  Furthermore,  the  pathologist  some- 
times receives  specimens  with  either  an  inaccurate,  or, 
more  likely,  an  inadequate  clinical  history.  If  a tumor 
such  as  this  is  just  sent  down  as  ''biopsy  of  mass  of 
neck,”  it  is  possible  that,  because  of  their  infrequent 
occurrence,  the  pathologist  may  forget  to  include 
carotid  body  tumors  in  his  differential  diagnosis.  I 
have  seen  this  happen  several  times  where  patholo- 
gists were  trying  to  make  a diagnosis  of  metastatic 
thyroid  carcinoma,  for  example,  when  the  tumor  was 
quite  typically  one  of  carotid  body  origin.  They  had 
been  misled  by  inadequate  clinical  history.  Once  the 
possibility  of  such  a diagnosis  is  considered,  it  usual- 
ly becomes  easy. 

The  pathologist  is  usually  asked  by  the  surgeon 
whether  or  not  the  carotid  body  tumor  is  malignant. 
It  is  true  that  an  occasional  carotid  body  tumor 
metastasizes  to  lymph  nodes.  Rabson  and  Elliott14 
last  year  found  10  such  cases  reported  and  added 
an  additional  one.  We  have  seen  only  one  such  in- 
stance in  our  series.  Romansky,16  a few  years  ago, 
reviewed  the  reported  malignant  carotid  body  tumors 
and  found  8 cases  in  which  visceral  metastases  had 
occurred.  He  emphasizes,  however,  that  there  are  no 
unique  changes  in  carotid  body  tumors  that  disting- 
uish the  metastasizing  tumors  from  the  nonmetasta- 
sizing ones.  The  size  of  the  cells  and  the  presence 
of  tumor  giant  cells  seem  to  have  no  particular  sig- 
nificance with  regard  to  malignant  potential.  By  far 
the  worst  thing  about  carotid  body  tumors  is  the 
fact  that  they  arise  in  an  anatomic  location  that 
makes  resection  dangerous  and  difficult. 

It  is  surprising  how  similar  these  tumors  look  to 
the  normal  carotid  body  which  shows  the  same  clus- 
ters of  cells,  again  accentuated  by  the  silver  stain. 
The  current  view  regarding  carotid  bodies  is  that 
they  are  chemoreceptor  organs  and  not  part  of  the 
chromaffin  system  at  all.  Therefore,  names  suggest- 
ing that  they  are  chromaffin  tumors  are  misleading. 
The  term  chemodectoma  is  suitable,  but  it  has  been 
difficult  for  us  to  utilize  this  term  for  clinical  diag- 
nostic purposes  because  the  term  carotid  body  tumor 
is  so  entrenched  in  the  minds  of  clinicians  and  path- 
ologists alike.  I do  not  care  for  the  term  nonchrom- 
affin paraganglioma  partly  because  it  is  a negative 
diagnosis,  and  to  me  somewhat  confusing,  and  partly 
because  carotid  body  tumors  do  not  act  at  all  clin- 
ically like  tumors  of  the  soft  tissues  which  are  some- 
times called  by  the  same  name. 

Dr.  Severance:  Col.  Lukeman,  do  you  have  any 
follow-up  on  this  case? 

Col.  Lukeman:  Eight  months  after  operation  the 
patient  was  entirely  well  and  there  was  no  evidence 
of  recurrence  of  tumor. 
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Case  2 (Glomus  Jugulare  Tumor) 


Diagnosis. — Glomus  jugulare  tumor  ( chemodectoma ) . 

Contributor. — Maj.  R.  E.  Kellenberger,  M.C.,  William 
Beaumont  Army  Hospital,  El  Paso. 

History. — A 21  year  old  colored  male  had  a freely  mov- 
able, rubbery,  nontender  mass  in  the  postauricular  region 
anterior  to  the  mastoid  process  of  3 months’  duration.  A 
mass  lying  deep  to  the  jugular  bulb  and  partially  overlying 
the  anteromedial  aspect  of  the  mastoid  was  excised.  It  was 
circumscribed  but  apparently  not  encapsulated  and  con- 
tained many  large  vascular  spaces.  Two  years  before,  a 
polyp  had  been  removed  from  the  ear  on  the  same  side 
which  was  followed  by  deafness  in  that  ear. 

Dr.  Meissner:  We  have  some  additional  infor- 
mation on  this  case  from  Maj.  Kellenberger.  Appar- 
ently the  patient  had  two  operations  in  1955,  at  least 
one  of  which  was  for  removal  of  a polyp  from  the 
ear.  Major  Kellenberger  has  lent  me  a slide  of  this 
which  is  composed  of  granulation  tissue  covered  on 
one  surface  by  stratified  squamous  epithelium  which 
is  ulcerated.  The  granulation  tissue  appears  active, 
but  I found  no  evidence  of  tumor  in  this  specimen. 
No  tissue  is  available  from  the  second  operation,  and 
it  is  not  even  known  what  was  removed. 

The  tissue  submitted  for  the  seminar,  which  may 
or  may  not  be  a recurrence,  looks  quite  different 
from  the  previous  specimen.  It  is  a highly  vascular 
mass  with  rather  large  foci  of  fibrosis.  Between  the 
vascular  spaces  are  clusters  of  cells  which  are  epi- 
thelioid in  nature,  fairly  uniform  in  size,  and  without 
mitosis.  These  cells  appear,  in  most  instances  at 


Fig.  2.  Case  2.  Glomus  jugulare  tumor  (chemodectoma). 
The  lesion  is  highly  vascular  with  areas  of  fibrosis. 


Fig.  3.  Case  2.  Clusters  of  epithelial  cells  similar  to 
Case  1 . 


least,  to  be  extravascular  and  not  directly  related  to 
the  endothelial  cells  of  the  vessels.  In  some  foci,  the 
cells  grow  in  small  clumps  which  are  circumscribed 
and  which  are  accentuated  by  silver  preparations. 

We  have  here,  then,  a tumor  removed  from  a 
region  of  the  ear,  which  is  possibly  a recurrence,  and 
which  shows  a few  foci  of  cells  similar  in  nature  and 
arrangement  to  the  cells  which  we  have  seen  in  the 
typical  carotid  body  tumor.  My  diagnosis,  therefore, 
is  a tumor  of  the  chemodectoma  type  arising  from 
the  glomus  jugulare. 

This  tumor  is  interesting  for  several  reasons:  In 
the  first  place,  it  is  not  as  typical  of  the  chemo- 
dectoma group  as  many.  LeCompte,9  in  his  fascicle 
on  carotid  body  tumors,  speaks  of  the  "usual’’  types 
and  of  ones  deviating  from  these.  This  tumor  would 
fit  into  the  latter  category.  It  is  easy  to  see  how  a 
tumor  such  as  this,  without  several  sections  and  with- 
out a silver  stain,  might  not  be  identified  correctly. 
Tumors  of  the  carotid  body  type  may  arise  in  other 
locations  than  in  the  carotid  sheath.  The  most  com- 
mon sites  are  the  region  of  the  aortic  arch  and  the 
region  of  the  jugular  bulb  although  there  are  also 
other  locations  from  which  such  tumors  may  arise. 
Mendelov  and  Slobodkin12'  have  reviewed  7 cases 
of  chemodectoma  of  the  aortic  bodies  in  the  medi- 
astinum. Harrison  and  others,5  report  9 chemodec- 
tomas  arising  from  the  glomus  intravagale  (vagal 
body  tumors)  characteristically  found  just  below  the 
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jugular  foramen  and  in  continuity  with  the  vagus 
nerve. 

Tumors  arising  from  the  glomus  jugulare  often 
present  initially  as  a polyp  of  the  ear  and  it  is  im- 
portant, therefore,  that  all  such  lesions  be  examined 
microscopically.  Because  of  their  great  vascularity 
there  is,  of  course,  a tendency  to  ulcerate  and  bleed 
and  it  is  not  surprising  that  these  tumors  may  be 
covered  by  a layer  of  granulation  tissue  and  that 
their  true  nature  may  not  be  disclosed  by  a super- 
ficial biopsy.  I think  that  is  probably  what  happened 
in  this  case. 

From  the  morphologic  point  of  view,  except  for 
their  superficial  location  and  a resulting  tendency 
to  become  ulcerated  or  infected,  these  tumors  are 
similar  to  the  ones  arising  from  the  carotid  body. 
However,  because  of  the  location,  they  seem  to  run 
a more  malignant,  or  at  least  a more  aggressive,  course 
than  those  arising  from  the  carotid  body,  with  direct 
extension  and  invasion  into  adjacent  bone  and  even 
into  the  base  of  the  brain.  As  a matter  of  fact,  tumors 
of  the  glomus  jugulare  have  rather  a poor  prognosis. 
Winship20  reports  35  cases,  in  which  12  died  either 
directly  or  indirectly  of  their  disease.  As  with  the 
carotid  body  tumors,  cases  with  metastases  have  oc- 
curred, one  of  which  has  been  reported  by  Lattes,8 
to  viscera. 

It  is  interesting  to  note  that  glomus  jugulare  tu- 
mors show  strong  familial  tendencies.  Winship  em- 
phasizes also  that  frequently  there  are  concurrent 
tumors  of  the  carotid  body  in  the  affected  patient  or 
in  his  family. 

Submitted  Diagnoses.  — glomus  jugulare  tumor 
( chemodectoma ) , 18;  nonchromaffin  paraganglioma 
of  glomus  jugulare,  5;  recurrent  nonchromaffin  para- 
ganglioma of  glomus  tympanicum,  4;  carotid-body- 
like tumor,  3;  hemangio-endothelioma,  7;  hemangi- 
oma (type?,  1;  sclerosing,  1,  cavernous,  1),  3. 

Dr.  Meissner:  Chemodectoma  seems  to  be  a 
better  name  for  rumors  of  this  type,  and  I think 
''glomus  jugulare  tumor”  with  chemodectoma  in  par- 
entheses would  be  the  way  we  would  diagnose  it  in 
our  laboratory.  The  use  of  new  terms  sometimes  can 
cause  confusion  to  the  detriment  of  the  patient. 

I should  like  to  mention  one  interesting  case  that 
we  have  seen  recently.  This  particular  tumor  projected 
into  the  larynx,  and  was  thought  by  the  otolaryngol- 
ogist to  be  a laryngocele.  He  was  surprised  to  find 
that  he  could  dissect  it  free  submucosally,  and  he 
took  out  quite  a sizable  vascular  mass  without 
breaking  through  the  mucosa.  We  think  it  is  an  ex- 
ample of  a chemodectoma,  probably  arising  from 
one  of  the  vagal  bodies,  and  projecting  into  the 
larynx.  One  must  keep  in  mind  the  fact  that  these 
tumors  can  occur  in  unusual  locations. 


Dr.  Severance:  Dr.  Kellenberger,  do  you  have 
any  follow-up? 

Maj.  Kellenberger:  Six  months  after  removal 
this  man  had  deafness,  and  that  was  all. 

Dr.  MEISSNER:  The  deafness,  incidentally,  accord- 
ing to  an  ear,  nose,  and  throat  specialist  with  whom 
I talked  about  this  problem,  is  more  likely  due  to 
the  evulsion  of  the  stapes  in  removing  the  polyp 
from  the  ear,  than  it  is  to  the  tumor  itself,  unless 
the  tumor  is  very  extensive. 

Case  3 ( Pheochromocytoma) 

Diagnosis. — Pheochromocytoma  with  foci  of  ganglioneu- 
roma. 

Contributor. — Dr.  Meissner. 

History. — A 50  year  old  laborer  was  admitted  complain- 
ing of  progressive  abdominal  swelling  and  weakness  foe 
3 years  and  weight  loss  for  6 months.  There  were  no  other 
symptoms.  Physical  examination  was  negative  except  for  a 
nontender  cystic  abdominal  mass  extending  from  the  pubis 
to  the  diaphragm.  Blood  pressure  was  160/92.  A 3600 
Gm.  multicystic  retroperitoneal  mass  filled  with  red,  cloudy 
fluid  and  blood  clots  was  surgically  excised. 

Dr.  MEISSNER:  We  have  an  x-ray  on  this  case 
which  shows  a large  abdominal  tumor  with  distortion 
of  the  ureters,  particularly  the  left. 

This  was  a difficult  tumor  to  diagnose  clinically 
and  its  exact  nature  was  not  even  suspected  prior  to 
pathologic  examination.  The  mass  weighed  3,600  Gm. 
It  was  well  encapsulated.  A flattened  adrenal  gland 
lay  at  one  pole.  The  bulk  of  the  mass  was  composed 
of  multiloculated  cysts  filled  with  blood  clot  or  red, 
cloudy  fluid.  The  walls  of  the  cystic  spaces  were 
smooth,  for  the  most  part,  but  here  and  there  were 
roughened  by  adherent  blood  clot. 

Microscopically,  the  compressed  adrenal  is  adjacent 
to  the  capsule  and  at  a few  points  there  seems  to  be 
a direct  continuity  between  the  adrenal  and  the  mass 
itself.  Otherwise  the  capsule  of  the  mass  appears  dis- 
tinct. Much  of  it  is  necrotic,  hemorrhagic,  and  cystic, 
but  at  the  periphery,  particularly,  there  are  identifi- 
able structures.  The  stroma  is  collagenous  and  in 
some  places  fibrillar,  suggesting  the  presence  of  both 
neurofibrils  and  Schwann  cells.  In  these  foci,  par- 
ticularly, there  are  large  cells  with  cytoplasmic  pro- 
cesses which  I think  are  readily  identifiable  as  gan- 
glion cells.  Some  of  these  contain  an  eccentric  col- 
lection of  brown  pigment  near  the  nucleus  and  one, 
at  least,  is  in  mitosis. 

In  addition  to  the  ganglion  cells,  there  are  other 
cells  of  a different  type.  These  occur  in  clusters, 
again  particularly  about  the  periphery  of  the  tumor 
but  definitely  as  a component  part  of  the  tumor. 
They  are  smaller  than  the  ganglion  cells  on  the  av- 
erage. They  are  polygonal  or  spherical  and  the  cyto- 
plasm is  slightly  granular,  often  containing  pigment 
granules.  The  pigment  here,  however,  in  contrast  to 
that  of  the  ganglion  cells,  tends  to  be  more  diffuse 
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Fig.  4.  Case  3.  Pheochromocytoma  with  foci  of  ganglio- 
neuroma. Nests  of  large  ganglion  cells  associated  with  a 
fibrillar  stroma. 


and  often  gives  the  cells  a brown,  smudgy  appear- 
ance. This  pigment  does  not  stain  for  iron,  but  is 
accentuated  as  blue-green  pigment  with  the  Giemsa 
stain  after  Zenker’s  fixation.  A few  of  the  cells  are 
multinucleated,  but  I found  no  mitoses.  These  cells 
with  the  positive  chromaffin  reaction  I think  must 
be  identified  as  pheochromocytes,  and  the  diagnosis, 
therefore,  of  this  lesion  is  a pheochromocytoma  with 
foci  of  ganglioneuroma. 

The  question  often  is  raised  by  the  clinician 
whether  or  not  a pheochromocytoma  or  a ganglio- 
neuroma of  the  adrenal  is  benign  or  malignant.  This 
is  admittedly  a difficult  decision  for  the  pathologist, 
and  I know  of  no  certain  way  to  tell  from  the 
morphology  alone  what  the  course  of  an  individual 
tumor  will  be.  Tumors  that  invade  and  metastasize, 
of  course,  must  be  considered  malignant,  but  these, 
as  with  carotid  body  tumors,  in  most  instances,  do 
not  show  a significantly  different  or  consistent 
morphologic  pattern  which  allows  them  to  be  segre- 
gated into  the  malignant  group.  This  particular  tu- 
mor appeared  to  be  benign  from  the  preoperative 
and  postoperative  clinical  course.  When  last  heard 
from,  the  patient  was  well  and  without  recurrence 
after  3 years. 

This  patient  had  only  slight  hypertension  preop- 
eratively.  Following  the  pathologic  diagnosis  of  pheo- 
chromocytoma, he  was  observed  closely  for  several 
days  for  hypertension,  but  nothing  further  was  found. 


The  absence  of  hypertension,  paroxysmal  or  constant, 
does  not,  however,  rule  out  the  diagnosis  of  pheo- 
chromocytoma since  patients  with  this  tumor  do  not 
necessarily  have  hypertension. 

The  large  size  of  this  tumor  is  interesting.  This  is 
by  far  the  largest  pheochromocytoma  I have  ever 
seen.  I suppose  the  pheochromocytomas  that  function 
are  recognized  clinically  and  are  removed  at  an  early 
stage,  so  that  development  of  such  a massive  tumor 
is  not  possible. 

While  we  cannot  be  certain,  it  is  probable  that 
this  tumor  did  not  arise  from  the  adrenal  itself.  We 
have  been  impressed  at  the  relative  frequency  with 
which  pheochromocytomas  arise  from  accessory  or 
aberrant  tissue  adjacent  to  the  main  gland. 

It  is  interesting  to  compare  these  cells  with  those 
of  the  carotid  body.  It  is  quite  obvious  that  the  pheo- 
chromocyte  which  is  a true  chromaffin  cell  is  in  a 
different  category  from  the  cells  of  the  carotid  body. 

Submitted  Diagnoses. — ganglioneuroma,  27;  malig- 
nant ganglioneuroma,  3;  ganglioneuroma  (with  non- 
chromaffin paraganglioma),  2;  pheochromocytoma, 
3;  paraganglioma,  1;  hemangiopericytoma,  1;  granu- 
lar cell  myoblastoma,  1;  mesothelioma  (peritoneal), 
1;  teratoma,  malignant,  1. 

It  is  surprising  to  me  that  we  don’t  see  this  com- 
bination of  cells  more  often  than  we  do.  Since  the 
pheochromocyte  and  the  ganglion  cell  both  arise  from 
the  same  precursor,  there  is  no  reason  why  one 


Fig.  5.  Case  3.  Groups  of  pheochromocytes  which  are 
smaller  than  the  ganglion  cells  and  contain  brown  pig- 
ment granules  distributed  throughout  the  cell. 
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shouldn’t  frequently  see  pheochromocytes  and  gan- 
glion cells  mixed  together;  but  it  doesn’t  happen  very 
often. 

Dr.  Leo  Lowbeer,  Tulsa:  A tumor  of  this  type 
was  shown  at  the  Colorado  Springs  Seminar  in  1957. 
It  originated  in  the  mediastinum  and  there  also  was 
a combination  of  ganglion  cells  and  pheochromocytes. 

Dr.  Severance:  I would  like  to  ask  Dr.  Meissner 
to  dissertate  a little  bit  more  on  the  pigment,  and 
various  stains  that  are  used  on  it.  I like  special  stains, 
occasionally.  I once  did  a Fontana  stain  on  a pheo- 
chromocytoma,  and  it  stained  nicely  positive,  giving 
the  reaction  that  melanin  does,  although  it  is  not 
supposed  to  be  that  type  of  pigment. 

Dr.  Meissner:  We  have  found  that  Zenker  fixa- 
tion, without  any  particular  modification,  followed 
by  the  hematoxylin  and  eosin  stain,  often  will  dem- 
onstrate the  pigment  in  pheochromocytes  as  it  did 
in  this  case.  A Giemsa  stain  after  Zenker  fixation, 
however,  is  a good  easy  method  to  accentuate  the 
pigment,  making  it  greenish-blue.  The  pigment  in  a 
pheochromocytoma  is  usually  not  a granular  pigment, 
but  imparts  a diffuse  smudginess  to  the  cells  which 
really  is  seen  better  under  low  power  than  under 
high  power  magnification.  This  is  a different  kind  of 
pigment  from  the  pigment  in  the  neurons.  We  don’t 
know  exactly  what  pigment  is;  presumably  it  is  a 
precursor  of  adrenalin.  Often  the  differential  diag- 
nosis in  an  adrenal  tumor  is  between  a pheochromo- 
cytoma and  an  adrenal  cortical  tumor.  Since  the  cells 
of  these  two  tumors  can  look  almost  identical,  only 
the  demonstration  of  chromaffin  pigment  may  allow 
the  correct  diagnosis. 

Dr.  Severance:  If  one  uses  formalin  fixation 
routinely  and  doesn’t  think  to  put  portions  of  one 
of  these  tumors  into  Zenker’s  solution,  what  can  one 
do  then? 

Dr.  Meissner:  It  isn’t  as  good,  but  often  one  can 
mordant  such  tissue  in  a chromate  solution  and,  thus, 
demonstrate  the  pigment. 

Dr.  F.  P.  Bornstein,  El  Paso:  How  many  of 
these  pheochromocytomas  are  completely  inactive 
clinically?  In  the  few  we  have  seen  it  was  quite  a 
problem  to  control  the  blood  pressure  at  surgery. 
This  seems  to  be  such  a bland  tumor  for  a pheo- 
chromocytoma. 

Dr.  Meissner:  I don’t  know  what  percentage  of 
pheochromocytomas  are  nonfunctioning.  Like  all  en- 
docrine tumors,  if  they  are  functioning  we  are  more 
likely  to  see  them  as  pathologic  specimens,  because 
the  clinician  recognizes  them  and  they  are  taken  out. 
I think  if  this  tumor  had  been  the  size  of  the  usual 
pheochromocytoma,  5 or  6 cm.,  it  wouldn’t  have  been 
palpated,  and  the  patient  would  still  have  it  since 
it  was  a nonfunctioning  tumor.  This  explains  the 
large  size  of  the  tumor;  it  wasn’t  causing  clinical 


symptoms  of  pheochromocytoma,  and,  therefore,  just 
continued  to  grow  until  it  produced  symptoms  from 
its  size. 


Case  4 (Luteinized  Granulosa  Cell  Tumor) 

Diagnosis. — Luteinized  granulosa  cell  tumor. 

Contributor. — Dr.  Robert  Hausman,  medical  examiner 
for  Bexar  County,  San  Antonio. 

History. — A 30  year  old,  obese  (5  feet,  3 inches;  190 
pounds)  Negro  cook  (gravida  IV,  para  III)  had  never 
indicated  that  she  knew  herself  to  be  pregnant.  One  eve- 
ning while  eating  candy  in  bed  she  lost  consciousness  and 
her  breathing  became  heavy  and  "noisy.”  She  expired  in 
a matter  of  minutes,  and  a 3,280  Gm.  stillborn  fetus  was 
removed  from  her  uterus  half  an  hour  later.  At  autopsy, 
vomitus  was  found  in  the  throat  and  blood-tinged,  foamy 
fluid  in  the  bronchi;  the  lungs  were  wet  (670  and  500 
Gm. ) . The  heart  weighed  400  Gm.  and  had  a slightly 
thickened  firm  left  ventricle.  The  liver  weighed  1,700  Gm. 
and  was  somewhat  pale.  The  kidneys  (180  and  130  Gm.) 
were  flabby  and  faintly  mottled  and  striated  in  the  cortex. 
The  adrenal  glands  were  slightly  enlarged  with  hyperplastic 
cortex.  The  left  ovary  ( Section  A ) measured  5 by  3 Vi  by 
3V^  cm.  and  was  almost  completely  replaced  by  light 
brown,  soft  nodules,  measuring  from  0.5  to  3 cm.  in 
diameter.  The  right  ovary  (Section  B)  measured  3.5  cm. 
in  diameter,  and  50  per  cent  of  its  parenchyma  was  re- 
placed by  similar  but  smaller  nodules. 

Dr.  Meissner:  Dr.  Hausman  had  been  kind 
enough  to  furnish  me  a complete  protocol  of  the 
autopsy  on  this  case;  he  has  summarized  it  very  well 
in  the  abstract.  The  cause  of  death  was  due  to  tox- 
emia of  pregnancy  and  the  findings  in  the  ovaries 
were  apparently  more  or  less  incidental  discoveries. 
There  were  no  generalized  endocrinologic  abnormal- 
ities. 

From  the  gross  description,  we  know  that  both 
ovaries  were  nodular  and  moderately  enlarged  to 
about  an  equal  degree.  Microscopically,  these  ovarian 
nodules  appear  everywhere  identical.  They  are  com- 
posed of  masses  of  large,  polyhedral,  acidophilic 
cells  which  have  a slightly  vacuolated  cytoplasm.  The 
nuclei  are  fairly  regular,  but  mitoses  are  found  with- 
out difficulty.  The  cells  form  no  structural  pattern 
and  there  is  only  a scanty  stroma.  The  masses  of 
cells  are  irregular  and  at  many  points  appear  to  be 
invading  ovarian  stroma.  There  are  clusters  of  cells 
within  blood  vessels  associated  with  thrombi.  The 
small  amount  of  ovarian  tissue  remaining  in  sections 
shows  no  abnormality  that  I could  find  beyond  the 
presence  of  these  masses  just  described. 

There  are  two  questions  in  the  differential  diag- 
nosis— the  first  concerns  the  type  of  cell,  and  the 
second  the  type  of  process.  The  differential  diagnosis 
of  the  nature  of  these  cells  lies  among  three  possi- 
bilities: first,  they  are  cells  of  adrenal-cortical  rest; 
second,  they  are  hilus  cells;  or  third,  they  are  lutein 
cells.  These  cell  types  may  look  quite  similar  and 
it  may  be  impossible  to  differentiate  between  them. 
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I have  found  no  Reinke  crystalloids,  which  are  sup- 
posedly pathognomonic  of  hilus  cells. 

The  second  question  concerns  the  process.  The 
proliferation  of  the  cells  is  quite  active  with  mitoses 
relatively  frequent.  Furthermore,  the  cells  grow  with- 
in vascular  spaces  and  appear  to  be  invading  ovarian 
stroma.  I believe,  therefore,  that  the  process  is  a 
bilateral  tumor  which  is  malignant. 

On  this  assumption,  that  we  are  dealing  with 
bilateral  malignant  tumor,  the  exact  nature  of  rhe 
lesion  becomes  a little  easier.  I believe  we  can  rule 
out  adrenal  rest  tumor  and  hilus  cell  tumor  for  sev- 
eral reasons.  In  the  first  place,  these  tumors  are  rare; 
the  bilateral  involvement  would  be  unusual;  and, 
more  important,  there  is  no  evidence  of  masculiniza- 
tion.  Without  the  latter  point,  I think  one  cannot 
make  the  diagnosis  of  either  of  these  tumors.  This, 
then,  leaves  a luteoma  as  the  most  likely  possibility, 
and  my  diagnosis  is  a malignant  luteoma. 

If  we  consider  these  as  lutein  cells  and  the  tumor 
as  a luteoma,  we  probably  should  speculate  as  to  the 
origin  of  the  lutein  cells.  Luteinization  ordinarily 
occurs  either  in  granulosa  cells  or  in  cells  of  the  theca 
interna,  and,  therefore,  when  we  speak  of  a luteoma, 
we  are  actually  speaking  of  a luteinizing  granulosa 
cell  tumor  or  a luteinizing  thecoma.  I know  of  no 
way  to  distinguish  between  these  two  speculations 
except  that  these  cells  are  not  as  spindle-shaped  as 
usually  seen  in  thecoma.  An  interesting  conjecture, 


Fig.  6.  Case  4.  Luteinized  granulosa  cell  tumor.  Large 
polyhedral  cells  showing  occasional  mitoses. 


Fig.  7.  Case  4.  Ovarian  stroma  is  being  invaded. 


however,  is  that  perhaps  this  tumor  represents  a 
bilateral  granulosa  cell  tumor,  which,  during  preg- 
nancy, became  completely  luteinized.  It  is  commonly 
accepted  that  some  granulosa  cell  tumors  do  not 
function,  at  least  from  the  clinical  point  of  view,  so 
the  apparent  absence  of  function  of  this  tumor  is  in 
keeping  with  such  a conjecture.  The  only  possible 
evidence  of  hormonal  imbalance  that  we  have  in 
this  case  is  the  obesity.  The  slight  enlargement  of 
the  adrenal  glands  is  difficult  to  assess  and  could  well 
be  explained  by  the  pregnancy. 

This  is  another  example  of  how  difficult  it  may 
be  for  the  pathologist  to  put  a proper  name  to  an 
endocrine  tumor  when  there  is  no  evidence  of  hyper- 
function. We  are  all  well  aware  of  the  fact  that  it 
is  difficult  and  often  impossible  pathologically  to 
estimate  from  the  microscopic  appearance  whether 
any  given  endocrine  tumor  has  produced  excessive 
hormone  or  not. 

Submitted  Diagnoses. — adrenal  rest  tumor,  11;  lu- 
teoma, 7;  adrenal  cortical  carcinoma,  6;  luteinized 
granulosa  cell  tumor,  5 ; granulosa  cell  tumor,  3 ; meta- 
static adrenal  medullary  tumor,  1 ; Krukenberg  tumor, 
1;  androblastoma,  1;  malignant  tumor,  type  undeter- 
mined, 1. 

I think  an  interesting  conjecture  is  the  possibility 
that  this  woman  had  a bilateral  granulosa  cell  tumor, 
perhaps  before  her  pregnancy  started,  and  it  was,  at 
least  clinically,  nonfunctioning.  If  it  had  been  func- 
tioning very  much  I don’t  think  she  could  have  be- 
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come  pregnant  or  carried  her  pregnancy.  Then  dur- 
ing the  course  of  the  pregnancy  the  bilateral  gran- 
ulosa cell  rumor  became  luteinized.  This  seemed  like 
an  intriguing  idea  to  me,  and  I tried  to  find  refer- 
ence to  solid  ovarian  tumors  occurring  in  pregnancy 
to  see  if  I could  find  any  mention  of  what  happens 
to  a granulosa  cell  tumor  during  pregnancy.  Solid 
ovarian  tumors  as  a complication  of  pregnancy  are 
uncommon,  and  there  are  not  many  reported.  Dough- 
erty and  Lund2  in  1950  collected  30  reported  cases 
over  a 15  year  period  and  added  6 more  cases  of 
their  own.  There  were  3 granulosa  cell  tumors;  but, 
unfortunately,  these  were  all  without  microscopic 
description,  so  I don’t  know  whether  they  were  lu- 
teinized or  not. 

Dr.  Hausman:  This  is  the  second  case  that  I 
have  seen.  The  surgeon  did  a Caesarean  section  on  a 
woman,  found  these  tumor  masses  in  the  ovaries,  and 
decided  to  do  a hysterectomy  with  bilateral  oophorec- 
tomy. The  woman  lived  after  the  operation,  and  as 
far  as  I know  was  all  right.  The  ovaries  were  enlarged 
and  had  these  brown  tumors  in  them.  That  time  I 
made  the  diagnosis  of  luteinized  granulosa  cell  tumor. 

Dr.  Meissner:  Were  there  any  other  endocrino- 
logic  abnormalities? 

Dr.  Hausman:  There  were  none,  and  I particu- 
larly looked  for  them. 

Dr.  J.  L.  Goforth,  Dallas:  This  case  intrigued 
me  very  much.  I had  thought  that  it  was  a granulosa 
cell  neoplasm  showing  the  luteinizing  effects  of  preg- 
nancy. The  problem  that  worried  me  was  whether  it 
was  benign  or  malignant.  I leaned  toward  the  idea 
that  it  was  malignant,  but  kept  asking  myself  what 
would  happen  if  the  pregnancy  were  terminated  and 
the  neoplasm  were  removed.  I am  not  at  all  sure  that 
it  actually  is  a malignant  process. 

Dr.  Meissner:  I agree  with  that.  I don’t  know 
how  we  can  prove  whether  this  is  malignant  or  not. 
It  is  like  a lot  of  tumors  of  endocrine  glands — it  is 
difficult  to  say  unless  we  have  a follow-up,  whether 
they  are  benign  or  malignant.  Our  criteria  for  the 
diagnosis  of  malignant  change  in  endocrine  glands  is 
more  difficult  than  in  many  other  tissues  of  the  body. 
This  tumor  has  a lot  of  mitoses;  it  looks  like  it  is 
extending  into  stroma.  But,  on  the  other  hand,  if 
this  is  a tumor  of  thecal  cells  or  granulosa  cells,  why 
shouldn’t  it  extend  into  its  own  stroma?  It  is  ex- 
tending into  its  own  family,  really.  It  is  in  blood 
vessels,  but  again  I don’t  think  that  necessarily  makes 
it  a malignant  tumor. 

Dr.  Leo  Lowbeer,  Tulsa:  What  did  this  woman 
die  of? 

Dr.  Hausman:  The  diagnosis  of  toxemia  of  preg- 
nancy was  a diagnosis  of  convenience.  I have  not 
the  slightest  idea  what  she  died  of. 


Case  5 (Thyroid  Hyperplasia) 

Diagnosis. — Thyroid  hyperplasia  (nontoxic). 

Contributor. — Lt.  Col.  James  L.  Hansen,  M.C.,  Brooke 
Army  Hospital,  Fort  Sam  Houston. 

History. — A 22  year  old  white  female  had  an  enlarged 
thyroid  since  age  12  with  symptoms  of  hyperthyroidism  and 
hypothyroidism,  but  at  time  of  surgery  seemed  euthy- 
roid. Right  lobe  weighed  30  Gm.,  left  lobe  18  Gm.  Cut 
surface  was  slightly  nodular,  moderately  firm,  and  grayish. 

Dr.  Meissner:  The  history  in  this  case  is  an  in- 
teresting one  of  enlargement  of  the  thyroid,  with 
apparently  alternating  episodes  of  hyper-  and  hypo- 
thyroidism, for  perhaps  10  years.  It  is  significant  that 
at  the  time  of  surgical  excision  the  patient  was 
euthyroid.  We  are  told  that  the  gland  was  moderately 
enlarged,  the  two  lobes  weighing  together  48  Gm. 
We  have  usually  considered  that  30  Gm.  is  the  aver- 
age weight  for  a normal  thyroid  gland,  although  it  is 
true  that  there  are  great  variations  in  the  weight  of 
the  apparently  normal  gland  with  the  extremes  being 
perhaps  as  low  as  10  Gm.  and  as  high  as  50  or 
60  Gm. 

Microscopically  there  are  two  findings  of  note; 
one  is  a diffuse  hyperplasia  of  the  epithelium  which 
is  present  to  about  the  same  degree  in  all  parts  of 
every  slide.  The  second  feature  is  the  presence  of  a 
lymphocytic  infiltration  which  tends  to  be  nodular 
and  often  associated  with  secondary  lymphatic  nod- 
ules. The  capsule  of  the  gland  is  distinct.  There  is 
moderate  vascularity. 


Fig.  8.  Case  5.  Thyroid  hyperplasia,  nontoxic.  The  epi- 
thelium is  hyperplastic  and  there  is  lymphocytic  infil- 
tration. 
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The  differential  diagnosis  here  is  between  thyroid- 
itis, carcinoma,  and  diffuse  hyperplasia.  The  diagnosis 
of  thyroiditis  does  not  seem  to  be  a sound  one.  This 
degree  and  this  type  of  lymphocytic  infiltration  is 
seen  frequently  in  a gland  with  hyperplasia  of  the 
primary  or  Graves’  disease  type.  It  is  true  that  if  the 
hyperplasia  disappears,  the  lymphocytic  infiltration 
may  remain  behind,  and  in  such  an  event  the  diag- 
nosis of  chronic  thyroiditis  may  appear  more  reason- 
able. However,  in  the  presence  of  diffuse  hyperplasia, 
it  seems  safest  to  conclude  that  the  lymphocytic  in- 
filtration is  an  accompaniment  so  commonly  seen 
rather  than  a primary  process.  Carcinoma  can  be  ex- 
cluded by  the  diffuseness  of  the  process.  Presumably, 
we  have  representative  portions  of  both  lobes  and  it 
would  be  unusual  for  a carcinoma  to  be  as  diffuse 
throughout  both  lobes  as  is  seen  here.  Furthermore, 
there  is  no  evidence  of  capsular  or  vascular  invasion. 
The  best  diagnosis,  therefore,  would  seem  to  be  a 
diffuse  hyperplasia  of  the  thyroid.  I should  like  to 
call  this  primary  hyperplasia  of  the  thyroid. 

In  our  laboratory,  we  are  in  the  habit  of  disting- 
uishing two  types  of  thyroid  hyperplasia.  One  we 
call  primary  hyperplasia  and  is  the  type  commonly 
seen  associated  with  the  signs  and  symptoms  of 
exophthalmic  goiter.  The  other  we  have  called  sec- 
ondary hyperplasia,  which  is  the  type  that  occurs  in 
long-standing  adenomatous  goiter.  For  clinical  reasons 
it  seems  important  to  distinguish  between  these  two 
types,  if  possible,  because  the  latter  is  rarely  associ- 
ated with  the  exophthalmus,  lymphocytic  infiltration, 
or  severe  clinical  toxicity  so  common  in  primary 
hyperplasia.  It  is  a low-grade,  smoldering  type  of 
hyperthyroidism,  difficult  to  control  with  antithyroid 
drugs  and  the  patients  are  often  thyrocardiacs.  It  is 
quite  a different  process  from  the  primary  hyperplasia 
of  Graves’  disease. 

It  happens  at  times  that  a diffuse  hyperplasia  of 
the  thyroid  occurs  without  evidence  of  clinical  hyper- 
thyroidism or,  as  the  clinicians  say,  without  toxicity. 
In  order  to  understand  what  produces  hyperplasia  of 
the  thyroid  it  is  interesting  to  review  the  physiology 
of  thyroxin  secretion.  The  pituitary  under  the  influ- 
ence of  the  hypothalamus  produces  thyroid-stimu- 
lating hormone  which  stimulates  the  thyroid  gland 
to  hyperplasia  and  to  increased  production  of  thy- 
roxin. The  thyroxin,  as  \t  leaves  the  thyroid  gland, 
goes  partly  to  the  tissues  and  partly  to  the  pituitary 
and  hypothalamus  where  it  acts  as  an  inhibitor  of 
TSH  secretion.  Thus,  TSH  and  thyroxin  are  normally 
in  more  or  less  of  a balance.  In  the  hyperplasia  of 
Graves'  disease  there  is  an  unexplained  hyperplasia 
of  the  thyroid  and  an  excessive  secretion  of  thyroxin, 
but  the  exact  point  in  the  cycle  where  the  difficulty 
arises  is  poorly  understood.  There  are  cases,  however, 
where  the  thyroid  may  be  unable  to  put  out  either 
sufficient  or  functionally  useful  thyroxin,  in  which 


case  the  pituitary  would  not  be  depressed  and  the 
excessive  TSH,  therefore,  stimulates  the  thyroid  to 
greater  and  greater  hyperplastic  activity  in  the  pres- 
ence of  clinical  euthyroidism  or  even  hypothyroidism. 
Such  a state  may  be  brought  about  by  several  mech- 
anisms. For  example,  there  are  so-called  goitrogenic 
substances,  such  as  thiocyanate,  which  inhibits  the 
iodine  trapping  mechanisms  of  the  thyroid  or  thiour- 
acil,  which  prevents  the  intraglandular  formation  of 
thyroxin.  There  are  other  goitrogenic  substances,  the 
mechanisms  of  which  are  poorly  understood.  Still,  in 
addition,  there  may  be  an  inborn  fault  in  thyroid 
metabolism,  for  example,  with  one  of  the  intrathyroid 
enzyme  systems,  so  that  a usable  thyroxin  is  not  ade- 
quately formed.  This  is,  perhaps,  the  explanation  of 
some  cases  of  congenital  goiter. 

In  any  event,  the  pathologist  occasionally  is  con- 
fronted with  a case  where  there  is  no  evidence  of 
clinical  hyperthyroidism,  but  where  the  thyroid  gland 
is  nevertheless  diffusely  hyperplastic.  For  want  of  a 
better  name  we  have  been  in  the  habit  of  calling  such 
a gland  pathologically  primary  hyperplasia,  nontoxic. 

Two  examples  will  serve  to  illustrate  this  type  of 
hyperplasia.  The  first  case  is  one  of  a goiter  in  a 
3 Vi  month  old  child  where  there  is  a diffuse  hyper- 
plasia of  such  an  extreme  degree  that  the  baby  died 
from  respiratory  obstruction.  The  cause  for  the  hyper- 
plasia in  this  instance  is  unknown,  but  the  mother 
did  receive  desiccated  thyroid  during  the  last  trimes- 
ter of  pregnancy,  and  the  child  received  iron  and 
cobalt  the  first  few  months  of  life.  The  second  ex- 
ample is  from  an  adult  with  recurrent  enlargement 
of  the  thyroid  and  without  clinical  toxicity.  Here 
again  there  is  a diffuse  hyperplasia  which  is  quite 
similar  to  the  hyperplasia  found  in  typical  Graves’ 
disease.  In  this  case,  again,  there  was  no  obvious 
reason  for  the  thyroid  enlargement. 

This  nontoxic  hyperplasia  of  the  thyroid  is  uncom- 
mon, but  is  important  for  the  pathologist  to  remem- 
ber. In  the  absence  of  clinical  hyperthyroidism  it  is 
sometimes  tempting  to  call  such  a process  carcinoma. 
In  the  case  we  have  just  discussed,  I mistakenly  made 
a diagnosis  of  carcinoma  on  frozen  section  only  to 
find  on  our  permanent  sections  that  the  gland  was 
diffusely  involved  with  nothing  but  a hyperplastic 
process.  It  is  possible  that  some  of  the  thyroid  can- 
cers reported  in  infants  are  also  instances  of  an  over- 
diagnosis of  diffuse  hyperplasia. 

Submitted  diagnoses. — chronic  thyroiditis,  Hashi- 
moto,  20;  chronic  thyroiditis  nonspecific,  5;  Riedel’s 
struma,  1;  hyperplasia  with  involution  and  lymphoid 
infiltration,  3;  atypical  thyroid  hyperplasia,  2;  Hash- 
imoto’s  disease  associated  with  fetal  adenoma  of  thy- 
roid, 1;  toxic  goiter  (Gulf  Coast?),  1;  follicular 
Hurthle  cell  adenoma,  1;  adenocarcinoma,  3;  follicu- 
lar adenocarcinoma,  2;  papillary  adenocarcinoma,  1. 

Dr.  Meissner:  Hyperplasia  with  involution  and 
lymphoid  infiltration  would  be  similar  to  my  diag- 
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nosis;  atypical  hyperplasia  would  also  fit.  I won’t 
argue  with  anybody  who  calls  it  Gulf  Coast  goiter, 
because  you  all  know  more  about  that  than  I do.  I 
didn’t  see  anything  to  suggest  an  adenoma  here,  and 
I think  we  already  have  ruled  out  carcinoma. 

I am  impressed  by  the  fact  that  20  people  thought 
this  was  Hashimoto’s  disease.  Hashimoto’s  disease,  it 
seems  to  me,  is  a diagnosis  that  cannot  be  made 
from  lymphocytic  infiltration.  It  must  be  made  from 
the  epithelium.  Lymphocytic  infiltration  occurs  in 
many  conditions,  and  if  we  call  a process  Hashimoto’s 
disease  only  because  there  are  lymphocytes,  we  can 
make  the  diagnosis  of  Hashimoto’s  disease  on  about 
half  the  thyroids  we  see.  The  important  thing  in 
Hashimoto’s  disease  is  the  nature  of  the  epithelium, 
which  is  an  acidophilic,  sick -looking  epithelium.  It 
doesn’t  look  hyperplastic;  it  looks  as  though  it  isn’t 
functioning  at  all.  Of  course  many  patients  with 
Hashimoto’s  disease  have  hypothyroidism.  As  you 
know,  there  is  a recent  theory  that  Hashimoto’s  dis- 
ease is  perhaps  caused  by  an  autoantibody  against  the 
person’s  own  thyroglobulin,  with  a resultant  reaction 
within  the  gland.  This  gland  is  much  too  active,  it 
seems  to  me,  to  be  a Hashimoto’s  disease,  and  I 
would  not  make  the  diagnosis  from  the  presence  of 
just  lymphocytic  infiltration.  In  patients  with  Graves’ 
disease  the  lymphocytic  infiltration  is  often  much 
more  diffuse  and  much  more  extreme  even  than  in 
this  case  here,  but  the  important  thing  is  that  the 
epithelium  is  hyperplastic,  not  acidophilic  and  hypo- 
plastic. 

Chronic  thyroiditis  is  also  a reasonable  diagnosis, 
in  the  differential  at  least,  because  of  the  lympho- 
cytes. If  we  took  the  hyperplasia  away,  I think  we 
could  call  this  a chronic  thyroiditis.  Some  people  have 
suggested  that  when  one  has  Graves’  disease  with  a 
lymphocytic  infiltration,  and  then  the  hyperplasia 
disappears,  one  has  then  a Hashimoto’s  disease.  I 
don’t  think,  however,  that  Hashimoto’s  disease  arises 
from  a previous  bout  of  Graves’  disease.  It  seems  to 
be  an  entirely  different  process.  A few  years  ago  we 
reviewed  over  100  cases  which  we  thought  met  the 
criteria  of  Hashimoto’s  disease  as  Hashimoto  de- 
scribed it  originally,  and  we  were  impressed  by  the 
fact  that  hardly  any  of  these  patients  had  even  a sug- 
gestive history  of  previous  hyperthyroidism.  This 
theory  has  been  suggested  many  times,  but  I don’t 
think  it  is  a very  good  one. 

Dr.  Leo  Lowbeer,  Tulsa:  Dr.  Meissner,  I wonder 
how  you  got  the  preparations  for  demonstrating  the 
typical  changes  in  hyperthyroidism,  because  we 
never  see  any  such  glands  prior  to  treatment,  and, 
therefore,  don’t  know  what  is  due  to  the  disease  and 
what  is  due  to  the  treatment.  Another  case  you 
showed  is  an  example  of  the  papillary  type  of  hyper- 
plasia in  nodular  goiters  that  we  see  quite  frequently 


in  entirely  non-nodular  goiters,  all  of  which  have 
been  treated  with  iodine  prior  to  the  operation. 

Dr.  Meissner:  I suppose  it  is  true  that  we  must 
incriminate  iodine  as  a possible  goitrogenic  agent. 
Certainly,  we  know  that  iodine  given  in  large  doses 
sometimes  produces  goiter,  for  example,  in  patienrs 
who  take  iodine  for  bronchial  asthma.  It  also  is  true 
that  we  rarely  see  a patient  with  hyperthyroidism 
who  has  not  been  treated.  Now  that  thiouracil  also 
is  being  used,  the  subject  is  even  further  complicated 
for  pathologists.  However,  we  can  rely  on  the  descrip- 
tions of  the  hyperplastic  gland  before  iodine  was 
used,  and  the  glands  that  were  seen  prior  to  the 
introduction  of  thiouracil. 

Dr.  J.  J.  ANDUJAR,  Fort  Worth:  Since  we  don’t 
have  another  case  of  Hashimoto’s  disease  in  the  group 
today,  I am  wondering,  before  we  leave  the  subject, 
whether  you  would  comment  on  the  significance  of 
the  amount  of  lymphoid  stroma  necessary  for  this 
diagnosis. 

Dr.  Meissner:  The  presence  of  numerous  lympho- 
cytes and  secondary  lymphatic  nodules  should  always 
make  one  think  of  the  possibility,  but  beyond  that 
I don’t  think  the  degree  of  lymphocytic  infiltration 
is  of  any  value  in  the  diagnosis.  The  diagnosis  must 
be  made  from  the  epithelium,  and  that  is  even  more 
important  now  if  the  idea  of  autoantibodies  is  a cor- 
rect one. 

Dr.  Daniel  L.  Rosenstein,  San  Antonio:  You 
said  in  discussing  the  epithelium  in  Hashimoto’s  dis- 
ease that  it  is  oxyphilic — I quote  you,  "kind  of  sick.” 
This  is  a little  uncertain  to  me  yet.  I gather  that  a 
lot  of  other  people  felt  a little  uncertain  about  this 
particular  case.  I feel  that  the  epithelium  here  is 
oxyphilic;  on  the  other  hand,  as  you  point  out,  it  is 
hyperplastic.  Would  you  be  a little  more  detailed  in 
describing  the  changes? 

Dr.  Meissner:  The  typical  epithelium  in  Hashi- 
moto’s disease  is  a low  cuboidal  oxyphilic  epithelium. 
The  cells  look  like  the  Hurthle  cells  very  much,  and 
perhaps  the  Hurthle  cell  is  a thyroid  epithelial  cell 
which  has  retrogressed,  or  is  not  as  capable  of  func- 
tion as  the  normal  thyroid  cell.  The  oxyphilic  cell  in 
the  thyroid  compares  with  the  oxyphilic  cell  in  the 
parathyroid — a cell  that  is  not  capable  of  much  func- 
tion. There  is  practically  no  colloid  in  the  typical  case 
of  Hashimoto’s  disease,  but  it  isn't  because  there  is 
no  room  for  colloid.  There  is  no  room  for  colloid 
here  in  this  case  because  the  cells  are  all  so  hyper- 
plastic that  the  follicles  are  small  and  tight.  In  Hash- 
imoto’s disease  there  are  follicular  spaces  that  can  be 
found,  but  there  is  little  or  no  colloid  within  the 
spaces.  The  diagnosis  of  Hashimoto’s  disease  I think 
has  been  made  far  too  often  by  us  pathologists  and 
as  a result  the  diagnosis  has  been  diluted  down  until 
it  really  doesn’t  mean  much.  If  we  just  make  the 
diagnosis  of  Hashimoto’s  disease  from  finding  lym- 
phocytes we  get  to  the  problem  that  was  raised  a 
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few  minutes  ago — how  many  lymphocytes  do  you 
need?  Seventy  per  cent,  or  fifty  per  cent,  or  ten  per 
cent?  If  one  goes  over  a series  of  specimens  and 
compares  the  clinical  history  and  the  follow-up,  the 
gross  findings,  and  the  pathologic  microscopic  find- 
ings together,  one  can  arrive  at  a fairly  concrete  clin- 
icopathologic  entity  which  is  Hashimoto’s  disease. 
But  if  one  diagnoses  Hashimoto’s  disease  just  be- 
cause of  lymphocytes,  the  correlation  with  clinical 
findings  is  poor. 

Dr.  Severance:  I notice  that  Dr.  Andujar  was 
perturbed  because  we  didn’t  include  a case  which  Dr. 
Meissner  would  diagnose  as  Hashimoto’s  disease.  I 
note  that  20  other  people  around  here  did  think  that 
this  case  was  Hashimoto’s,  and  we’ve  had  enough 
discussion  so  we  probably  don’t  need  one  in  this 
seminar.  This  probably  goes  back  to  the  fact  that  a 
good  many  of  us  here,  including  myself,  were  led 
to  believe,  or  were  taught  somewhere  that  a lot  of 
lymphocytes  did  give  you  a good  picture  of  Hashi- 
moto’s, and  maybe  we  weren’t  taught  to  stress  the 
other  feature  and  the  clinical  picture.  We  have 
trouble  getting  the  clinical  information;  it  is  usually 
not  readily  available  unless  you  get  the  chart  several 
weeks  or  maybe  a month  after  the  patient  has  gone 
from  the  hospital.  Maybe  that  is  different  in  Boston. 

Dr.  Meissner:  Not  very  much. 

Case  6 (Chronic  Thyroiditis) 

Diagnosis. — Chronic  thyroiditis,  nonspecific. 

Contributors. — Drs.  D.  A.  Todd,  A.  M.  Richmond,  and 
Sylvia  Johns,  Nix  Hospital  Clinical  Laboratory,  San 
Antonio. 

History. — This  white  female,  41  years  of  age,  first  no- 
ticed enlargement  of  the  neck  in  February,  1957.  Physical 
examination  revealed  a large  adenomatous  growth  in  the 
right  lobe.  Pulse  was  82,  blood  pressure  140/80.  Radioac- 
tive iodine  uptake  study  with  50  microcurie  tracer  dose 
showed  17  per  cent  concentration  over  the  thyroid  in  24 
hours  with  practically  no  uptake  in  the  right  lobe.  A total 
thyroidectomy  was  performed  in  March,  1957.  The  right 
lobe  was  found  to  be  firm,  pale  red,  and  diffusely  lobular 
with  no  discrete  nodules.  The  left  lobe,  on  section,  presented 
a red  background  with  firm,  gray-white,  indurated  areas. 

Dr.  Meissner:  The  history  does  not  help  a great 
deal  in  the  diagnosis  of  this  interesting  case.  We  are 
told  that  the  41  year  old  woman  had  enlargement  of 
the  thyroid,  especially  the  right  lobe,  of  rather  short 
duration,  and  that  the  radioiodine  uptake  in  the  thy- 
roid was  rather  poor.  The  two  lobes  removed  at  op- 
eration are  nondescript  and  more  or  less  similar  in 
appearance. 

Microscopically  the  tissue  shows  four  features.  In 
the  first  place  there  is  a considerable  fibrosis  of  the 
thyroid;  secondly,  there  is  an  inflammatory  cell  in- 
filtrate composed  of  lymphocytes  and  plasma  cells; 
thirdly,  many  of  the  thyroid  follicles  are  distorted  and 
devoid  of  colloid;  and,  fourthly,  some  of  the  epi- 
thelial cells  also  are  distorted  and  frequently  contain 


large  or  multiple  nuclei.  All  of  these  changes  are 
present  to  slightly  varying  degrees  throughout  the 
tissue. 

The  differential  diagnosis  here  lies  between  chronic 
thyroiditis  and  carcinoma.  I think  we  can  all  agree 
that  there  is  at  least  a chronic  thyroiditis  present; 
the  problem  that  then  arises  is  whether  or  not  there 
is  a coexistent  carcinoma.  My  diagnosis  is  thyroiditis 
without  carcinoma.  In  the  first  place,  the  stromal 
fibrosis  does  not  seem  to  me  to  be  either  an  inherent 
part  of  a tumor  or  to  be  invaded  by  tumor;  rather 
it  suggests  that  the  epithelial  cells  are  being  distorted 
by  the  fibrosing  process.  Secondly,  the  inflammatory 
infiltration  has  no  constant  relationship  with  the  thy- 
roid epithelium,  and,  therefore,  suggests  a primary 
process  rather  than  one  secondary  to  tumor.  Thirdly, 
the  distorted  irregular  follicles  suggest  that  the  dis- 
tortion has  been  caused  by  stromal  changes  rather 
than  atypical  growth.  Fourthly,  the  cells  with  atypical 
nuclei,  while  sometimes  seen  in  thyroid  tumors,  also 
are  seen  in  adenomatous  goiter  and  various  types 
of  chronic  thyroiditis,  often  being  referred  to  as 
cells  atypical  because  of  anoxia;  and,  lastly,  I find  no 
evidence  of  invasion  of  stroma  or  vessels  by  epi- 
thelial cells.  This  last  point  is  of  most  significance 
since  it  is  possible  for  both  thyroid  follicles  and  cells 
to  be  atypical  under  many  benign  conditions.  In  such 
an  event,  the  diagnosis  of  cancer  can  only  be  made 
with  certainty  by  finding  definite  vascular  or  stromal 
invasion. 

I had  the  opportunity,  if  not  the  advantage,  of 
seeing  this  case  a year  or  so  ago  at  which  time  Dr. 
Todd  sent  it  to  me  for  my  opinion.  I was  happy  to 
find  that  my  diagnosis  this  time  of  chronic  thyroiditis 
was  similar  to  the  opinion  that  I expressed  when  I 
saw  the  slides  last  year.  If  my  diagnosis  is  wrong,  at 
least  I can  feel  that  I have  been  consistent.  I hope 
that  Dr.  Todd  will  have  some  follow-up  information 
on  this  case  which  will  prove  to  be  of  interest. 

A differential  diagnosis  between  chronic  thyroid- 
itis and  carcinoma  may  be  extremely  difficult.  Carci- 
noma is  accompanied  frequently  by  chronic  thyroid- 
itis, and  sometimes  it  appears  that  cancer  arises  in  a 
gland  previously  involved  with  chronic  thyroiditis. 
We  have  adopted  a general  rule  which  has  helped  us 
in  most  instances,  particularly  on  frozen  section  diag- 
nosis, that  if  the  differential  diagnosis  lies  between 
chronic  thyroiditis  and  carcinoma,  then  one  must 
make  the  diagnosis  of  carcinoma  with  extreme  cau- 
tion and  only  with  obvious  criteria.  This  rule  has 
rarely  failed  us  in  practice. 

The  cause  of  such  a thyroiditis  as  seen  in  this  case 
is  difficult  to  conjecture.  As  in  many  inflammatory 
processes,  once  the  disease  has  been  present  for  a 
time  the  causative  factors  are  often  no  longer  dis- 
tinguishable. 

Any  discussion  of  thyroiditis  is  difficult,  and  a 
good  classification  of  thyroiditis  does  not  exist.  There 
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are  several  reasons  for  this.  In  the  first  place  there 
are  certain  diseases  which  have  been  included  under 
the  heading  of  thyroiditis  which  are  probably  not 
true  inflammations.  In  such  a category  is  struma 
lymphomatosa  or  Hashimoto’s  disease.  Perhaps  in 
the  same  category  comes  the  lymphocytic  goiter 
which  is  somewhat  similar  to  Hashimoto’s  disease, 
but  without  the  extensive  epithelial  changes  usually 
found  in  the  latter.  A further  complicating  factor  in 
the  classification  of  thyroiditis  is  that  an  etiologic 
classification  is  difficult.  Even  in  the  types  of  thy- 
roiditis which  we  can  recognize  reasonably  well  path- 
ologically, such  as  granulomatous  thyroiditis,  we  still 
do  not  know  the  etiologic  agent. 

Still  another  complication  is  due  to  the  fact  that 
we  often  see  the  end  results  of  injury  to  the  gland 
and  for  want  of  a better  name  label  these  as  non- 
specific chronic  thyroiditis,  even  though  we  have  no 
idea  as  to  what  the  injurious  agent  might  have  been. 

I think  it  is  in  the  latter  group  that  the  case  today 
falls.  We  really  have  little  to  go  on  in  this  type  of 
thyroiditis  except  fibrosis  and  inflammatory  cell  in- 
filtration. These  certainly  are  nonspecific  entities  and 
may  be  the  end  result  of  any  number  of  causes,  all 
unrecognizable,  at  least  in  the  stage  in  which  we  see 
a gland  such  as  this.  To  the  more  common  entities 
included  under  chronic  thyroiditis,  the  pathologist 
often  is  able  to  give  a name,  but  we  all  appreciate 


Fig.  9.  Case  6.  Chronic  thyroiditis,  nonspecific.  There 
is  considerable  fibrosis. 


Fig.  10.  Case  6.  There  is  an  inflammatory  round  cell 
infiltrate  and  the  follicles  as  well  as  the  epithelial  cells 
are  distorted. 


the  fact  that  there  are  many  cases  where  no  specific 
name  can  be  applied,  and  for  these  the  term  non- 
specific chronic  thyroiditis  must  be  used. 

Submitted  Diagnoses. — chronic  thyroiditis,  11;  thy- 
roiditis with  Hurthle  cell,  8;  granulomatous  thyroid- 
itis, 3;  chronic  thyroiditis,  Hashimoto  type,  3;  Riedel’s 
struma,  3;  nodular  hyperplasia,  3;  subacute  thyroid- 
itis, 2;  adenocarcinoma,  3;  follicular  adenocarcinoma, 
3;  papillary  adenocarcinoma,  1. 

Dr.  Meissner:  We  have  discussed  some  of  these 
differential  diagnoses  already:  chronic  thyroiditis — 
nonspecific,  I suppose  that  implies;  thyroiditis  with 
Hurthle  cells — I’d  lump  these  first  two  together  un- 
der one  heading.  Granulomatous  thyroiditis  is  a dif- 
ferent process  from  this;  it  is  the  subacute  thyroiditis 
where  there  is  a giant  cell  reaction  to  the  breakdown 
of  the  colloid  to  give  a real  granulomatous  change. 

Again  we  have  Hashimoto’s  disease  suggested,  but 
this  case  does  not  fulfill  the  necessary  criteria.  Rie- 
del’s struma  is  an  extremely  rare  disease  in  the  thy- 
roid. It  does  not  occur  more  than  once  in  every  sev- 
eral thousand  thyroid  specimens  if  one  uses  the  diag- 
nosis as  Riedel  used  it  when  he  described  his  original 
cases — a diffuse  fibrosis  of  the  thyroid  with  exten- 
sion of  the  fibrous  tissue  out  into  the  adjacent  struc- 
tures of  the  neck.  If  one  uses  the  diagnosis  of  Riedel’s 
struma  for  just  a little  fibrosis  of  the  thyroid,  you 
can  use  it  on  about  half  of  the  thyroids;  and  if  you 
use  lymphocytes  to  diagnose  Hashimoto’s  disease,  you 
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could  use  that  on  the  other  half.  I wondered  in  this 
case  if  perhaps  the  patient  had  not  had  a previous 
episode  of  hyperthyroidism  with  a resultant  lympho- 
cytic infiltration  and  a little  fibrosis  that  often  occurs 
with  involution,  so  that  this  represents  the  end 
process.  This  is  one  way  that  the  nonspecific  type 
of  thyroiditis  that  we  see  here  could  be  explained.  I 
wish  I knew  a good  classification  of  thyroiditis.  I 
certainly  do  not  have  one,  and  I do  not  know  of  any 
very  good  one  that  anybody  has. 

Dr.  Richmond:  So  far  there  is  no  evidence  of 
carcinoma  in  this  case.  I had  the  privilege  of  seeing 
a frozen  section  on  this  particular  case  a little  over  a 
year  ago.  The  tissue  I received  from  the  surgeon  was 
a small,  encapsulated  nodule  that  he  said  was  dis- 
cretely separated  from  the  thyroid  and  lay  along  the 
inferior  border.  I told  him  at  that  time  if  he  were 
sure  it  was  separate,  it  was  likely  carcinoma.  Later  I 
had  to  eat  my  words. 

Dr.  Meissner:  The  fact  that  there  was  an  ac- 
cessory piece  of  thyroid  tissue  outside  the  main  gland 
I think  helps  support  the  suggestion  that  there  was 
a previous  hyperplasia  at  one  time.  Frequently  in  a 
Graves’  disease  type  of  hyperplasia,  prolongations 
of  the  thyroid  epithelium  push  out  into  the  adjacent 
structures,  even  into  the  muscle,  and  may  remain 
behind  after  the  hyperplasia  is  over.  It  is  tempting 
to  call  these  residual  foci  carcinoma,  especially  if 
there  is  no  history  of  previous  hyperthyroidism. 

Dr.  George  Mani,  San  Antonio:  In  Case  5 the 
differential  was  carcinoma  versus  hyperplasia  versus 
thyroiditis,  and  in  this  case  it  is  again  carcinoma 
versus  thyroiditis  in  the  differential.  In  each  case  we 
had  the  benefit  of  seeing  the  entire  gland.  How  sure 
can  one  be  of  the  diagnosis  when  you  see  only  a 
portion  of  the  gland  submitted  by  the  surgeon? 
Also  when  you  receive  the  entire  gland,  how  many 
sections  do  you  take  before  you  feel  somewhat  cer- 
tain of  your  diagnosis? 

Dr.  Meissner:  That  is  a good  point.  It  is  worthy 
of  emphasis  that  if  one  just  receives  a biopsy  from  a 
gland  like  this  and  sees  this  sort  of  epithelium  with 
its  atypical  cells  and  the  surgeon  says  it  is  from  out- 
side the  thyroid  gland,  quite  a few  of  us  might  be 
taken  in.  When  you  have  the  whole  gland  for  exam- 
ination, it  is  much  easier.  The  number  of  sections 
that  one  should  take  depends  on  the  gross  appearance 
of  the  gland.  If  the  process  appears  diffuse  through- 
out both  lobes,  two,  three,  or  four  blocks  should  be 
ample,  but  if  there  is  something  which  looks  grossly 
suspicious  of  tumor,  then  one  might  want  10  or  15 
blocks;  there  is  no  hard  and  fast  rule. 

Dr.  Severance:  In  order  to  save  myself  and  oth- 
ers a lot  of  worries  and  arguments,  would  it  be  pos- 
sible for  you  in  a brief  fashion  to  run  down  the 
various  points  of  differential  microscopic  diagnosis 
between  these  forms  of  thyroiditis  to  consolidate  it 
in  our  minds? 


Dr.  Meissner:  There  are  two  or  three  specific 
forms  of  thyroiditis  that  are  relatively  easy  for  the 
pathologist  to  diagnose.  One  is  acute,  suppurative 
thyroiditis,  which  should  give  no  diagnostic  trouble 
but  which  pathologists  seldom  see  because  it  is  not 
treated  by  excision.  The  types  of  thyroiditis  that  we 
see  are  the  ones  that  for  the  most  part  are  confused 
clinically  with  carcinoma. 

The  type  called  granulomatous  thyroiditis,  or  sub- 
acute, is  the  one  that  has  a history  typically  of  6 
weeks  to  2 months’  duration.  This  type  of  thyroid- 
itis produces  a breakdown  of  colloid  with  a resultant 
foreign-body  reaction  to  the  broken-down  colloid. 
While  this  process  seems  to  be  due  to  an  infection, 
cultures  are  sterile.  The  typical  change  is  the  forma- 
tion of  abscesses  within  follicles  with  the  subsequent 
breakdown  of  colloid,  which  seems  to  act  as  a foreign 
material.  The  foreign  body  giant  cells  cause  a re- 
semblance to  tuberculosis — pseudotuberculosis  is  a 
synonym.  This  is  a rather  specific  type  of  thyroiditis, 
clinically  and  pathologically,  and  can  be  diagnosed  as 
such  in  most  instances.  The  clinician  also  can  make 
the  diagnosis  if  he  thinks  of  it.  Characteristically 
these  glands  have  no  iodine  uptake  and  are  associated 
with  a high  sedimentation  rate.  We  have  been  sur- 
prised at  the  low  incidence  of  preoperative  diagnosis 
of  chronic  thyroiditis.  It  runs  about  30  per  cent. 

Another  type  of  thyroiditis  is  Hashimoto’s  disease, 
if  one  wants  to  call  this  a thyroiditis.  As  we  have 
already  discussed,  there  is  a good  question  whether 
this  should  be  included  as  a true  thyroiditis,  but  there 
is  no  other  convenient  place  to  put  it  in  the  thyroid 
classification  so  I suppose  we  can  leave  it  there.  It 
almost  always  occurs  in  females  and  most  commonly 
around  the  menopausal  age,  which  suggests  to  me 
some  endocrine  imbalance  as  a factor  in  its  develop- 
ment. 

There  is  another  type  of  thyroiditis  rather  similar 
to  Hashimoto’s  disease  which  does  not  have  a good 
name  as  yet;  it  shows  a lymphocytic  infiltration  simi- 
lar to  that  seen  in  Hashimoto’s  disease,  in  a variable 
degree,  but  the  epithelium  does  not  look  as  acido- 
philic. It  is  seen  in  younger  people  as  well  as  in 
older  people  and  represents  either  an  earlier  stage 
of  Hashimoto’s  disease  or  probably  a slightly  differ- 
ent process.  This  is  the  lymphocytic  goiter  without 
the  typical  epithelial  changes  of  Hashimoto’s  disease. 
Tuberculosis,  syphilis,  and  specific  inflammations  of 
the  thyroid  are  rare. 

When  we  consider  the  types  of  thyroiditis  about 
which  we  feel  reasonably  secure  diagnostically,  there 
is  the  granulomatous  or  subacute  thyroiditis,  Hashi- 
moto’s disease,  lymphocytic  goiter,  and  Riedel’s 
struma.  Most  of  the  cases  of  chronic  thyroiditis  that 
we  see  do  not  fall  into  any  of  these  categories.  They 
are  just  a nonspecific  chronic  thyroiditis,  like  the 
case  we  saw  here,  and  we  do  not  know  the  cause.  I 
should  like  to  emphasize  again  that  fibrosis  in  itself 
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does  not  mean  Riedel’s  struma  and  lymphocytes  by 
themselves  do  not  mean  Hashimoto’s  disease. 

Dr.  D.  L.  Galindo,  San  Antonio:  Do  you  rou- 
tinely do  frozen  sections  on  these  questionable  thy- 
roid lesions? 

Dr.  Meissner:  The  question  of  the  value  of  fro- 
zen section  in  thyroid  is  one  that  always  comes  up 
among  the  surgeons.  We  think  that  it  is  worth  doing 
although  admittedly  there  are  times  when,  if  you  are 
honest,  you  must  say,  “I  do  not  know.”  On  a frozen 
section  if  I am  sure  there  is  definite  chronic  thyroid- 
itis, I am  reticent  in  making  the  additional  diagnosis 
of  carcinoma. 

Dr.  J.  H.  Childers,  Galveston:  Several  years  ago 
there  were  a number  of  surgeons  who  advocated 
partial  thyroidectomies  and  subtotal  thyroidectomies 
in  the  treatment  of  patients  with  moderately  severe 
hyperthyroidism  and  a number  of  other  conditions. 
Have  you  had  an  opportunity  to  review  sequential 
biopsies  in  this  manner? 

Dr.  Meissner:  We  have  had  a chance  to  see 
some  of  these  because,  of  course,  with  any  therapy  for 
Graves’  disease,  whether  it  is  radioiodine  therapy  or 
surgery,  there  is  a certain  percentage  of  cases  that 
will  have  a recurrence  or  two  or  three  recurrences. 
These  glands  do  not  progress  to  Hashimoto’s  disease. 
What  they  do  progress  to  is  a fibrotic  gland — not 
an  extreme  fibrosis  but  an  amount  of  fibrosis  about 
equivalent  to  that  in  the  case  here.  This  seems  to  be 
accentuated  with  every  recurrence  of  the  hyperthy- 
roidism along  with  some  lymphocytic  infiltration, 
so  the  final  result  is  a microscopic  appearance  that 
looks  like  either  a nonspecific  chronic  thyroiditis  or 
a mild  adenomatous  goiter. 


Case  7 (Follicular  Carcinoma) 


Diagnosis. — Follicular  carcinoma. 

Contributor. — Capt.  D.  R.  Snyder,  M.C.,  Brooke  Army 
Hospital,  Fort  Sam  Houston. 

History. — A 50  year  old  white  male  was  found  on  physi- 
cal examination  to  have  asymptomatic  enlargement  of  thy- 
roid. The  right  lobe  contained  a 5 by  3 by  2 cm.,  appar- 
ently encapsulated,  firm  mass,  the  cut  surface  of  which  was 
indistinctly  nodular  and  composed  for  the  most  part  of 
pink,  fleshy  tissue.  Two  follicular  adenomas  also  were 
found  in  the  opposite  lobe. 

Dr.  Meissner:  We  are  told  that  grossly  this  is 
an  encapsulated  nodule.  Microscopically,  the  mass  is 
composed  of  a collection  of  thyroid  cells  which  tend 
to  form  small  follicles  usually  without  colloid.  The 
cells  individually  are  usually  a little  larger  than  the 
normal  thyroid  cells,  somewhat  acidophilic,  and  some 
of  them  have  nuclei  considerably  larger  than  the 
normal.  An  occasional  cell  shows  a mitosis.  At  the 
periphery  of  the  mass,  there  are  several  prolongations 
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of  these  cells  into  the  adjacent  fibrous  capsule  and 
even  into  the  adjacent  thyroid  gland.  These  prolonga- 
tions seem  to  be  direct  invasions  rather  than  just  in- 
clusions since  the  cells  in  these  foci  appear  to  be 
actively  proliferating. 

In  addition,  there  are  foci  where  the  tumor  is 
growing  rather  intimately  with  blood  vessels  and 
lymphatics  and,  while  I strongly  suspect  that  both 
are  invaded  by  tumor,  I could  not  find  a field  good 
enough  for  a convincing  photomicrograph.  However, 
we  can  all  agree  that  this  nodule  is  a tumor  and  that 
it  is  at  least  invading  through  its  capsule  and  is  there- 
fore malignant. 

My  diagnosis  is  follicular  carcinoma. 

Submitted  diagnoses. — follicular  adenocarcinoma, 
12;  'follicular  and  papillary  adenocarcinoma,  3; 
Hurthle  cell  carcinoma,  2;  papillary  adenocarcinoma, 
1;  small  cell  carcinoma,  1;  adenocarcinoma  (type?), 
5;  adenoma  (type?,  4;  embryonal,  5;  Hurthle  cell,  3; 
fetal,  1;  follicular,  3)  16. 

Dr.  Meissner:  I think  I would  need  to  see  a little 
bit  more  in  the  way  of  papillary  foci  to  call  this  a 
mixed  papillary  and  follicular  carcinoma.  Maybe 
other  people  had  more  of  this  on  their  slides  and  this 
diagnosis,  then,  would  be  in  order.  Without  the 
capsular  invasion  demonstrated  one  would  have  to 
leave  this  as  an  adenoma,  benign  rather  than  malig- 
nant. 

There  are  several  interesting  points  for  discussion 
in  a lesion  such  as  this.  In  the  first  place  the  nomen- 
clature of  these  tumors  which  clinically  and  grossly 
seem  to  be  benign  adenomas,  but  which  turn  out 
microscopically  to  have  some  foci  of  carcinoma  pres- 
ent, presents  a difficult  problem  for  the  pathologist. 
They  have  been  called  by  many  different  and  con- 
fusing names;  for  example,  potentially  malignant  ade- 
noma, adenoma  with  minimal  cancer,  adenoma  with 
early  cancer,  and  adenoma  with  invasion.  None  of 
these  terms  is  satisfactory,  but  from  the  clinical 
point  of  view  it  seems  rather  important  that  these 
cases  be  placed  in  a separate  group  from  well-devel- 
oped adenocarcinomas.  This  is  because  such  tumors 
infrequently,  metastasize  and  many  consider  that  radi- 
cal surgery  is  unnecessary  for  treatment  of  them.  It 
is  a similar  problem  to  the  one  that  arises  when  we 
find  a small  focus  of  cancer  in  an  adenomatous  polyp 
of  the  rectum — it  is  not  always  necessary  to  do  a 
radical  resection  for  such  a lesion.  In  lieu  of  a better 
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term  we  have  used  "adenoma  with  invasion’’  as  a 
descriptive  one,  actually  to  place  the  follicular  carci- 
noma in  a minimal  stage  and,  thus,  assist  our  surgical 
colleagues  in  deciding  whether  or  not  radical  surgery 
should  be  performed.  The  tumor  in  this  seminar  case, 
however,  I believe  shows  too  much  activity  and  par- 
ticularly too  much  invasion  of  the  capsule  to  allow 
it  to  be  considered  in  this  minimal  stage  of  follicular 
carcinoma. 

It  also  is  always  interesting  to  speculate  as  to 
whether  these  are  cancers  arising  from  preexisting 
adenomas  or  whether  they  were  cancers  from  the 
beginning.  We  pathologists  have  been  confused  in 
our  thinking  about  this  since  it  has  been  a common 
habit  of  the  clinicians  to  call  all  nodules  of  the  thy- 
roid adenomas.  If  such  a nodule  is  removed  and 
cancer  is  found  in  it,  it  unfortunately  has  been  as- 
sumed that  it  was  cancer  arising  in  an  adenoma.  A 
few  years  ago  McManus  and  I11  studied  a series  of 
500  adenomas  and  were  impressed  by  the  rarity  of 
papillary  adenoma,  in  spite  of  the  fact  that  papillary 
carcinoma  is  by  far  the  commonest  single  type  of 
thyroid  cancer.  We  were  impressed  further  by  the 
fact  that  the  average  age  at  time  of  removal  of  ade- 
nomas and  carcinomas  is  about  the  same.  These  facts 
lead  us  to  conclude  that  most  of  the  papillary  car- 
cinomas do  not  go  through  a benign  tumor  stage. 
Furthermore,  it  is  difficult  for  the  pathologist  to 
prove  that  follicular  carcinomas  arise  from  a pre- 
existing follicular  adenoma,  even  though  it  may  be 
suggested  in  many  cases.  The  important  clinical  con- 
clusions would  seem  to  be  that  a solitary  nodule 
should  not  be  removed  primarily  because  it  may  be- 
come cancer  in  the  future;  it  should  be  removed- 
just  as  a solitary  nodule  of  the  breast — to  see  whether 
or  not  it  is  cancer  already. 

Adenomas  may  be  present  for  a long  time  and 
not  become  cancer. 

Dr.  Rathmell,  a few  years  ago,  sent  me  a case 
which  is  an  excellent  example  of  a benign  adenoma. 
It  is  also  an  example  of  how  an  adenoma  may  be 
present  for  a long  time  and  still  not  turn  into  cancer. 
This  nodule  was  removed  from  the  patient  at  autopsy, 
and  the  patient  was  100  years  old  when  she  died. 
Although  the  tumor  had  been  present  since  the  age 
of  20,  after  80  years  it  was  still  quite  benign. 

One  other  point  of  importance  concerns  the  selec- 
tion of  blocks  by  the  pathologist  when  he  examines 
a grossly  circumscribed  thyroid  nodule.  In  most  in- 
stances there  is  little  value  in  examining  the  central 
portion  of  the  nodule;  not  only  are  degenerative 
changes  frequent  and  confusing,  but  many  thyroid 
cancers,  from  cellular  morphology  alone,  are  indis- 
tinguishable from  adenomatous  goiter  or  even  from 
relatively  normal  thyroid.  The  important  thing,  there- 
fore, is  to  examine  the  periphery  of  the  tumor  and 
to  look  for  invasion  in  this  area.  This  is  where  in- 
vasion is  most  readily  found,  either  in  the  capsule, 


in  the  adjacent  gland,  or  in  vascular  spaces.  This  is 
particularly  important  since  many  thyroid  nodules  can 
be  diagnosed  as  cancer  only  by  finding  invasion. 

Dr.  J.  L.  Goforth,  Fort  Worth:  In  reference  to 
terminology,  most  clinicians  will  refer  to  any  nodule 
in  the  thyroid  as  an  adenoma.  Do  you  distinguish 
between  the  adenoma  which  would  mean,  strictly 
speaking,  a true  neoplasm,  on  the  one  hand,  and  the 
nodular  hyperplasia  on  the  other;  and  if  you  do,  do 
you  think  the  one  is  more  likely  to  undergo  malig- 
nant change  than  the  other? 

Dr.  Meissner:  We  do  try  to  distinguish  between 
the  two,  although  admittedly  it  is  a hard  thing  to 
do  in  many  instances.  If  there  are  multiple  nodules 
we  think  that  it  is  probably  not  a neoplasm,  but  a 
part  of  a nodular  goiter,  or  adenomatous  goiter. 
There  is  more  evidence  that  carcinoma  arises  in  a 


Fig.  11.  Case  7.  Follicular  thyroid  carcinoma.  Moder- 
ately large  pleomorphic  cells  tending  to  form  follicles, 
usually  without  colloid. 


true  neoplastic  adenoma  than  in  a multinodular 
goiter,  and  for  that  reason,  and  perhaps  only  for  that 
reason,  it  is  rather  important  to  distinguish  between 
them. 

Dr.  George  Mani,  San  Antonio:  How  often,  if 
ever,  do  you  see  follicular  carcinomas  metastasizing 
as  papillary  carcinomas? 

Dr.  Meissner:  I don’t  think  follicular  carcinomas 
metastasize  as  papillary  carcinomas  unless  they  have 
a papillary  component  in  them  somewhere.  We  re- 
cently reviewed  17  cases  of  carcinoma  of  the  thyroid 
with  persistent  tumor  for  10  or  more  years;10  in 
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other  words,  we  compared  the  original  biopsy  with 
tumor  removed  again  after  10  to  as  long  as  26  years. 
We  were  impressed  by  the  fact  that  only  one  of  the 
17  tumors  changed  its  type,  and  this  one  changed 
from  a follicular  carcinoma  to  a giant  cell  carcinoma. 

Dr.  Leo  Lowbeer,  Tulsa:  With  reference  to 
changing  type,  we  saw  recently  a carcinoma  in  which 
the  primary  tumor  was  presumably  follicular,  with 
occasional  papillary  areas,  and  3 years  later  the  tumor 
recurred  as  a spindle  cell  carcinoma  almost  unrecog- 
nizable as  a carcinoma. 

Dr.  J.  B.  Hutcheson,  Dallas:  We  run  into  trou- 
ble on  occasion  when  we  use  the  term  adenomatous 
goiter,  because  the  surgeons  think  that  this  is  an 
enlarged  gland  which  contains  multiple  adenomas. 
Occasionally  we  see  a goiter  of  this  type  which  con- 
tains what  we  consider  to  be  actual  adenomas,  and 
as  a consequence  we  have  begun  using  the  term 
nodular  goiter,  and  have  avoided  using  the  term  ade- 
nomatous goiter.  Don’t  you  think  it  would  lead  to 
a better  understanding  among  surgeons  and  pathol- 
ogists if  we  would  eliminate  this  term  adenomatous 
goiter? 

Dr.  Meissner:  I certainly  agree.  I don’t  like  the 
term  adenomatous  goiter  very  well,  but  nodular  goiter 
isn’t  any  better,  because  a lot  of  processes  will  pro- 
duce a nodular  goiter,  including  chronic  thyroiditis, 
benign  and  malignant  tumors,  and  iodine  deficiency. 

Dr.  C.  P.  Schwinn,  Houston:  We  are  always 
having  trouble  with  the  Hurthle  cell  adenoma  versus 
Hurthle  cell  carcinoma.  I wonder  if  you  have  any 
diagnostic  criteria  other  than  the  usual  to  use  in  this 
particular  situation. 

Dr.  Meissner:  I don’t  think  there  are  any.  The 
same  criteria  hold  for  the  Hurthle  cell  tumors  as  for 
any  other  type  of  tumor.  As  a matter  of  fact,  I am 
not  sure  it  is  necessary  to  distinguish  Hurthle  cell 
tumors  as  a separate  group.  They  probably  can  be 
incorporated  with  follicular  carcinomas  and  just  left 
like  that.  It  makes  it  much  simpler,  and  certainly 
they  act  about  the  same  as  the  follicular  carcinomas 
clinically. 

Case  8 ("Atypical"  Thyroid  Carcinoma) 

Diagnosis. — "Atypical”  thyroid  carcinoma. 

Contributor. — Col.  J.  M.  Lukeman,  M.C.,  Fourth  United 
States  Army  Medical  Laboratory,  Fort  Sam  Houston. 

History. — This  37  year  old  woman  of  Caucasian-Indian 
descent  first  noticed  thyroid  enlargement  approximately  4p 2 
years  ago.  The  thyroid  gland  was  said  to  have  increased 
gradually  in  size,  and  the  patient  stated  that  she  noted  in- 
creasing heat  intolerance,  nervousness,  and  some  associated 
weakness.  In  December,  1956,  a diagnosis  of  toxic  goiter 
was  made,  and  the  patient  was  treated  with  propylthiouracil, 
showing  marked  symptomatic  improvement.  During  therapy 
the  gland  enlarged  rapidly,  then  progressively  regressed 


until  it  was  definitely  smaller  than  at  the  onset  of  therapy. 
A nodule,  however,  persisted  in  the  left  lobe.  At  operation 
a large,  completely  encapsulated  tumor  was  found.  Physical 
examination  and  x-ray  survey  at  that  time  revealed  no 
evidence  of  enlarged  nodes  of  the  neck  or  of  metastatic 
tumor.  The  specimen  received  in  the  laboratory  measured 
7 by  4.5  by  4 cm.  and  weighed  35  Gm.  The  cut  surface 
in  the  fixed  state  was  gray-tan  with  hemorrhagic  areas. 
Almost  the  entire  lobe  consisted  of  this  grayish  firm  tissue 
with  a thin  capsule  which  revealed  in  several  areas  brown, 
glistening  tissue  resembling  thyroid  structures.  There  were 
likewise  areas  that  cut  with  grittiness  suggestive  of  calci- 
fication. 

Dr.  MEISSNER:  From  the  history  of  this  case  we 
find  that  the  patient,  with  a relatively  recent  history 
of  hyperthyroidism  controlled  with  thiouracil,  had  a 
35  Gm.  encapsulated  mass  removed  from  one  lobe. 

At  the  periphery  of  the  tumor  there  is  a capsule 
which  is  well  defined  and  intact  in  most  areas.  How- 


Fig.  12.  Case  8.  "Atypical"  thyroid  carcinoma.  The 
major  portion  of  the  tumor  presents  a sarcomatous  pic- 
ture with  many  foci  of  pink-staining  material  which 
appears  to  be  secretion. 

ever,  in  at  least  one  focus  there  is  extension  of  the 
cells  of  the  mass  through  the  capsule  and  into  the 
adjacent  thyroid. 

Microscopically  the  mass  is  composed  of  cells 
which  in  part  appear  epithelial,  but  for  the  most 
part  are  spindle-shaped  and  suggest  a connective 
tissue  derivation  rather  than  epithelial.  In  only  a few 
areas  are  the  cells  lined  up  in  a follicular  pattern. 
There  is  some  nuclear  variation,  and  a rare  mitosis  is 
found.  Throughout  the  tumor  are  foci  of  pink- 
staining  material  which  is  afibrillar  and  which  ap- 
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pears  to  be  more  a product  of  abnormal  secretion 
than  a true  fibrosis.  This  material  is  intimately  con- 
nected with  the  cells  of  the  nodule. 

The  problem  here  is  somewhat  similar  to  the  prob- 
lem of  the  previous  case.  I think  we  can  conclude 
that  this  is  an  invasive  tumor.  The  problem  is  one 
of  deciding  on  the  proper  name  for  it. 

Benign  tumors  similar  to  this  encountered  in  the 
thyroid  gland  have  been  called  by  Hazard6  "atypical 
adenomas.”  They  form  no  colloid  nor  do  they  form 
even  a good  follicular  arrangement.  Moreover,  the 
spindle  cell  nature  may  make  them  appear  more  like 
a sarcoma  than  an  epithelial  tumor.  I believe,  how- 
ever, that  there  are  definite  foci  in  this  case  where 
it  shows  up  to  be  epithelial  and  that  this  range  of 
spindle-cell  differentiation  is  within  the  realm  of 
possibility  for  a thyroid  epithelial  neoplasm.  With 
the  degree  of  capsular  invasion  we  must  conclude 
furthermore  that  it  is  a malignant  neoplasm,  and, 
therefore,  I should  like  to  call  this  an  atypical  car- 
cinoma, perhaps  arising  from  an  atypical  adenoma. 

The  relationship  between  the  previous  hyperthy- 
roidism and  the  thyroid  tumor  is  interesting  for  con- 
jecture, but  I am  afraid  that  the  relationship  is  diffi- 
cult to  prove.  We  have  no  way  of  knowing,  for  ex- 
ample, whether  this  tumor  existed  prior  to  the  hyper- 
thyroidism, even  though  the  history  did  imply  this. 
It  is,  of  course,  possible  that  the  tumor  was  stimulated 
to  more  active  growth  with  the  episode  of  hyper- 
thyroidism. But  even  in  papillary  carcinoma  of  the 
thyroid,  where  there  seems  to  be  the  greatest  possi- 


Fig.  13.  Case  8.  In  a few  areas  the  cells  appear  to  be 
epithelial  and  tend  to  form  follicles. 


bility  for  cancer  arising  from  hyperplasia,  it  is  diffi- 
cult to  prove  such  a relationship  in  individual  cases. 

A tumor  such  as  this  is  certainly  undifferentiated 
as  far  as  forming  specific  thyroid  structures.  How- 
ever, the  fact  that  it  is  undifferentiated  does  not 
necessarily  imply  that  it  is  highly  malignant.  Tumors 
of  this  nature  often  seem  clinically  to  be  relatively 
low  grade,  and  it  is  a mistake,  therefore,  to  confuse 
undifferentiation  with  a high  malignant  potential. 

Submitted  Diagnoses. — spindle  cell  carcinoma,  19; 
carcinoma,  7;  giant  cell  carcinoma,  3;  giant  and  spin- 
dle cell  carcinoma,  1;  fibrosarcoma,  4;  leiomyosar- 
coma, 1;  spindle  cell  sarcoma,  1;  neurogenic  sarcoma, 
1;  neuro-fibroma,  2;  cellular  leiomyoma,  1. 

Dr.  Meissner:  Spindle  cell  carcinoma  is  a rea- 
sonable diagnosis.  This  is  not  the  giant  cell  carcinoma 
as  we  usually  see  it.  Although  giant  cell  carcinomas 
of  the  thyroid  also  may  have  some  cells  of  spindle 
shape,  giant  cell  carcinoma  of  the  thyroid  is  a highly 
malignant  tumor  and  is  composed  of  numerous  giant 
epithelial  cells  of  an  obviously  high  order  of  malig- 
nancy. It  is  the  giant  cell  carcinoma  of  the  thyroid 
that  is  sometimes  called  carcinosarcoma. 

True  sarcomas  of  the  thyroid  do  occur  occasionally, 
but  are  extremely  rare.  Fibrosarcoma  is  the  most 
common  in  this  country.  In  Europe  tumors  called 
"hemangioendotheliomas”  sometimes  are  seen  in  the 
thyroid.  Apparently,  we  do  not  see  them  in  this 
country  or  else  we  have  a different  terminology  for 
them. 

The  problem  of  the  classification  of  thyroid  car- 
cinoma sometimes  is  complicated  by  a variable  struc- 
ture of  the  tumor.  Fortunately,  this  is  not  a common 
occurrence,  but  it  is  important  to  emphasize,  as 
Smith17  did  many  years  ago,  that  before  making  the 
diagnosis  of  a sarcoma  of  the  thyroid  one  should  ex- 
amine multiple  sections  to  look  for  epithelial  com- 
ponents. The  thyroid  cell  has  varying  potentials  in 
tumors;  some  tumors  are  highly  vascular,  some  are 
papillary,  some  are  follicular,  some  are  epidermoid, 
and  some  appear  lymphomatous.  In  a single  case  or 
even  on  a single  slide  of  these  tumors,  depending 
on  the  area  which  one  examines,  it  might  be  possible 
to  make  a diagnosis  of  vascular  tumor,  fibrosarcoma, 
undifferentiated  carcinoma,  follicular  carcinoma,  or 
papillary  carcinoma. 

We  often  are  asked  as  pathologists  why  we  have 
so  few  autopsies  on  patients  with  cancer  of  the  thy- 
roid, and  whether  this  may  not  mean  that  few  people 
die  of  their  thyroid  cancer.  We  recently  reviewed  the 
papillary  carcinomas  of  the  thyroid  we  had  seen  over 
a 20  year  period.  We  found  278  surgical  specimens 
over  the  20  years,  but  in  our  autopsy  files  we 
had  only  three  instances  where  patients  died  from 
their  papillary  carcinoma— not  very  impressive.  We 
thought  that  maybe  this  wasn’t  too  significant,  how- 
ever, unless  it  was  compared  with  another  type  tumor, 
so  we  picked  out  cases  of  carcinoma  of  the  larynx. 
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While  we  had  321  surgical  specimens  of  carcinoma 
of  the  larynx  over  20  years,  we  were  amazed  to  find 
that  there  were  four  instances  in  our  autopsy  files 
where  patients  had  died  of  their  carcinoma  of  the 
larynx  in  the  same  20  year  period.  I’m  not  sure  what 
this  proves,  except  that  statistics  can  prove  anything. 

Dr.  Walter  Krohn,  Galveston:  Unfortunately, 
there  is  a misunderstanding  in  the  terminology.  You 
hesitate,  Dr.  Meissner,  to  call  this  one  an  undiffer- 
entiated carcinoma.  Undifferentiated,  in  my  under- 
standing, means  it  is  not  differentiated  into  a pat- 
tern; whereas  anaplastic  refers  to  the  individual  cells. 
Unfortunately,  in  all  textbooks  anaplastic  and  un- 
differentiated are  put  in  the  same  pot.  A tumor  can 
be  highly  undifferentiated,  being  not  anaplastic;  and 
a tumor  can  be  well  differentiated  into  a pattern, 
being  terrifically  anaplastic. 

Dr.  Meissner:  I agree,  from  the  pathologic  point 
of  view  I should  like  to  call  this  an  undifferentiated 
carcinoma;  and  yet,  if  we  send  that  diagnosis  back 
to  our  surgical  colleagues,  they  will  immediately 
think  this  is  a highly  malignant,  wild  cancer,  which 
I don’t  think  it  is.  I thought  about  this  point  last 
week  and  even  noted  that  in  Dorland’s  medical  dic- 
tionary "anaplasia”  is  a synonym  for  "undifferenti- 
ated.” It  doesn’t  necessarily  mean  highly  malignant, 
according  to  the  dictionary,  although  I am  sure  most 
of  us  use  the  term  anaplasia  to  signify  a highly  ma- 
lignant tumor. 

COL.  Lukeman:  After  our  surgical  report  went 
out  the  patient  was  transferred  to  Brooke  Army  Hos- 
pital where  she  was  reexamined  with  the  object  of 
doing  a radical  neck  resection.  At  the  time  she  was 
examined  no  nodes  were  found,  and  I believe  it  was 
felt  that  further  surgery  was  not  indicated  at  that 
time. 

Col.  j.  L.  Hansen,  Brooke  Army  Hospital:  No 
further  surgery  was  done.  To  date  she  has  no  further 
evidence  of  disease. 

Case  9 (Leiomyolipoma) 

Diagnosis. — Leiomyolipoma. 

Contributor. — Dr.  J.  H.  Childers,  the  University  of  Texas 
Medical  Branch,  Galveston. 

History. — This  55  year  old  colored  female  noted  inter- 
mittent pain  in  the  left  lower  quadrant  of  the  abdomen  for 
1 year.  A local  physician  told  her  she  had  a tumor  of  the 
uterus.  During  the  last  3 months  she  had  noted  irregular 
vaginal  bleeding.  Grossly,  the  uterus,  including  the  vaginal 
portion  of  the  cervix,  was  17  by  12.5  by  13  cm.  An  oval, 
soft,  12  by  14  cm.  mass  was  present  in  the  fundus  and 
was  surrounded  by  a 1 cm.  rim  of  myometrium.  The  cut 
surface  was  yellow,  greasy,  and  glistening.  A second  oval, 
1.7  cm.  mass  was  present  in  the  myometrium  that  had  a 
firm,  gray-white  cut  surface. 

Dr.  Meissner:  Presumably  the  sections  for  the 
seminar  were  taken  from  the  larger  yellow  myometri- 


Fig.  14.  Case  9.  Leiomyolipoma  of  uterus.  The  tumor 
is  vascular  and  composed  of  adult  fat  and  smooth 
muscle. 


al  mass.  Microscopically  it  seems  well  demarcated 
from  the  adjacent  normal-appearing  uterine  muscle. 
The  mass  is  composed  mostly  of  adult  fat  cells  which 
focally  show  only  slight  degeneration. 

Intermingled  with  the  fat  cells  are  varying-sized, 
irregular  masses  of  cells  of  a different  type.  These 
cells  are  spindle  shaped  with  spindle  shaped  nuclei 
and  tend  to  be  whorled  and  clustered  about  blood 
vessels,  which  are  numerous.  The  spindle  shaped 
cells,  except  for  their  whorled  arrangement,  appear 
quite  similar  to  the  cells  of  the  adjacent  normal  myo- 
metrium. There  is  one  mitosis,  and  cells  and  nuclei 
show  little  pleomorphism.  The  endothelial  cells  lin- 
ing the  numerous  vascular  spaces  in  these  foci  often 
are  swollen  and  even  occasionally  suggest  that  they 
are  epithelial  rather  than  endothelial.  Many  of  the 
vascular  spaces  contain  blood. 

I believe  that  this  is  a benign  tumor  composed  of 
fat  and  smooth  muscle  and  that,  therefore,  the  best 
diagnosis  is  a leiomyolipoma. 

Submitted  diagnoses. — lipoma  ( f ibrolipoma,  6), 
18;  leiomyolipoma,  7 ; angioleiomyolipoma,  2;  hamar- 
toma ( fibroangiolipoma,  1),  3;  benign  mesenchy- 
moma, 6;  mixed  mesodermal  tumor,  1;  liposarcoma, 
1;  leiomyosarcoma,  1;  carcinoma  of  endometrium,  1. 

The  rather  considerable  number  of  small  vessels 
intermingled  with  the  smooth  muscle  in  this  lesion 
suggest  the  possibility  of  an  angiomatous  element. 
In  fact,  there  are  foci  that  somewhat  resemble  the 
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so-called  genital  mesothelioma  or  lymphangioma. 
The  vascular  components,  however,  do  not  seem  to 
me  to  be  well  enough  developed  to  consider  this 
diagnosis,  and  the  inclusion  of  so  much  fat  within 
the  tumor  also  would  be  unusual.  However,  it  is 
quite  possible  to  think  of  this  tumor  as  arising  from 
embryonic  multipotential  components  and  in  this 
sense  comparable  to  the  genital  mesothelioma.  There 
are  some  who  feel  that  most  smooth  muscle  tumors 
of  the  uterus  arise  from  primitive  cells,  and  it,  there- 
fore, is  not  surprising  that  one  occasionally  sees  a 
mixed  tumor  such  as  this.  Cases  of  pure  lipoma  have 
been  reported  as  occurring  within  the  uterine  mus- 
culature. 

The  proliferation  of  smooth  muscle  around  vascu- 
lar spaces  is  also  of  interest  since  another  theory  con- 
cerning the  development  of  leiomyomas  is  that  some 
of  them  begin  not  from  the  uterine  musculature  itself 
but  from  smooth  muscle  of  vascular  walls. 

Dr.  Leo  Lowbeer,  Tulsa:  I think  this  tumor  is 
identical  with  those  found  in  the  kidneys.  Three  years 
ago  Dr.  Dockerty  presented  one  like  it  before  this 
group.  In  our  laboratory,  we  recently  saw  a huge 
tumor  of  the  kidney  in  which  both  the  myomatous 
and  the  lipomatous  elements  had  become  sarcoma- 
tous. 

Dr.  F.  P.  Bornstein,  El  Paso:  We  just  had  a large 
yellow  tumor,  and  I couldn’t  decide  whether  it  was  a 
myosarcoma  or  a liposarcoma;  there  seems  to  be 
some  basic  relationship  between  those  tissues  as  they 
appear  in  the  uterus. 

Dr.  Meissner:  The  tumors  that  occur  in  the 
kidney  in  tuberous  sclerosis  are  similar  to  this  tumor 
— a mixture  of  fat,  smooth  muscle,  and  blood  vessels. 


Case  10  (Mycosis  Fungoides) 


Diagnosis, — Mycosis  fungoides  with  reticulum  cell  sar- 
coma. 

Contributor. — Dr.  Meissner. 

History. — A salesman,  aged  53,  with  a history  of  re- 
peated attacks  of  eczema  as  a child,  developed  an  erythema- 
tous, scaly  rash  at  age  48.  Over  the  next  several  years  he 
received  several  courses  of  spray  x-ray  and  finally  cathode 
ray  therapy,  but  the  rash  persisted  over  the  entire  body.  A 
few  months  before  death  cutaneous  and  subcutaneous  nod- 
ules of  varying  size  appeared  and  his  condition  steadily  de- 
teriorated. Blood  counts  were  normal  until  1 month  before 
death  when  the  findings  were:  hemoglobin  6.7  Gm.,  red 
blood  count  3,370,000,  and  white  blood  count  2,450  with 
differential  of  neutrophils  52  per  cent,  bands  29  per  cent, 
lymphocytes  4 per  cent,  monocytes  6 per  cent,  and  imma- 
ture (including  1 per  cent  blasts),  9 per  cent. 

Dr.  Meissner:  This  53  year  old  man  had  a 5 year 
history  of  skin  lesions  and  numerous  complications — 
too  numerous  to  give  in  detail  in  the  history.  Five 
years  before  death  a biopsy  of  the  skin  was  diagnosed 
as  mycosis  fungoides.  He  developed  progressive  skin 
lesions  which  were  sometimes  temporarily  held  in 


Fig.  15.  Case  10.  Mycosis  fungoides  with  reticulum  cell 
sarcoma.  Skin  showing  ulceration  and  a cellular  in- 
filtrate. 


check  by  radiation,  and  ultimately  was  seen  at  our 
hospital  for  cathode  ray  therapy.  This  is  a super- 
ficial type  of  radiation  which  can  be  given  as  total 
body  radiation.  It  has  a penetrating  distance  of 
millimeters  rather  than  centimeters  and  is,  therefore, 
adaptable  for  the  treatment  of  superficial  skin  lesions. 
This  man  responded  well  for  a while,  as  do  many 
patients  with  mycosis  fungoides  or  skin  lymphoma, 
but  he  later  had  a rapid  downhill  course  with  num- 
erous tumor  nodules  in  the  skin. 

Microscopically,  section  of  the  skin  removed  at 
autopsy  showed  an  infiltrate  of  pleomorphic  cells 
with  many  atypical  forms  and  numerous  mitoses.  I 
should  add  that  silver  stains  showed  a fine  reticulum 
about  most  of  the  cells.  The  epidermis  is  ulcerated 
and  necrotic.  Perhaps  before  giving  my  diagnosis  and 
follow-up  information  from  the  autopsy,  I should  ask 
for  the  tabulated  diagnoses. 

Submitted  diagnoses. — mycosis  fungoides,  16;  ma- 
lignant melanoma,  6;  Hodgkin’s  disease,  5;  reticulum 
cell  sarcoma,  5;  myeloid  leukemia,  5;  monocytic  leu- 
kemia, 1;  plasma  cell  myeloma,  1;  Weber-Christian 
disease,  1;  Kaposi’s  disease,  1. 

Dr.  Meissner:  At  autopsy,  in  addition  to  multi- 
ple skin  lesions,  such  as  we  have  already  seen,  there 
were  similar  tumor  nodules  involving  the  heart,  lungs, 
tongue,  spleen  (340  Gm.),  pancreas,  liver  (2,300 
Gm.),  adrenals,  kidneys,  testes,  thyroid,  parathyroids, 
bone  marrow,  and  lymph  nodes  of  the  neck,  axilla, 
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mediastinum,  and  abdomen.  He  died  with  terminal 
bronchopneumonia  and  uremia.  We  interpreted  this 
as  being  a widespread  reticulum  cell  sarcoma  of  a 
malignant  sort,  which  some  might  call  Hodgkin’s  sar- 
coma. 

This  case  represents  what  was  clinically  mycosis 
fungoides  and  what  has  ended  up  pathologically  as 
a highly  malignant  disseminated  lymphoma,  involv- 
ing essentially  all  parts  of  the  body. 

During  the  past  few  years,  because  of  patients 
being  referred  for  cathode  ray  therapy  for  the  treat- 
ment of  clinical  mycosis  fungoides,  we  have  seen  a 
considerable  number  of  biopsies  of  the  skin  of  such 
individuals.  The  experience  from  reading  these  bi- 
opsies has  led  us  to  feel  that  while  mycosis  fungoides 
is  a reasonable  clinical  entity,  it  may  be  extremely 
difficult  to  diagnose  as  a pathologic  entity.  The  rea- 
son for  this  is  that  the  disease  known  clinically  as 
mycosis  fungoides  characteristically  goes  through  sev- 
eral stages.  In  the  first  stage,  which  is  known  to  the 
clinicians  as  erythematous  or  premycotic  state,  a 
biopsy  of  the  skin  usually  shows  minimal  changes  of 
chronic,  nonspecific  dermatitis.  The  round  cell  infil- 
trate is  a little  deeper  than  one  usually  sees  in  ordi- 
nary dermatitis,  but  the  picture  is  not  diagnostic  of 
a lymphoma  and  certainly  not  of  a specific  lym- 
phoma. As  the  disease  progresses  clinically  it  enters 
what  is  called  the  plaque  stage,  at  which  time  a 
biopsy  may  be  diagnostic.  In  this  stage  there  is  fre- 
quently a pleomorphic  cell  infiltrate  at  the  corium 
which  may  resemble  somewhat  a Hodgkin’s  disease 
infiltrate,  and  there  are  often  small  microabscesses  in 
the  overlying  epidermis  which  are  called  Pautrier 
abscesses.  This  picture  may  be  specific  enough  to 
suggest  strongly  the  diagnosis  of  cutaneous  lym- 
phoma and,  more  particularly,  mycosis  fungoides. 
The  third  clinical  stage  is  known  as  the  nodular  or 
tumor  stage,  and  here  the  biopsy  shows  the  full- 
blown changes  of  lymphoma  cutis,  at  times  re- 
sembling Hodgkin’s  disease,  reticulum  cell  sarcoma, 
or  other  lymphoma.  During  all  of  these  stages  the 
clinical  diagnosis  may  be  mycosis  fungoides,  but 
obviously  the  pathologic  diagnosis  is  possible  in 
only  a limited  number  of  cases. 

Many  pathologists  have  felt  that  mycosis  fungoides 
is  only  a manifestation  of  cutaneous  lymphoma  and, 
therefore,  should  not  be  considered  as  a separate 
pathologic  entity.  This  may,  in  part,  be  true  from 
the  pathologic  point  of  view,  but  it  is  not  true  from 
the  clinical  point  of  view.  To  the  clinician  mycosis 
fungoides  is  an  entity  usually  distinct  from  other 
types  of  lymphoma.  It  is  true  that  many  patients  with 
mycosis  fungoides  ultimately  show  disseminated 
lymphoma  such  as  in  the  seminar  case  here;  and, 
further,  this  disseminated  lymphoma  may  be  similar 
to  a lymphoma  unassociated  with  mycosis  fungoides. 


Fig.  16.  Case  10.  The  infiltrate  is  pleomorphic. 


Gall4  in  a review  of  the  autopsies  of  129  cases  of 
mycosis  fungoides  reports  that  the  ultimate  lesion, 
whether  neoplastic  or  not,  is  confined  to  the  skin 
in  39  cases,  and  further,  that  at  the  termination  of 
the  disease  there  was  recognizable  malignant  lympho- 
ma of  one  form  or  another  in  two-thirds  of  the 
cases.  Our  current  feeling  about  the  term  mycosis 
fungoides  is  that  while  it  is  a useful  one  to  the 
clinicians,  it  is  a difficult  one  in  most  instances  for 
the  pathologist  to  use  as  a specific  diagnosis. 

Dr.  George  Mani,  San  Antonio:  This  is  mostly 
a question  in  terminology.  In  view  of  the  hematologi- 
cal findings  terminally,  why  couldn’t  you  call  this 
some  form  of  a reticuloendotheliosis — in  other  words, 
a leukemia,  a terminal  leukemia,  rather  than  a lym- 
phosarcoma? 

Dr.  Meissner:  I would  have  no  objection  to  that 
diagnosis.  This  man  at  least  had  a leukemoid  picture. 
I’m  not  sure  that  he  had  a leukemia  although  the 
bone  marrow  was  massively  involved  by  infiltration 
with  the  tumor.  I can  go  along  with  Custer’s1  views 
about  the  intermixture  of  all  of  these  lymphomas, 
and  how  they  change  from  one  type  to  another.  So 
to  have  leukemic  manifestations  in  a patient  with 
reticulum  cell  sarcoma  seems  perfectly  reasonable  to 
me,  and  I wouldn’t  object  if  one  wanted  to  call  this 
leukemia  in  addition  to  the  other  findings. 

Dr.  Severance:  Were  these  immature  cells  pos- 
sibly just  tumor  cells  circulating  in  the  blood? 

Dr.  Meissner:  Yes,  I think  they  may  well  have 
been  just  tumor  cells,  but  does  that  necessarily  make 
it  a leukemia?  I’m  not  sure  whether  it  does  or  not. 
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Case  11  ("Desmoid"  Tumor) 

Diagnosis. — "Desmoid”  tumor. 

Contributor. — Dr.  A.  O.  Severance,  Baptist  Memorial 
Hospital,  San  Antonio. 

History. — A 33  year  old  female  noticed  a slightly  painful 
enlargement  just  medial  and  next  to  the  spine  of  the  left 
iliac  crest.  This  was  first  noted  while  taking  exercises  after 
the  birth  of  a child  2 years  before.  She  had  become  con- 
scious of  it,  but  did  not  pay  any  attention  to  it  until  re- 
cently. X-ray  showed  it  to  be  a soft-tissue  mass,  not  con- 
nected with  bone.  Examination  of  the  patient’s  back  showed 
a small  mass  medial  and  next  to  the  spine  of  the  left 
iliac  crest,  appearing  to  be  connected  with  the  fascia  over 
the  crest  of  the  ilium.  It  was  slightly  tender  and  freely 
movable.  The  specimen  consisted  of  a rounded  mass  meas- 
uring 4 by  5 by  3.5  cm.  It  was  firm,  pinkish-gray,  and  well 
circumscribed.  The  cut  surface  was  pink  and  glistening 
with  grayish  fibrous  bands  interdigitating  in  all  directions. 

Dr.  MEISSNER:  This  4 cm.  circumscribed  mass 
which  had  been  present  for  at  least  2 years  was  re- 
moved from  the  subcutaneous  tissue  of  the  lower 
back.  Microscopically  it  is  composed  primarily  of 
spindle  shaped  cells  which  contain  spindle  shaped 
nuclei  without  mitoses.  In  some  foci  there  is  little 
variation  either  in  the  cells  or  their  nuclei,  and  be- 
tween the  cells  are  strands  of  collagenous  tissue  which 
are  intimately  associated  with  the  outlines  of  the  cells. 
In  other  foci  the  cells  show  more  variation  in  size 
and  shape  with  some  stellate  forms;  here  the  nuclei 
are  also  more  variable  with  some  of  large  size  but 
still  without  mitoses.  In  these  foci  the  cells  are  in  a 
looser  arrangement,  and  are  less  intimately  associated 
with  collagen  fibers.  Both  the  connective  tissue  fibers 
and  the  cells  tend  to  grow  in  an  interlacing,  often 
whorled  pattern  but  without  definite  structural  for- 
mation. At  the  periphery  of  the  mass  some  of  the 
cells  with  their  collagenous  fibers  extend  as  an  infil- 
tration into  the  adjacent  striated  muscle.  The  stroma 
shows  moderate  vascularity. 

The  problem  in  this  case  is  largely  a matter  of 
nomenclature.  The  spindle  shaped  cells  are  forming 
collagen  and  are  therefore  fibroblasts.  This,  then,  is 
a lesion  composed  of  proliferating  fibroblasts  or 
fibrocytes,  which  is  infiltrating  or  invading  adjacent 
striated  muscle. 

I know  of  no  certain  way  to  determine  whether 
or  not  this  lesion  is  even  a true  tumor.  Dr.  Stout19 
makes  a particular  point  of  the  difficulties  of  deter- 
mining if  there  is  such  a thing  as  a benign  tumor 
composed  of  fibroblasts. 

About  the  only  thing  of  which  we  can  be  certain 
here  is  that  this  is  a mass  of  proliferating  fibroblasts. 
The  name  for  such  a lesion  is  always  a difficult 
problem  for  the  pathologist.  It  is  my  feeling  that  a 
lesion  such  as  this  should  best  be  given  a descriptive 
diagnosis,  such  as  low-grade  proliferation  of  fibrous 
tissue.  We  know,  however,  that  in  the  practice  of 
pathology  such  a diagnosis  is  not  readily  acceptable 
to  cur  clinical  colleagues.  They  want  us  to  put  a 


Fig.  17.  Case  1 1.  "Desmoid  tumor."  Proliferating  spin- 
dle-shaped fibroblasts  growing  in  an  interlacing,  often 
whorled  pattern. 


name  to  the  process  and  to  tell  them  whether  it  is 
a benign  or  malignant  tumor. 

To  call  this  an  unqualified  fibrosarcoma  is  some- 
what of  an  overdiagnosis  in  spite  of  the  fact  that 
the  tumor  is  extending  into  adjacent  muscle.  A few 
years  ago,  Musgrove  and  McDonald  wrote  an  inter- 
esting paper13  on  extra-abdominal  desmoid  tumors, 
and  if  one  must  apply  a specific  name  to  this  lesion 
I think  desmoid  tumor  is  as  reasonable  as  any,  for 
several  reasons.  First,  the  tumor  has  occurred  in  a 
female  following  pregnancy;  this  is  a common  history 
in  desmoid  tumors.  Second,  the  tumor  has  striated 
muscle  fibers  included  within  it,  again  a common 
finding  in  desmoid  tumors.  The  low-grade  nature 
of  the  fibrous  proliferation  is  also  consistent  with 
this  diagnosis. 

My  diagnosis  on  the  lesion,  then,  is  "desmoid” 
tumor. 

Submitted  diagnoses. — desmoid  tumor,  13;  fibro- 
sarcoma, 7;  leiomyosarcoma,  4;  rhabdomyosarcoma, 
1;  fibroma  (neuro-  1;  fibromyxoma,  1),  7;  neurilem- 
moma, 2;  fibromatosis,  storiform,  1;  fibromatosis, 
nodular,  1;  "milk-line”  fibroadenoma,  1;  hemangio- 
endothelioma, 1;  malignant  giant  cell  tumor,  1. 

Dr.  Meissner:  There  is  no  more  difficult  field 
for  pathologic  nomenclature  than  that  of  fibrous 
tissue  proliferations  of  this  general  type.  We,  as 
pathologists,  all  know  how  difficult  it  may  be  to 
distinguish,  for  example,  between  scar  tissue  and  a 
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keloid,  or  even  between  scar  tissue  and  low-grade 
fibrosarcoma.  Unfortunately,  in  many  instances,  the 
only  way  the  diagnosis  can  truly  be  determined  is  by 
following  the  clinical  course  and  noting  whether  or 
not  recurrences  cr  metastases  occur. 

It  is  quite  possible  that  this  lesion  represents  a 
very  low-grade  fibrosarcoma.  I do  not  think  so,  but 
on  the  other  hand,  I have  seen  metastasizing  fibro- 
sarcomas which  were  at  least  focally  as  well  differ- 
entiated as  this  lesion. 

Musgrove  and  McDonald  in  their  paper  made  a 
particular  point  of  attempting  to  distinguish  between 
extra-abdominal  desmoid  tumors  and  true  fibrosar- 
comas. They  found,  as  might  be  expected,  that  many 
fibrosarcomas  could  be  easily  distinguished  from  des- 
moid tumors  by  the  presence  of  numerous  mitoses, 
tumor  giant  cells,  considerable  pleomorphism  of 
cells,  and  a high  degree  of  cellularity.  They  were 
careful  to  point  out,  however,  that  the  differential 
diagnosis  between  a fairly  cellular,  benign,  fibrogenic 
lesion  and  a low-grade  fibrosarcoma  is  one  of  the 
most  difficult  decisions  a pathologist  must  make.  The 
only  way  the  pathologist  can  be  sure,  and  not  100  per 
cent  at  that,  is  to  determine  the  final  outcome  in 
each  individual  case. 

It  always  has  seemed  unfortunate  to  me  that  our 
nomenclature  of  tumors  must  emphasize  the  distinc- 
tion between  benign  and  malignant.  It  is  true,  of 
course,  that  such  a distinction  often  can  be  made 
quite  readily;  but  in  tissues  which  are  as  uncompli- 
cated as  connective  tissue,  criteria  for  distinguishing 
not  only  between  benign  and  malignant  tumors,  but 
also  between  simple  reactive  proliferation  and  tumor 
are  often  lacking. 

Dr.  Severance:  This  patient  was  last  seen  by  the 
family  doctor  about  the  middle  of  August  of  this 
year  (1958).  In  the  interval  since  1952,  when  this 
lesion  was  removed,  the  patient  has  had  one  more 
successful  pregnancy.  There  have  been  no  additional 
lumps  or  bumps  of  this  type,  and  the  area  from 
which  this  was  removed  is  still  free  of  any  recurrence 
of  anything  that  can  be  felt  clinically. 

Dr.  Smith,  Lakeland:  Did  you  think  that  histo- 
logically they  got  around  the  tumor? 

Dr.  Severance:  That’s  always  a good  question.  I 
think  they  had  a small  amount  of  fat  around  the 
tumor. 

Dr.  A.  M.  Richmond,  San  Antonio:  Dr.  Meissner, 
has  it  been  your  observation  that  this  type  of  tumor 
in  the  neck  region  is  apt  to  look  much  more  malig- 
nant than  it  will  eventually  act? 

Dr.  Meissner:  I don't  know  about  the  tumor  in 
the  neck  region  specifically  as  looking  more  malig- 
nant; I think  all  of  these  lesions  tend  to  look  more 
malignant  than  they  act.  They  rarely  metastasize  al- 
though it  is  true  that  they  may  recur  locally,  and  they 


may  recur  to  such  a degree  that  one  might  think  of 
them  as  being  locally  malignant. 

Dr.  J.  J.  Andujar,  Fort  Worth:  This  is,  as  Dr. 
Meissner  says,  an  exercise  in  semantics  rather  than 
pathology,  so  I would  like  to  ask  Drs.  Severance  and 
Meissner  why  they  use  the  word  extra-abdominal 
desmoid  tumor.  There  is  ample  precedent  for  stating 
that  desmoid  can  occur  in  numerous  other  areas, 
including  the  neck,  so  why  tack  on  extra-abdominal? 

Dr.  Meissner:  I don’t  think  one  needs  it.  Actu- 
ally, the  definition  of  desmoid  tumor  is  a fibrous 
tumor,  or  fibrous  proliferation,  not  necessarily  a 
tumor;  and  the  dictionary  definition  of  a desmoid 
tumor  does  not  specify  that  it  must  be  in  the  ab- 
dominal wall. 

Dr.  Severance:  Don’t  you  imagine  that  the  first 
attention  called  to  these  tumors  was  to  those  hap- 
pening to  be  in  the  abdominal  region  following  preg- 
nancy, and  that  is  the  reason  everybody  talks  about 
extra-abdominal  when  they  occur  elsewhere? 

Dr.  C.  P.  Schwinn,  Houston:  We  had  a fair 
number  of  these  that  fit  the  classification  that  Mc- 
Donald set  out,  and  we  have  seen  them  at  the  M.  D. 
Anderson  Hospital  and  Tumor  Institute  sometimes 
in  their  second,  third,  or  fourth  recurrence.  We  have 
found  that  none  of  them  have  ever  metastasized,  but 
that  they  frequently  will  grow  along  fascial  sheaths, 
nerves,  and  so  on,  so  that  in  a few  cases  amputation 
has  been  necessary. 


Case  12  (Malignant'  Giant  Cell  Tumor) 

Diagnosis. — Malignant  giant  cell  tumor  of  soft  tissue. 

Contributors. — Drs.  D.  A.  Todd,  A.  M.  Richmond,  and 
Sylvia  Johns,  Nix  Hospital  Clinical  Laboratory,  San  An- 
tonio. 

History. — This  58  year  old  colored  female  first  noticed 
a "swelling”  in  the  left  antecubital  fossa  early  in  1956, 
which  was  said  to  have  grown  rapidly.  The  mass  was  re- 
moved but  apparently  no  tissue  studies  were  done.  The 
growth  rapidly  recurred,  and  in  May,  1956,  several  cir- 
cumscribed, lobular,  solid,  yellowish  brown  tissue  masses 
were  removed,  the  largest  13  by  25  mm.  in  size.  In  July, 
1956,  the  patient  was  referred  to  a hospital  because  of  pain 
in  the  right  elbow;  at  this  time  the  antecubital  fossa  was 
explored,  and  a nodule  was  "removed  from  the  ulnar 
nerve.”  The  tissue  for  examination  now  is  that  which  was 
removed  in  May,  1956.  Past  history  indicated  a "stroke” 
in  1953,  positive  serology,  and  moderate  hypertension. 

Dr.  Meissner:  From  the  history  on  this  case  we 
find  that  the  tissue  represents  a rapidly  recurring 
growth  removed  from  the  region  of  the  elbow.  We 
are  not  told  whether  the  original  growth  involved 
bone  or  not,  but  we  are  sure  that  the  recurrence  was 
removed  from  soft  tissue. 

Microscopically  the  tissue  is  composed  primarily 
of  various  sized  masses  of  uniform-type  structure 
embedded  in  fibrous  tissue  and  muscle.  These  masses 
are  composed  of  spindle,  ovoid,  and  round  cells  which 
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separate  and  surround  giant  cells.  The  giant  cells 
often  contain  many  nuclei  and  tend  to  be  more  num- 
erous near  blood  vessels.  Some,  in  fact,  seem  to  be 
lying  within  vascular  spaces.  While  the  cytoplasm  of 
the  giant  cells  shows  an  occasional  vacuole,  these 
are  not  numerous  and  no  foreign  material  is  found. 
The  smaller  cells  with  single  nuclei  nevertheless  have 
nuclei  similar  to  that  seen  in  the  giant  cells.  An  oc- 
casional one  of  the  smaller  cells  shows  a mitosis. 
About  the  periphery  of  the  masses  of  cells,  there 
is  some  fibrous  tissue  and  muscle  which  is  intimately 
intermingled  with  the  cells  just  described.  In  the  ad- 
jacent fibrous  tissue  there  are  small  nests  of  identical 
cells  present.  The  stroma  shows  focal  deposition  of 
hemosiderin  pigment;  there  is  no  new  bone  or  carti- 
lage formation. 

This  is  a lesion  composed  predominantly  of  giant 
cells,  and  my  first  decision  is  to  call  this  a giant 
cell  tumor.  To  me  it  appears  quite  comparable  to 
the  giant  cell  tumor  of  bone.  It  has  less  resemblance, 
because  of  its  lack  of  xanthomatous  stromal  change, 
to  giant  cell  tumors  arising  in  tendon  sheath.  I think, 
however,  that  is  also  a possibility. 

The  next  decision  pertains  to  whether  or  not  the 
tumor  is  malignant  or  benign.  Certainly  from  the 
morphology  alone  one  does  not  get  the  impression 
of  a malignant  tumor.  The  lesion  is  actively  pro- 
liferating, however,  and  there  are  numerous  foci  of 
tumor  cells  growing  in  connective  tissue,  which  is 


Fig.  18.  Case  12.  Malignant  giant  cell  tumor.  Sheets 
of  round,  ovoid  and  spindle  cells  surround  and  separate 
numerous  multinucleated  giant  cells. 


something  that  a benign  giant  cell  tumor  is  not  sup- 
posed to  do.  Also,  from  the  history  we  know  that 
this  lesion  has  recurred  promptly  and  is  involving 
such  important  structures  as  the  ulnar  nerve. 

I believe,  therefore,  that  we  must  consider  this  at 
least  a locally  malignant  tumor  of  giant  cells  which 
may  even  have  the  capability  of  metastasis.  My  diag- 
nosis, therefore,  is  malignant  giant  cell  tumor  of  soft 
tissue. 

Submitted  Diagnoses. — giant  cell  tumor,  recurrent, 
15;  angiosarcoma,  3;  synovial  sarcoma,  3;  liposar- 
coma,  1;  rhabdomyosarcoma,  1;  hemangioendotheli- 
oma, 6;  hemangioma  (with  giant  cell  reaction,  2),  3; 
neurofibroma,  2;  myxofibroma,  1;  pigmented  villo- 
nodular  synovitis,  2;  malignant  ganglioneuroma,  1; 
malignant  tumor,  2. 

Dr.  Meissner:  Giant  cell  tumor,  recurrent,  does 
not  indicate  whether  it  was  thought  to  be  benign  or 
malignant,  but  that  is  a good  point  we  can  discuss 
in  a moment. 

There  are  actually  three  decisions  to  be  made  in 
discussing  this  case.  First,  is  this  lesion  a tumor,  or 
is  it  merely  reaction?  We  know  of  no  history  of 
trauma,  but  it  is  true  that  the  previous  surgery  may 
have  stimulated  or  disseminated  the  process  so  that 
it  now  seems  more  like  tumor.  This  decision  is 
further  complicated  by  the  fact  that  there  is  no  uni- 
versal opinion  as  to  whether  giant  cell  lesions  are 
pure  neoplasms  anyway.  There  are  those  who  feel 
that  some  of  them  at  least  represent  merely  reactions 
to  injury,  or  that  the  giant  cells  are  accompaniments 
of  other  basic  nontumorous  or  tumorous  processes. 

The  second  decision  deals  with  site  of  origin  of 
a lesion  such  as  this.  I believe  this  tumor  is  quite 
comparable  to  many  of  the  giant  cell  tumors  arising 
in  tendon  sheath.  These  latter  tumors,  however,  al- 
most always  occur  in  the  hands  or  feet;  this  would 
be  an  unusual  site.  Furthermore,  there  are  not  the 
extensive  xanthomatous  changes  that  one  frequently 
finds  in  such  lesions.  Recurrences  of  giant  cell  tumors 
of  tendon  sheath  are  uncommon  but  do  happen.  I 
believe  that  a lesion  such  as  this  might  arise  from 
other  soft  tissue,  perhaps  synovia,  muscle,  and  blood 
' vessels.  I have  seen  several  cases  where  there  have 
been  such  accumulations  of  giant  cells  associated  with 
thyroid  carcinoma,  but  not  apparently  an  inherent 
part  of  the  carcinoma.  Rather15  believes  that  giant 
cells  of  this  type,  which  are  variously  called  osteo- 
clasts, foreign  body  giant  cells,  and  so  forth,  may 
arise  from  the  endothelial  lining  of  vessels. 

The  third  consideration  regards  the  question  of 
benign  versus  malignant  tumor.  Here  again  the  deci- 
sion is  a difficult  one — recurrence  of  benign  giant 
cell  mmor  is  uncommon  if  it  has  been  completely 
excised.  In  favor  of  a malignant  process  in  this  case 
is  the  history  of  rapid  growth,  rapid  recurrence,  and 
involvement  of  such  important  structures  as  the  ul- 
nar nerve.  The  dissemination  of  the  lesion  through- 
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out  the  fibrous  stroma  is  suggestive  to  me  of  malig- 
nant nature.  Mitoses  are  fairly  numerous  in  this  case, 
as  they  are  in  malignant  variants  of  giant  cell  tumor; 
but,  again,  they  may  be  seen  in  benign  tumors  as 
well,  and  this  certainly  is  not  a definitive  criterion. 
The  decision  as  to  whether  a giant  cell  tumor  is 
benign  or  malignant  is  extremely  difficult,  and  only 
the  clinical  course  can  give  the  true  answer. 

This  particular  tumor,  I believe,  has  the  potentials 
of  a malignant  one.  I have  seen  cases  of  giant  cell 
tumor  which  have  metastasized  which  have  looked 
no  worse  than  this. 

Dr.  Leo  Lowbeer,  Tulsa:  Couldn’t  we  seriously 
consider  that  this  is  a tumor  or  tumorlike  hyperplasia 
of  synovial  cells,  and  not  from  a joint,  and  not  from 
tendon  sheath,  but  from  the  antecubital  fossa?  .Syn- 
ovial cells  are  notorious  for  acting  as  macrophages, 
storing  lipid  or  hemosiderin,  or  fusing  to  form  giant 
cells.  Some  of  the  lesions  in  the  joints,  like  villonodu- 
lar  synovitis,  behave  and  look  like  tumors  and  are 
not,  so  perhaps  this  is  a tumor  originating  from  the 
antecubital  fossa. 

Dr.  Meissner:  I think  it  is  possible  that  this 
may  have  arisen  from  synovia.  I would  place  that 
among  the  first  of  the  possibilities  as  the  site  of 
origin. 

Dr.  Richmond:  The  surgeon  in  this  case  said 
that  the  bone  was  not  involved  at  any  time  so  far 
as  the  x-rays  were  concerned.  She  was  operated  upon 
the  last  time  in  July  of  1956,  and  in  December  of 
1957,  she  was  apparently  free  of  disease. 

Case  13  (Undifferentiated  Sarcoma) 

Diagnosis. — Undifferentiated  sarcoma,  probably  rhabdo- 
myosarcoma. 

Contributor. — Dr.  J.  M.  Moore,  Santa  Rosa  Hospital,  San 
Antonio. 

History. — A small,  painless  mass  was  noted  in  the  calf 
of  the  leg  of  a 1 Vi  year  old  male.  At  this  time  it  was  the 
opinion  of  the  family  physician  that  it  was  a cyst,  and  he 
advised  awaiting  further  developments.  The  mass  gradually 
grew  for  1 Vi  years  and  was  then  excised  locally.  The  tumor 
measured  8 by  5 cm.  and  was  somewhat  irregular,  lobulated, 
and  fairly  well  circumscribed.  Upon  sectioning  it  was  found 
to  be  practically  solid  in  consistency,  with  a homogeneous 
appearance.  There  were  also  inguinal  nodes  revealing  tumor 
metastasis.  The  tumor  was  thought  to  be  embedded  in 
muscle  and  not  attached  to  bone.  Cobalt  60  radiation  is 
being  given  at  this  time. 

Dr.  Meissner:  This  tumor  was  removed  from  a 
young  child,  and  at  the  time  of  removal  there  al- 
ready were  metastases.  It  apparently  arose  in  muscle. 

I think  we  can  all  agree  that  this  is  a malignant 
tumor,  both  from  the  proof  provided  from  lymph 
node  metastasis  and  by  the  extensive  invasion  of 
adjacent  structures  and  blood  vessels.  Furthermore, 


Fig.  19.  Case  13.  Undifferentiated  sarcoma,  probably 
rhabdomyosarcoma.  In  many  foci  the  tumor  cells  show 
a tendency  to  grow  in  clusters. 


the  tumor  does  not  structurally  suggest  the  possibility 
of  either  a lymphoma  or  a carcinoma,  so  the  problem, 
then,  is  to  give  this  sarcoma  a name. 

To  classify  sarcoma  one  can  utilize  characteristic 
structural  arrangements,  the  formation  of  recogniz- 
able material  by  the  tumor  cells,  and  the  appearance 
of  the  tumor  cells. 

One  of  the  striking  features  of  this  case  is  the 
tendency  of  the  tumor  cells,  in  many  foci,  to  grow 
in  clusters.  This  alveolar  arrangement  suggests  the 
diagnosis  of  alveolar  soft  part  sarcoma,  which  is  also 
sometimes  called  malignant  granular  cell  myoblas- 
toma and  nonchromaffin  paraganglioma.  This  diag- 
nosis is  perhaps  an  acceptable  one  since  this  is  a sar- 
coma of  soft  parts  and  it  is  partly  growing  in  alveolar 
arrangement.  These  tumors  characteristically  have 
larger  cells,  however,  often  with  granular  cytoplasm, 
and  they  contain  few  or  no  mitoses.  These  character- 
istics are  not  present  in  our  tumor. 

In  other  foci  of  the  tumor  the  cells  are  intimately 
associated  with  collagen,  strongly  suggesting  that  the 
collagen  is  being  formed  by  tumor  cells.  This  tumor, 
therefore,  might  be  considered  a variant  of  fibrosar- 
coma. 

In  still  other  foci,  some  of  the  tumor  cells  are 
vacuolated,  and  although  no  material  is  available  for 
a fat  stain,  the  vacuoles  could  be  fat  and  the  diag- 
nosis of  liposarcoma  is,  therefore,  a possible  one. 

In  still  other  foci,  there  are  tumor  cells  which  have 
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a deeply  acidophilic  cytoplasm  and  in  these  foci  there 
are,  at  times,  elongated  cells  strongly  suggesting  stri- 
ated muscle  cells.  I looked  for  a long  time  for  cross 
striations  but  was  unable  to  find  any. 

This,  then,  is  a tumor  with  a variable  pattern  and 
perhaps  a variable  cell  type,  and  I suppose  that  the 
best  term  is  a noncommittal  one  such  as  undiffer- 
entiated sarcoma.  I should  like  very  much  to  call 
this  a rhabdomyosarcoma,  but  in  the  absence  of  cross 
striations,  I do  not  feel  quite  justified  in  doing  so. 

Submitted  Diagnoses. — rhabdomyosarcoma,  7 ; rhab- 
domyosarcoma, embryonal  type,  10;  soft  part  alveolar 
sarcoma,  3;  synovial  sarcoma,  4;  myxosarcoma,  1; 
reticulum  cell  sarcoma,  1;  angiosarcoma,  1;  lipo- 
sarcoma,  1;  sarcoma  (type?),  2;  hemangioendotheli- 
oma, 3;  leiomyoma,  1;  fibroma,  1;  neurilemoma,  1; 
hemangio-pericytoma,  1;  carcinoma  of  sebaceous 
glands,  1. 

Dr.  Meissner:  Obviously  there  is  a wide  variance 
of  opinion  as  to  the  proper  name  for  a sarcoma  such 
as  this. 

The  possibility  of  rhabdomyosarcoma  is  still  in- 
triguing. Dr.  Horne7  has  described  an  alveolar  ar- 
rangement in  some  rhabdomyosarcomas  and  perhaps 
the  alveolar  arrangement  in  this  case  can  be  ex- 
plained by  this  diagnosis.  Primitive  striated  muscle 
tumors  may  have  a varied  appearance  and  at  times 
may  even  resemble  lymphomas.  The  necessity  for 
careful  search  for  typical  striations  must  be  empha- 
sized. 


Fig.  20.  Case  14.  Low-grade  carcinoma  of  laryngeal 
glands.  Large  epithelial  cells  form  alveolar  structures. 


The  metastasis  to  lymph  nodes,  by  a sarcoma,  is 
unusual  in  adult  sarcomas,  but  is  more  common  in 
sarcomas  of  children.  In  23  cases  of  rhabdomyosar- 
coma which  Horne  was  able  to  follow  adequately,  15 
showed  metastases  to  lungs,  but  13  showed  metastases 
to  lymph  nodes. 

Dr.  George  Mani,  San  Antonio:  Did  you  at  any 
time  consider  calling  a tumor  a mesenchymoma? 

Dr.  Meissner:  Yes,  I think  that  could  be  my  best 
diagnosis,  a malignant  mesenchymoma,  if  I didn’t 
find  any  cross  striations.  If  I had  to  call  it  a specific 
type,  I would  call  it  a rhabdomyosarcoma. 

Dr.  Mani:  How  many  components  are  needed 
before  calling  a tumor  a mesenchymoma? 

Dr.  Meissner:  Dr.  Stout  is  the  one  who  invented 
this  word,  and  I don’t  know — maybe  someone  else 
here  does — exactly  what  his  necessary  number  is;  I 
suppose  that  three  or  more  components  should  be 
present. 

Dr.  Severance:  I would  have  said  he  considered 
two  or  more,  but  he  doesn’t  include  the  fibrous  tissue 
element. 


Case  14  (Low-Grade  Carcinoma 
of  Laryngeal  Glands) 

Diagnosis. — Low-grade  carcinoma  of  laryngeal  glands. 

Contributor. — Capt.  F.  W.  Kiel,  M.C.,  Brooke  Army  Hos- 
pital, Fort  Sam  Houston. 

History. — A 68  year  old  white  male  with  a history  of  a 
squamous  cell  carcinoma  of  the  floor  of  the  mouth  treated 
surgically  4 V)  years  previously  complained  of  dysphagia  of 
2 months'  duration.  There  was  no  voice  change  nor  diffi- 
culty with  respiration.  A pedunculated  lesion  with  a very 
thin  one-half  inch  stalk,  attached  in  the  region  beneath  the 
outer  arytenoid,  was  removed.  The  tumor  was  bluish,  firm, 
and  somewhat  nodular,  measuring  generally  1.6  cm.  The 
cut  surface  was  dark  red. 

Dr.  Meissner:  This  patient  had  a history  of  pre- 
vious removal  of  a squamous  cell  carcinoma,  grade 
one,  from  the  floor  of  the  mouth.  The  lesion  pre- 
sented for  the  seminar  was  pedunculated  and  attached 
to  the  left  false  vocal  cord  and  arytenoid.  I do  not 
believe  there  is  a relationship  between  the  squamous 
cell  carcinoma  of  the  floor  of  the  mouth  and  the 
lesion  we  have  here. 

The  lesion  is  composed  of  more  or  less  circum- 
scribed clusters  of  cells  which  underlie  stratified 
squamous  epithelium.  The  typical  cell  type  is  tall, 
cuboidal,  contains  a large  nucleus,  and  appears  seated 
on  a basement  membrane.  The  opposite  side  of  the 
cell  is  directed  toward  a lumen  space.  The  cell 
nucleus  is  large.  Mitoses  occasionally  are  found.  The 
cytoplasm  of  the  cell  is  pale  or  slightly  acidophilic. 
There  are  not  granules  or  droplets. 

There  are  numerous  variations  from  the  typical 
cell  apparently  due  to  cell  distortion  or  to  cell  de- 
generation. At  times  the  cells  are  rounded  and  at 
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other  times  greatly  elongated,  but  all  of  these  seem 
to  be  merely  variants  of  the  basic  cell  component. 
For  the  most  part  the  cells  tend  to  form  an  alveolar 
structure,  but  at  times  they  are  in  more  solid  masses. 
There  is  no  definite  keratin  formation,  no  inter- 
cellular bridges  that  I could  find,  and  no  formation 
of  mucus. 

The  cells,  where  they  are  adjacent  to  the  stratified 
squamous  epithelium,  show  a minimal  invasion.  The 
cells  also  are  invading  stroma,  and  there  are  numer- 
ous clusters  in  and  lining  vascular  spaces. 

The  stroma  for  the  most  part  is  scanty  but  highly 
vascular.  In  a few  areas  it  has  a hyaline  appearance, 
but  there  is  no  formation  of  cartilage.  At  one  point 
near  the  periphery  of  the  tumor  are  several  normal- 
appearing ducts,  and  the  appearance  suggests  that 
these  are  leading  from  the  epithelial  surface  into  the 
tumor. 

The  differential  diagnosis  in  this  case  includes 
many  possibilities,  such  as  metastatic  carcinoma,  ma- 
lignant melanoma,  hemangioendothelioma,  and  so 
forth.  Rather  than  discuss  all  of  these,  I should  like 
to  point  out  the  features  in  this  lesion  which  have 
led  me  to  my  diagnosis.  In  the  first  place,  these  cells 
look  to  me  as  though  they  are  epithelial.  The  tall, 
cuboidal  nature  and  the  tendency  to  grow  in  clusters 
with  some  alveolar  arrangement  are  characteristics 
of  an  epithelial  neoplasm.  Secondly,  the  tumor  cells 
are  invading  stroma,  blood  vessels,  and  overlying 
squamous  epithelium;  therefore,  this  is  a malignant 
epithelial  neoplasm. 

The  site  or  origin  of  these  cells  is  an  interesting 
subject  for  conjecture.  The  stroma  is  not  very  typical 
of  mixed  tumor  of  salivary  gland,  and  yet  there  is 
a suggestion  here  and  there  of  the  dense  hyaline  ma- 
terial that  often  is  seen.  The  presence  of  several  duct 
structures  which  seem  to  lead  into  the  tumor  suggests 
further  that  this  is  a tumor  arising  from  accessory 
mucous  or  serous  glands  of  the  larynx.  The  acido- 
philia  of  some  of  the  tumor  cells  resembles  some- 
what that  of  the  so-called  oncocytes  seen  in  some 
salivary  gland  lesions.  The  absence  of  convincing 
keratinization  and  of  mucus  is  disappointing,  but 
nevertheless,  both  of  these  may  be  absent  in  saliv- 
ary gland  tumors.  From  several  points  of  evidence, 
then,  none  of  which  is  in  itself  conclusive,  I 
believe  this  tumor  is  a low  grade  carcinoma  arising 
from  laryngeal  glands.  I think  it  also  may  be  con- 
sidered a carcinoma  of  accessory  salivary  gland  tissue. 

Submitted  Diagnoses. — squamous  cell  carcinoma, 
13;  metastatic  squamous  cell  carcinoma,  8;  adeno- 
carcinoma, 2;  malignant  melanoma,  4;  hemangioendo- 
thelioma, 4;  adenoma,  mixed  tumor  type,  3;  salivary 
gland  adenoma,  2;  adenoma,  1;  glomangioma,  1; 
hemangiopericytoma,  1;  paraganglioma,  1. 

Dr.  Meissner:  The  people  who  called  this  a squa- 


Fig.  21.  Case  14.  There  is  invasion  of  the  overlying 
squamous  epithelium. 


mous  cell  carcinoma  apparently  are  in  the  majority. 
I just  could  not  convince  myself  that  any  of  the  pink 
material  I saw  was  keratin.  If  I had  found  keratin, 
however,  I would  just  include  the  tumor  in  the  group 
of  salivary  gland  neoplasms  where  there  is  an  epi- 
dermoid component  as  well  as  the  glandular  com- 
ponent. 

Malignant  melanoma  is  always  a possibility  in  a 
tumor  that  is  as  difficult  to  classify  as  this,  and  the 
same  is  true  of  hemangioendothelioma.  I must  con- 
fess that  I have  never  seen  any  tumor  exactly  like 
this  one  before.  As  one  studies  a series  of  salivary 
gland  tumors,  however,  he  is  impressed  by  the  great 
diversity  in  possible  morphology.  This  is  true  not 
only  in  the  mixed  tumor  group,  but  also  in  other 
forms  of  salivary  gland  tumors,  both  benign  and 
malignant. 

Dr.  R.  P.  Bernstein,  El  Paso:  There  is  one  point 
I definitely  noticed  about  this  tumor,  and  that  is  that 
while  the  ceils  look  very  much  like  epithelial  cells, 
they  seem  to  be  oriented  in  a most  peculiar  way 
toward  blood  vessels. 

Dr.  Meissner:  The  relationship  to  the  blood 
vessels  bothered  me  quite  a bit,  but  I could  not  think 
of  any  vascular  cells  that  could  look  so  epithelial. 

Dr,  Severance:  In  the  Atlas  of  Otolaryngic  Path- 
ology by  Ash  and  Raum,  mention  is  made  of  tumors 
which  look  like  adenomas  of  the  bronchus  but  are 
found  in  the  larynx.  Maybe  one  does  not  have  to  be 
too  dogmatic  and  say  whether  it  is  benign  or  malig- 
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nant,  because  adenomas  of  the  bronchus  often  behave 
as  malignant  tumors,  even  though  they  do  not  look 
as  if  they  were. 

Dr.  Meissner:  I have  never  seen  a bronchial  ad- 
enoma that  looked  quite  like  this,  but  I would  not 
be  surprised  if  this  is  not  a first  cousin  to  bronchial 
adenoma. 

Dr.  Kiel:  After  IV2  years  this  man  has  no  symp- 
toms, and  examination  shows  a small  .3  cm.  papule 
in  the  operative  site  which  was  considered  too  small 
to  biopsy.  The  clinical  impression  was  possible  mini- 
mal recurrence. 


Case  15  (Mixed  Carcinoma  of  Pancreas) 

Diagnosis. — Mixed  carcinoma  of  pancreas. 

Contributor. — Dr.  D.  L.  Galindo,  Robert  B.  Green  Me- 
morial Hospital,  San  Antonio. 

History. — This  22  year  old  Latin-American  female  with 
the  chief  complaint  of  epigastric  discomfort,  including 
some  nausea,  vomiting,  and  abdominal  pain,  had  a chole- 
cystectomy on  August  29,  1957.  At  that  time  a cystic  mass 
was  demonstrated  in  the  head  of  the  pancreas.  Roentgeno- 
grams revealed  a partial  distortion  of  the  second  part  of 
the  duodenum  and  the  region  between  the  duodenal  bulb 
and  the  ampulla  of  Vater  also  was  represented  by  a nar- 
rowed column  of  barium  in  which  the  mucosal  pattern  was 
edematous.  On  November  14,  1957,  the  tumor  of  the  head 
of  the  pancreas  was  resected.  At  the  time  of  operation  no 
obstruction  of  the  pancreatic  or  common  bile  duct  system 
was  demonstrated. 

• 

Dr.  Meissner:  The  tumor  removed  from  the  head 
of  the  pancreas  is  said  to  be  cystic.  This  is  not  ap- 
parent from  the  microscopic  section,  but  it  is  appar- 
ent that  the  growth  is  an  epithelial  one  and  that  it 
is  in  part  papillary.  The  papillary  arrangement  of 
the  cells  is  not  the  same  as  the  serpentine  arrange- 
ment that  one  sees  in  many  islet  cell  tumors.  In  some 
foci  the  cells  are  growing  in  rather  solid  masses.  The 
individual  cells  are  sometimes  cuboidal,  or  even 
columnar,  and  other  times  rounded  and  with  indis- 
tinct cytoplasmic  outlines.  Some  of  the  cells  suggest 
a fine  vacuolization  but  mucous  stains  are  negative. 
In  one  portion  of  the  tumor  there  is  a field  showing 
a duct-like  structure  adjacent  to  cells  which  are  high- 
ly suggestive  of  islet  cells.  The  stroma  in  many  parts 
of  the  tumor  shows  small  foci  of  hyalinization  which 
is  something  commonly  seen  in  functioning  islet  cell 
tumors.  There  is  also  obvious  stromal  invasion,  so 
the  tumor  is  definitely  malignant. 

This  is  a malignant  epithelial  tumor  with  elements 
suggesting  duct  and  islet  cells  and  perhaps  also  some 
suggesting  acinar  cells,  although  there  are  no  gran- 
ules in  the  cytoplasm  and  there  is  not  the  usual  ne- 
crosis that  one  finds  in  the  typical  acinar-cell  carci- 
noma of  the  pancreas.  I believe  that  this  is  a carci- 
noma of  the  pancreas  which  is  low  grade  and  papil- 
lary and  which  is  composed  of  several  elements  of 


the  pancreas,  mostly  primitive  and  poorly  developed 
— a mixed  carcinoma. 

Submitted  Diagnoses. — islet  cell  adenoma,  22;  pa- 
pillary cystadenoma,  8;  papillary  adenocarcinoma,  4; 
ductal  cell  carcinoma,  1;  adenocarcinoma,  2;  glomus 
tumor,  2;  hemangiopericytoma,  1. 

A few  years  ago,  Sommers  and  I18  reviewed  142 
autopsy  cases  of  pancreatic  carcinoma.  We  were  sur- 
prised not  only  by  the  diversity  of  types,  but  also  by 
the  range  of  unusual  growth  patterns.  A mixture  of 
islet  cells  with  acinar  or  duct  cells  is  much  more 
common  in  pancreatic  carcinoma  than  is  usually 
appreciated.  It  also  seems  that  we  may  overlook  many 
nonfunctioning  islet  cell  tumors  because  of  their 
intermingling  with  other  epithelial  elements  of  the 
pancreas.  Included  among  the  unusual  pancreatic  tu- 
mors that  we  found  were  adenocanthoma,  ciliated 
carcinoma,  papillary  carcinoma,  and  carcinoma  re- 
sembling sarcoma. 

The  presence  of  hyalin  in  the  stroma  of  an  islet 
cell  tumor  is  of  considerable  interest  because  this 
seems  to  be  present  only  in  the  functioning  islet 
cell  tumors.  This  hyalin  appears  quite  similar  to  the 
hyalin  that  is  present  in  the  islets  of  many  diabetic 
patients.  There  is  a small  amount  of  hyalin  in  this 
tumor,  and  I think  it  is  possible  that  the  tumor  in 
part  represents  an  islet  cell  tumor  which  is  function- 
ing to  a low  degree. 

Dr.  Galindo:  This  patient  has  become  pregnant 


Fig.  22.  Case  15.  Mixed  carcinoma  of  pancreas.  Papil- 
lary area  with  a focus  of  stromal  hyalinization. 
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since  she  left  the  hospital  and  to  date,  after  1 year, 
has  not  had  any  more  symptoms. 

Dr.  Leo  Lowbeer,  Tulsa:  Have  you  ever  seen 
carcinoids  of  the  pancreas? 

Dr.  Meissner:  I have  never  seen  one  arising  in 
the  pancreas  itself.  I have,  however,  seen  one  in  the 
ampulla  of  Vater. 

Dr.  George  Mani,  San  Antonio:  Could  you  give 
us  an  idea  about  what  percentage  of  pure  islet  cell 
adenomas  or  carcinomas  are  nonfunctioning? 

Dr.  Meissner:  I think  the  majority  of  islet  cell 
tumors  are  nonfunctioning,  but  we  don’t  recognize 
them,  because  we  don’t  think  about  looking  for  islet 
cells  unless  the  tumor  is  functioning.  If  a surgeon 
takes  out  a carcinoma  of  the  pancreas,  we  don’t 
usually  think  of  the  possibility  of  there  being  islet 
cells  in  that  tumor  unless  it  was  a functioning  tumor 
clinically. 

Dr.  Mani:  I believe  there  are  some  fairly  specific 
stains  for  islet  cells.  Have  you  applied  any  histo- 
chemical  tests  to  these  tumors  to  see  if  those  are 
actually  islet  cells? 

Dr.  Meissner:  Yes,  but  stains  for  islet  cells  in 
tumors  are  still  not  completely  satisfactory.  Unless 
the  islet  cell  tumor  is  placed  in  fixative  very  soon 
after  removal,  it  is  difficult  to  do  definitive  islet  cell 
stains. 

Dr.  J.  H.  Childers,  Galveston:  Do  you  feel  that 
the  differential  staining  of  alpha  cells  offers  any 
practical  importance  as  far  as  correlative  studies  of 
hyperplasia  in  connection  with  ulceration  of  the  gas- 
trointestinal tract? 

Dr.  Meissner:  I haven’t  seen,  in  my  own  experi- 
ence, a convincing  case  of  ulceration  caused  by  a pro- 
liferation of  alpha  cells. 

Dr.  T.  R.  Sunbury,  Temple:  In  your  review  of 
pancreatic  tumors,  do  you  find  that  they  carry  the 
ductal  and  islet  components  as  metastases? 

Dr.  Meissner:  Yes,  these  tumors  do.  They  seem 
to  grow  with  the  same  potentials  in  the  metastases 
as  in  the  primary,  and  I think  once  in  a while  that 
may  give  one  a suggestion,  at  least,  as  to  a primary 
site  in  the  pancreas. 

Dr.  J.  J.  Andujar,  Fort  Worth:  Do  you  recog- 
nize the  term  "nesidioblastoma,”  and  if  so,  do  you 
use  it  to  indicate  the  nonfunctioning,  highly  ana- 
plastic islet  cell  tumor? 

Dr.  Meissner:  We  haven’t  used  that  term  for 
islet  cell  tumors.  We  just  call  them  islet  cell  tumors, 
benign,  malignant,  or  questionable. 

Dr.  J.  E.  Williams,  Abilene:  Isn’t  it  true  that 
often  these  adenomas  are  multiple  and  that  some- 
times they  may  occur  outside  of  the  pancreas? 

Dr.  Meissner:  Islet  cell  tumors — both  function- 
ing and  nonfunctioning — are  likely  to  be  multiple, 


so  that  if  only  one  is  removed,  there  may  well  be 
another  that  is  the  cause  of  the  persistent  hypo- 
glycemia. It  is  also  true  that  sometimes  the  islet  cell 
tumors  do  not  arise  from  within  the  pancreas.  We 
saw  a functioning  adenoma  recently  that  was  behind 
the  spleen,  entirely  separate  from  the  pancreas. 


Case  16  (Hodgkin's  Disease) 

Diagnosis. — Hodgkin’s  disease  with  miliary  tuberculosis. 

Contributor. — Dr.  Meissner. 

History. — A 58  year  old  salesman  was  first  admitted  at 
age  52  because  of  chronic  cough.  Thoracotomy  with  biopsy 
of  enlarged  mediastinal  lymph  nodes  showed  "lymphocy- 
toma.”  Postoperatively  he  received  x-irradiation  to  the  medi- 
astinum and  over  the  next  few  years  several  courses  of 
irradiation  to  the  neck  and  supraclavicular  fossae.  He  car- 
ried on  with  fairly  normal  activity  until  2 weeks  before 
final  admission,  at  which  time  he  deteriorated  rapidly  with 
a daily  fever  of  102  F.  to  104  F.  and  developed  icterus, 
meningismus,  and  a white  blood  count  of  2,200. 

Dr.  Meissner:  In  reviewing  this  case,  we  can 
start  with  the  original  biopsy  taken  from  the  medi- 
astinal node  which  shows  a diffuse  replacement  of 
architecture  by  small  cells  resembling  lymphocytes. 
The  diagnosis  on  this  was  lymphocytoma  or  small 
cell  type  of  lymphosarcoma.  It  is  interesting  that 
repeated  irradiation  treatment  produced  good  pallia- 
tion, and  the  patient  continued  to  carry  out  normal 


Fig.  23.  Case  16.  Hodgkin's  disease  with  miliary  tu- 
berculosis. The  lymphoid  architecture  has  been  replaced 
by  pleomorphic  cells  of  the  lymphoid  series  and  multi- 
nucleated  cells  of  the  Reed-Sternberg  type  are  present. 
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activities  until  shortly  before  his  death  when  he  ran 
a rapid  downhill  course. 

The  tissue  submitted  to  the  seminar  represents  a 
lymph  node  found  at  autopsy  and  is  typical  of  many 
of  the  lymph  nodes  from  various  parts  of  the  body. 
The  lymph  node  architecture  is  replaced  by  numer- 
ous foci  of  necrosis  and  a cellular  infiltration  of  pleo- 
morphic cells  of  the  lymphoid  series  plus  multi- 
nucleated  giant  cells  with  bean  shaped  nuclei.  Some 
of  the  latter  cells  are  typical  of  the  Reed-Sternberg 
type. 

There  were  other  interesting  autopsy  findings, 
but  before  we  talk  of  these  it  might  be  well  to  see 
the  tabulated  diagnoses,  inasmuch  as  the  lymph  node 
was  the  only  material  available  for  the  seminar. 

Submitted  Diagnoses. — Hodgkin’s  disease  (with 
radiation  change,  4)  14;  lymphoma  ( radiation  change, 
5;  necrosis,  1;  reticulum  cell,  1;  giant  follicular,  1) 
8;  radiation  necrosis,  7;  myeloid  metaplasia  (histo- 
plasmosis?, 1)  4;  leukemia  (aleukemic,  1;  myelo- 
genous, 1)  2;  necrotizing  granulomatosis,  2;  histo- 
plasmosis, 2;  polycythemia  vera,  1. 

Dr.  Meissner:  At  autopsy  there  was  malignant 
lymphoma  which  we  classified  as  Hodgkin’s  disease, 
moderately  widespread,  of  lymph  nodes  in  many 
parts  of  the  body,  but  also  involving  spleen,  bone 
marrow,  and  right  lung.  The  change  of  the  type  of 
lymphoma  from  a lymphocytoma  to  Hodgkin’s  dis- 
ease is  always  of  interest,  and  such  fluidity  in  histo- 
logic pattern  has  been  emphasized  by  Custer.1  It  is 
interesting  that  the  process  was  controlled  so  well  by 
x-ray  therapy  in  spite  of  the  fact  that  in  some  areas, 
at  least,  the  tumor  appears  as  a Hodgkin’s  sarcoma. 
So  perhaps  we  can  assume  a recent  change  to  a more 
malignant  process. 

The  Hodgkin’s  disease,  however,  was  not  the  pri- 
mary cause  of  death  in  this  patient.  There  was,  in 
addition,  a fibrocaseous  pulmonary  tuberculosis  of 
the  right  upper  lobe  with  miliary  tuberculosis  involv- 
ing both  lungs,  spleen,  liver,  adrenal,  kidneys,  blad- 
der, prostate,  seminal  vesicles,  lymph  nodes,  thyroid, 
parathyroid,  and  bone  marrow.  The  necrosis  found 
in  the  lymph  nodes  was  not  as  we  initially  had 
thought — due  to  Hodgkin’s  disease — but  was  due  to 
the  miliary  tuberculosis.  Acid-fast  organisms  were  so 
abundant  that  tissues  from  this  case  were  used  as 
controls.  The  miliary  tuberculosis,  of  course,  explains 
the  rapid  downhill  course  of  the  patient  during  the 
last  few  weeks  of  his  life,  but  the  diagnosis  was  not 
made  until  after  microscopic  study  of  the  autopsy 
tissues. 

The  association  of  lymphoma,  particularly  Hodg- 
kin’s disease,  and  tuberculosis  has  been  noted  many 
times  but  was  perhaps  appreciated  better  by  some  of 
the  older  pathologists  than  it  is  today.  Ewing3  in 
1940  wrote  that  acute  miliary  tuberculosis  often  ter- 
minates Hodgkin’s  disease  and  quoted  Ziegler  as 
saying  that  20  per  cent  of  the  cases  show  tuberculous 


Fig.  24.  Case  16.  There  are  numerous  foci  of  necrosis. 


lesions.  It  is  a complication  which  must  continually 
be  suspected  in  a patient  with  lymphoma  who  has  a 
sudden  progressive  deterioration. 

Dr.  C.  P.  Schwinn,  Houston:  I actually  submitted 
a little  late  the  diagnosis  here  of  nonreactive  tuber- 
culosis in  lymphoma.  I learned  about  this  from  a 
resident  who  had  a considerable  interest  in  tubercu- 
losis both  experimentally  and  otherwise.  There  also 
have  been  a number  of  recent  reports  on  this,  espe- 
cially in  patients  who  had  received  cortisone. 

Dr.  Meissner:  This  patient  did  not  receive  cor- 
tisone as  far  as  I know. 

Dr.  Robert  Hausman,  San  Antonio:  I don’t 
think  the  diagnosis  of  Hodgkin’s  disease  has  been 
established  here.  There  are  no  prominent  nucleoli  in 
the  giant  cells. 

Dr.  Meissner:  I think  some  of  the  cells  had 
prominent  nucleoli.  Perhaps  they  didn’t  show  well  on 
the  screen,  but  we  felt  that  some  of  them  at  least 
were  Dorothy  Reed  cells  without  much  question.  I 
wouldn’t  quibble  too  much,  however,  if  one  wants  to 
call  this  a reticulum  cell  sarcoma. 

Dr.  J.  B.  Hutcheson,  Dallas:  I belong  in  this 
minority  that  was  voting  myeloid  metaplasia  in  this 
case,  and  thought  I could  demonstrate  large  numbers 
of  nucleated  red  blood  cells.  Obviously  you  didn’t 
consider  this,  but  if  you  had,  would  you  have  con- 
sidered a PAS  stain  of  value  in  differentiating  a 
megakaryocyte  from  a Reed-Sternberg  cell? 

Dr.  Meissner:  We  have  tried  that  in  our  labor- 
atory, and  it  hasn’t  been  very  helpful  to  us. 
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Dr.  Severance:  In  view  of  so  many  votes  for 
histoplasmosis  on  the  screen,  were  special  stains  done 
to  demonstrate  these  organisms,  or  were  you  happy 
when  you  found  acid-fast  bacilli? 

Dr.  Meissner:  When  we  found  acid-fast  organ- 
isms we  quit  while  we  were  ahead. 

Dr.  Severance:  Some  time  ago  we  saw  a case 
which  we  interpreted  as  showing  a lymphocytic  type 
of  lymphoma  associated  with  what  we  thought  was 
Hodgkin’s  disease.  Do  you  see  that  very  often? 

Dr.  Meissner:  I don’t  know  how  often  one  sees 
lymphocytic  type  of  lymphoma  turn  into  Hodgkin’s 
disease,  but  we’ve  certainly  been  impressed  with  what 
Custer  calls  the  fluidity  of  these  lesions,  changing 
back  and  forth.  It  seems  to  me  that  Hodgkin’s  disease 
doesn’t  often  change  back  to  something  else,  but 
other  lymphomas  often  change  into  Hodgkin’s  dis- 
ease. 

Dr.  Severance:  What  I meant  was  that  we  found 
the  two  together,  lymphosarcoma  in  one  specimen 
and  Hodgkin’s  disease  in  another,  both  removed  at 
the  same  time  from  a single  patient. 

Dr.  Meissner:  I agree  that  is  unusual. 

REFERENCES 

1.  Custer,  R.  P.,  and  Bernhard,  W.  G.:  Interrelationship  of 
Hodgkin's  Disease  and  Other  Lymphatic  Tumors,  Am.  J.  M.  Sc. 
216:625-642  (Dec.)  1948. 

2.  Dougherty,  C.  M.,  and  Lund,  C.  J.:  Solid  Ovarian  Tumors 
Complicating  Pregnancy:  Clinical-Pathological  Study,  Am.  J.  Obst. 
& Gynec.  60:261-279  (Aug.)  1950. 

3.  Ewing,  James:  Neoplastic  Diseases,  Ed.  4,  Philadelphia,  W.  B. 
Saunders  & Co.,  p.  406,  1940. 

4.  Gall,  E.  A.:  Enigmas  in  Lymphoma:  Reticulum  Cell  Sarcoma 


and  Mycosis  Fungoides,  Minnesota  Med.  38:674-681,  705  (Oct.) 
1955. 

5.  Harrison,  E.  G.,  Jr.;  Soule,  E.  H.;  and  Judd,  E.  S.:  Chemo- 
dectoma  of  the  Glomus  Intravagale  (Vagal-body  Tumor),  Cancer 
10:1226-1234  (Nov.-Dee.)  1957. 

6.  Hazard,  J.  B.,  and  Kenyon,  R.:  Atypical  Adenoma  of  the 
Thyroid,  A.M.A.  Arch.  Path.  58:554-563  (Dec.)  1954. 

7.  Horne,  Robert:  Personal  Communication. 

8.  Lattes,  R. : Nonchromaffin  Paraganglioma  of  Ganglion  Nodos- 
um, Carotid  Body,  and  Aortic-arch  Bodies,  Cancer  3:667-694  (July) 

1950. 

9.  LeCompte,  P.  M.:  Tumors  of  the  Carotid  Body  and  Related 
Structures  ( Chemo-receptor  System),  in  Atlas  of  Tumor  Pathology, 
Armed  Forces  Institute  of  Pathology,  Fasc.  16,  Section  IV,  Washing- 
ton, D.  C.,  1951. 

10.  Meissner,  W.  A.,  and  Legg,  M.  A.:  Persistent  Thyroid  Car- 
cinoma, J.  Clin.  Endocrinol.  18:91-98  (Jan.)  1958. 

11.  Meissner,  W.  A.,  and  McManus,  R.  G. : Comparison  of  His- 
tologic Pattern  of  Benign  and  Malignant  Thyroid  Tumors,  J.  Clin. 
Endocrinol.  12:1474-1479  (Nov.)  1952. 

12.  Mendelow,  H.,  and  Slobodkin,  M. : Aortic-body  Tumor 
( Chemodectoma ) of  Mediastinum:  Report  of  Case  and  Review  of 
Literature,  Cancer  10:1008-1014  (Sept.-Oct. ) 1957. 

13.  Musgrove,  J.  E.,  and  McDonald,  J.  R.:  Extra-abdominal 
Desmoid  Tumors:  Their  Differentiated  Diagnosis  and  Treatment, 
A.M.A.  Arch.  Path.  45:513-540  (April)  1948. 

14.  Rabson,  A.  S.,  and  Elliott,  J.  L.:  Carotid  Body  Tumors  with 
Regional  Lymph  Node  Involvement,  With  Report  of  a Case,  Surgery 
42:381-385  (Aug.)  1957. 

15.  Rather,  L.  J.:  Note  on  Origin  of  Multinucieated  Giant  Cells 
from  Vascular  Channels  in  Tumors:  Tumors  Arising  in  Thyroid 
Gland,  Bone  and  Soft  Tissue,  A.M.A.  Arch.  Path.  52:98-103  (July) 

1951. 

16.  Romanski,  R.:  Chemodectoma  ( Non-chromaffinic  Paragangli- 
oma) of  Carotid  Body  with  Distant  Metastases,  Am.  J.  Path.  30:1-13 
(Jan. -Feb.)  1954. 

17.  Smith,  L.  W.:  Certain  So-called  Sarcomas  of  Thyroid,  A.M.A. 
Arch.  Path.  10:524-530  (Oct.)  1930. 

18.  Sommers,  S.  C.,  and  Meissner,  W.  A.:  Unusual  Carcinomas 
of  Pancreas,  A.M.A.  Arch.  Path.  58:101-111  (Aug.)  1954. 

19-  Stout,  A.  P.:  Tumors  of  Soft  Tissues,  in  Atlas  of  Tumor 
Pathology,  Armed  Forces  Institute  of  Pathology,  Fasc.  5,  Section  II, 
Washington,  D.  C.,  1953. 

20.  Winship,  T.,  and  Louzan,  J.:  Tumors  of  Glomus  Jugulate 
Not  Associated  with  Jugular  Vein,  A.M.A.  Arch.  Otolaryng.  54:378- 
383  (Oct.)  1951. 

t Dr.  Meissner,  New  England  Deaconess  Hospital,  Boston. 

Lt.  Col.  Hansen,  Chief,  Anatomical  Pathology  Section, 
Brooke  General  Hospital,  Brooke  Army  Medical  Center, 
Fort  Sam  Houston. 


582 


TEXAS  State  Journal  of  Medicine,  JULY,  1960 


Malignant  Carcinoid^ 

Report  of  a Case  Confined  by 
Percutaneous  Hepatic  Biopsy 

A case  is  reported  of  classical  Carcinoid  Syndrome  in  which  the 
diagnosis  was  confirmed  by  elevated  5-hydroxyindole  acetic  acid  in 
the  urine  and  demonstration  of  carcinoid  metastases  in  a percutaneous 
hepatic  biopsy. 


ROBERT  H.  MOSER,  MAJOR,  M.C.,  and 
0.  ROGER  HOLLAN,  M.D. 

Fort  Sam  Houston,  Texas 


ONE  OF  THE  more  intriguing  aspects  of  medi- 
cine is  the  discovery  of  a new  syndrome.  Quite 
often  a combination  of  clinical  findings  will  escape 
correlation  until  some  alert  physician  encounters  sev- 
eral baffling  cases  that  present  strikingly  similar 
characteristics.  After  a period  of  reflective  deduction 
and  wandering  through  the  literature,  he  may  dis- 
cover a denominator  common  to  all  of  his  cases.  And 
so,  the  medical  world  is  presented  with  a new  syn- 
drome. 

Soon  after  initial  publication,  a swarm  of  reports 
suddenly  materializes  as  everyone  recalls  a case  that 
has  been  lying  unsolved  and  fallow,  gathering  dust 
in  his  archives  of  clinical  enigmas.  Such  was  the 
evolution  of  malignant  carcinoid  which  was  first 


delineated  as  a syndrome  by  Millman19  in  1943  and 
then  elaborated  and  popularized  by  Biorck,  Axen, 
and  Thorson1  in  1932. 

The  following  patient  was  seen  in  consultation. 
She  demonstrated  many  of  the  classical  signs  and 
symptoms  of  malignant  carcinoid.  Diagnosis  was  sus- 
pected on  clinical  evidence  and  confirmed  by  uri- 
nary 5-HIAA  and  percutaneous  hepatic  biopsy. 

Case  History 

This  is  a 52  year  old  white  housewife  admitted  to  a 
local  hospital  in  February,  1958.  Her  presenting  complaints 
were  diarrhea  and  daily  temperature  elevations  (101  to 
103  degrees)  for  the  preceding  2 months.  Her  stools  had 
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been  quite  loose  and  watery,  numbering  two  to  six  each 
day,  and  occurring  without  periodicity  day  or  night.  There 
was  ill  defined  "soreness"  in  the  right  hypochondrium, 
anorexia,  and  a 12  pound  loss  of  weight  in  the  6 months 
prior  to  admission.  Both  abdominal  pain  and  fever  were 
relieved  by  ASA  with  predictable  consistency. 

Past  medical  history  revealed  that  episodic  attacks  of 
fever  and  right  upper  quadrant  pain  had  begun  in  1953. 
At  this  time  "genitourinary  tract  studies”  had  been  nega- 
tive. No  hospital  records  were  available  for  study.  In  1955, 
hepatic  enlargement  had  been  reported  on  an  abdominal 
radiograph.  She  also  was  noted  to  have  had  a sinus  tachy- 
cardia of  100  to  130  at  that  time. 

Admission  physical  examination  revealed  a pale,  chron- 
ically ill-appearing,  but  pleasant  middle-aged  lady.  She 
was  neither  dyspneic  nor  cyanotic.  Blood  pressure  was 
120/70,  pulse  rate  128,  temperature  101  degrees  (oral). 
The  hepatic  edge  was  palpable  at  10  cm.  below  the  right 
costal  margin;  it  was  smooth  and  nontender.  No  ill  effects 
were  noted  after  rather  deep  and  vigorous  palpation  of  her 
abdomen.  The  remainder  of  the  physical  examination  was 
unremarkable. 

Hemoglobin  was  12.0  Gm.,  hematocrit  38  per  cent, 
white  blood  count  8,600  with  a normal  differential  dis- 
tribution. Urinalysis,  including  sediment  study,  was  nega- 
tive. Total  protein  was  7.2  Gm.  per  100  cc.  with  globulin 
of  3.2  and  albumin  of  4.0.  Alkaline  phosphatase  was  12.8 
BU.  A qualitative  test  of  5-hydroxyindole  acetic  acid  (5- 
HIAA)  was  positive.  Stool  examination  was  negative  for 
ova  and  parasites.  Complete  upper  and  lower  gastrointesti- 
nal examination  was  negative.  Percutaneous  punch  biopsy 
of  the  liver  was  performed.  Microscopic  sections  revealed 
clumps  of  tumor  cells  compatible  with  a diagnosis  of  car- 
cinoid (see  figures  1 and  2). 

On  the  eighth  hospital  day  abdominal  exploration  was 
undertaken.  Small,  pearly  grey  tumor  nodules  were  found 
studding  the  peritoneal  cavity.  A small  primary  tumor, 
1.0  cm.  in  diameter,  was  discovered  lying  in  the  subserosa 
of  the  proximal  ileum.  The  appendix  and  right  ovary  were 
studded  with  tumor  implants  and  were  removed  (see  figure 
3 ) . The  postoperative  course  was  uneventful  and  the  pa- 
tient was  discharged  from  the  hospital  in  mid-March  1958. 

Her  temperature  descended  by  lysis  from  the  day  of  sur- 
gery until  it  reached  normal  by  the  sixth  day.  In  subse- 
quent weeks,  she  gained  2 pounds.  However,  her  pulse  rate 
persisted  at  120  per  minute,  and  she  continued  to  experi- 
ence occasional  pain  in  the  right  hypochondrium.  Other- 
wise she  was  devoid  of  symptoms.  Several  24  hour  urine 
collections  were  made  in  May,  1958,  and  sent  to  the  Na- 
tional Institutes  of  Health  (laboratory  of  Dr.  Albert 
Sjoerdsma).  These  were  reported  to  contain  29  and  33  mg. 
of  5-hydroxyindole  acetic  acid  per  24  hour  urine  collection. 


Comment 

* 

Some  degree  of  optimism  may  be  held  for  this 
patient  since  substantial  clinical  improvement  has 
occurred  since  resection  of  the  primary  tumor  and 
the  metastatic  masses  involving  the  appendix  and 
right  ovary.  With  the  disappearance  of  fever,  diar- 
rhea, and  severe  attacks  of  abdominal  pain,  we  may 
hope  that  regression  of  distant  metastases  may  occur. 
However,  the  persistent  elevation  of  5 -HI  A A in 
May  indicates  the  continued  presence  of  functioning 


carcinoid,  probably  in  the  liver.  Survivals  of  75 
months9  to  20  years5  have  been  reported  in  this 
situation. 


Discussion 

Carcinoid  tumor  has  been  appreciated  as  a patho- 
logical entity  for  a long  time.  It  is  estimated  to  con- 
stitute about  0.4  per  cent  of  all  gastrointestinal  tu- 
mors. Unsuspected  carcinoids  of  the  appendix  occa- 
sionally are  discovered  in  patients  being  operated 
upon  for  appendicitis  or  cholecystitis.  Appendiceal 
carcinoid  has  enjoyed  the  reputation  of  being  of  low 
metastatic  tendency.  In  MacDonald’s  comprehensive 
review  of  356  carcinoids,  58  per  cent  were  appendi- 
ceal and  none  of  these  had  metastasized  beyond  the 
regional  lymph  nodes.20  None  had  manifested  "Carci- 
noid Syndrome.”  It  is  the  primary  carcinoid  lying 
outside  the  appendix  which  has  the  metastatic  pro- 
pensity.4 

Of  149  extraappendiceal  carcinoids,  MacDonald 
found  a 16  per  cent  incidence  of  metastasis  to  lungs 
and/or  liver.  In  other  series  this  varies  from  25  per 
cent21  to  43  per  cent.26  The  most  common  sites  of 
metastases  after  regional  nodes  are  retroperitoneal 
nodes,  liver,  lungs,  spleen,  pancreas,  adrenals,  kidneys, 
brain,  marrow,  and  ovaries.  Carcinoids  have  been 
identified  as  arising  from  the  Kultschitzky  cells  of 
the  chromaffin  system  lying  at  the  base  of  the  crypts 
of  Lieberkuhn.  Since  this  argentaffin  cell  has  exten- 
sive distribution  throughout  the  gastrointestinal  tract, 
it  is  not  surprising  that  carcinoi.d  tumors  have  been 
located  from  stomach29  to  rectum.14’ 18,  24  Aside  from 
the  appendix,  the  ileum9,  20  is  the  most  frequent  site 
of  carcinoid  formation.  However,  Carcinoid  Syn- 
drome has  been  reported  in  the  presence  of  metasta- 
sizing pulmonary  adenoma,28  and  in  a nonmetastasiz- 
ing dermoid  cyst.10 

Carcinoid  Syndrome  is  quite  rare  as  evidenced  by 
4 cases  exhibiting  the  classic  signs  and  symptoms  out 
of  24  metastatic  carcinoids  from  a total  series  of 
356.  This  means  that  only  about  .01  per  cent  of  all 
carcinoids  exhibit  the  syndrome.  However,  familiarity 
with  the  characteristic  symptom  complex  is  justified 
since  this  knowledge  facilitates  the  recognition  of 
this  rare  entity  to  a degree  of  accuracy  rarely  at- 
tained in  the  area  of  tumor  diagnosis.  The  recollec- 
tion of  any  syndrome  is  a function  of  comprehending 
the  genesis  of  its  signs  and  symptoms.  In  carcinoid, 
the  hallmark  is  production  of  excessive  amounts  of 
serotonin  with  its  diverse  and  strange  effects. 

Serotonin  is  a provocative  substance  which  has 
stimulated  considerable  pharmacological  and  clinical 
interest.12, 13, 15,  22,  23  It  has  been  called  a hormone 
and  is  known  to  be  a normal  constituent  of  platelets, 
brain,  and  small  intestine.  It  is  felt  that  the  amino 
acid  tryptophan  is  first  converted  to  5 -hydroxy- 
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tryptophan.  A specific  decarboxylase  then  converts 
this  intermediary  product  into  active  5 -hydroxy tryp- 
tamine  which  is  serotonin.  In  patients  with  signifi- 
cant serotonin-producing  carcinoids,  a deficiency  of 
tryptophan  has  been  demonstrated.23 

Serotonin  in  turn  is  oxidized  by  mono-amine- 
oxidase  to  5-hydroxyindole  acetic  acid  (5-HIAA), 
an  excretory  form  which  is  detected  readily  in  the 
urine  by  chemical  means. 

Let  us  now  attempt  to  correlate  the  apparently  di- 
verse signs  and  symptoms  of  Carcinoid  Syndrome 
under  the  common  denominator  of  serotonin  excess. 
The  normal  subject  carries  levels  of  0.26  to  0.63 
micrograms  of  serotonin/mg.  of  platelet  protein. 
The  patient  with  Carcinoid  Syndrome  may  carry 
1.0  to  5.6  micrograms/mg.  of  platelet  protein.  So 
there  may  be  minimal  overlapping.  Apparently  the 
effects  of  serotonin  excess  are  related  to  a specific, 
selective  ability  to  constrict  smooth  muscle  in  addi- 
tion to  other  less  well  defined  effects.  These  may 
best  be  summarized  by  the  following  outline: 

A.  Smooth  Muscle  Spasm  ( selective ). — 1.  This 
usually  involves  the  arterioles  of  the  face,  neck,  and 
upper  chest,  manifesting  itself  with  a striking  red 
to  cyanotic  papular  rash  ("carcinoid  flush”)  which 
occurs  episodically.  Phases  have  been  described  in 
which  there  is  an  initial  flush  followed  by  cyanosis. 
It  has  been  related  to  meals.21  This  mechanism  would 
seem  to  be  a combination  of  localized  arteriolar 
spasm  with  capillary  dilatation  and  stasis  in  the  deep- 
er skin  layers.  It  may  eventually  terminate  in  telangi- 
ectasis formation  if  attacks  continue  to  recur  over  a 
sufficiently  prolonged  period.  A "pellagrous  derma- 
titis” which  responded  to  nicotinic  acid3  has  been 
reported  in  a case  of  Carcinoid  Syndrome. 

2.  It  also  is  postulated  that  pulmonary  arterioles 
may  be  involved.  Most  serotonin  probably  exists  in 
an  inert  state  bound  to  platelets.  Sudden  platelet 
disruption,  as  would  occur  with  embolism  and/or 
thrombus  formation,  may  cause  an  acute  release  of 
serotonin.  This  is  cited  as  a possible  contributory 
mechanism  in  the  acute  cor  pulmonale  associated 
with  pulmonary  embolism.  Frequently,  the  amount 
of  cardiopulmonary  disability  is  disproportionate  to 
mechanical  effects  that  would  be  predicted  from  the 
size  of  the  embolism  and  retrograde  thrombosis. 
Some  other  mechanism  must  be  invoked.  It  may  be 
that  the  sudden  platelet  disruption  and  ensuent  re- 
lease of  platelet-bound  serotonin  to  the  free  form 
causes  significant  arteriolar  spasm.  This  mechanism 
has  never  been  proven  to  complete  satisfaction.  In- 
travenous injection  of  serotonin  into  the  pulmonary 
arteries  of  cats  has  produced  pulmonary  artery  vaso- 
constriction and  pulmonary  embolism-like  signs  and 
symptoms.8  In  man,  5 -hydroxy tryptamine  injection 
has  caused  elevation  of  PA  and  RV  pressures.23 

3.  The  smooth  musculature  of  bronchioles  may  be 
involved,  with  signs  of  wheezing  and  symptoms  of 


Fig.  1.  Low  power  view  of  hepatic  biopsy  revealing  two 
distinct  "nests"  of  argentaffine  (carcinoid  cells)  in  the 
midst  of  normal  parenchyma. 


Fig.  2.  High  power  view  of  "nest"  of  argentaffine  (car- 
cinoid) cells  revealing  typical  configuration. 


Fig.  3.  Resected  specimen  from  patient  revealing  pri- 
mary tumor  lying  in  the  subserosa  of  the  terminal  ileum 
with  tumor  metastases  in  adjacent  nodes  and  appendix. 
The  extensively  involved  ovary  is  to  the  right. 
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dyspnea.  The  smooth  musculature  of  the  intestine 
may  be  provoked  into  spasm  with  ensuing  diarrhea, 
flatulence,  nausea,  and  vomiting.  Even  the  lacrimal 
glands  may  be  stimulated  to  induce  excessive  lacri- 
mation  and  periorbital  edema. 

B.  Hepatomegaly. — Hepatomegaly  may  be  present 
with  the  liver  edge  smooth  as  the  result  of  metastasis 
or  right-sided  cardiac  failure.  Rarely,  it  may  be 
somewhat  nodular  from  metastases  involving  the  sur- 
face of  the  liver.  Masses  in  the  right  lower  quadrant 
are  rare,  but  should  be  sought  and  could  represent 
the  initial  tumor  or  localized  lymph  node  involve- 
ment. 

C.  Cardiopathy  Restriction  to  Right  Ventricle. — 
By  far  the  most  fascinating  aspect  of  Carcinoid  Syn- 
drome is  the  cardiopathy  restricted  to  the  right  ven- 
tricle. This  may  be  quite  variable.  It  has  manifested 
itself  as  marked  pulmonary  valvular  stenosis  with 
outflow  tract  endocardial  fibrosis  and/or  tricuspid 
stenosis  and/or  tricuspid  incompetence.  In  other 
patients,  it  has  been  manifest  as  hemodynamically 
insignificant,  minimal  subendocardial  sclerosis.  The 
etiology  and  pathogenesis  remain  obscure,  and  con- 
sequently, the  door  is  left  ajar  for  vigorous  intellec- 
tual gymnastics. 

It  does  not  require  great  imagination  to  envision 
the  poisonous  serotonin-rich  effluvia  from  hepatic 
metastases  pouring  into  the  inferior  vena  cava  and 
"streamlining”  into  the  ventricle  to  spare  the  right 
atrium.  From  here  it  could  pass  into  the  pulmonary 
system  which  is  rich  in  amine  oxidase.  This  enzyme 
is  capable  of  oxidizing  5 -hydroxy tryptamine  into  5- 
hydroxyindole  acetic  acid.  It  is  this  innocuous  sub- 
stance which  is  then  delivered  to  the  left  heart. 

Goble  and  his  associates  catheterized  one  patient 
with  Carcinoid  Syndrome  and  demonstrated  a level 
of  plasma  serotonin  in  the  right  ventricle  which  ex- 
ceeded that  of  the  brachial  artery  threefold.16  At- 
tempts to  confirm  this  phenomenon  in  other  patients 
have  been  unrewarding.23  Five-hydroxy  tryptamine 
(serotonin)  in  plasma  exists  in  an  active  free  state 
and  inactive  platelet-bound  state.  The  plasma  de- 
termination of  serotonin  is  technically  difficult. 
Sources  of  error  are  subtle,  since  platelets  traumatized 
during  separation  of  plasma  from  formed  elements 
contribute  falsely  elevated  levels  of  free  serotonin. 
Conversely,  if  free  serotonin  is  adsorbed  to  platelets 
falsely  low  levels  may  be  reported. 

The  actual  mechanism  of  serotonin  assault  upon 
the  endocardium  remains  a source  for  speculation.  A 
"direct  chemical  irritation”  action  has  been  pro- 
posed,23 but  this  is  difficult  to  visualize  in  a struc- 
ture that  is  as  relatively  hardy  as  the  endocardium. 
Since  the  inner  few  millimeters  of  endocardium  de- 
rive nutrition  by  oxygen  diffusion  from  intracavitary 


blood,  a mechanism  premised  on  coronary  insuffici- 
ency seems  unlikely.  Another  possibility  suggested 
by  Thorson23  is  that  altered  cardiac  dynamics  during 
flush  episodes  may  damage  the  heart.  Apparently, 
at  the  onset  of  a flush,  stroke  volume  and  minute 
output  are  decreased.  During  the  peak  of  the  flush, 
output  increases  and  the  heart  may  dilate  only  to 
have  output  decrease  during  the  final  phase  of  the 
flush.  It  is  postulated  that  this  may  cause  "stretch” 
damage  to  valves.  However,  this  would  not  explain 
the  localization  to  the  right  heart. 

An  interesting  corollary  is  the  suggestion  of  Wal- 
denstrom27 that  the  entity,  subendocardial  fibroelas- 
tosis, may  be  caused  by  an  excess  of  serotonin  in  the 
fetal  circulation.  It  would  be  somewhat  difficult  to 
explain  the  predominance  of  left  ventricular  endo- 
cardial damage  which  characterizes  this  process  since 
all  portions  of  the  fetal  heart  should  be  bathed  by  the 
serotonin.  Perhaps  "streamlining”  from  the  inferior 
vena  cava  through  the  foramen  ovale,  sparing  the 
right  ventricle,  may  be  an  acceptable  explanation. 

Clinically,  the  patient  with  Carcinoid  Syndrome 
may  demonstrate  classic  signs  of  pulmonary  stenosis. 
These  include  precordial  heave,  normal  to  soft  pul- 
monic second  sound,  harsh  basal  systolic  murmur,  and 
possibly  signs  of  right  heart  failure.  Electrocardi- 
ography may  indicate  hypertrophy  of  the  free  wall  of 
the  right  ventricle  with  a dominant  right  precordial 
vector.  A low-pitched  diastolic  rumble  may  represent 
tricuspid  stenosis.  Often  the  involvement  may  be 
combined  tricuspid  and  pulmonary  valvular  stenosis, 
quite  analogous  to  the  rheumatic  fever  effects  on 
the  left-sided  valves. 

D.  Carcinoid  Syndrome. — Cerebral  symptoms  have 
been  reported  and  may  be  related  to  a "pellagra” 
like  disturbance  related  to  a nicotinamide  deficiency 
since  both  5-OH  tryptamine  and  Vitamin  B compete 
for  the  tryptophan  substrate.6  This  is  related  to  the 
"pellagrous”  skin  changes  (vide  supra). 

It  may  be  well  to  spend  a few  moments  on  the 
rarity  of  the  syndrome  in  contrast  to  the  number  of 
proven  cases  of  carcinoid.  You  will  recall  the  .01 
per  cent  incidence  of  Carcinoid  Syndrome  in  cases 
of  histologically  proven  carcinoid  tumor,  which  of 
themselves  constitute  0.4  per  cent  of  all  gastrointesti- 
nal tumors.  It  would  be  apparent  that  certain  distinct 
conditions  must  exist  for  the  tumor  to  produce  the 
syndrome. 

The  chief  requirement  would  appear  to  be  hepatic 
metastases.22  It  is  not  certain  that  all  carcinoids  have 
the  capability  of  producing  serotonin,23  and  appar- 
ently the  liver  is  able  to  detoxify  all  serotonin  that 
is  produced  within  the  portal  drainage  area.  One  may 
speculate  as  to  whether  a primary  gastrointestinal 
carcinoid  could  produce  vast  quantities  of  serotonin, 
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sufficient  to  overtax  the  mono-amine  oxidase  sys- 
tem of  the  liver  with  the  escape  of  enough  serotonin 
to  invoke  the  syndrome.  Dockerty  has  stated  . . all 
one  requires  for  production  of  the  Carcinoid  Syn- 
drome is  a large  mass  of  carcinoid  tissue,  located  any- 
where in  the  body.  Nonmetastasizing  carcinoids  do 
not  elicit  the  syndrome  because  they  are  too  small.”10 

Documented  Carcinoid  Syndrome  has  been  ob- 
served in  2 patients  who  had  pulmonary  adenomas 
with  hepatic  metastasis.28  Again,  one  may  wonder  if 
such  a serotonin-producing  tumor  without  metastasis 
could  discharge  its  hormone  into  the  pulmonary  or 
bronchial  veins  to  by-pass  and/or  overwhelm  both 
pulmonary  and  hepatic  "detoxification  stations”  and 
cause  the  syndrome.  Suffice  to  say  that  with  one 
notable  exception  (a  case  of  dermoid  cyst  containing 
carcinoid  implants  without  metastasis),10  all  other 
instances  of  Carcinoid  Syndrome  have  occurred  in 
the  presence  of  hepatic  metastases. 


Diagnosis 

Diagnosis  of  carcinoid  can  be  confirmed  by  the 
demonstration  of  5 -HI  A A in  the  urine.  There  is  no 
other  disease  or  syndrome  known  that  is  capable  of 
significantly  elevating  5-HIAA.  Low  values  have  been 
found  in  various  collagen  diseases.17  It  is  rare  to 
have  a definitive  laboratory  test  to  confirm  a clinical 
diagnosis  without  equivocation  or  qualification.  Nor- 
mal urinary  levels  of  5-HIAA  range  from  2-9  mgm./ 
day.  In  proven  cases  of  Carcinoid  Syndrome  it  varies 
from  200  to  900  mg.  per  day.23  This  is  a chemical 
determination  that  can  be  accomplished  without  too 
much  difficulty.  The  only  requirement  is  to  insure 
careful  collection  of  several  24  hour  urine  specimens. 

It  must  be  recalled  that  the  catechol  amines  of 
pheochromocytoma  demonstrate  a crucial  capricious- 
ness and  ideally  should  be  collected  during  an  at- 
tack or  following  histamine  provocation.  In  contrast, 
the  carcinoid  is  much  more  stable  and  produces 
serotonin  more  constantly.  However,  Sjoerdsma  and 
others23  have  found  higher  levels  of  5-HIAA  dur- 
ing flush  episodes  although  plasma  serotonin  (free 
or  platelet-bound)  remained  unchanged.  These  au- 
thors feel  that  5-HIAA  is  a "sensitive  index  of  the 
mass  of  functioning  tumor”  and  suggest  that  its 
measurement  may  be  a useful  tool  in  following  the 
course  of  the  disease  and  in  evaluating  therapy  de- 
signed to  eradicate  the  tumor  or  prevent  formation 
of  serotonin.19 
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Therapy 

Treatment  of  carcinoid  syndrome  may  be  divided 
into  surgical  and  medical  aspects.  Carcinoids  in  any 
location  should  be  resected  if  at  all  possible.  Docker- 
ty has  stated  that  it  may  take  up  to  25  years  (at  the 
extreme)  for  a carcinoid  to  metastasize  and  impair 
vital  organs.11  Survivals  of  over  75  months9  to  20 
years3  are  reported  following  resection  of  primary 
sites  in  the  presence  of  metastases.  Regression  of 
metastases  after  resection  of  the  primary  site  also 
has  been  observed.  Additional  evidence  to  recom- 
mend resection  can  be  found  in  the  tendency  of 
carcinoid  and  its  local  metastases  to  induce  mechani- 
cal obstruction  of  the  gastrointestinal  tract.2,  9’  29 

Drug  therapy  in  carcinoid  is  perplexing.  It  is  fas- 
cinating in  theory  but  valueless  in  practice.  In  ani- 
mals Rauwolfia  derivatives,  notably  large  doses  of 
Serpasil  (3-5  mgm./kg.)  tend  to  drive  serotonin 
from  cerebral,  platelet,  and  small  intestinal  depots 
with  a measurable  elevation  of  serotonin  in  plasma 
and  of  5-HIAA  in  the  urine.17  Haverback  et  al  found 
that  doses  of  Reserpine  up  to  30  micrograms/kg.  in 
man  lowered  serotonin  levels  in  platelets  but  not  in 
the  gastrointestinal  tract.  He  was  unable  to  detect 
elevation  of  5-HIAA  and  attributed  it  to  the  fact 
that  the  gastrointestinal  tract  is  the  largest  serotonin 
depot  and  quantitative  measurements  of  5-HIAA 
"may  not  detect  alterations  of  serotonin  unless  this 
depot  is  affected  or  there  is  a marked  overproduction 
. . . by  a tumor.”17  Warner  and  Southren  report  a 
significant  relief  of  carcinoid  symptoms  in  one  of 
their  patients  with  pulmonary  adenoma,  and  demon- 
strated recrudescence  upon  cessation  of  Raudixin 
therapy.28 

A curious  syndrome  has  been  ascribed  to  Serpasil 
in  which  the  induced  depletion  of  brain  serotonin 
disturbs  the  physiologic  antagonism  between  sero- 
tonin and  the  endogenous  hallucinogen,  lysergic  acid 
diethylamide.  This  results  in  unantagonized  lysergic 
acid  diethylamide  with  some  rather  untranquil  hal- 
lucinations indirectly  precipitated  by  this  "tranquil- 
izing”  agent.  Exogenous  lysergic  acid  diethylamide 
has  been  observed  to  produce  symptoms  of  serotonin 
excess  in  two  patients,  a perverse  effect  which  eludes 
current  explanation.  An  analogue  of  lysergic  acid 
diethylamide  (2  brom,  D-lysergic  acid)  has  been 
reported  to  antagonize  the  smooth  muscle  effects  of 
serotonin.  This  has  not  been  demonstrated  with  any 
consistency  in  other  laboratories.  Thus,  one  can  see 
the  complexity  of  the  interrelationship  of  these  sub- 
stances which  awaits  eludication. 

Chlorpromazine,  the  ubiquitous  antiemetic,  hiber- 
nator,  tranquilizer,  diuretic,  occasional  icterus-inducer, 
and  marrow  depressor,  also  has  been  reported  to 
diminish  5-HIAA  excretion7  and  afford  sympto- 
matic relief  in  Carcinoid  Syndrome.23  Promazine  has 
been  related  to  relief  of  symptoms  in  one  case.11 
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Conclusions 


We  have  reported  another  case  of  classical  Carci- 
noid Syndrome  in  which  the  diagnosis  was  confirmed 
by  elevated  5 -HI  A A in  the  urine  and  a demonstra- 
tion of  carcinoid  metastases  in  a percutaneous  hepatic 
biopsy.  The  opinion  is  expressed  that  familiariza- 
tion with  the  clinical  phenomena  of  the  syndrome 
is  justifiable  since  the  diagnosis  can  be  strongly  sus- 
pected on  clinical  grounds  and  readily  confirmed  by 
assay  of  the  urine  for  5-HIAA. 
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Coming  Meetings 


Texas  Medical  Association,  Austin,  Sept.  17-18,  I960,  Jan.  28, 
1961;  Galveston,  April  23-25,  1961.  Dr.  May  Owen,  Fort  Worth, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Austin, 
Exec.  Secy. 

American  Medical  Association,  Washington,  D.  C.,  Nov.  28-Dec.  1, 
I960.  Dr.  Louis  M.  Orr,  Orlando,  Fla.,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


July 

Eighth  District  Society,  Corpus  Christi,  July  8-9,  I960.  Dr.  M. 
Warren  Hardwick,  Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346, 
Victoria,  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  18-20, 
I960.  Dr.  C.  Alsworth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H. 
Dahme,  412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec. 
Secy. 


August 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington, D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave.,  Chicago  2, 
Executive  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago,  Executive  Director. 


National  and  Regional 

American  Academy  of  Allergy,  Washington,  D.  C.,  Feb.  6-8,  1961. 
Dr.  Bram  Rose,  Montreal,  Canada,  Pres.;  Dr.  Joseph  Noah,  100 
N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  General  Practice,  Miami,  April  17-20,  1961. 
Dr.  John  G.  Walsh,  Sacramento,  Calif.,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Academy  of  Pediatrics.  Dr.  William  W.  Belford,  San 
Diego,  Calif.,  Pres.;  Dr.  E.  H.  Christopherson,  1801  Hinman 
Ave.,  Evanston,  111.,  Executive  Director. 

American  Association  for  Thoracic  Surgery.  Dr.  William  E.  Adams, 
Chicago,  Pres.;  Dr.  Hiram  T.  Langston,  7730  Corondelet  Ave., 
St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  Reed  M. 
Nesbitt,  Ann  Arbor,  Mich.,  Pres.;  Dr.  W.  J.  Engel,  2020  E. 
93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Plastic  Surgeons.  Dr.  Lyndon  A.  Peer,  New 
Jersey,  Pres.;  Dr.  Thomas  D.  Cronin,  6615  Travis  St.,  Houston 
25,  Secy. 

American  College  of  Allergists,  Dallas,  March  12-17,  1961.  Dr. 
Giles  A.  Koelsche,  Rochester,  Minn.,  Pres.;  Mr.  Eloi  Bauers,  2160 
Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 

Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oct.  9-14,  I960.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 

Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va„  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C„ 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 
American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 

57th  St.,  New  York  19,  Secy. 


American  College  of  Chest  Physicians.  Dr.  Seymour  M.  Farber,  San 
Francisco,  Pres.;  Mr.  Murray  Kornfeld,  112  E.  Chestnut,  Chicago 
11,  Executive  Director. 

American  College  of  Gastroenterology,  Philadelphia,  Oct.  23-29, 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists.  Dr.  John  I. 
Brewer,  Chicago,  Pres.;  Mr.  Donald  F.  Richardson,  P.  O.  Box 
749,  Chicago  90,  Executive  Secy. 

American  College  of  Physicians.  Dr.  Howard  P.  Lewis,  Portland, 
Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200  Pine,  Philadelphia  4,  Secy. 

American  College  of  Radiology,  Atlantic  City,  Sept.  30-Oct.  1,  I960. 
Dr.  Earl  E.  Barth,  Chicago,  Pres.;  Mr.  W.  C.  Stronach,  20  N. 
Wacker  Dr.,  Chicago  6,  Executive  Director. 

American  College  of  Surgeons,  San  Francisco,  Oct.  10-14,  I960.  Dr. 
Owen  H.  Wangensteen,  Minneapolis,  Pres.;  Dr.  William  E. 
Adams,  950  E.  59th  St.,  Chicago,  Secy. 

American  Dermatological  Association.  Dr.  Marion  B.  Sulzberger,  New 
York,  Pres.;  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32, 
Secy. 

American  Gastroenterological  Association.  Dr.  H.  Marvin  Pollard, 
Ann  Arbor,  Pres.;  Dr.  Wade  Volwiler,  University  of  Washington 
School  of  Medicine,  Seattle  5,  Secy. 

American  Gynecological  Society.  Dr.  Karl  H.  Martzloff,  Portland, 
Pres.;  Dr.  A.  A.  Marchetti,  3800  Reservoir  Rd.  N.W.,  Washing- 
ton 7,  D.C.,  Secy. 

American  Heart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland.  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Lake 
Placid  Club,  May  23-25,  I960.  Dr.  Fletcher  D.  Woodward,  Char- 
lottesville, Va.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg., 
Rochester,  N.  Y.,  Secy. 

American  Neurological  Association.  Dr.  Derek  Denny-Brown,  Bos- 
ton, Pres.;  Dr.  Melvin  D.  Yahr,  New  York  Neurological  Institute, 
710  W.  168th  Street,  New  York  32,  Secy. 

American  Ophthalmological  Society.  Dr.  A.  B.  Reese,  New  York, 
Pres.;  Dr.  M.  C.  Wheeler,  30  W.  59th,  New  York  19,  Secy. 

American  Orthopaedic  Association.  Dr.  John  Royal  Moore,  Phila- 
delphia, Pres.;  Dr.  Lee  Ramsay  Straub,  535  East  70th  St.,  New 
York  21,  Secy. 

American  Pediatric  Society.  Dr.  Samuel  Z.  Levine,  New  York,  Pres.; 
Dr.  A.  C.  McGuinness,  Room  1036,  2800  Quebec  St.,  N.W., 
Washington  8,  D.C.,  Secy. 

American  Proctologic  Society.  Dr.  H.  R.  Reichman,  Salt  Lake  City, 
Pres.;  Dr.  Norman  D.  Nigro,  10  Peterboro,  Detroit  1,  Secy. 

American  Psychiatric  Association.  Dr.  William  Malamud,  New  York, 
Pres.;  Dr.  C.  H.  Hardin  Branch,  156  Westminister  Ave.,  Salt 
Lake  City,  Secy. 

American  Public  Health  Association,  San  Francisco,  Oct.  31-Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 

American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24-Oct.  2, 
I960.  Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells, 
445  Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 

American  Urological  Association.  Dr.  William  M.  Coppridge,  Dur- 
ham, N.  C.,  Pres.;  Mr.  William  P.  Didusch,  1120  N.  Charles  St., 
Baltimore  1,  Executive  Secy. 

Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Henry  Meyer- 
ding,  Rochester,  Minn.,  Pres.;  Dr.  Ross  T.  Mclntire,  1516  Lake 
Shore  Dr.,  Chicago,  Executive  Director. 

National  Tuberculosis  Association.  Dr.  H.  McLeod  Riggins,  New 
York,  Pres.;  Mrs.  Wallace  B.  White,  651  Marlborough  Rd., 
Brooklyn,  Secy. 

Radiological  Society  of  North  America,  Cincinnati,  Ohio,  Dec.  4-9, 
I960.  Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S. 
Childs,  713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

South  Central  Association  of  Blood  Banks.  Dr.  John  B.  Alsever, 
Phoenix,  Pres.;  L.  Ruth  Guy,  Ph.D.,  Room  1101,  Stoneleigh 
Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  St.  Louis,  Oct.  31-Nov.  3,  I960.  Dr. 
Edwin  H.  Lawson,  New  Orleans,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 

Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4, 
I960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 
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Southwest  Allergy  Forum.  Dr.  Johnny  A.  Blue,  Oklahoma  City, 
Pres.;  Dr.  George  L.  Winn,  Suite  104,  Lister  Medical  Building, 
430  Northwest  Twelfth  St.,  Oklahoma  City,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Oct.  23,  I960. 
Dr.  Robb  Rutledge,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
Westchester  House,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  El  Paso,  Oct.  20-22,  I960. 

Dr.  R.  L.  Deter,  El  Paso,  Pres.;  Dr.  Merle  Thomas,  1501  Ari- 
zona Building,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio.  Dr.  Peter 
E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711 
Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Fort  Smith,  Ark.  Dr.  Fred  H.  Krock, 
Fort  Smith,  Ark.,  Pres.;  Mary  O'Leary,  813  Medical  Arts  Bldg., 
Oklahoma  City,  Exec.  Secy. 

Tri-State  Medical  Assembly,  Louisiana,  Sept.  14-15,  I960.  Dr.  R.  B. 
Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport,  Secy. 

United  States-Mexico  Border  Public  Health  Association.  Mr.  Frank  J. 
Von  Zuben,  Jr.,  Austin,  Pres.;  Dr.  Jorge  Roman,  243  United 
States  Court  House,  El  Paso,  Secy. 


State 

Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 

Texas  Academy  of  General  Practice,  Dallas,  Oct.  3-5,  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine.  Dr.  Merton  M.  Minter,  San 
Antonio,  Pres.;  Dr.  Hugo  T.  Engelhardt,  1216  Main,  Houston, 
Secy.  Meetings  restricted  to  members. 

Texas  Air-Medics  Association,  Galveston,  April  22-25,  1961.  Dr. 
C.  D.  Henry,  San  Antonio,  Pres.;  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Secy. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Galveston,  April 
22-25,  1961.  Dr.  L.  P.  Walter,  Austin,  Pres.;  Dr.  W.  V.  Brad- 
shaw, Jr.,  1800  University  Drive,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building.  Dallas  1. 
Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Galveston,  April 
22-25,  1961.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kel- 
ton,  Jr.,  108  West  30th,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Galveston, 
April  22-25,  1961.  Dr.  Hiram  M.  Anderson,  San  Angelo,  Pres.; 
Dr.  Milton  V.  Davis,  3707  Gaston  Avenue,  Dallas,  Secy.-Treas. 
Texas  Dermatological  Society,  Galveston,  April  22-25,  1961.  Dr. 
M.  W.  Harrison,  Houston,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy.-Treas. 

Texas  Diabetes  Association,  Galveston,  April  22-25,  1961.  Dr.  James 
A.  Greene,  Houston,  Pres.;  Dr.  John  W.  Chriss,  2436  Morgan 
Street,  Corpus  Christi,  Secy.-Treas. 

Texas  Division,  American  Cancer  Society.  Dr.  David  A.  Todd,  San 
Antonio,  Pres.;  Mr.  Curt  W.  Reimann,  5014  Bull  Creek  Rd., 
Austin  3,  Executive  Director. 

Texas  Heart  Association,  Dallas,  Sept.  9-10,  I960.  Dr.  Robert  E. 
Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H.  Jones 
Library  Building,  Houston  25,  Executive  Director. 

Texas  Hospital  Association.  Mr.  F.  S.  Walters,  Jr.,  Amarillo,  Pres.; 

Mr.  O.  Ray  Hurst,  1905  N.  Lamar,  Austin,  Executive  Director. 
Texas  Industrial  Medical  Association,  Galveston,  April  22-25,  1961. 
Dr.  Noble  B.  Daniel,  Texarkana,  Pres.;  Dr.  J.  G.  Burdick,  Pasa- 
dena, Secy. 

Texas  Neuropsychiatric  Association,  Galveston,  April  22-25,  1961. 
Dr.  Clarence  S.  Hoekstra,  Dallas,  Pres.;  Dr.  E.  Ivan  Bruce,  Jr., 
Galveston,  Secy.-Treas. 

Texas  Ophthalmological  Association,  Galveston,  April  22-25,  1961. 
Dr.  Otto  Lippmann,  Austin,  Pres.;  Dr.  James  H.  Scruggs,  Waco, 
Secy. 

Texas  Orthopedic  Association,  Galveston,  April  22-25,  1961.  Dr. 
Ike  S.  McReynolds,  Houston,  Pres.;  Dr.  Margaret  Watkins,  Dallas, 
Secy.-Treas. 

Texas  Otolaryngological  Association,  Galveston,  April  22-25,  1961. 
Dr.  August  J.  Streit,  Amarillo,  Pres.;  Dr.  Louis  E.  Adin,  Jr., 
Dallas,  Secy. 

Texas  Pediatric  Society,  Sept.  30-Oct.  1,  I960,  Dallas.  Dr.  Byron 
York,  Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris, 
Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Galveston,  April 
22-25,  1961.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 


Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Fort  Worth,  March  5-8,  1961. 
Mrs.  Maggie  Belle  Davis,  Corpus  Christi,  Pres.;  Mr.  Joseph  N. 
Murphy,  Jr.,  Box  4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 
Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  O'Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9.  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Galveston,  April  22-25,  1961. 

Dr.  Randle  J.  Brady,  Houston,  Pres.;  Dr.  Eugene  L.  Slataper, 

Houston,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Galveston,  April  22-25, 
1961.  Dr.  W.  S.  Horn,  Jr.,  Fort  Worth,  Pres.;  Dr.  Louis  Levy, 
Fort  Worth,  Secy.-Treas. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Galveston, 
April  22-25,  1961.  Dr.  H.  Gray  Carter,  Dallas,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Temple,  Secy.-Treas. 

Texas  Society  of  Pathologists,  Inc.,  Galveston,  April  22-25,  1961. 

Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A. 
Stembridge,  Dallas,  Secy.-Treas. 

Texas  Society  of  Plastic  Surgeons,  Galveston,  April  22-25,  1961. 

Dr.  J.  B.  Patterson,  Fort  Worth,  Pres.;  Dr.  Raymond  O.  Brauer, 
Houston,  Secy.-Treas. 

Texas  Society  on  Aging.  Dr.  Ernest  W.  Keil,  Temple,  Pres;.  Mrs. 

William  B.  Ruggles,  3701  Stratford,  Dallas,  Secy.-Treas. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  1-3, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Carolyn  H.  Mil- 
lard, 1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 

Texas  Surgical  Society,  San  Antonio,  Oct.  3-4,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  Antonio, 
Dec.  2-3,  I960.  Dr.  Lyle  J.  Logue,  Houston,  Pres.;  Dr.  Oliver 
Suehs,  14  Medical  Arts  Square,  Austin,  Secy. 

Texas  Traumatic  Surgical  Society,  Galveston,  April  22-25,  1961.  Dr. 
Edward  R.  Rowe,  Galveston,  Pres.;  Dr.  John  C.  Long,  Plainview, 
Secy.-Treas. 

Texas  Tuberculosis  Association,  Corpus  Christi,  March  16-18,  1961. 
Dr.  J.  Edward  Johnson,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box 
6158,  Austin  21,  Executive  Director. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas,  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St., 
Wichita  Falls,  Secy. 


District 

First  District  Society.  Dr.  Russell  Holt,  El  Paso,  Pres.;  Dr.  Gordon 
L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  District  Society,  Snyder,  1961.  Dr.  M.  J.  Loring,  Midland, 
Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 

Third  District  Society,  Lubbock.  Dr.  Grady  M.  Wallace,  Lubbock, 
Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo,  Secy. 
Fourth  District  Society.  Dr.  S.  Braswell  Locker,  Brownwood,  Pres.; 

Dr.  J.  G.  Bodenhamer,  Mason,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9,  I960. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13th,  Austin,  Secy. 

Ninth  District  Society,  Bellville,  Spring,  1961.  Dr.  Irving  M.  Wat- 
son, Jr.,  Conroe;  Dr.  William  E.  Sharp,  721  E.  Texas,  Baytown, 
Secy. 

Tenth  District  Society,  September,  I960.  Dr.  J.  W.  McCall,  Jr., 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 

Eleventh  District  Society.  Dr.  Marlin  T.  Braswell,  Henderson,  Pres.; 

Dr.  Floyd  Verheyden,  813  John  St.,  Jacksonville,  Secy. 

Twelfth  District  Society,  Waco,  January  10,  1961.  Dr.  Bernard 
Rosen,  Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th  St., 
Corsicana,  Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  William  B. 
Allensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 

Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  11,  I960.  Dr. 
Andrew  Jackson,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  20-22, 
1961.  Dr.  Frank  H.  Kidd,  Jr.,  Dallas,  Pres.;  Millard  J.  Heath, 
433  Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 
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International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  6-9, 
1961.  Dr.  Maurice  E.  St.  Martin,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.; 
Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State  Office  Bldg.,  201  E. 
14th  St.,  Austin. 

MEDICOLEGAL  NOTES 

Suits  Sometimes  Based  On 
Departure  from  Procedures 

Frequently,  we  have  the  question  raised  by  physicians  in 
Texas  as  to  whether  or  not  the  omitting  of  certain  tests 
or  procedures  ultimately  might  be  used  as  a basis  for  es- 
tablishing negligence  in  a malpractice  case.  An  example 
might  serve  to  demonstrate. 

Let  us  take  a situation  where  a physician  feels  that  a 
preoperative  test  for  the  "bleeding-clotting”  time  of  a 
patient  is  unnecessary,  and  consequently  such  test  is  omitted. 
The  operation  is  performed  but  the  result  is  unsatisfactory. 
Subsequently,  the  patient  sues  the  physician  for  malpractice 
and  alleges  that  the  injury  or  harm  suffered  would  not 
have  happened  had  the  physician  performed  the  test  for 
the  "bleeding-clotting”  time. 

To  better  understand  the  result  we  might  anticipate  the 
courts  ultimately  will  arrive  at,  it  would  be  helpful  to  look 
to  some  of  the  basic  principles  which  our  courts  long  have 
adhered  to  in  malpractice  cases.  First,  our  courts  in  Texas 
uniformly  have  taken  the  position  that  a physician  is 
not  a guarantor  of  a good  or  successful  result  in  the  care 
and  treatment  of  his  patients.  So  long  as  the  physician  has 
exercised  in  his  care  and  treatment  of  the  patient  that  de- 
gree of  care  and  skill  that  would  have  been  exercised  by 
the  average  physician,  in  the  same  or  a similar  locality, 
under  the  same  or  similar  conditions,  the  mere  fact  that 
an  unfavorable  result  has  been  reached  does  not  establish 
negligence  on  the  part  of  the  physician.  To  establish  negli- 
gence on  the  part  of  the  physician,  the  patient  must  estab- 
lish that  his  physician  in  some  way  or  manner  failed  or 
neglected  to  exercise  that  degree  of  skill  or  care  that  would 
have  been  exercised  by  the  average  physician  in  the  same 
or  a similar  locality  under  the  same  or  similar  conditions. 

In  the  example  above,  if  it  could  be  established  that  the 
average  physician  in  the  locality  would  not  have  omitted 
a preoperative  test  for  the  "bleeding-clotting”  time  of  the 
patient,  then  liability  may  result  if  it  can  be  shown  that 
the  omission  of  such  test  resulted  in  harm  or  injury  to  the 
patient.  Consequently,  when  a physician  is  considering  a 
departure  from  a course  of  care  and  treatment  that  is  rec- 
ognized and  accepted  widely,  there  is  danger  that  such  de- 
parture might  be  considered  negligence  on  such  physician’s 
part  unless  it  can  be  shown  that  this  type  of  departure  also 
is  practiced  by  other  physicians  in  the  locality.  It  might 
be  added  that  if  such  departure  is  fairly  widely  recognized 
throughout  medicine  as  a whole,  it  certainly  has  the  effect 


of  lessening  the  possibility  of  any  allegation  that  this  de- 
parture was  of  a negligent  nature. 

Therefore,  physicians  should  be  cognizant  that  any  sig- 
nificant departure  from  commonly  recognized  and  accepted 
courses  of  care  and  treatment  are  not  without  legal  impli- 
cations and  dangers  unless  it  can  be  shown  that  the  aver- 
age physician  in  the  locality  would  have  followed  a similar 
course  of  action  under  like  circumstances. 

— Philip  R.  Overton,  LL.B.,  Austin. 


MEDICAL  MEETINGS 

Texas  Heart  Association  to  Meet 
in  Dallas,  September  8-10 

The  Texas  Heart  Association  will  hold  its  I960  annual 
meeting  at  the  Adolphus  Hotel  in  Dallas,  September  8-10. 

Subjects  to  be  featured  on  the  program  are  coronary 
artery  disease,  surgery  and  heart  disease,  and  high  blood 
pressure. 

Among  the  out-of-state  speakers  will  be  Dr.  A.  Carlton 
Ernstene,  Cleveland;  Dr.  Paul  Oglesby,  Chicago;  Dr.  S. 
Gilbert  Blount,  Jr.,  Denver;  Dr.  Robert  P.  Glover,  Phila- 
delphia; and  Dr.  Robert  W.  Wilkins,  Boston. 

Texans  on  the  program  will  be  Dr.  Carleton  B.  Chap- 
man, Dallas;  Dr.  Robert  E.  Leslie,  El  Campo;  Dr.  Marvin 
D.  Siperstein,  Dallas;  Dr.  James  J.  Leonard,  Galveston;  Dr. 
Raymond  D.  Pruitt,  Houston;  Dr.  William  S.  Fields,  Hous- 
ton; Dr.  Alfred  W.  Harris,  Dallas;  Dr.  Hugh  E.  Wilson, 
Dallas;  Dr.  James  Warren,  Galveston;  and  Dr.  Donald  W. 
Seldin,  Dallas. 

The  program  will  consist  of  some  of  the  following  topics : 
"What  to  Tell  the  Patient  with  Heart  Disease,”  "The  Abil- 
ity of  the  Patient  with  Heart  Disease  to  Perform  Work,” 
"A  Long  Term  Study  of  Coronary  Heart  Disease,”  "The 
Clinical  Evaluation  of  Operable  Congenital  Heart  Disease 
and  Indications  for  Surgery,”  "The  Clinical  Significance  of 
Abnormal  Heart  Sounds,”  "The  Secret  of  Success  in  the 
Surgery  of  Acquired  Valvular  Heart  Disease,”  "Untreated 
Hypertension,”  "Neurological  Disorders  Related  to  Altera- 
tions in  Blood  Pressure,”  and  "Medical  Management  of 
Essential  Hypertension.” 

Additional  information  may  be  obtained  by  writing  to 
the  Texas  Heart  Association,  404  Jesse  Jones  Library  Build- 
ing, Texas  Medical  Center,  Houston  25. 


World  Medical  Association 
Assembles  September  15 

The  German  Medical  Association  will  be  host  for  the 
World  Medical  Association  September  15-22  in  Berlin. 

The  German  Medical  Association  has  scheduled  its  own 
annual  meeting  in  conjunction  with  the  fourteenth  General 
Assembly  of  the  world  meeting.  The  opening  and  closing 
plenary  sessions  of  the  two  organizations  will  be  held  to- 
gether. 

All  activities  will  be  conducted  in  the  new  Berlin  Con- 
vention Hall,  and  the  annual  dinner  on  September  19  will 
be  held  at  the  "Palais  am  Funkturm.”  Featured  on  Sep- 
tember 22  will  be  a sightseeing  tour  through  the  East  Sec- 
tor of  Berlin  and  a cruise  on  Havel  Lake. 

Besides  the  regular  features  of  the  annual  assembly,  an 
international  film  program  will  spotlight  postgraduate 
education. 
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Texas  Hospital  Group 
Holds  Annual  Meeting 

Speakers  at  the  Texas  Hospital  Association’s  thirty-first 
annual  meeting  May  10,  11,  and  12,  in  Dallas  included 
representatives  of  the  medical  profession,  a United  States 
congressman  from  Texas,  and  a national  commentator. 

Bruce  Alger,  United  States  congressman  from  Dallas,  was 
guest  speaker  for  a May  9 luncheon  for  the  Association’s 
House  of  Delegates,  and  Paul  Harvey,  president  of  Paul 
Harvey  News,  Chicago,  was  annual  banquet  speaker  on 
May  12.  His  subject  was  "Two  Worlds.” 

Dr.  F.  J.  L.  "Bing”  Blasingame,  executive  manager  of 
the  American  Medical  Association,  also  was  a guest  speaker 
on  May  10. 

Other  speakers  and  their  topics:  Frank  S.  Groner,  presi- 
dent-elect of  the  American  Hospital  Association  and  admin- 
istrator of  the  Baptist  Memorial  Hospital,  Memphis,  Tenn., 
"The  Patient,  End-Product  or  By-Product”;  Richard  K. 
Young,  Th.D.,  chaplain  of  Baptist  Hospital,  Winston-Salem, 
N.  C.,  and  Dr.  Milford  O.  Rouse,  Dallas,  "Spiritual  Medi- 
cine, Treating  the  Patient  as  Well  as  the  Disease”;  Philip  R. 
Overton,  Texas  Medical  Association  and  Texas  Hospital 
Association  legal  counsel,  Austin,  "From  the  Legal  Angle — ■ 
1959  Review  and  Forecast  for  1960-1961.” 

Also,  Lt.  Col.  Vincent  I.  Hack,  M.S.C.,  Brooke  Army 
Medical  Center,  Fort  Sam  Houston,  "Color  Dynamics  in 
the  Modern  Hospital”;  Ray  E.  Brown,  "An  Administrators’ 
View  of  National  Nursing  Service”;  Eleanor  C.  Lambertsen, 
secretary,  Nursing  Committee,  American  Hospital  Associa- 
tion, Chicago,  "Professional  Nurses  View.” 

Officers  elected  by  the  Association  include  Fred  R.  Hig- 
ginbotham, Baptist  Memorial  Hospital,  San  Antonio,  presi- 
dent; Albert  H.  Scheidt,  Dallas  County  Hospital  District, 
Dallas,  president-elect;  George  B.  Pearson,  Medical  Center 
Hospital,  Tyler,  vice-president;  and  Dr.  Leigh  J.  Crozier, 
Houston,  treasurer. 

Next  meeting  of  the  association  was  set  for  May  14-18, 
1961,  in  Dallas  with  headquarters  in  the  Statler-Hilton 
Hotel. 

Meeting  in  conjunction  with  the  Hospital  Association 
were  the  Texas  Association  of  Hospital  Auxiliaries,  Texas 
Association  of  Medical  Record  Librarians,  Texas  Associa- 
tion of  Nurse  Anesthetists,  Texas  Association  of  Operating 
Room  Nurses,  Hospital  Purchasing  Agents  Association  of 
Texas,  Association  of  Catholic  Chaplains  in  Texas  Hospitals, 
Hospital  Chaplains  in  Texas,  and  Texas  Conference  of 
Catholic  Hospitals. 


Cancer  Conference  in  Minneapolis 

"Changing  Concepts  Concerning  Cancer,”  is  the  theme  of 
the  fourth  National  Cancer  Conference,  to  be  sponsored  by 
the  American  Cancer  Society  and  the  National  Cancer  Insti- 
tute, September  13-15,  in  Minneapolis. 

Among  the  presentations  will  be  symposiums  on  cancer 
of  the  breast,  lung,  female  genital  tract,  gastrointestinal 
tract,  male  genitourinary  tract,  leukemias  and  lymphomas, 
skin,  head  and  neck,  and  cancer  control.  Panel  discussions 
will  be  held  on  cancer  etiology,  cancer  pathogenesis  and 
spread,  and  cancer  therapy.  Other  papers  will  be  given  con- 
cerning frontiers  in  biology  and  cancer  research  and  care 
of  the  advanced  cancer  patient. 

For  further  information,  doctors  interested  may  write  to 
the  American  Cancer  Society,  Inc.,  Medical  Affairs  Depart- 
ment, 521  West  57th  Street,  New  York  19- 


Congress  of  Physical  Medicine 
Scheduled  August  21-26  in  Washington 

Theme  of  the  third  International  Congress  of  Physical 
Medicine  in  Washington,  D.  C.,  on  August  21-26,  is  the 
diagnosis,  prevention,  and  treatment  of  physiatric  diseases 
and  disabilities. 

Divisions  of  the  theme  to  be  considered  are  ( 1 ) diseases 
of  the  skeletal  muscles,  (2)  arthritis  and  collagen  diseases, 
(3)  neuromuscular  and  musculoskeletal  systems,  (4)  after- 
care of  acute  trauma  to  neuromuscular  and  musculoskeletal 
systems,  (5)  congenital  defects  causing  physical  disability, 
(6)  scoliosis,  (7)  after-care  of  amputations,  and  (8) 
geriatrics. 

More  than  70  papers  will  be  presented  at  the  meeting 
which  also  will  include  18  scientific  sessions,  an  extensive 
program  of  scientific  movies,  a full  complement  of  scientific 
and  technical  exhibits,  and  business  sessions. 

The  Johnson  Stanley  Coulter  Lecture  will  be  delivered  by 
Dr.  Philippe  Bauwens,  London,  whose  subject  will  be  "Elec- 
trodiagnosis Revisited.” 


International  Cripple  Society 
Meets  August  28  in  New  York 

August  28  through  September  2 have  been  designated 
as  meeting  dates  of  the  eighth  World  Congress  of  the  Inter- 
national Society  for  the  Welfare  of  Cripples  in  New  York’s 
Waldorf-Astoria  Hotel. 

For  the  first  time,  the  meeting  is  being  held  outside  of 
Europe.  The  National  Society  for  Crippled  Children  and 
Adults  will  be  host.  More  than  20  committees  have  been 
working  3 years  under  the  leadership  of  Dr.  Howard  A. 
Rusk,  Congress  president  and  director  of  the  Institute  of 
Physical  Medicine  and  Rehabilitation  at  New  York  Uni- 
versity Medical  Center,  and  Lawrence  J.  Linck,  chairman 
of  the  Congress  Committee. 

The  Congress  is  expected  to  draw  more  than  5,500  physi- 
cians, nurses,  therapists,  educators,  scientists,  employers,  in- 
dustrialists, government  officials,  and  voluntary  agency 
leaders  representing  more  than  70  countries. 

Theme  of  the  meeting  is  "Rehabilitation  and  World 
Peace.” 


Otolaryngologic  Assembly  in  September 

The  University  of  Illinois  College  of  Medicine’s  Depart- 
ment of  Otolaryngology  is  offering  an  intensive  postgrad- 
uate basic  and  clinical  program  for  practicing  otolaryngol- 
ogists, September  24-30,  in  Chicago.  The  assembly  offers  a 
compact  program  of  1 week  of  daytime  and  evening 
sessions. 

It  is  designed  to  bring  to  specialists  a wide  variety  of 
current  advances  in  management,  therapy,  and  philosophies. 
Review  of  basic  morphologic  features  also  is  included  by 
means  of  laboratory  demonstrations,  dissection,  and  pro- 
tection, all  augmented  by  visual  aids. 

Panel  programs  have  been  designed  to  bring  out  special 
features  of  otologic  and  reconstructive  surgery  and  tumors 
of  the  head  and  neck.  Luncheon  chats  are  an  important 
part  of  the  daily  program. 

Interested  physicians  should  write  directly  to  the  De- 
partment of  Otolaryngology,  University  of  Illinois  College 
of  Medicine,  1853  West  Polk  Street,  Chicago  12. 
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Fall  Clinical  Conference  Set 
August  20  in  Wichita  Falls 

The  North  Texas-Southern  Oklahoma  Fall  Clinical  Con- 
ference will  be  held  August  20  at  the  Wichita  Falls  Country 
Club  in  Wichita  Falls. 

Speakers  include  Dr.  Herbert  C.  Miller,  professor  of 
pediatrics  at  the  University  of  Kansas  Medical  Center  whose 
topic  is  "Respiratory  Distress  Syndrome  and  the  Newborn”; 
Dr.  Franz  Joseph  Ingelfinger,  professor  of  medicine  at 
Boston  University  School  of  Medicine,  "Dysphagia";  Dr. 
John  Blalock  of  the  Department  of  Surgery  at  the  Ochsner 
Clinic,  New  Orleans,  "Inferior  Vena  Cava  Ligation  in  Cases 
of  Thrombo-embolic  Disease.” 

Jaundice  will  be  the  subject  of  the  afternoon  seminar. 
Also  featured  at  the  meeting  will  be  technical  exhibits  and 
a roundtable  luncheon  with  a question  and  answer  period. 

Registration  fee  for  the  conference  is  $8. 


For  Postgraduate  Assembly: 

Medical  Discussions  in  Depth 

The  Postgraduate  Medical  Assembly  of  South  Texas  has 
scheduled  medical  discussions  in  depth,  symposiums  fol- 
lowed by  panel  discussions,  when  it  meets  July  18-20  at 
the  Shamrock  Hilton  Hotel  in  Houston. 

Twenty-one  out-of-state  speakers  will  be  on  the  program, 
which  is  divided  into  interests  of  four  major  sections: 
medicine,  surgery,  obstetrics  and  gynecology,  and  ophthal- 
mology and  otolaryngology. 

Requests  for  information  may  be  made  to  the  Executive 
Committee,  412  Jesse  H.  Jones  Library  Building,  Houston 
25. 


Pan-Pacific  Surgical  Association 
Slates  Fall  Hawaii  Session 

The  eighth  Congress  of  the  Pan-Pacific  Surgical  Associa- 
tion will  be  held  in  Honolulu,  September  27-October  5, 
with  an  outstanding  scientific  program  slanted  to  be  of 
interest  to  all  physicians.  Ten  surgical  specialty  sections  are 
held  simultaneously. 

Further  information  and  brochures  may  be  obtained  by 
writing  to  Dr.  F.  J.  Pinkerton,  director  general  of  the 
Association,  Suite  230,  Alexander  Young  Building,  Hono- 
lulu 13. 


Southern  Trudeau  Society  to  Meet 

The  I960  annual  meeting  of  the  Southern  Trudeau  So- 
ciety and  the  Southern  Tuberculosis  Conference  will  be  held 
September  14-16  at  the  Hotel  Francis  Marion  in  Charleston, 
S.  C. 

Those  interested  in  obtaining  further  information  may 
write  Mr.  Judson  M.  Allred,  Jr.,  P.  O.  Box  9865,  Jackson, 
Miss. 


At  the  end  of  1959,  the  Joint  Commission  on  Accredita- 
tion of  Hospitals  had  accredited  3,668  hospitals.  Although 
this  was  228  fewer  than  in  1958,  because  of  the  with- 
drawal of  Canadian  hospitals,  there  was  a net  gain  in 
the  United  States  of  95  hospitals. 


EDUCATION 

Cunningham  Fellowship 
To  Be  Initiated  in  Fall  Term 

Latest  reports  show  that  more  than  $4,000  has  been 
contributed  to  the  Harriet  Cunningham  Memorial  Graduate 
Fellowship  in  Medical  Writing  at  the  University  of  Texas. 

Established  in  memory  of  Miss  Cunningham,  the  late 
managing  editor  of  the  Texas  State  Journal  of  Medicine 
who  died  May  9 in  Austin,  the  fellowship  will  provide 
$250  each  year  beginning  this  fall  for  a qualified  graduate 
student  at  the  University. 

The  fellowship  was  created  to  give  an  opportunity  to  a 
young  person  of  exceptional  ability  to  gain  a background 
for  medical  writing  and  to  secure  some  experience  in  this 
field  as  a part  of  an  educational  program.  A main  objective 
is  to  focus  attention  on  the  challenge  and  opportunity  in 
the  field  of  medical  writing  for  journalism  students  and  for 
individuals  in  other  liberal  arts  areas. 

The  student  selected  for  the  fellowship  will  be  required 
to  take  30  semester  hours  of  courses  for  his  master’s  de- 
gree. This  may  include  a 3 hour  senior-graduate  course  in 
article  writing  and  the  student  may  concentrate  on  writing 
articles  related  to  medical  fields.  He  also  may  enroll  in  a 
research  or  work-project  conference  course,  which  would  be 
planned  in  cooperation  with  Texas  Medical  Association.  For 
thesis  work  (6  hours  credit)  the  fellowship  recipient  would 
be  expected  to  select  a research  area  connected  with  medical 
writing.  Eighteen  remaining  semester  hours  would  be  de- 
voted to  broadening  and  strengthening  the  student’s  back- 
ground and  might  include  sociology,  psychology,  political 
science,  and  science. 

Individuals  interested  in  applying  for  the  scholarship  may 
address  Dr.  DeWitt  C.  Reddick,  School  of  Journalism,  The 
University  of  Texas,  Austin  12,  or  Mr.  C.  Lincoln  Williston, 
Texas  Medical  Association,  1801  North  Lamar  Boulevard, 
Austin  14. 


Postgraduate  Courses 

The  Internal  Medical  Audit,  Denver,  August  10-12. — The 
Office  of  Postgraduate  Medical  Education  at  the  University 
of  Colorado  Medical  Center,  Denver,  is  presenting  this 
course  in  response  to  the  increasing  interest  in  the  medical 
audit.  Subjects  to  be  discussed  will  include  many  practical 
and  experience-tested  aspects  of  the  field.  One  half-day  of 
the  course  will  be  devoted  to  separate  concurrent  sessions 
dealing  with  the  special  problems  and  methods  of  auditing 
the  four  major  specialities — medicine,  surgery,  pediatrics, 
and  obstetrics.  The  course  is  being  offered  primarily  for 
hospital  chiefs  of  service  and  other  staff  physicians,  but  a 
limited  number  of  hospital  administrators  may  attend. 
Tuition  fee  for  the  course  is  $35  and  includes  a nonre- 
fundable  registration  of  $5.  The  course  is  acceptable  for 
American  Academy  of  General  Practice  Category  I credit 
for  the  number  of  hours  attended.  Further  information  may 
be  obtained  from  the  Office  of  Postgraduate  Medical  Edu- 
cation, the  University  of  Colorado  Medical  Center,  4200 
East  Ninth  Avenue,  Denvdr  20. 

Pediatrics,  Estes  Park,  Colo.,  September  1-6. — In  two 
parts,  this  5 day  course  on  pediatrics  is  being  presented  by 
the  University  of  Colorado  School  of  Medicine,  the  De- 
partment of  Pediatrics,  and  the  Office  of  Postgraduate 
Medical  Education  of  the  University  of  Colorado  Medical 
Center.  The  first  part  of  the  course,  September  1-3,  will 
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be  devoted  to  Clinical  and  Research  Advances  in  Pediatrics, 
and  the  second  part  on  September  5 and  6,  will  be  on 
Child  Guidance.  The  entire  course  is  to  be  held  at  the 
Stanley  Hotel  in  Estes  Park,  Colo.,  and  regularly  scheduled 
bus  service  will  be  available  from  Denver  to  Estes  Park. 
Tuition  fee  is  $60  for  the  entire  course  and  $30  for  either 
of  the  two  parts.  Also  required  is  a $10  nonrefundable 
registration  fee.  Further  information  may  be  obtained  from 
the  Office  of  Postgraduate  Medical  Education,  University 
of  Colorado  Medical  Center,  4200  East  Ninth  Avenue, 
Denver  20. 

Hematology  and  Radioisotopes,  Philadelphia,  September 
19-23. — The  American  College  of  Physicians  announces  its 
Course  I in  Hematology  and  Radioisotopes  to  be  held  at 
the  Ohio  State  University  College  of  Medicine  in  Columbus, 
Ohio,  September  19-23.  Tuition  fee  for  members  is  $60 
and  nonmembers,  $80.  Registration  forms  and  requests  for 
information  may  be  obtained  by  writing  Dr.  Edward  C. 
Rosenow,  Jr.,  Executive  Director,  American  College  of 
Physicians,  4200  Pine,  Philadelphia. 

Cancer  and  the  Internist,  New  York,  October  10-14. — 
Course  No.  2,  Cancer  and  the  Internist — 1960  Concepts 
will  be  sponsored  by  the  American  College  of  Physicians, 
October  10-14,  at  the  Memorial  Center,  Sloan-Kettering 
Institute  for  Cancer  Research  in  New  York.  Tuition  fee 
for  members  is  $60  and  nonmembers,  $80.  Those  interested 
may  obtain  registration  forms  and  further  information  from 
Dr.  Edward  C.  Rosenow,  Jr.,  Executive  Director,  American 
College  of  Physicians,  4200  Pine,  Philadelphia. 


Baylor  University  College  of  Medicine 

A unique  joint  appointment  designed  to  promote  a closer 
working  relationship  in  the  medical  sciences  between  Baylor 
University  College  of  Medicine  and  the  College  de  France 
in  Paris  was  announced  by  Dr.  Stanley  W.  Olson,  Dean 
of  the  College  of  Medicine  in  the  Texas  Medical  Center. 

The  joint  appointment  provides  that  as  of  July  1,  Dr. 
Roger  Guillemin,  associate  professor  of  physiology  at  Bay- 
lor, also  will  become  associate  director  of  the  Institute  for 
Experimental  Endocrinology  at  the  College  de  France.  Un- 
der this  arrangement,  made  possible  by  a grant  of  $5,000 
from  the  Houston  Endowment,  Inc.,  Dr.  Guillemin  will 
divide  his  time  between  Houston  and  Paris. 

Establishment  of  the  Peggy  Ann  Efron  Student  Research 
Fellowship  in  Hematology  in  the  Department  of  Pediatrics 
at  Baylor  was  announced  recently  by  Dr.  Russell  J.  Blattner, 
professor  and  chairman  of  the  Department  of  Pediatrics. 
The  fellowship  is  made  possible  by  a gift  of  $600  from  the 
Sisterhood  Temple  Beth  Israel  and  is  a memorial  to  the 
daughter  of  Meyer  Efron,  Peggy  Ann  Efron,  who  died  of 
leukemia  several  years  ago. 

A gift  of  $300,000  by  Mr.  and  Mrs.  J.  Newton  Rayzor 
and  their  family  for  a new  Student  Center  at  Baylor  Uni- 
versity College  of  Medicine  in  the  Texas  Medical  Center, 
Houston,  has  been  announced  by  Dean  Stanley  W.  Olson. 
The  building  will  include  a two-level,  glass-enclosed  dining 
and  recreation  area  with  landscaped  courtyards,  a faculty 
dining  room,  exhibit  area,  student  and  faculty  meeting 
places. 

Dr.  George  L.  Jordan,  Jr.,  associate  professor  of  surgery 
at  the  college,  has  been  selected  as  recipient  of  a $20,000 
Lederle  Medical  Faculty  Award  for  1960-1961.  He  is  the 
first  member  of  the  Baylor  faculty  to  receive  one  of  the 
Lederle  awards.  Dr.  Jordan  has  published  more  than  50 
original  papers  dealing  with  research  on  atherosclerosis, 
gastric  resection,  and  the  effect  of  anticancer  substances/ 


University  of  Texas  Medical  Branch 

Dr.  Robert  H.  Berger,  Lubbock,  May  graduate  of  the 
University  of  Texas  Medical  Branch;  Galveston,  was  named 
first  recipient  of  the  Gold  Headed  Cane  Award  during 
commencement  exercises.  Chosen  by  his  classmates  as  the 
"graduate  who  best  exemplified  the  qualities  of  the  physi- 
cian who  will  put  the  welfare  of  his  patient  first  at  all 
times,”  Dr.  Berger  was  given  the  cane  by  Dr.  William 
Kerr,  retired  chairman  of  the  University  of  California 
School  of  Medicine. 

The  University  of  Texas  Medical  Branch  is  the  third 
school  in  the  nation  to  revive  the  tradition  instigated  in 
England  in  1714.  The  teak  wood  cane,  bearing  the  words 
of  "Humility,  Humanity,  Fidelity”  and  topped  by  a solid 
gold  head  of  riding-crop  style,  is  to  be  kept  by  Dr.  Berger 
1 year  before  he  turns  it  over  to  his  successor  in  1961. 
Each  year  a gold  band  with  the  name  of  the  new  winner 
inscribed  on  it  will  be  added  to  the  shaft. 

The  ceremony  and  award  were  adopted  at  the  suggestion 
of  Dr.  Charles  T.  Stone,  Sr.,  professor  of  internal  medicine. 

Two  other  students,  Dr.  Charles  Stevens  of  LaMarque, 
and  Dr.  Thomas  E.  Taylor  of  Quanah,  were  honorable  men- 
tions for  the  award. 

Other  United  States  schools  that  offer  the  cane  are  the 
University  of  California  and  the  University  of  Colorado. 

Dr.  Frank  Harrison,  professor  of  anatomy  and  assistant 
dean  of  the  University  of  Texas  Southwestern  Medical 
School,  Dallas,  was  speaker  May  16  at  the  University  of 
Texas  Medical  Branch,  Galveston.  His  topic  was  "Present 
Concepts  of  Neuron  Function.” 

Dr.  Truman  G.  Blocker,  Jr.,  will  become  chairman  of 
the  Department  of  Surgery  of  the  University  of  Texas 
Medical  Branch,  effective  July  1,  succeeding  Dr.  Robert 
M.  Moore.  Dr.  Moore  will  continue  to  serve  as  an  active 
full  professor  in  the  department. 

Dr.  Blocker  has  been  chief  of  the  Medical  Branch  divi- 
sion of  plastic  and  maxillofacial  surgery  since  1945. 

Guest  speakers  at  the  Medical  Branch  in  recent  weeks 
have  included  Dr.  Andrew  Ranier,  pathologist,  Lake 
Charles,  La.;  Harold  G.  Cassidy,  Ph.D.,  professor  of  chem- 
istry, Yale  University;  Dr.  David  E.  Rogers,  professor  of 
medicine,  Vanderbilt  University;  and  Dr.  R.  F.  Ogilvie, 
reader  in  pathology,  University  of  Edinburgh  Medical 
School,  Scotland. 

Dr.  Leon  Sokoloff,  research  pathologist  at  the  National 
Institute  of  Arthritis  and  Metabolic  Diseases,  Bethesda, 
Md.,  spoke  on  "The  Biology  of  Degenerative  Joint  Disease,” 
which  was  a Sigma  Xi  lecture,  on  March  29  at  the  Uni- 
versity of  Texas  Medical  Branch,  Galveston. 


Obstetrics-Gynecology  Board  Certifies  12 

Twelve  Texas  doctors  are  among  those  recently  examined 
and  certified  by  the  American  Board  of  Obstetrics  and 
Gynecology. 

They  include  Dr.  Robert  Henry  Benbow,  Bryan;  Dr. 
Donald  P.  Bernard,  United  States  Naval  Hospital,  Corpus 
Christi;  Dr.  Andy  James  Bowden,  Jr.,  Fort  Worth;  Dr. 
Francis  Waring  Burke,  United  States  Naval  Hospital,  Cor- 
pus Christi;  Dr.  Robert  Vernon  Colpitts,  Houston;  and 
Dr.  Joe  Dudley  Crawford,  Jacksonville. 

Also  Dr.  Harold  Irvin  Daily,  Houston;  Dr.  Charles 
Frederick  Ford,  United  States  Air  Force  Hospital,  Reese 
Air  Force  Base,  Lubbock;  Dr.  James  Henry  Goodson,  Dal- 
las; Dr.  Michael  Kurilecz,  Dallas;  Dr.  Donald  Edward  Mc- 
Guire, Dallas;  and  Dr.  John  B.  Norton,  United  States  Air 
Force  Hospital,  Sheppard  Air  Force  Base,  Wichita  Falls. 
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Groundbreaking  Ceremonies  Held 
For  New  Baylor  Building 

Groundbreaking  ceremonies  for  the  M.  D.  Anderson 
Basic  Science  Building  and  the  Jesse  H.  Jones  Clinical  Re- 
search Building  in  the  Texas  Medical  Center,  Houston, 
were  held  on  May  21,  and  ceremonies  for  the  Jewish  Medi- 
cal Research  Institute  were  held  on  June  7. 

Provided  by  the  Texas  Medical  Center  for  the  use  of 
Baylor  University  College  of  Medicine,  basic  science  and 
clinical  research  buildings  are  being  built  from  grants  of 
$1,000,000  each  by  the  Houston  Endowment  and  the 
M.  D.  Anderson  Foundation,  and  matching  funds  from  the 
Health  Research  Facilities  of  the  National  Institutes  of 
Health. 

Both  the  basic  science  building  and  the  clinical  research 
building  will  contain  five  stories  plus  basement  and  sub- 
basements. Each  will  have  about  66,000  square  feet  of 
floor  space.  Plans  provide  for  150  laboratories  and  offices 
in  each  building.  Architecture  will  be  modern  with  ex- 
posed structural  beams  and  curtain  wall  construction. 

The  basic  science  building  will  adjoin  the  research  build- 
ing, and  will  provide  facilities  for  the  departments  of 
dermatology,  anatomy,  genetics,  biostatistics,  pharmacology, 
medicine,  and  surgery.  It  will  provide  for  research  activities 
in  the  latter  two  departments.  The  clinical  research  building 
will  house  the  departments  of  obstetrics  and  gynecology, 
neurology,  pathology  and  neuropathology,  pediatrics,  in- 
ternal medicine,  and  visual  education.  It  will  be  used  also 
for  research  in  studying  the  clinical  problems  of  medicine 
in  the  laboratory. 

The  groundbreaking  ceremonies  marked  the  beginning  of 
the  expansion  program  which  also  will  include  eventually 
the  Rayzor  Student-Faculty  Center. 

Unique  Foreign  Fellowships 
To  Send  Students  to  Remote  Areas 

The  Association  of  American  Colleges  has  announced 
the  establishment  of  a unique  fellowship  program  designed 
to  further  medical  education  by  sending  future  doctors  to 
remote  areas  of  the  world. 

The  3 year  program,  established  under  a $180,000  grant 
from  Smith  Kline  and  French  Laboratories,  is  open  to  all 
medical  college  students  who  have  completed  their  third 
year  of  study.  Scheduled  to  begin  this  summer,  the  pro- 
gram will  permit  an  average  of  30  students  to  participate 
each  year.  They  will  spend  an  average  of  12  weeks  work- 
ing in  the  more  primitive  regions  of  the  world,  learning 
the  mores  and  ethical  backgrounds  of  other  peoples  and 
representing  the  United  States  as  unofficial  ambassadors. 

Awards  will  be  made  on  the  basis  of  the  applicant’s 
ability  and  objectives.  In  some  cases,  a contribution  will 
be  made  for  the  student’s  spouse  if  this  seems  desirable 
in  terms  of  the  objectives  of  the  trip. 

Further  information  may  be  obtained  from  the  Associa- 
tion of  American  Medical  Colleges,  2530  Ridge  Avenue, 
Evanston,  111. 

I 

Houston  VA  Hospital  Studies  Drugs 

The  Houston  Veterans  Administration  Hospital  is  among 
37  such  institutions  across  the  nation  participating  in  a 
controlled  study  of  use  of  three  newer  antidepressive  drugs 
in  treatment  of  mental  and  emotional  illness.  The  drugs 
are  imipramine,  isocarboxazid,  and  dextro-amphetamine 
sulphate. 


Arthritis  Fellowships,  Awards 
Available  for  Three  Groups 

The  Arthritis  and  Rheumatism  Foundation  is  offering 
predoctoral,  postdoctoral,  and  senior  investigatorship  awards 
in  the  fundamental  sciences  related  to  arthritis  for  work 
beginning  July  1,  1961.  Deadline  for  applications  is 
October  31,  I960. 

These  awards  are  intended  as  fellowships  to  advance  the 
training  of  young  men  and  women  of  promise  for  an  in- 
vestigative or  teaching  career.  They  are  not  in  the  nature 
of  grants-in-aid  in  support  of  a research  project. 

Predoctoral  fellowships  are  limited  to  students  who  hold 
bachelors’  degrees,  stipends  to  range  from  $2,000  to  $3,000; 
postdoctoral  fellowships  are  limited  to  applicants  with  de- 
grees of  doctor  of  medicine,  doctor  of  philosophy,  or  the 
equivalent,  stipends  to  range  from  $5,000  to  $7,000  per 
year;  and  senior  investigator  awards  are  made  to  candidates 
holding  or  eligible  for  a faculty  rank  such  as  instructor  or 
assistant  professor,  stipends  to  range  from  $7,000  to  $10,- 
000  per  year. 

For  further  information,  inquiries  may  go  to  the  Medical 
Director,  Arthritis  and  Rheumatism  Foundation,  10  Colum- 
bus Circle,  New  York  19. 


Obstetrics  and  Gynecology  Board 
Schedules  Part  I Examination 

The  next  scheduled  American  Board  of  Obstetrics  and 
Gynecology  Examination  (Part  I),  written,  will  be  held 
in  various  cities  of  the  United  States,  Canada,  and  military 
centers  outside  the  Continental  United  States  on  January 
13,  1961. 

Candidates  submitting  applications  in  I960  for  the  1961 
examinations  are  not  required  to  submit  case  reports  as 
previously  required  to  complete  the  part  1 examinations  of 
this  board.  In  lieu  of  this  requirement,  new  candidates  are 
required  to  keep  in  their  files  a duplicate  list  of  hospital 
admissions  as  submitted  with  their  application,  for  sub- 
mittal at  the  annual  meeting  in  Chicago  should  they  be- 
come eligible  to  take  the  Part  II  (oral)  Examinations. 

Reopened  candidates  will  be  required  to  submit  case 
reports  for  review  30  days  after  notification  of  eligibility. 
Those  scheduled  for  Part  I and  candidates  resubmitting 
case  reports  are  required  to  submit  case  reports  prior  to 
August  1 each  year. 

Current  bulletins  may  be  obtained  by  writing  to:  Dr. 
Robert  L.  Faulkner,  2105  Adelbert  Road,  Cleveland  6. 

Requests  for  reexamination  in  Part  II  now  are  being 
accepted.  All  candidates  are  urged  to  make  such  application 
at  the  earliest  possible  date.  Deadline  for  receipt  of  applica- 
tions is  August  1. 

The  following  change  in  requirements  for  certification 
was  made  by  the  members  of  the  American  Board  of  Ob- 
stetrics and  Gynecology  at  the  recent  annual  meeting  in 
Chicago. 

"A  Resolution  was  passed  at  the  recent  annual  meeting 
of  this  Board  which  eliminates  the  submission  of  Case 
Reports  as  part  of  the  Part  I Examination.  It  is  required, 
however,  that  each  candidate  eligible  to  take  the  Part  II 
Examination  bring  to  the  place  of  examination,  a dupli- 
cate list  of  Hospital  Admissions  as  submitted  with  his  or 
her  application.  This  change  in  requirements  is  not  retro- 
active and  therefore  applies  to  candidates  making  applica- 
tion for  the  1961  examinations.” 

Members  of  the  board  resolved  that  applications  for  ap- 
praisal of  incomplete  training  will  no  longer  be  accepted 
for  review  by  the  Residency  Review  Committee. 
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OF  GENERAL  INTEREST 
Personals 

Dr.  John  J.  Andujar,  Fort  Worth,  was  in  Moscow  July 
5 as  an  official  delegate  of  the  American  Society  of  Clinical 
Pathologists  to  deliver  a scientific  report  at  the  Herzen 
Institute.  Dr.  Andujar  studied  the  Russian  language  10 
months  prior  to  his  trip  so  that  he  would  be  able  to  present 
his  paper  in  the  Soviets’  own  tongue.  In  addition  to  his 
Russian  talk,  Dr.  Andujar  spoke  in  Spanish  at  the  meet- 
ing of  the  International  Society  of  Pathologists  in  Madrid, 
prior  to  his  Russian  appearance. 

Dr.  N.  L.  Barker,  Paris,  was  featured  in  a recent  biog- 
raphy, "Paris  Profiles,”  in  the  Paris  News. 

Dr.  Harris  Busch,  Chicago,  has  been  appointed  professor 
of  pharmacology  and  chairman  of  the  Department  of  Phar- 
macology at  Baylor  University  College  of  Medicine,  Hous- 
ton. Dr.  Busch  has  been  professor  of  pharmacology  at  the 
University  of  of  Illinois  College  of  Medicine,  Chicago. 

Dr.  John  McGivney,  instructor  in  surgery  at  the  Univer- 
sity of  Texas  Medical  Branch,  Galveston,  presented  an  il- 
lustrated lecture  on  "A  Simple  Procedure  for  the  Correction 
of  Postoperative  Anal  Stenosis”  at  the  twelfth  International 
Surgical  Conference  held  in  Rome  in  May. 

Dr.  and  Mrs.  C.  P.  Schenck,  Fort  Worth,  were  honored 
May  18  as  that  city’s  outstanding  senior  citizens  for  I960 
by  the  Women’s  Civic  Club  Council.  First  to  receive  the 
award  jointly,  the  couple  was  feted  at  a dinner  at  the  Elks 
Club. 

Dr.  George  R.  Herrmann,  professor  of  medicine  at  the 
University  of  Texas  Medical  Branch  in  Galveston  and  di- 
rector of  Cardiovascular  Research  Laboratory  and  Heart 
Station,  recently  was  made  an  honorary  fellow  of  the 
American  College  of  Cardiology. 

Dr.  Ben  M.  Primer,  Austin,  was  spotlighted  in  an  article 
in  the  Austin  Municipal  Review,  publication  of  the  City  of 
Austin,  concerning  his  job  as  director  of  the  Austin-Travis 
County  Health  Unit  and  city  health  officer. 

Dr.  James  A.  Knight,  Houston,  was  named  assistant  dean 
of  Baylor  University  College  of  Medicine,  effective  July  1. 

Dr.  Ray  K.  Daily  of  Houston  recently  attended  a meet- 
ing of  the  International  College  of  Surgeons  in  Rome,  Italy. 

Drs.  Michael  E.  DeBakey  and  George  C.  Morris,  Jr.,  of 
Houston,  were  awarded  first  prize  for  the  scientific  motion 
picture,  "Fusiform  Aneurysm  of  Aortic  Arch,  Resection  and 
Replacement  with  Dacron  Graft,”  presented  at  the  twenty- 
sixth  annual  meeting  of  the  American  College  of  Chest 
Physicians  on  June  11. 

Dr.  and  Mrs.  Michael  E.  DeBakey,  Houston,  recently 
were  in  Moscow,  where  Dr.  DeBakey  attended  the  Seventh 
Annual  Surgical  Congress  meeting  there. 


Five  Texas  Laymen  Honored  by  Physicians 

The  Southern  Medical  Association  honored  five  Texas 
laymen  with  associate  memberships  during  the  1960  an- 
nual session  of  the  Texas  Medical  Association. 

Voted  associate  membership  awards  by  the  Southern 
Medical  Association  Council,  its  governing  body,  were  C. 
Lincoln  Williston,  executive  secretary,  and  Donald  M. 
Anderson,  assistant  executive  secretary,  of  the  Texas  Medi- 
cal Association,  Austin;  Millard  J.  Heath,  executive  secre- 
tary of  the  Dallas  County  Medical  Society;  Philip  R.  Over- 
ton,  general  counsel  of  the  Texas  Medical  Association,  Aus- 
tin; and  S.  E.  Cockrell,  Jr.,  executive  secretary  of  the 
Bexar  County  Medical  Society,  San  Antonio. 

The  honors  were  given  "for  meritorious  service  to  the 
medical  profession  or  . to  humanity  by  a layman.” 


Rouse  Speech  Cites  Forand  Bill  Faults 

Dr.  Milford  O.  Rouse,  Dallas,  vice  speaker  of  the  Ameri- 
can Medical  Association’s  House  of  Delegates  and  a past 
president  of  the  Texas  Medical  Association,  reiterated  the 
dangers  of  federal  intervention  in  medical  care  for  the  aged 
when  he  addressed  persons  attending  a recent  2-day  con- 
ference sponsored  by  the  American  Medical  Association’s 
Committee  on  Aging  in  New  Orleans.  Co-sponsors  were 
the  state  medical  societies  of  Texas,  Arkansas,  Louisiana, 
and  Mississippi. 

He  voiced  three  specific  objections  to  the  enactment  of 
Forand-type  legislation : ( 1 ) already  over-crowded  hospitals 
would  be  swamped  if  their  doors  were  thrown  open  to  all 
old  people  regardless  of  whether  or  not  they  needed  hos- 
pital care,  (2)  the  cost  to  taxpayers  would  be  extensive, 
initial  cost  alone  of  putting  the  Forand  bill  into  opera- 
tion exceeding  $2,000,000,000,  and  (3)  "the  grave  fear 
that  once  government  guarantees  services  it  cannot  itself 
provide,  it  tends  to  control  those  who  do  provide  the 
services.  This  is  a long  way  of  saying  he  who  pays  the 
piper  calls  the  tune.” 

America’s  aging  population  desires  to  be  independent 
and  self-sufficient,  Dr.  Rouse  pointed  out.  "Senior  citizens 
want  only  a hand,  not  a handout.” 

Alcoholic  Rehabilitation  Program 
Begun  by  State  at  Huntsville 

Rehabilitation  counselor  Nick  Carter,  Lake  Jackson,  has 
assumed  his  duties  with  the  Texas  Department  of  Correc- 
tions, to  initiate  a state  program  for  alcoholic  rehabilitation. 

Created  by  the  fifty-sixth  Legislature  to  facilitate  and 
coordinate  activities  of  outside  Alcoholics  Anonymous 
groups  now  working  in  12  units  of  the  prison  system,  the 
position  was  filled  for  the  first  time  in  January  when  Mr. 
Carter  took  office. 

Stationed  in  Huntsville,  the  counselor  is  responsible  to 
the  director  of  the  Department  of  Corrections.  Appropria- 
tions supporting  the  project  was  made  to  the  Department 
of  Corrections  to  be  spent  with  the  advice  of  the  Texas 
Commission  on  Alcoholism.  Policy  and  procedure  were 
worked  out  together  by  representatives  of  the  two  agencies. 

Artificial  Insemination  Increasing 
New  Digest  Asserts 

More  and  more  women  are  having  babies  by  artificial 
insemination,  and  increasing  numbers  of  physicians  are 
engaging  in  this  practice,  according  to  an  article  in 
Medicolegal  Digest,  a new  monthly  launched  May  20  for 
the  medical  profession. 

Because  of  the  secrecy  surrounding  it,  very  little  is 
known  about  the  extent  of  this  medical  procedure,  first 
performed  in  this  country  in  1886.  The  article  estimates 
that  "in  the  United  States  today  there  are  perhaps  50,000 
or  more  individuals  conceived  from  the  semen  of  unidenti- 
fied donors,  and  1,000  to  2,000  such  conceptions  each 
year.”  Approximately  5,000  physicians  in  America  engage 
in  artificial  insemination,  and  many  of  the  donors  are 
married  interns  and  residents,  who  are  paid  between  $10 
and  $25  per  semen  specimen. 

Donor  insemination  is  cloaked  in  secrecy,  points  out  the 
author,  Milton  Golin,  because  there  is  no  basis  anywhere 
in  the  world  for  definitely  establishing  such  points  of  legal- 
ity as  child  custody,  legitimacy  of  the  birth,  and  whether 
the  practice  constitutes  adultery. 
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Books  Newly  Acquired 

Advances  in  Pediatrics:  vol.  11,  Chicago,  Year  Book 
Publishers,  I960. 

Bedichek,  Roy:  Sense  of  Smell,  Garden  City,  Doubleday, 
1960. 

Burch,  George  E.,  and  Winsor,  Travis:  Primer  of  Elec- 
trocardiography, ed.  4,  Philadelphia,  Lea  and  Febiger,  I960. 

Castellani,  Aldo:  A Doctor  in  Many  Lands,  The  Auto- 
biography of  Aldo  Castellani,  Garden  City,  Doubleday, 
1960. 

Clark,  Wallace  and  Anne:  Guide  to  Medical  Terminol- 
ogy, Philadelphia,  F.  A.  Davis  Co.,  1956. 

Feldman,  Sandor  S. : Mannerisms  of  Speech  and  Gestures 
in  Everyday  Life,  New  York,  International,  1959. 

Leavell,  Byrd  S.,  and  Thorup,  Oscar  A.,  Jr.:  Funda- 
mentals of  Clinical  Hematology,  Philadelphia,  W.  B.  Saun- 
ders, I960. 

Moyer,  John  H.,  and  Fuchs,  Morton:  Edema,  Mechanisms 
and  Management,  Philadelphia,  W.  B.  Saunders,  I960. 

Pack,  George  T.,  and  Ariel,  I.  M.:  Treatment  of  Cancer 
and  Allied  Diseases:  Tumors  of  the  Nervous  System,  vol. 

2,  New  York,  Hoeber,  1959- 

Pack,  George  T.,  and  Ariel,  I.  M.:  Treatment  of  Cancer 
and  Allied  Diseases:  Tumors  of  the  Head  and  Neck,  vol. 

3,  New  York,  Hoeber,  1959- 

Progress  in  Allergy:  vol.  5,  Basel,  Switzerland,  Karker, 
1958. 

Quimby,  Edith  H.;  Feitelberg,  S.;  and  Silver,  S.:  Radio- 
active Isotopes  in  Clinical  Medicine,  Philadelphia,  Lea  and 
Febiger,  1958. 

Rutledge,  Hames  Hale:  Concise  Encyclopedia  of  Modern 
Surgery,  Philadelphia,  Chilton,  I960. 

Russian  Scientific  Translation  Program:  Central  Nervous 
System  and  Human  Behavior,  Washington,  United  States 
Department  of  Health,  I960. 

Spiegelman,  Mortimer:  Ensuring  Medical  Care  for  the 
Aged,  Homewood,  111.,  Richard  D.  Irwin,  Inc.,  I960. 

Staff  of  the  Mount  Sinai  Hospital,  edited  by  Alan  F. 
Guttmacher:  Medical,  Surgical  and  Gynecological  Compli- 
cations of  Pregnancy,  Baltimore,  Williams  and  Wilkins, 
1960. 

Transactions  of  the  Ophthalmological  Society  of  the 
United  Kingdom:  vol.  79,  1959,  Churchill,  I960. 

Viets,  Henry  R.,  and  Schwab,  Robert  S. : Thymectomy 
for  Myasthenia  Gravis,  Springfield,  111.,  Charles  C Thomas, 
1960. 

Year  Book  of  Dermatology,  1959-60,  Chicago,  Year 
Book  Publishers,  I960. 

Year  Book  of  Neurology,  Psychiatry  and  Neurosurgery, 
Chicago,  Year  Book  Publishers,  I960. 


Library  Receives  Russian  Journals 

The  Memorial  Library  receives  the  following  Russian 
journals  which  are  printed  entirely  in  English.  Illustrations 
are  clear  and  well  reproduced.  Charts  and  graphs  are  given 
adequate  spacing  for  legibility  and  easy  reading. 

Abstracts  of  Soviet  Medicine,  Part  A — Basic  Medical  Sci- 
ences; Part  B — Clinical  Medicine. 


Biophysics. 

Sechenov  Physiological  Journal  of  the  U.S.S.R. 

Pavlov  Journal  of  Higher  Nervous  Activity. 

Journal  of  Microbiology,  Epidemiology  and  Immunobiol- 
ogy. 

Problems  of  Oncology. 

Problems  of  Virology. 

Problems  of  Hematology  and  Blood  Transfusion. 
Biochemistry. 

Bulletin  of  Experimental  Biology  and  Medicine. 

These  journals  come  through  the  courtesy  of  the  Na- 
tional Institutes  of  Health. 


Gifts  to  the  Library 

Dr.  Mathis  W.  Blackstock,  Austin,  96  journals. 

Dr.  George  E.  Clark,  Jr.,  Austin,  101  journals. 

Mrs.  W.  Daly,  Knoxville,  Tenn.,  70  books. 

Dr.  Morris  Davidson,  Austin,  1 bulletin. 

Dr.  Robert  F.  Ellzey,  Austin,  9 journals. 

Drs.  Sigman  W.  Hayes  and  Mathis  W.  Blackstock,  Aus- 
tin, 93  journals. 

Dr.  Maurice  Jacobs,  Austin,  7 journals. 

Dr.  J.  Edward  Johnson,  Austin,  39  reprints,  2 journals, 
1 print,  and  19  bulletins. 

Dr.  Sam  N.  Key,  Jr.,  Austin,  1 book,  14  journals. 

Dr.  Virgil  B.  Lawlis,  Austin,  24  journals. 

Drs.  Georgia  and  Carey  Legett,  Austin,  14  journals. 

Philip  R.  Overton  and  Pat  Bailey,  Austin,  17  journals, 
1 bulletin. 

Dr.  Howard  O.  Smith,  Marlin,  50  journals,  62  books,  12 
bulletins,  and  8 reprints. 

Dr.  Teddy  M.  Sousares,  Austin,  25  journals,  3 books. 

Dr.  Samuel  P.  Todaro,  Austin,  1 journal. 

Dr.  B.  O.  White,  Austin,  18  journals. 


Archives  of  Neurology  Needed 

The  Memorial  Library  of  the  Texas  Medical  Association 
needs,  for  binding  purposes,  volume  1 of  the  1959  AMA 
Archives  of  Neurology.  Miss  Pauline  Duffield,  Librarian, 
would  appreciate  any  owner  of  this  volume  donating  it  to 
the  Library.  Donations  are  to  be  sent  to  Miss  Duffield, 
Texas  Medical  Association,  1801  North  Lamar  Boulevard, 
Austin. 


Book  Notes 

Leukemia 

William  Dameshek,  M.D.,  Professor  of  Medicine,  Tufts 
University  School  of  Medicine;  Senior  Physician  and  Director, 
Blood  Research  Laboratory,  New  England  Center  Hospital, 
Boston,  and  Frederick  Gunz,  M.D.,  Ph.D.,  Hematologist, 
Christchurch  Hospital,  Christchurch,  New  Zealand.  420  pages. 
$15.75.  New  York  and  London,  Grune  and  Stratton,  1958. 

Being  an  amateur  photographer,  my  first  notice  would 
be  naturally  the  excellence  of  reproductions  of  radiographs, 
the  line  drawings,  microphotographs,  and  actual  photo- 
graphs of  the  patients  with  different  manifestations  of  the 
disease  itself. 

The  discussion  of  what  a physician  should  tell  the  pa- 
tient is  a portrayal  of  experience  that  all  of  us  have  gone 
through,  thought  about,  and  dwelt  upon  many  times. 
What  it  really  boils  down  to  is:  First,  completely  know 
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your  patient  and  then  tell  him  as  much  as  it  is  safe  to  do, 
but  above  all  do  not  destroy  all  his  vestiges  of  hope  for 
the  future;  at  the  same  time  completely  inform  a re- 
sponsible relative. 

The  discussions  of  diagnosis,  prognosis,  treatment,  and 
special  features  of  the  disease  are  a rich  addition  to  the 
literature.  The  representative  and  special  case  studies  pre- 
senting the  many  facets,  problems,  and  methods  of  man- 
agement of  this  disease  make  it  a valuable  addition.  Final- 
ly, as  a nice  touch  enhancing  the  value  of  this  book,  are 
■its  color  plates  depicting  polycythemia  vera,  myelosclerosis 
with  myeloid  metaplasia,  chronic  granulocytic  leukemia, 
and  others. 

The  comprehensive  treatment  as  to  classification,  etiology, 
pathology,  course,  special  pathology,  symptomatology,  clin- 
ical course,  special  features,  and  laboratory  diagnosis  as 

well  as  treatment  makes  this  publication  a reference  of 
practical  help  that  anyone  who  deals  with  this  condition 
will  value  on  his  working  library  shelf.  The  extensive 

bibliography  is  a valuable  contribution  in  this  work. 

— Joe  C.  Rude,  M.D.,  Austin. 

Lipidoses — Diseases  of  the 
Intracellular  Lipid  Metabolism 

Siegfried  J.  Thannhauser,  M.D.,  Ph.D.,  Hon.  M.D., 
Universities  of  Freiburg,  Munich,  Dusseldorf,  Clinical  Profes- 
sor of  Medicine  Emeritus,  Tufts  College  Medical  School,  Bos- 
ton; Consulting  Physician,  Pratt  Diagnostic  Hospital,  New 

England  Medical  Center,  .Boston,  ed.  3.  590  pages.  §19-75. 

New  York  and  London,  Grune  and  Stratton,  1958. 

This  590  page  exhaustive  review  of  the  disorders  of  fat 
metabolism  is  complete  and  thorough.  The  pathology  of  all 
forms  of  fat  metabolism  is  discussed  very  adequately.  Com- 
pletely reviewed  are  all  the  varied  and  sundry  disorders 
which  are  characterized  by  an  abnormal  increase  in  serum 
and  intracellular  and  extracellular  depositions  of  cholesterol, 
neutral  fat,  cerebrosides,  and  other  similar  substances. 

The  secondary  xanthomatoses  are  adequately  discussed. 
This  includes  hypercholesteremic  xanthomatoses  secondary 
to  liver  disease,  thorazine  hypersensitivity,  pigment  cir- 
rhosis, hemochromatosis,  hypothyroidism,  and  lipoid  ne- 
phroses. 

Separate  discussions  are  given  of  the  Schuller-Christian 
syndrome  (cholesterol  at  fault),  Gaucher’s  disease  (cere- 
brosides at  fault),  and  Niemann-Pick’s  disease  (sphingo- 
myelinosis— the  metabolic  culprit).  Tay-Sachs  disease  or 
infantile  amaurotic  idiocy  is  also  discussed  as  is  the  Hurler 
syndrome,  which  all  authors  do  not  accept  as  a true 
lipidosis. 

This  book  is  written  in  great  detail  and  contains  a tre- 
mendous bibliography  of  more  than  1,292  listings.  There- 
fore, it  is  an  excellent  reference  book  and  a book  to  peruse 
carefully,  rather  than  one  just  for  casual  reading.  There  are 
occasional  misspellings  which  should  not  detract  from  the 
value  of  this  classic. 

— Eider  E.  Stockdale,  Jasper. 

Medical  Department,  United  States  Army: 

Surgery  in  World  War  II — Neurosurgery,  Vol.  I 

Prepared  and  published  under  the  direction  of  MAJOR  Gen. 
S.  B.  Hays;  Editor  in  Chief,  Col.  John  B.  Coates,  Jr., 
MC;  Office  of  the  Surgeon  General,  Department  of  the  Army, 
Washington,  D.  C„  1958. 

This  volume  had  particular  significance  to  the  reviewer 
because  of  his  previous  personal  contact  with  Dr.  Barnes 
Woodhall  while  serving  as  instructor  in  radiology  at  Duke 
Hospital  and  Medical  School  just  before  the  war,  and  with 
Dr.  R.  Glen  Spurling  during  World  War  II.  It  was  his 
privilege  for  a short  time  to  serve  as  radiologist  in  the 


158th  General  Hospital  and  to  witness  the  busy  neurosurgi- 
cal service  while  the  regular  radiologist  was  on  sick  leave. 

This  monumental  collection  of  material  contains  infor- 
mation not  only  for  the  handling  of  immediate  injuries 
but  for  the  handling  of  the  many  sided  problems  in  re- 
storing these  patients  to  useful  lives  after  injury.  Absorbing 
the  findings  recorded  here  could  obviate  many  mistakes  in 
the  future  handling  of  these  casualties  on  a large  scale. 

Illustrations  are  well  reproduced  and  are  instructive  in 
connection  with  material  presented.  Particularly  impressive 
was  the  material  dealing  with  injuries  to  the  ventricular 
system  and  the  manner  in  which  it  was  handled.  The  sec- 
tions on  post-traumatic  epilepsy,  the  pathology  of  missile 
injuries,  and  speech  disorders  and  defects  are  worthy  of 
mention. 

Last,  but  not  least,  is  the  special  attention  given  to 
complete  history  and  physical  forms  in  Appendix  C.  If 
one  read  nothing  else  in  this  book,  it  would  be  worth 
while  to  spend  some  time  on  it,  for  it  will  make  him  a 
better  physician. 

In  the  reviewer’s  opinion,  the  decision  to  collect  all 
neurosurgical  cases  in  special  centers  was  one  of  the  really 
great  contributions  in  World  War  II.  It  made  possible  the 
collection  of  well-trained  teams  and  it  is  an  important 
factor  in  the  specialty  of  neurosurgery,  coming  into  full 
flower  as  a medical  specialty  with  recognition  and  an 
established  place  in  medicine. 

— Joe  C.  Rude,  M.D.,  Austin. 

Callander's  Surgical  Anatomy 

BARRY  J.  Anson,  Ph.D.  (Med.  Sc.),  Chairman,  Department 
of  Anatomy;  Robert  Laughlin  Rea,  Professor,  Northwest- 
ern University  Medical  School;  Walter  G.  Maddock,  M.D., 
F.A.C.S.;  and  Edward  S.  Elcock,  Professor  of  Surgery, 
Northwestern  University  Medical  School,  ed.  4.  1157  pages. 
§21.  Philadelphia  and  London,  W.  B.  Saunders  Company, 
1958. 

The  authors  have  not  changed  the  pattern  of  presenta- 
tion in  this  edition  from  that  which  was  successful  in 
former  ones. 

The  anatomy  is  regional  and,  in  general,  utilitarian  or 
directed  to  the  understanding  of  surgical  procedures  and 
their  consequences.  In  the  surgical  parts  the  rationale  rath- 
er than  details  of  procedure  is  stressed.  Several  specialists 
have  assisted  with  the  text  in  their  various  fields. 

Material  has  been  brought  up  to  date,  numerous  refer- 
ences are  given,  and  the  sources  of  borrowed  illustrations 
are  given.  Particularly  valuable  is  the  emphasis  upon  the 
troublesome  variations  encountered  by  the  surgeon.  These 
descriptions,  together  with  their  frequency,  are  largely 
taken  from  the  works  of  Dr.  Anson  and  his  colleagues. 
Frequent  references  are  made  also  to  anastomotic  connec- 
tions of  blood  vessels. 

New  material  has  been  added  throughout,  such  as  that 
for  the  abdominal  wall,  vessels  of  the  liver,  and  lymphatics 
of  the  intestine.  Enlargement  of  various  sections  has  been 
made,  as  with  the  parotid  and  mammary  glands.  To  the 
preceding  edition,  82  pages  and  118  figures  have  been 
added.  In  general,  the  illustrations  are  very  good  although 
those  for  the  female  are  less  satisfactory.  Changes  in  stand- 
ard anatomical  nomenclature  adopted  by  the  International 
Congress  of  Anatomists  have  not  been  used. 

— Raymond  F.  Blount,  M.D.,  Galveston. 

501  Questions  and  Answers  in  Anatomy 

Stanley  D.  Miroyiannis,  B.S.,  M.A.,  Ph.D.,  F.A.A.A.S., 
F.I.A.S.,  Professor  of  Anatomy  and  Chairman  of  the  Depart- 
ment, Still  College.  332  pages.  $5.  New  York,  Washington, 
Hollywood,  Vantage  Press,  Inc.,  1959- 
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★ American 

Medical  Association 


AMA  House  of  Delegates 
Favors  Texas  Resolutions 


Views  of  Texas  physicians,  as  reflected  by  resolutions 
introduced  by  delegates  from  the  Texas  Medical  Association, 
were  favorably  received  by  the  American  Medical  Associa- 
tion House  of  Delegates  at  the  annual  meeting  at  Miami 
Beach  on  June  13-17. 

The  resolutions  called  for  actions  on  the  following 
variety  of  subjects  of  current  medical  interest:  (1)  food 
and  color  additives;  (2)  opposition  to  a proposed  federal 
program  of  international  medical  research;  ( 3 ) basic  reform 
of  federal  tax  rates  and  measures;  (4)  efficiency  study  of 
hospital  records;  (5)  establishment  of  an  AMA  program  of 
group  disability  insurance;  and  (6)  appeals  by  physicians 
to  the  AMA  Judicial  Council. 

As  evidence  of  the  favorable  support  accorded  these  reso- 
lutions, all  but  one  were  either  passed  as  presented,  approved 
in  principle,  or  endorsed  by  substitute  resolution.  The  first 
four  resolutions  were  introduced  by  Texas  delegates  before 
the  AMA  as  a result  of  action  taken  by  the  Texas  Medical 
Association  House  of  Delegates  in  April  at  Fort  Worth. 

Specific  action  by  the  AMA  House  of  Delegates  on  Texas 
resolutions  follow: 

1.  Color  and  food  additives.  The  House  approved  a resolu- 
tion which  calls  for  the  AMA  to  review  existing  and 
federal  legislation  dealing  with  food  and  color  additives, 
and  then  support  measures  which  are  scientifically  sound 
and  practical,  and  in  the  public  interest.  The  Texas  resolu- 
tion pointed  out  that  there  has  been  considerable  public 
and  scientific  concern,  as  well  as  controversy,  in  regard  to 
the  addition  of  cancer-causing  chemicals  and  other  hazard- 
ous substances  to  foods.  The  resolution  also  expressed  the 
view  that  it  is  in  the  public  interest  to  establish  criteria 
for  eliminating  hazardous  substances  from  food  as  well  as 
criteria  which  permit  adequate  scientific  appraisal  of  these 
effects  upon  humans. 

The  AMA  previously  had  not  expressed  itself  on  a food 
additive  bill  which  was  enacted  into  law  by  the  Eighty-fifth 
Congress,  or  two  bills  which  regulate  the  use  of  color  addi- 
tives introduced  by  Senator  Lister  Hill  (D.,  Ala.)  and 
Representative  James  J.  Delaney  (R.,  N.Y. ) in  the  current 
Eighty-sixth  Congress.  The  Texas  resolution  stated  that  the 
AMA  is  looked  upon  for  leadership,  for  guidance,  and  for 
counsel  in  scientific  matters  related  to  medicine,  and  that 
the  AMA  should  investigate  and  express  itself  on  these 
measures. 

2.  Opposition  to  a proposed  federal  program  of  interna- 
tional medical  research.  The  Texas  resolution  called  for 
opposition  to  Senate  Joint  Resolution  41  and  House  Joint 
Resolution  649  which  it  termed  as  "unnecessary,  impracti- 
cal, and  undesirable  as  a new  avenue  of  foreign  aid.”  At 
the  same  time,  the  Texas  resolution  asked  the  AMA  to 
heartily  reiterate  its  support  of  medical  research  by  an  indi- 
vidual or  organization  which  has  available  resources  and 
personnel  to  carry  out  planned,  worthwhile  investigations. 

The  Texas  resolution  pointed  out  that  S.  J.  R.  41  and 
H.  J.  R.  649  "could  very  well  represent  an  unwise  and 
wasteful  expenditure  of  the  taxpayers’  money,”  and  would 
be  an  additional  appropriation  for  foreign  aid.  Texas  dele- 
gates testified  that  these  proposals  come  at  a time  when 
Congress  is  concerned  with  the  scope  and  magnitude  of 
foreign  aid,  and  sound  leaders  of  the  nation’s  economy 
have  warned  that  it  is  imperative  to  control  federal  expendi- 
tures and  balance  the  budget. 


The  AMA  House  voted  to  take  no  action  on  the  resolu- 
tion at  this  time,  however,  pointing  out  that  this  resolu- 
tion has  been  and  still  is  under  study  by  the  Council  on 
Legislative  Activities. 

3.  Basic  reform  of  federal  tax  rates  and  measures.  The 
Texas  resolution  asked  the  AMA  to  support  the  Herlong- 
Baker  bills  in  Congress  (H.  R.  3000  and  H.  R.  3001) 
which  would  provide  for  basic  reform  to  federal  tax  rates 
and  methods,  and  remove  "tax  blocks  to  progress.”  The 
provisions  of  these  bills  would  (a)  moderate  personal  and 
corporate  income  taxes  over  a 5 year  period  to  a top  rate 
of  47  per  cent;  (b)  establish  more  realistic  depreciation 
rules;  (c)  defer  taxes  for  individuals  on  longterm  capital 
gains  until  such  time  as  the  taxpayer  "dis-invests”;  and 
(d)  reduce  the  rates  of  tax  on  estates  and  gifts. 

The  Texas  resolution  further  stated  that  the  Herlong- 
Baker  bills  would  contribute  to  this  nation’s  economic  well- 
being and  national  security.  It  pointed  out  that  the  present 
federal  tax  structure  stunts  economic  growth  since  it  pro- 
hibits adequate  capital  accumulation  and  destroys  capital 
once  accumulated. 

The  House  endorsed  the  objectives  of  the  resolution,  but 
expressed  the  view  that  it  was  more  desirable  for  the  AMA 
to  emphasize  principles  rather  than  specific  legislation.  It 
said  it  was  preferable  to  examine  tax  principles  with  refer- 
ence to  the  health  needs  of  the  people  and  their  rights 
for  self  determination. 

The  substitute  resolution  adopted  by  the  House  of  Dele- 
gates called  upon  the  AMA  to  "join  in  supporting  the  ac- 
tivities of  other  organizations  seeking  reform  of  the  federal 
tax  structure  so  as  to  return  to  the  states  and  the  political 
subdivisions  their  traditional  revenue  sources  and  to  allow 
American  citizens  to  enjoy  the  fruits  of  their  labor.” 

The  substitute  resolution  also  made  the  following  points: 
(a)  the  federal  tax  base  is  too  broad  and  preempts  the 
ability  of  the  states  to  obtain  revenue  from  many  sources 
historically  available  to  them;  (b)  as  a result  of  this  pre- 
emption, the  states  and  their  political  subdivisions  are 
finding  it  impossible  to  exercise  self  determination  and  to 
meet  many  responsibilities,  including  the  provision  of  med- 
ical care  for  their  needy  and  near  needy  citizens;  (c)  fed- 
eral taxes  rapidly  are  approaching  or  have  reached  the 
confiscatory  level;  and  (d)  as  a result  of  the  high  federal 
tax  rate  and  its  accompanying  inflation,  many  American 
citizens  no  longer  are  able  to  protect  themselves  against 
economic  and  other  crises. 

4.  Efficiency  study  of  hospital  records.  The  Texas  resolu- 
tion directed  the  AMA  to  ask  its  appointees  to  the  Joint 
Commission  on  Accreditation  of  Hospitals  to  urge  the 
commission  to  conduct  an  efficiency  study  of  present  hos- 
pital records  with  the  aim  of  eliminating  duplication,  and 
to  call  upon  record  management  authorities  outside  of  the 
health  care  field  who  are  in  position  to  contribute  to  the 
objective. 

The  Texas  resolution  pointed  out  that  it  is  most  desir- 
able to  continue  to  refine  techniques  and  procedures  with 
the  objectives  of  eliminating  duplication  in  hospital  records. 
It  acknowledged  that  efficiency  engineers  and  record  man- 
agement experts  could  make  a significant  contribution,  if 
called  upon,  to  make  an  objective  study  of  hospital  records. 

Two  other  similar  resolutions  were  introduced  before 
the  AMA  House,  one  from  Missouri  and  the  other  from 
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the  Section  on  Orthopedic  Surgery,  all  for  the  purpose  of 
assisting  the  Joint  Commission  on  the  Accreditation  of 
Hospitals  in  performing  its  overall  responsibilities.  The 
three  resolutions  were  considered  together,  and  it  was 
agreed  that  the  study  proposal  would  be  of  value  and  that 
it  should  be  undertaken  by  the  parent  organizations  of 
the  Joint  Commission. 

The  House  subsequently  adopted  a substitute  resolution 
requesting  the  AM  A Board  of  Trustees  to  implement  a 
study  of  the  present  policy  regarding  the  required  content 
and  method  of  preparing  hospital  records. 

5.  Establishment  of  an  AM  A program  of  group  disability 
insurance.  The  House  of  Delegates  went  on  record  favoring 
a Texas  resolution  which  instructed  the  Board  of  Trustees 
to  implement  a program  of  comprehensive  disability  insur- 
ance for  AMA  members  which  would  not  compete  with 
plans  being  offered  by  state  and  county  societies.  The  AMA 
Board  was  directed  to  prepare  and  present  a plan  for  con- 
sideration at  the  I960  Clinical  Session  at  Washington, 
D.  C.,  in  December. 

Texas  delegates  testified  before  the  reference  committee 
that  many  physicians  would  welcome  a group  plan  provid- 
ing lifetime  benefits  from  total  disability  resulting  from 
sickness  or  accident,  and  embracing  low  premiums.  They 
pointed  out  that  many  disability  insurance  programs  now 
in  force  impose  age  limitations  or  drastically  reduced  bene- 
fits upon  the  older  physicians  and  the  poorer  risks,  thus 
depriving  them  of  protection  at  a time  when  it  may  be 
needed  greatly. 

The  Texas  resolution  stated  that  a plan  of  group  dis- 
ability insurance  would  represent  another  excellent  service 
of  the  American  Medical  Association  to  its  members,  and 
that  it  might  well  eliminate  many  future  cases  of  financial 
hardship  within  the  ranks  of  the  profession. 

6.  Appeals  by  physicians  to  the  AMA  Judicial  Council. 
The  AMA  House  of  Delegates  also  was  in  accord  with  a 
Texas  resolution  which  sought  to  reduce  the  period  of  time 
in  which  appeals  to  the  Judicial  Council  may  be  made 
from  6 months  to  a possible  3 months  following  a decision 
by  a constituent  association.  The  House  subsequently 
amended  the  AMA  bylaws  to  stipulate  that  "notice  of  ap- 
peal shall  be  filed  with  the  Judicial  Council  within  30 
days  of  the  date  of  decision  by  the  constituent  association, 
and  the  appeal  shall  be  perfected  within  60  days.”  How- 
ever, the  Judicial  Council  may  grant  an  additional  30  days 
for  perfecting  the  appeal  for  what  it  considers  good  and 
sufficient  cause. 

In  testifying  before  the  Reference  Committee,  the  Texas 
delegates  pointed  out  that  6 months  was  an  excessive  length 
of  time,  and  merely  acted  to  further  postpone  a final 
decision  on  matters  of  controversial  nature.  They  testified 
that  neither  party  would  be  prejudiced  by  a shortening  of 
the  period  of  time  to  perfect  an  appeal,  and  that  the  best 
interests  of  justice,  the  public,  the  appealing  party,  and 
medicine  would  be  served  by  a speedy  determination  of 
the  Judicial  Council. 

The  Texas  delegation  actively  supported  a Georgia  reso- 
lution which  called  for  AMA  opposition  to  compulsory  in- 
clusion of  physicians  under  the  retirement  features  of  the 
Social  Security  Act.  The  AMA  House  of  Delegates  adopted 
the  resolution,  thus  reaffirming  a position  which  it  had 
taken  many  times  previously. 

The  House  also  adopted  a Texas  amendment,  recom- 
mending that  immediate  action  be  taken  by  all  AMA  mem- 
bers who  are  in  accord  with  this  position.  The  amendment 
asked  physicians  to  communicate  immediately  with  their 
representatives  and  senators,  as  well  as  the  President  and 
Vice  President,  urging  that  physicians  be  excluded  from 
coverage  in  legislation  pending  before  the  Eighty-sixth 
Congress. 


Texan  Honored  at  AMA  Meeting 

Dr.  B.  E.  Pickett,  Sr.,  Carrizo  Springs,  was  honored  by 
the  House  of  Delegates  of  the  American  Medical  Associa- 
tion at  the  annual  meeting  on  June  13-17  in  Miami  Beach. 

Dr.  Pickett,  84,  was  honored  upon  his  retirement  as 
chairman  of  the  AMA  Council  on  Constitution  and  By-laws. 
He  was  presented  with  a gift  on  behalf  of  the  council  by 
Dr.  Walter  E.  Vest,  Huntington,  W.  Va.,  and  was  given 
a standing  ovation  by  the  House  of  Delegates. 


Dr.  B.  E.  Pickett  of  Carrizo  Springs  was  congratulated 
before  the  AMA  House  of  Delegates  upon  his  retirement 
as  chairman  of  the  AMA  Council  on  Constitution  and 
By-Laws  by  Dr.  Walter  E.  Vest,  council  member  from 
Huntington,  W.  Va. 

• 

At  84,  Dr.  Pickett  was  introduced  by  Dr.  Norman  Welsh, 
Boston,  Speaker  of  the  House  as  "the  oldest  active  mem- 
ber of  the  House  of  Delegates.” 

Dr.  Pickett  was  a member  of  the  special  committee  which 
was  appointed  to  revise  the  Constitution  and  By-laws  of 
the  AMA  in  1946.  He  served  on  that  Committee  for  3 
years,  and  then  completed  two  full  terms  of  5 years  each 
on  the  Council  on  Constitution  and  By-laws. 


Dr.  Fox  Appointed  Member 
Of  AMA's  New  Commission 

Dr.  Everett  C.  Fox,  Dallas,  has  been  appointed  a member 
of  the  American  Medical  Association's  Commission  on  the 
Cost  of  Medical  Care. 

The  Commission  will  study  pertinent  aspects  of  medical 
care  costs  and  financing  mechanisms.  In  conducting  its 
study,  the  commission  will  consult  with  providers  of  medical 
care,  representatives  of  hospitals,  and  other  medical  facili- 
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ties,  health  insurers  on  prepayment  plans,  and  a cross  sec- 
tion of  patients. 

Dr.  Louis  M.  Orr,  Orlando,  Fla.,  immediate  past  presi- 
dent of  the  AMA,  has  been  elected  chairman  of  this  new 
commission.  The  14-member  commission  held  an  organiza- 
tional meeting  at  Miami  Beach  on  June  16. 


Resolutions  pending  before  the  House  of  Delegates  of 
the  American  Medical  Association  were  reviewed  by 
officers  of  the  Texas  Medical  Association  and  repre- 
sentatives of  Student  AMA  Chapters  at  the  three  Texas 
medical  schools.  Dr.  J.  B.  Copeland  (second  from  left), 
San  Antonio,  chairman  of  Texas  delegates  to  the  AMA, 
is  shown  here  reviewing  resolutions  at  the  Miami  Beach 
meeting  on  June  13-17.  Looking  on  are  (left  to  right) 
William  H.  Gordon,  Jr.,  Lubbock,  Baylor  University  Col- 
lege of  Medicine;  Donald  R.  Payne,  Wichita  Falls,  South- 
western Medical  School;  Dr.  May  Owen,  Fort  Worth, 
President,  Texas  Medical  Association;  and  Taylor  K. 
Smith,  Houston,  University  of  Texas  Medical  Branch. 
For  many  years,  the  Texas  Medical  Association  has  ap- 
propriated funds  to  help  defray  expenses  for  one  student 
from  each  of  the  State's  three  medical  schools  to  attend 
the  annual  meeting  of  the  American  Medical  Associa- 
tion. The  students,  generally  selected  by  the  Student 
AMA  Chapters  at  their  schools,  participate  in  all  activi- 
ties of  Texas  delegates  to  the  American  Medical  Associ- 
ation. 


Applications  Close  August  1 

For  Exhibit  Space  at  AMA  Meeting 


Applications  close  on  August  1 for  scientific  exhibit 
space  at  the  Washington,  D.  C.,  clinical  meeting  of  the 
American  Medical  Association,  scheduled  for  November 
28  to  December  1. 

Application  forms  may  be  received  from  Charles  H. 
Bramlitt,  M.D.,  Director,  Department  of  Scientific  Assembly, 
American  Medical  Association,  535  North  Dearborn  St., 
Chicago  10. 

For  the  first  time  at  this  meeting,  the  "Hull”  award  will 
be  presented  to  the  best  exhibit  on  a scientific  subject 
which  has  not  been  shown  previously  at  a medical  meeting. 
An  honorarium  of  $250  and  a gold  medal  will  be  given 
the  winner,  and  the  exhibit  will  be  approved  for  showing 
in  the  scientific  exhibit  at  the  1961  annual  meeting  of  the 
AMA  in  New  York  City. 

The  award  will  be  presented  personally  to  the  recipient 
by  Dr.  Thomas  G.  Hull. 


Many  Texas  Doctors  Take  Part 
In  AMA  Sessions  at  Miami  Beach 

Dr.  M.  O.  Rouse,  Dallas,  has  been  reelected  Vice  Speaker 
of  the  American  Medical  Association’s  House  of  Delegates 
for  the  coming  year.  Dr.  Rouse,  who  has  served  in  this 
capacity  during  the  past  year,  was  named  unanimously. 

During  sessions  of  the  AMA  House  of  Delegates,  Dr. 
John  K.  Glen,  Houston,  served  as  a member  of  the  Refer- 
ence Committee  on  Legislation  and  Public  Relations.  Other 
Texas  delegates  who  participated  in  sessions  of  the  AMA 
House  were  Dr.  J.  B.  Copeland,  San  Antonio;  Dr.  G.  W. 
Cleveland,  Austin;  Dr.  John  L.  Otto,  Galveston;  Dr.  E.  P. 
Hall,  Jr.,  Fort  Worth;  Dr.  J.  C.  Terrell,  Stephenville;  and 
Dr.  T.  C.  Terrell,  Fort  Worth. 

Dr.  Ridings  E.  Lee,  Dallas,  has  been  elected  chairman 
of  Alternate  Delegates  of  the  American  Medical  Association. 
Dr.  Lee  was  elected  at  a dinner  sponsored  by  AMA  Alter- 
nate Delegates  in  Miami  Beach.  Other  Texas  physicians 
who  served  as  alternates  at  the  I960  annual  meeting  were 
Dr.  George  Turner,  El  Paso;  Dr.  Denton  Kerr,  Houston; 
Dr.  L.  Bonham  Jones  and  Dr.  John  L.  Matthews,  San  An- 
tonio; Dr.  J.  E.  Peavy,  Austin;  Dr.  May  Owen,  Fort  Worth; 
and  Dr.  Milton  V.  Davis,  Dallas. 
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Plans  Near  Completion 

For  September  17 

Public  Relations  Conference 


Plans  are  nearing  completion  for  the  sixth  annual  Public 
Relations  Conference,  which  will  be  held  September  17  at 
Texas  Medical  Association  headquarters  in  Austin. 

Five  authoritative  speakers  are  expected  to  provide  at- 
tendants with  a wealth  of  information  on  public  relations. 
A panel  discussion  on  "What’s  New  in  County  Medical 
Society  PR”  is  scheduled  for  the  afternoon  session. 

The  Association’s  Executive  Board  will  meet  at  9:30 
a.m.  September  18,  and  many  Board,  Council,  and  Com- 
mittee meetings  will  be  held  beginning  the  evening  of 
September  16.  Members  of  the  Woman’s  Auxiliary  are 
planning  their  fall  Executive  Board  meeting  and  a School 
of  Instruction  for  the  2 days  preceding  the  Conference. 
Physicians  and  their  wives  will  be  guests  of  the  Association 
the  day  of  the  Conference  in  the  headquarters  building. 
Other  entertainment  includes  a hospitality  hour  and  a foot- 
ball game  between  the  University  of  Nebraska  and  the 
University  of  Texas  the  evening  of  the  Conference. 

More  detailed  programs  for  both  Association  and  Auxil- 
iary meetings  will  be  published  in  a forthcoming  issue  of 
the  Texas  State  Journal  of  Medicine. 

Nearly  500  persons  attended  last  year’s  Conference,  which 
was  held  in  conjunction  with  an  orientation  program  for 
new  and  transfer  members  of  the  Association.  A similar 
orientation  program  will  be  given  during  this  year’s  Con- 
ference. 

Those  wishing  further  information  about  this  fall’s  meet- 
ing may  write  the  Executive  Secretary,  1801  North  Lamar 
Boulevard,  Austin.  Football  tickets  at  $4  each  can  be  or- 
dered from  the  same  office.  Hotel  reservations  should  be 
made  by  writing  directly  to  the  hotel  or  motor  court  of 
choice;  physicians  should  mention  that  they  are  members 
of  the  Association. 
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PROFILE  IN  LEADERSHIP 


Virginia- Born  Dr.  Charles  S.  Venable 
Led  TMA  in  Critical  War  Year  1943 


Dr.  Charles  Scott  Venable  became  seventy-ninth  president 
of  the  Texas  Medical  Association  during  World  War  II — 
at  one  of  American  Medicine’s  most  challenging  periods. 

The  year  was  1943.  The  annual  session  first  slated  for 
San  Antonio,  and  then  for  Fort  Worth,  was  never  held 
because  of  a shortage  of  doctors  to  take  care  of  hometown 
practices,  the  inadequacy  of  hotel  facilities,  and  travel  re- 
strictions. Only  the  House  of  Delegates  was  able  to  meet 
that  May  in  Fort  Worth. 

When  it  did  meet,  there  was  an  understandable  pall  over 
House  proceedings.  All  physicians  were  aware,  of  course, 
that  upon  their  shoulders  fell  much  of  the  responsibility 
for  repairing  bodies  and  minds  being  ravaged  by  the 
worldwide  war.  One-third  of  the  Texas  Medical  Association 
membership  was  in  military  service,  the  rest  doing  double 
duty  on  the  civilian  front. 

The  second  problem  facing  Texas  doctors  at  the  time  of 
the  1943  House  meeting  was  the  recent  introduction  in 
Congress  of  the  Wagner-Murray-Dingell  bill,  which  many 
saw  as  a major  threat  to  private  medicine,  more  so  because 
it  was  presented  during  the  Roosevelt  administration. 

It  was  in  meeting  the  threat  of  the  socialization  of  medi- 
cine that  year  that  Dr.  Venable  made  his  greatest  presi- 
dential contribution  to  the  Texas  Medical  Association. 
Shortly  after  his  installation,  he  set  up  a speakers’  bureau 
of  doctors  to  inform  the  public  of  Medicine’s  point  of 
view,  and  he  appointed  the  Association’s  first  Committee 
on  Public  Relations.  Under  his  leadership,  the  House  ap- 
proved in  principle  prepayment  medical  and  hospital  care 
plans  in  the  interest  of  the  lower  income  group. 

In  a year’s  time,  there  was  a noticeable  shift  in  the 
attitude  toward  socialization  of  medicine  of  lay  Texans. 
Dr.  Venable's  1944  annual  address  was  entitled  "Socialized 
Medicine  Shall  Not  Pass.” 

Charles  Scott  Venable  came  to  Texas  in  1907.  Then  the 
30  year  old  scion  of  one  of  Virginia’s  first  families,  he 
arrived  in  San  Antonio  on  a visit,  fell  in  love  with  the 
city,  and  never  returned  to  Virginia  to  live. 

He  was  born  in  Charlottesville,  Va.,  in  1877.  His  father, 
Charles  Scott  Venable,  Sr.,  was  a lieutenant  colonel  on  the 
staff  of  General  Robert  E.  Lee  during  the  Civil  War  and 
a professor  of  mathematics  at  the  University  of  Virginia 
from  1866  to  1896.  His  mother  was  the  daughter  of  Val- 
entine W.  Southall,  speaker  of  the  Virginia  Assembly  at 
the  time  of  the  state’s  secession  from  the  Union,  and 
Martha  Cocke  Southall,  a niece  of  Patrick  Henry. 

Dr.  Venable  had  received  his  medical  degree  from  the 
University  of  Virginia  in  1900  and  then  gone  abroad  to 
do  graduate  study  in  London,  Paris,  Austria,  and  Dublin. 
(Just  before  leaving  for  Europe,  he  married  his  first  wife, 
Madge  J.  Bonney,  who  died  in  1925.  They  were  the  parents 
of  four  daughters.)  Upon  his  return,  he  received  an  ap- 
pointment as  instructor  in  the  medical  department  at  his 
alma  mater. 

The  physician’s  coming  to  Texas  was  to  have  a distinct 
impact  on  San  Antonio  in  several  ways.  He  began  his 
practice  there  in  1908,  specializing  in  surgery  and  gyne- 
cology. In  1909,  he  built  the  Lee  Surgical  Hospital,  which 
operated  for  almost  20  years.  In  1911,  he  was  instrumental 
in  establishment  of  the  San  Antonio  Free  Clinic,  which  was 
the  first  institution  of  its  kind  in  southwest  Texas. 


And,  in  1914,  he  and  a group  of  friends  hired  the  first 
public  health  nurse  to  serve  in  San  Antonio  and  southwest 
Texas.  Dr.  Venable  has  always  claimed  that  this  was  ac- 
complished by  setting  up  a "kitty”  in  a friendly  poker 
game,  but  actually  he  and  the  other  members  of  the  group 
personally  underwrote  the  salary  of  the  nurse. 

During  World  War  I,  Dr.  Venable  was  co-organizer, 
with  General  M.  W.  Ireland  of  the  Army  Medical  Corps, 
of  the  San  Antonio  Red  Cross  chapter,  one  of  the  first 
large,  wartime  organizations  of  that  sort.  He  saw  overseas 
service  as  a medical  officer  and  served  as  chief  of  ortho- 
pedics in  a base  hospital,  coming  home  as  a lieutenant 
colonel. 

Medicine  has  been  Dr.  Venable’s  principal  avocation  as 
well  as  vocation,  his  friends  report:  "When  he  was  not 
practicing  medicine,  he  was  teaching  it,  writing  about  it, 
or  doing  experimental  work.  He  is  one  of  the  many  men 
who  have  proven  beyond  doubt  that  excellent,  important 
research  can  be  done  while  carrying  on  an  extremely  busy 
practice  . . .” 

A prolific  writer,  Dr.  Venable  has  authored  some  35 
medical  articles  and  was  co-author  with  Dr.  Walter  G. 
Stuck  of  San  Antonio  of  a book:  "The  Internal  Fixation 
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of  Fractures,”  published  in  1947  in  America  and  Canada. 
(The  authors,  both  specialists  in  the  field,  introduced  vital- 
lium,  as  an  especially  adaptable  alloy,  into  the  field  of  bone 
surgery. ) 

Shortly  before  he  became  president  of  the  Texas  Medical 
Association,  Dr.  Venable  developed  an  adjustable  traction 
splint  for  use  in  transportation  of  patients  suffering  from 
fracture  of  the  extremities.  Because  of  the  wartime  metal 
shortage,  it  was  made  of  wood. 

While  serving  as  the  Association’s  Fracture  Committee 
chairman,  Dr.  Venable  and  his  committee  prepared  a series 
of  articles  on  first  aid  for  the  layman  which  was  published 
in  newspapers  in  16  states.  Fie  was  interested  in  the  treat- 
ment of  trauma  for  many  years,  in  this  connection  serving 
as  a member  of  the  Texas  Safety  Council  and  helping  tc 
draft  the  1943  state  law  which  required  ambulances  to  be 
equipped  with  necessary  safety  and  first  aid  devices  and  to 
be  served  by  personnel  trained  in  first  aid. 

(In  a notable  explosion  in  the  San  Antonio  press,  Dr. 
Venable  blasted  certain  "wildcat”  Alamo  City  ambulance 
services  in  1952.  "A  dead  body  is  worth  a darn  sight 
more  than  somebody  brought  to  a hospital  by  some  of 
these  people,”  he  fumed.) 

Medicine  rewarded  Dr.  Venable  with  many  honors 
through  the  years.  He  was  1912  president  of  the  Bexar 
County  Medical  Society  and  Fifth  District  Councilor  from 
1912  to  1921.  The  American  Association  for  the  Surgery 
of  Trauma  elected  him  president  in  1942.  He  was  one  of 
the  founders,  in  1922,  and  later  president  of  the  Texas 
Surgical  Society.  A fellow  of  the  American  College  of 
Surgeons,  he  has  held  a number  of  important  positions  in 
that  group,  and  he  was  a 1941  vice-president  of  the  South- 
ern Surgical  Association.  For  years,  he  was  a consultant  in 
general  surgery  at  Brooke  Army  Hospital,  San  Antonio. 

When  he  attended  the  meetings  of  the  various  medical 
groups  to  which  he  belonged,  any  convention  spare  time 
would  usually  find  him  in  a heated  and  serious  bridge  game 
with  friends  from  all  over  the  world. 

Dr.  Venable’s  intense  and  charming  personality  won 
him  the  friendship  and  loyalty  of  many  Texas  physicians, 
but  he  has  a certain  reputation  for  frankness  among  his 
colleagues.  Says  one,  "Nobody  has  ever  had  any  difficulty 
knowing  where  he  stood  with  Dr.  Venable.  In  his  most 
colorful  language,  he  would  soon  let  you  know!” 

Today  one  of  the  Texas  Medical  Association’s  honored 
emeritus  members,  Dr.  Venable  is  retired  and  lives  at  his 
San  Antonio  home  with  his  wife,  "Lena.”  The  former 
Eleanor  N.  Herff,  she  is  the  granddaughter  of  the  late  Dr. 
Ferdinand  Herff  of  San  Antonio,  who  came  to  Texas  in 
1849  and  was  a founder  of  the  Texas  Medical  Association. 

Here,  then,  another  profile  in  leadership:  Dr.  Charles 
Scott  Venable,  distinguished  Texas  physician,  author,  and — 
defender  of  private  medicine. 


TMA's  Executive  Secretary  Honored 

At  the  annual  meeting  of  the  Medical  Society  Executives 
Association  at  Miami  Beach  on  June  11,  C.  Lincoln  Willis- 
ton,  Executive  Secretary  of  the  Texas  Medical  Association, 
was  elected  to  the  Board  of  Directors  for  a 2 year  term. 

Mr.  Williston  has  been  appointed  by  the  President  as 
chairman  of  the  nominating  committee  of  the  group  for 
the  coming  year. 

Donald  M.  Anderson,  Assistant  Executive  Secretary,  Tex- 
as Medical  Association;  Millard  J.  Heath,  Executive  Secre- 
tary, Dallas  County  Medical  Society;  and  Roy  J.  Cates,  Ex- 
ecutive Secretary,  Travis  County  Medical  Society,  also  at- 
tended the  MSEA  sessions  in  Miami  Beach. 


Medical  Journal  Editor 
Joins  Texas  Medical  Staff 

Miss  Ruth  Trahan,  a former  editorial  assistant  of  the 
Texas  State  Journal  of  Medicine  from  1949  to  1953,  be- 
came managing  editor  of  the  Texas  Medical  Association  s 
Journal,  July  5. 

During  Miss  Trahan’s  AVj  year  service  with  TMA,  she 
worked  closely  with  Miss  Harriet  Cunningham,  the  late 
managing  editor  of  the  Journal,  who  died  May  9 in  Austin 
after  working  on  the  Journal  staff  since  1945. 


MISS  RUTH  TRAHAN 


Miss  Trahan  previously  was  associate  editor  at  the  Medi- 
cal Arts  Publishing  Foundation  in  Houston.  She  also  served 
as  assistant  editor  of  The  Heart  Bulletin  of  the  M.  D.  An- 
derson Hospital  and  Tumor  Institute  in  Houston.  Miss 
Trahan  served  on  active  duty  in  the  Nurse  Corps  of  the 
United  States  Naval  Reserve  from  1943  to  1946. 

Miss  Trahan  was  born  and  received  her  primary  educa- 
tion in  Vinton,  La.  Prior  to  receiving  her  bachelor  of  jour- 
nalism degree  from  the  University  of  Texas  in  Austin, 
where  she  graduated  with  honors,  she  was  graduated  from 
St.  Joseph’s  School  of  Nursing  in  Houston. 


TEXAS  State  Journal  of  Medicine,  JULY,  1960 


603 


^ County  Societies 


County  Medical  Society  Briefs 

The  Nueces  County  Society  has  voted  to  initiate  a $1,000 
a year  scholarship  for  a qualified  medical  student  from  its 
area.  If  a person  selected  to  receive  the  scholarship  contin- 
ues to  merit  it,  he  will  get  the  same  amount  for  all  4 years 
of  his  advanced  training.  To  be  eligible,  the  student  must 
enroll  in  or  have  completed  premedical  training  and  have 
been  accepted  by  a school  of  medicine. 

To  be  initiated  in  the  fall,  the  scholarship  program  is 
only  the  second  in  the  United  States  sponsored  by  a county 
medical  society. 

Dr.  J.  R.  Riley,  Corpus  Christi,  president  of  the  society, 
said,  "We  hope  the  idea  will  grow  and  that  many  societies 
will  offer  similar  scholarships.” 

On  June  24,  the  Harris  County  Society  heard  Dr.  Daniel 
E.  Jenkins,  professor  of  internal  medicine  at  Baylor  Uni- 
versity College  of  Medicine,  Houston,  whose  topic  was 
"Widespread  Infections  Simulating  Tuberculosis.” 

The  Big  Bend  Society  (Pecos-Jeff  Davis-Presidio-Brewster 
Counties)  met  June  7,  to  hear  Mr.  Elmo  Osborne,  who 
outlined  the  history  and  program  of  the  American  Cancer 
Society. 

The  Gonzales  County  Society  met  at  the  home  of  Dr. 
and  Mrs.  O.  F.  von  Werssowetz  recently.  Dr.  Walter 
Reifslager,  Austin  psychiatrist,  made  a talk  on  MAOI 
drugs  for  use  in  general  practice. 

The  Webb-Zapata-Jim  Hogg  Counties  Society,  in  co- 
operation with  the  Texas  State  Department  of  Health  and 
the  H.  E.  Butt  Foundation,  has  launched  a wide-scale 
pilot  study  of  the  incidence  of  tuberculosis  in  the  area.  All 
school  children  are  to  be  patch-tested  and  an  extensive 
mass  chest  x-ray  survey  is  to  be  done. 

At  a recent  meeting  of  the  society,  Dr.  J.  T.  Lowry 
spoke  on  "Narcotics.”  The  meeting  was  held  at  Laredo 
Air  Force  Base. 

The  Tom  Green-Coke-Crockett-Concho-Irion-Sterling-Sut- 
ton-Schleicher  Counties  Society  heard  Dr.  Milton  Davis  and 
Dr.  Maurice  Adams,  both  of  Dallas,  present  a program  on 
"Congenital  and  Acquired  Heart  Disease”  at  its  May  2 
session.  Slides  and  a movie  indicated  surgical  procedures. 

Date  for  the  next  West  Texas  Tumor  Conference  was 
tentatively  set  for  the  first  Saturday  of  May,  1961.  The 
group  also  voted  to  purchase  a projector  and  flashlight 
pointer  for  the  society. 

"Fluorescence  as  an  Aid  in  the  Cytodiagnosis  of  Cancer” 
was  the  topic  of  Dr.  H.  Frank  Connally,  Jr.,  and  Dr. 
W.  W.  Klatt,  both  of  Waco,  when  the  Hill  County  So- 
ciety met  May  13  in  Hillsboro.  Visitor  to  the  session  was 
Dr.  Wendell  Lowrey,  Gatesville,  District  12  representative 
of  the  American  Cancer  Society. 

The  Tom  Green-Coke-Crockett-Concho-lrion-Sterling-Sut- 
ton-Schleicher  Counties  Society  met  in  San  Angelo  April  4, 
with  several  members  of  the  American  Association  of 
Medical  Assistants  as  special  guests. 

Two  films  were  shown.  The  first,  presented  by  the  medi- 
cal assistants  group,  was  "The  First  Contact.”  The  second, 
presented  by  Dr.  Eugene  C.  Winkelmann,  San  Angelo, 
dealt  with  psychotherapeutic  drugs  and  how  to  control  their 
side  effects. 

Dr.  Tom  Hunter  was  appointed  official  delegate  to  the 
Texas  Medical  Association,  and  Dr.  Cecil  M.  French  an- 
nounced plans  for  an  April  24  General  Practice  Conference 
in  San  Angelo.  Dr.  Sam  H.  Gainer,  San  Angelo,  gave  a 
report  concerning  the  work  of  the  subcommittee  on  the 
Forand  Bill. 


| RECENT 


dr.  bruce  McMillan 

Dr.  Bruce  McMillan,  Overton,  a retired  physician,  busi- 
nessman, and  civic  leader,  died  April  11,  I960,  in  a Tyler 
hospital  where  he  had  been  under  treatment  for  a respira- 
tory illness  for  3 months. 

Dr.  McMillan  was  chairman  of  the  board  of  trustees  of 
the  First  State  Bank  of  Overton,  was  managing  trustee  of 
the  Bruce  McMillan,  Jr.  Foundation,  a member  of  the  Kil- 
gore College  board  of  trustees,  and  he  was  a charter  mem- 
ber and  elder  of  the  First  Presbyterian  Church  of  Overton. 

He  had  assisted  in  the  establishment  of  the  Overton  Me- 
morial Hospital  and  had  served  on  its  board  of  directors. 
He  had  provided  numerous  scholarships  for  students  at 
Kilgore  College  as  well  as  other  colleges,  and  had  helped  to 
provide  facilities  at  the  Presbyterian  Home  and  Service 
Agency  for  Orphans  at  Itasca.  He  was  responsible  for  the 
building  of  the  McMillan  Memorial  Library  in  Overton. 


dr.  bruce  McMillan 


An  advocate  of  good  forestry  practices,  Dr.  McMillan  had 
operated  a ranch  near  Overton  recognized  for  its  cattle 
raising  and  high  agricultural  standards.  Shortly  before  his 
death  he  was  named  an  honorary  member  of  the  Overton 
Future  Farmers  of  America.  He  was  awarded  posthumously 
the  Distinguished  Service  Award  from  the  Soil  Conserva- 
tion District,  Rusk  County,  on  April  14. 

Dr.  McMillan  and  his  first  wife,  the  late  Mrs.  Mary 
Moore  McMillan,  had  established  the  McMillan  Foundation 
for  their  son,  Bruce  McMillan,  Jr.,  who  died  July  28,  1951, 
at  the  age  of  8. 

Born  April  13,  1904,  in  Cushing,  Dr.  McMillan  was  a 
graduate  of  Henderson  High  School  and  attended  Baylor 
University  at  Waco  from  1921  to  1923  and  the  Baylor 
College  of  Pharmacy  from  1924  to  1925.  He  was  graduated 
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in  1929  from  the  medical  department  of  Baylor  while  it 
was  still  in  Dallas.  From  1930  to  1932  Dr.  McMillan  served 
his  internship  in  the  Shreveport  Charity  Hospital,  later 
studying  in  Vienna. 

For  four  years  during  World  War  II,  Dr.  McMillan 
served  as  assistant  medical  director  of  the  medical  depart- 
ment of  the  Louisiana  Ordnance  Plant,  Shreveport. 

A member  of  the  American  Medical  Association  and  the 
Texas  Medical  Association,  Dr.  McMillan  had  belonged  to 
the  Smith  County  Medical  Society.  He  belonged  to  the 
Phi  Alpha  Sigma  medical  fraternity. 

Survivors  include  his  wife,  and  step-daughter,  Catherine 
Gaile  Carroll;  his  mother,  Mrs.  O.  P.  McMillan  of  San 
Antonio;  two  brothers,  Dr.  Orin  McMillan,  San  Antonio 
surgeon,  and  Jess  McMillan  of  Hobbs,  N.  M. 


DR.  ROBERT  E.  PARRISH 

Dr.  Robert  E.  Parrish,  San  Antonio,  died  May  29,  I960, 
of  coronary  thrombosis. 

He  was  born  September  11,  1891,  in  Smithfield,  where 
he  received  his  preliminary  education.  He  attended  the 
University  of  North  Carolina,  from  1910  to  1912,  receiving 
his  degree  on  June  6,  1914,  from  Jefferson  Medical  Col- 
lege, Philadelphia.  He  served  his  internship  at  Jefferson 
Medical  College  Hospital,  Philadelphia.  In  1916  and  1917 
he  undertook  postgraduate  work  at  the  Army  Medical 
School  in  Washington,  D.  C. 


DR.  ROBERT  E.  PARRISH 


He  had  served  12!/2  years  (from  1916  to  1929)  in  the 
United  States  Army  Medical  Corps,  from  which  he  was 
discharged  as  a major. 

An  eye,  ear,  nose,  and  throat  specialist.  Dr.  Parrish  was 
certified  by  the  American  Board  of  Ophthalmology  and  the 
American  Board  of  Otolaryngology.  He  was  a fellow  of  the 
American  Academy  of  Ophthalmology  and  Oto-Laryngology. 

Besides  holding  membership  in  the  American  Medical 
Association  and  the  Texas  Medical  Association,  Dr.  Parrish 
had  served  as  president  of  the  Bexar  County  Medical  So- 
ciety in  1943.  He  was  on  the  board  of  directors  and  a past 
president  of  the  Robert  B.  Green  Hospital,  San  Antonio, 


and  he  was  a civilian  consultant  at  Brooke  General  Hospital, 
Fort  Sam  Houston. 

In  addition,  Dr.  Parrish  was  a senior  member  of  the 
American  Broncho-Esophagological  Association  and  a mem- 
ber of  the  Texas  Otolaryngological  Association. 

Survivors  include  his  wife  of  San  Antonio;  six  daughters, 
Mrs.  Helena  Ward,  Miss  Frances  Parrish,  Mrs.  Laura  Stein- 
bach,  and  Mrs.  Mary  Anderson,  all  of  San  Antonio;  Mrs. 
Margaret  Liddell,  Brownsville;  and  Mrs.  Kathryn  McCol- 
lum, Dallas;  two  sons,  Robert  H.  and  Charles  E.,  both  of 
San  Antonio,  and  14  grandchildren. 


DR.  W.  A.  KNOLLE 

Dr.  Waldo  Austin  Knolle,  Brenham,  died  April  18,  I960, 
following  a heart  attack  in  his  office.  He  had  been  in  con- 
versation with  his  secretary,  Mrs.  Grant  Woods,  when  he 
suffered  the  attack. 

Dr.  Knolle,  a surgeon,  was  born  in  Industry  in  Austin 
County  on  August  15,  1893,  the  son  of  Dr.  Bernard  Knolle 
and  Ida  T.  (Witte)  Knolle. 

He  attended  public  school  in  Industry,  Allen  Academy 
at  Bryan,  and  Texas  A & M College,  College  Station.  He 
was  a 1917  graduate  of  Tulane  University  School  of  Medi- 
cine at  New  Orleans,  where  he  undertook  postgraduate 
work  in  1927  and  in  1937. 

He  married  the  former  Miss  Lillie  Mae  Navratil  in  1917 
in  Brenham,  and  the  couple  had  two  children,  Mrs.  Dorothy 
Ann  Routt  of  Chapel  Hills,  and  Marjorie  Knolle,  who 
died  in  1936  at  the  age  of  17  while  a member  of  the 
senior  class  at  Brenham  High  School. 

Dr.  Knolle  was  president  and  chief  of  staff  of  the  Sarah 
B.  Milroy  Hospital  at  Brenham  and  of  the  Washington- 
Burleson  Counties  Medical  Society.  In  addition  to  his  county 
medical  membership,  he  belonged  to  the  Texas  Medical 
Association  and  the  American  Medical  Association.  A mem- 
ber of  the  Methodist  Church,  Knights  Templar,  Shrine, 
and  Masons,  Dr.  Knolle  was  also  an  Elk  and  a Lion.  He 
was  director  and  honorary  trail  boss  of  the  Salt  Grass 
Trail,  a trail  ride  from  Brenham  to  Houston  to  open  the 
Fat  Stock  Show  each  year.  He  also  was  a director  of  the 
Houston  Farm  and  Ranch  Club  and  had  been  local  surgeon 
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of  the  Santa  Fe  Railroad  for  43  years.  He  owned  the 
Knolle  Hereford  Ranch  and  he  also  had  oil  interests. 

In  1918,  Dr.  Knolle  served  as  a first  lieutenant  in  the 
United  States  Army. 

Survivors  include  his  wife;  one  daughter,  Mrs.  Routt; 
three  grandchildren;  four  sisters,  Mrs.  A.  C.  Miller,  Car- 
mine; Mrs.  Henry  Holle,  Staten  Island,  N.  Y.;  Mrs.  L.  R. 
Fordtran,  Bellville;  and  Mrs.  Robert  Miller,  Davis,  Calif.; 
and  two  brothers,  Dr.  Roger  E.  Knolle,  Brenham,  and  Dr. 
Ben  E.  Knolle,  Rosenberg. 


DR.  CAROLYN  JEANNE  LONG 


Society,  Travis  County  Cancer  Society,  Austin  Cerebral  Palsy 
Society,  and  was  on  the  board  of  directors  of  the  YWCA. 
She  has  contributed  articles  to  medical  journals  and  served 
on  programs  at  medical  assemblies. 

Dr.  Long  was  christened  in  Ebenezer  Methodist  Church, 
Marshall,  and  about  a year  before  her  death  was  confirmed 
in  St.  James  Episcopal  Church,  Austin. 

Survivors  include  her  mother,  Mrs.  Eugene  B.  Long, 
Tyler;  her  maternal  grandmother,  Mrs.  Patsy  Brown,  San 
Antonio;  two  aunts,  Mrs.  Marjorie  Brown  Hawkins  and 
Mrs.  Elaine  Aycock,  San  Antonio;  two  uncles,  Sidney 
Brown,  San  Antonio,  and  F.  T.  Long,  Marshall;  and  a 
great  uncle,  Charles  Long,  Decatur,  111. 


Dr.  Carolyn  Jeanne  Long,  Austin  pediatrician,  died  April 
7,  I960,  in  Houston. 

Born  August  20,  1927,  in  Waco,  Dr.  Long  was  the 
daughter  of  H.  J.  and  Eugene  (Browne)  Long. 

She  was  educated  in  the  public  schools  of  Marshall  and 
was  graduated  as  valedictorian  of  her  class  at  H.  B.  Pem- 
berton High  School.  Later  she  received  the  bachelor  of 
science  degree  from  Wiley  College,  graduating  cum  laude 
and  as  a member  of  Alpha  Kappa  Mu  Honor  Society.  She 
was  initiated  into  Phi  chapter  of  Alpha  Kappa  Alpha 
sorority  at  Wiley  College. 


DR.  CAROLYN  JEANNE  LONG 


Dr.  Long  received  her  medical  degree  from  Meharry 
Medical  College,  Nashville,  in  1950.  She  served  her  intern- 
ship and  residency  in  pediatrics  at  Homer  G.  Phillips  Hos- 
pital, St.  Louis,  and  she  was  a resident  in  pediatrics  at 
Harlem  Hospital,  New  York  City.  She  continued  her  train- 
ing in  Phoenicia,  N.  Y.,  and  at  the  University  of  Texas, 
Austin. 

She  began  her  private  practice  in  Austin,  serving  on  the 
staffs  of  Brackenridge  and  Holy  Cross  hospitals.  In  addi- 
tion, she  did  research  in  sickle  cell  anemia  through  the 
University  of  Texas.  At  the  time  of  her  death,  she  was 
active  in  professional,  civic,  social,  and  religious  organiza- 
tions. 

She  was  a member  of  the  American  Medical  Association, 
the  Texas  Medical  Association,  Lone  Star  State  Medical 
Association,  Travis  County  Medical  Society,  Austin  Pediatric 


DR.  CARL  W.  FLEET 


Dr.  Carl  W.  Fleet,  Houston,  died  June  4,  I960,  in  a 
Houston  hospital. 

Born  March  14,  1912,  in  Sasakwa,  Okla.,  the  general 
practitioner  and  surgeon  was  the  son  of  James  Henry  and 
Alice  (Brown)  Fleet.  He  received  his  preliminary  educa- 
tion at  Ada,  Okla.  He  took  his  bachelor  of  science  degree 
in  1932  from  Oklahoma  University,  Norman,  and  his  medi- 
cal degree  in  1937  from  Baylor  University  College  of  Medi- 
cine while  it  was  still  located  in  Dallas.  He  also  attended 
the  University  of  California  at  Los  Angeles. 

Dr.  Fleet  served  his  internship  at  Kansas  City  General 
Hospital,  Kansas  City,  Mo.,  and  his  residency  at  Methodist 
Hospital  in  Houston. 

Married  November  11,  1933,  at  Dallas  to  Miss  Totts 
Foster,  Dr.  Fleet  and  his  wife  became  the  parents  of  one 
daughter,  Miss  Alice  Jo  Fleet,  now  Mrs.  A.  J.  Dickey  of 
Dallas. 

A member  of  the  American  Medical  Association,  the 
Texas  Medical  Association,  and  the  Harris  County  Medical 
Society,  Dr.  Fleet  also  belonged  to  the  Houston  Club,  the 
Elks,  and  the  Baptist  Church. 

From  1941  to  1946,  he  served  with  the  United  States 
Army  Medical  Corps. 

Survivors  include  his  wife,  his  daughter,  one  grandson, 
and  a brother,  John  J.  Fleet  of  Ada,  Okla. 


DR.  CARL  W.  FLEET 
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The  membership  list  which  follows  is  compiled  from  names  sent  by  county  society  secretaries  to  the  state  office.  The  names  are  listed  by 
county  societies  within  the  fifteen  districts.  The  number  after  each  county  listed  below  indicates  the  district  in  which  the  county  is  located. 


Anderson — 1 1 

Childress — 3 

Fayette — 8 

Hopkins— 14 

Live  Oak — 6 

Pecos — 1 

Terry — 2 

Andrews — 2 

Clay — 1 3 

Fisher — 2 

Houston — 1 1 

Llano — 7 

Polk— 9 

Throckmorton — 1 3 

Angelina — 10 

Cochran — 3 

Floyd— 3 

Howard — 2 

Loving — 1 

Potter — 3 

Titus — 15 

Aransas — 6 

Coke — 4 

Foard — 3 

Hudspeth — 1 

Lubbock — 3 

Presidio — 1 

Tom  Green — 4 

Archer — 13 

Coleman — 4 

Fort  Bend — 8 

Hunt— 14 

Lynn — 2 

Rains — 14 

Travis — 7 

Armstrong — 3 

Collin — 14 

Franklin — 14 

Hutchinson — 3 

McCulloch — 4 

Randall — 3 

Trinity — 9 

Atascosa — 5 

Collingsworth — 3 

Freestone — 1 1 

Irion— 4 

McLennan — -1 2 

Reagan — 4 

Tyler— 10 

Austin — 9 

Colorado — 8 

Frio— 5 

Jack — 13 

McMullen — 6 

Real— 5 

Upshur — 1 5 

Bailey — 3 

Comal — 5 

Gaines — 2 

Jackson — 8 

Madison — 9 

Red  River— 15 

Upton — 4 

Bandera — 5 

Comanche — 4 

Galveston— 8 

Jasper — 10 

Marion — 1 5 

Reeves — 1 

Uvalde — 5 

Bastrop — 7 

Concho — 4 

Garza — 2 

Jeff  Davis — 1 

Martin — 2 

Refugio — 6 

Val  Verde— 5 

Baylor — 1 3 

Cooke — 14 

Gillespie — 5 

Jefferson — 10 

Mason — 4 

Roberts — 3 

Van  Zandt — 14 

Bee- — 6 

Coryell — 1 2 

Glasscock — -2 

Jim  Hogg — 6 

Matagorda — 8 

Robertson — 12 

Victoria — 8 

Bell— 12 

Cottle — 3 

Goliad — 8 

Jim  Wells — 6 

Maverick — 5 

Rockwall — 1 4 

Walker— 9 

Bexar — 5 

Crane — 4 

Gonzales — 5 

Johnson — 12 

Medina — 5 

Runnels — 4 

Waller— 9 

Blanco — 7 

Crockett — 4 

Gray — 3 

Jones — 13 

Menard— 4 

Rusk — 1 1 

Ward— 1 

Borden — 2 

Crosby — 3 

Grayson — 14 

Karnes — 5 

Midland — 2 

Sabine — 10 

Washington — 9 

Bosque — 12 

Culberson — 1 

Gregg — 1 5 

Kaufman — 14 

Milam — 12 

San  Augustine — 1 0 

Webb — 6 

Bowie — 1 5 

Dallam — 3 

Grimes — 9 

Kendall— 5 

Mills — 4 

San  Jacinto — 9 

Wharton — -8 

Brazoria — 8 

Dallas — 14 

Guadalupe — 5 

Kenedy — 6 

Mitchell — 2 

San  Patricio — 6 

Wheeler — 3 

Brazos — 12 

Dawson — 2 

Hale— 3 

Kent — 2 

Montague — 1 3 

San  Saba — 4 

Wichita— 13 

Brewster — 1 

Deaf  Smith — 3 

Hall— 3 

Kerr— 5 

Montgomery — 9 

Schleicher — 4 

Wilbarger — 13 

Briscoe — 3 

Delta- — 14 

Hamilton — 12 

Kimble — 4 

Moore — 3 

Scurry — 2 

Willacy — 6 

Brooks — 6 

Denton — 14 

Hansford— 3 

King — 2 

Morris — 15 

Shackelford — 1 3 

Williamson — 7 

Brown— 4 

De  Witt — 8 

Hardeman — 3 

Kinney — 5 

Motley — 3 

Shelby — 10 

Wilson — 5 

Burleson — 9 

Dickens — 2 

Hardin — 10 

Kleberg— 6 

Nacogdoches — 1 0 

Sherman — 3 

Winkler— 1 

Burnet — 7 

Dimmit — 5 

Harris — 9 

Knox — 1 3 

Navarro — 12 

Smith — 1 1 

Wise— 13 

Caldwell — 7 

Donley — 3 

Harrison — 15 

Lamar — 14 

Newton — 10 

Somervell — 1 2 

Wood— 1 1 

Calhoun — 8 

Duval — 6 

Hartley — 3 

Lamb — 3 

Nolan— 2 

Starr — 6 

Yoakum — 2 

Callahan — 13 

Easdand — 1 3 

Haskell— 13 

Lampasas — 7 

Nueces — 6 

Stephens — 1 3 

Young — 13 

Cameron — 6 

Ector — 2 

Hays — 7 

LaSalle — 5 

Ochiltree — 3 

Sterling — 4 

Zapata — 6 

Camp — 15 

Edwards — 5 

Hemphill — 3 

Lavaca — 8 

Oldham — 3 

Stonewall — 2 

Zavala — 5 

Carson — 3 

Ellis— 14 

Henderson — 1 1 

Lee — 7 

Orange — 10 

Sutton — 4 

Cass — 15 

El  Paso — 1 

Hidalgo — 6 

Leon — 1 1 

Palo  Pinto — 13 

Swisher — 3 

Castro— 3 

Erath — 12 

Hill— 12 

Liberty — 10 

Panola — -1 1 

Tarrant — 1 3 

Chambers — 10 

Falls— 12 

Hockley — 3 

Limestone — 12 

Parker — 13 

Taylor — 13 

Cherokee — 1 1 

Fannin — 1 4 

Hood— 12 

Lipscomb — 3 

Parmer — 3 

Terrell— 5 

(Int.)  indicates  Intern  Membership.  (Hon.)  indicates  Honorary  Membership.  (Emer. ) indicates  Membership  Emeritus.  (Inac.)  indi- 
cates Inactive  Membership.  ( Mil. ) indicates  Military  Membership. 


FIRST  DISTRICT 

Dr.  C.  E.  Oswalt,  Jr.,  Fort  Stockton,  Councilor. 
EL  PASO 

Anderson,  Helen  W.,  1501  Arizona,  El  Paso. 
Appel,  Saul  B.,  1501  Arizona,  10E,  El  Paso. 
Arguelles,  F.  L.,  ( Hon. ) , 

401  S.  Stanton,  El  Paso. 

Autrey,  Walter  Claude, 

8030  N.  Loop  Dr.,  El  Paso. 

Avner,  S.  Leighton,  1900  N.  Oregon,  El  Paso. 
Awe,  Chester  D.,  1501  Arizona  St.,  El  Paso. 
Ayub,  Pablo,  4622  Alameda  Ave.,  El  Paso. 
Baca,  Francisco  E.,  624  Caples  Bldg.,  El  Paso. 
Barrett,  Frank  O.,  (Hon.) , 

1501  Arizona  St.,  El  Paso. 

Basom,  W.  Compere, 

1220  N.  Stanton  St.,  El  Paso. 

Bell,  Herbert  J„  3920  Idalia,  El  Paso. 

Bennett,  J.  Travis,  1501  Arizona  St.,  El  Paso. 
Bennett,  Raymond  J., 

1501  Arizona  St.,  El  Paso. 

Bernard,  Jack  A.,  1501  Arizona  St.,  El  Paso. 
Bernell,  Edward  C., 

1017  1st  Natl.  Bldg.,  El  Paso. 

Black,  Arthur  P.,  525  Montana  St.,  El  Paso. 
Black,  Gordon  L.,  1501  Arizona  St.,  El  Paso. 
Boehler,  Clement  C..  1501  Arizona  St.,  El  Paso. 
Bornstein,  Frederick  P., 

Providence  Mem.  Hosp.,  El  Paso. 

Boverie,  Robert  F„ 

415  E.  Yandell  Blvd.,  El  Paso. 

Bozzell,  James  D.,  1501  Arizona  St.,  El  Paso. 
Breck,  Louis  W.,  1220  N.  Stanton  St.,  El  Paso. 
Britton,  Bloyce  H.,  505  1st  Natl.  Bldg.,  El  Paso. 
Brunner,  George,  1208  Mills  Bldg.,  El  Paso. 
Budwig,  Ira  A.,  1501  Arizona  St.,  El  Paso. 
Byrne,  Basil  K.,  1501  Arizona  St.,  El  Paso. 
Cameron,  David  M.,  1501  Arizona  St.,  El  Paso. 
Cardwell,  Robert  J.,  1900  N.  Oregon,  El  Paso. 
Carnes,  David  M.,  125  Snelson  Dr.,  Ysleta. 
Carpenter,  Gray  E„  2323  Montana  St.,  El  Paso. 
Carter,  Joe  C.,  214  Banner  Bldg.,  El  Paso. 
Casavantes,  Luis,  914  N.  Stanton  St.,  El  Paso. 
Causey,  Oscar  M.,  2927  Montana,  El  Paso. 


Caylor,  Robert  N.,  1900  N.  Oregon,  El  Paso. 

Clayton,  Ralph  S., 

415  E.  Yandell  Blvd.,  El  Paso. 

Coldwell,  William  I., 

1900  N.  Oregon  St.,  El  Paso. 

Cooper,  Arlin  B.,  1501  Arizona  St.,  El  Paso. 

Craige,  Branch,  2432  Savannah,  El  Paso. 

Grossett,  Egbert  Samuel, 

1501  Arizona,  El  Paso. 

Cummins,  Erwin  J.,  1015  Mills  Bldg.,  El  Paso. 

Curtis,  Wickliffe  R.,  1501  Arizona  St.,  El  Paso. 

Damiani,  Ann  B.,  1900  N.  Oregon,  El  Paso. 

Davidson,  Maurice  C., 

1501  Arizona  St.,  El  Paso. 

Davis,  George  R.,  Box  1524,  El  Paso. 

Davis,  W.  J.,  (Hon.), 

Route  1,  Box  80-A,  Anthony,  N.  M. 

Del  Campo,  Dante,  5737  Trowbridge,  El  Paso. 

Demarest,  Harry  W.,  5532  Bandy  Rd.,  El  Paso. 

Deter,  Russell  L.,  1501  Arizona  St.,  El  Paso. 

Dietrich,  Hervey  W.,  415  E.  Yandell,  El  Paso. 

Domenicali,  Pete,  Jr., 

7705  N.  Loop  Rd.,  El  Paso. 

Don,  Rita  Louisa,  1900  N.  Oregon,  El  Paso. 

Dow,  Antonio,  1900  N.  Oregon,  El  Paso. 

Eck,  Andrew  J.,  5970  Alameda  Ave.,  El  Paso. 

Edwards,  George  M.,  (Hon.), 

2507  Nasworthy  Dr.,  San  Angelo. 

Egbert,  O.  Edward,  Jr., 

2526  Frankfort  Ave.,  El  Paso. 

Egbert,  Orville  E.,  1501  Arizona  St.,  El  Paso. 

Ellis,  Jack  Reese,  1501  Arizona  St.,  El  Paso. 

Elsberg,  Charles  P.,  1900  N.  Oregon,  El  Paso. 

Emmett,  John  E„  1900  N.  Oregon,  El  Paso. 

Engel,  Eugen,  329  E.  San  Antonio,  El  Paso. 

Epstein,  I.  M.,  525  Montana,  El  Paso. 

Evans,  Fred  G.,  1900  N.  Oregon,  El  Paso. 

Evans,  Ward,  1900  N.  Oregon,  El  Paso. 

Ewalt,  Donald  FI.,  1501  Arizona  St.,  El  Paso. 

Feener,  Lester  C.,  404  Banner  Bldg.,  El  Paso. 

Fehlman,  Bernard  F.,  Jr., 

1501  Arizona,  El  Paso. 

Feinberg,  Walter  D., 

1501  Arizona,  14D,  El  Paso. 

Fernandez,  Carlos  A., 

5980  Alameda  Ave.,  El  Paso. 


Floyd,  Joe  R.,  1501  Arizona  St.,  El  Paso. 

Frerichs,  John  B.,  1900  N.  Oregon,  El  Paso. 

Gaddis,  Leo  R„  1223  Mills  Bldg.,  El  Paso. 

Gaddis,  William  R.,  1223  Mills  Bldg.,  El  Paso. 

Gaddy,  S.  J.,  912  N.  Mesa  Ave.,  El  Paso. 

Galatzan,  Joe  S.,  2911  Pershing  Dr.,  El  Paso. 

Gallagher,  Paul,  (Hon.), 

1423  Del  Rio  Blvd.,  Eagle  Pass. 

Gardea,  Raymond  A., 

4618  Alameda  Ave.,  El  Paso. 

Garrett,  Henry  D.,  1501  Arizona  St.,  El  Paso. 

Gemoets,  Albert  A.,  3 7 2 6 )/2  Alameda,  El  Paso. 

Gibson,  H.  M.,  Jr., 

1900  N.  Oregon  St.,  El  Paso. 

Gilmore,  Richard  C.,  Jr., 

927  Raynolds  Blvd.,  El  Paso. 

Gladstone,  Larry  A., 

1501  Arizona,  14D,  El  Paso. 

Goldfarb,  Irvin  J.,  1501  Arizona,  El  Paso. 

Golding,  Frank  C.,  1501  Arizona  St.,  El  Paso. 

Gonzalez,  Saul,  ( Int. ) , 

Hotel  Dieu  Hosp.,  El  Paso. 

Goodloe,  B.  Lynn,  415  E.  Yandell,  El  Paso. 

Gorman,  James  J.,  701  1st  Natl.  Bldg.,  El  Paso. 

Grass,  Adrian  L.,  1220  N.  Stanton,  El  Paso. 

Green,  Charles  L., 

105  Med.  Arts  Bldg.,  El  Paso. 

Green,  J.  Leighton,  1501  Arizona  St.,  El  Paso. 

Hardie,  Bradford,  403  1st  Natl.  Bldg.,  El  Paso. 

Hart,  Maynard  S.,  1501  Arizona  St.,  El  Paso. 

Hassier,  Bert  G.,  (Mil.), 

139  U.  S.  Ct.  House,  El  Paso. 

Hatfield,  Haskell  D.,  1501  Arizona  St.,  El  Paso. 

Heller,  Solomon,  1900  N.  Oregon,  El  Paso. 

Higdon,  Donald  A.,  Box  938,  Fabens. 

Hinton,  Joseph  H.,  1900  N.  Oregon,  El  Paso. 

Holt,  Russell,  415  E.  Yandell,  El  Paso. 

Homan,  Ralph  H.,  1501  Arizona  St.,  El  Paso. 

Homan,  Robert  B.,  Jr., 

1501  Arizona  St.,  El  Paso. 

Hornedo,  Manuel  D., 

118  W.  Missouri  St.,  El  Paso. 

Hornisher,  J.  J.,  4521  Leeds,  El  Paso. 

Hunter,  C.  D.,  800  Montana  St.,  El  Paso. 

Hunter,  Robert  C.,  Jr.,  (Mil.), 

WBAH,  El  Paso. 
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Iwen,  George  W.,  1501  Arizona,  El  Paso. 
Jabalie,  Edward  N.,  125  Snelson  Dr.,  Ysleta. 
Jenness,  Burt  F.,  3418  Fort  Blvd.,  El  Paso. 
Johnstone,  John  H.,  125  Snelson  Dr.,  Ysleta. 
Jones,  W.  A.,  1501  Arizona  St.,  El  Paso. 
Jordan,  Gerald  H.,  1501  Arizona  St.,  El  Paso. 
Kearney,  William  W„  ( Inac. ) , Hawkeye,  Iowa. 
Keller,  Nathan  H.,  El  Paso  Natl.  Bldg.,  El  Paso. 
King,  Sam  R.,  (Inac.), 

5020  Vista  Del  Monte,  El  Paso. 

Kleban,  M.  Nathan, 

1900  N.  Oregon  St.,  El  Paso. 

Kosicki,  Zigmund  W., 

1220  N.  Stanton  St.,  El  Paso. 

Kurita,  Kenneth  S.,  706  Caples  Bldg.,  El  Paso. 
Landis,  Gilbert,  1501  Arizona,  3C,  El  Paso. 
Leigh,  Harry,  ( Inac. ) , 

2619  Altura  Ave.,  El  Paso. 

Leonard,  Morton  H., 

1220  N.  Stanton  St.,  El  Paso. 

Eicon,  Francisco,  3127  Alameda  Ave.,  El  Paso. 
Liddell,  Thos.  C„  609  1st  Natl.  Bldg.,  El  Paso. 
Lipsey,  Billy  C.,  Box  487,  Van  Horn. 

Logsdon,  Charles  P.  C., 

Medical  Arts  Bldg.,  El  Paso. 

Lombard,  Julian  H.,  4620  Emory  Way,  El  Paso. 
Lorentzen,  Wayne  L.,  1900  N.  Oregon,  El  Paso. 
Lozano,  Porfirio,  417  S.  Stanton,  El  Paso. 
Luckett,  Alfred  E.,  1501  Arizona  St.,  El  Paso. 
Lukowski,  John  L.,  3313  Fort  Blvd.,  El  Paso. 
Marshall,  Howard  J.  H., 

1501  Arizona  St.,  El  Paso. 

Martin,  John  D.,  1501  Arizona,  14,  El  Paso. 
Martin,  T.  Sterling,  1501  Arizona  St.,  El  Paso. 
McGuire,  John  M.,  105  Isabella,  El  Paso. 
McNeil,  James  Lewis, 

1501  Arizona  St.,  El  Paso. 

McVaugh,  Charles  C.,  5015  Montoya,  El  Paso. 
Melgar,  Alberto,  4622  Alameda  Ave.,  El  Paso. 
Miller,  John  B.,  3313  Fort  Blvd.,  El  Paso. 
Molinar  y Rey,  Jose,  ( Inac. ) , 

1106  Mundy  Ave.,  El  Paso. 

Molinar  Z,  Ramon,  306  S.  Stanton,  El  Paso. 
Molloy,  Maxwell  S.,  415  E.  Yandell,  El  Paso. 
Morgan,  James  R.,  1501  Arizona,  3A,  El  Paso. 
Morrison,  John  E.,  1011  Mills  Bldg.,  El  Paso. 
Morrow,  Walter  G.,  Jr., 

1900  N.  Oregon,  El  Paso. 

Multhauf,  A.  W.,  1315  1st  Natl.  Bldg.,  El  Paso. 
Mutnick,  Reuben,  112  S.  Concepcion,  El  Paso. 
Nering,  A.  Robert, 

1025  1st  Natl.  Bldg.,  El  Paso. 

Palafox,  Mario,  1220  N.  Stanton  St.,  El  Paso. 
Pastrana,  Raul,  411  Caples  Bldg.,  El  Paso. 
Perry,  Alvin  L.,  209  Med.  Arts  Bldg.,  El  Paso. 
Persky,  Murray,  1501  Arizona,  15B,  El  Paso. 
Peticolas,  John  D.,  318  Mills  Bldg.,  El  Paso. 
Phillips,  Richard  J.,  (Mil.), 

U.  S.  AEHL,  Army  Chem.  Cen„  Md, 
Pierce,  Wendell  L„  415  E.  Yandell,  El  Paso. 
Ponsford,  John  A.,  1501  Arizona  St.,  El  Paso. 
Postlewaite,  Jack  C,  1501  Arizona  St.,  El  Paso. 
Price,  Elwyn  D.,  ( Inac. ) , 

1013  Mills  Bldg.,  El  Paso. 

Prieto,  Philip  M.,  1501  Arizona  St.,  El  Paso. 
Quirarte,  Humberto,  415  E.  Yandell,  El  Paso. 
Race,  Charles  G.,  Jr.,  1501  Arizona,  El  Paso. 
Ravel,  Vincent  M.,  1900  N.  Oregon,  El  Paso. 
Redelfs,  John  Wright, 

1501  Arizona  St.,  El  Paso. 

Rennick,  Charles  F.,  4802  Montana,  El  Paso. 
Reynolds,  Chester  Lee, 

3016  Wyoming  St.,  El  Paso. 
Rheinheimer,  E.  W.,  415  E.  Yandell,  El  Paso. 
Rice,  Herman,  1501  Arizona  St.,  El  Paso. 
Rigney,  Paul,  821  E.  Yandell  Blvd.,  El  Paso. 
Rissler,  Ross  W.,  2001  Grant  Ave.,  El  Paso. 
Robbins,  Jacob  B.,  1900  N.  Oregon,  El  Paso. 
Rodarte,  Ruben  B.,  401  S.  Stanton,  El  Paso. 
Rodriguez,  Aurora,  504  S.  Stanton  St.,  El  Paso. 
Rogde,  Jacob,  315  Mills  Bldg.,  El  Paso. 

Rogers,  S.  Perry,  1501  Arizona  St.,  El  Paso. 
Roman,  Jose,  Jr.,  4622  Alameda  Ave.,  El  Paso. 
Schlenker,  George  M., 

1900  N.  Oregon,  El  Paso. 

Schuessler,  Willard  W., 

1501  Arizona  St.,  El  Paso. 

Schuster,  Frank  P.,  1501  Arizona,  El  Paso. 
Schuster,  Frank  P.,  Jr., 

1900  N.  Oregon,  El  Paso. 

Schuster,  Stephen  A.,  1501  Arizona,  El  Paso. 
Shugart,  Joseph  A.,  1501  Arizona  St.,  El  Paso. 
Skemp-Nystrom,  Harriet,  Box  25,  Canutillo. 
Smith,  Leslie  M.,  1501  Arizona  St.,  El  Paso. 
Smith,  William  G.,  415  E.  Yandell,  El  Paso. 
Snyder,  Richard  D„  ( Mil. ) , 

23  Merritt  Ave.,  Dumont,  New  Jersey. 
Soloff,  Philip  N.,  1900  N.  Oregon,  El  Paso. 
Sorensen,  Alfred,  600  Loretto  Rd.,  El  Paso. 
Soto,  Raul  C.,  522  Caples  Bldg.,  El  Paso. 
Spearman,  Maurice  P., 

1501  Arizona  St.,  El  Paso. 

Spier,  Erich,  415  E.  Yandell  Blvd.,  El  Paso. 
Stanfill,  Chas.  M.,  1900  N.  Oregon,  El  Paso. 


Stapp,  Celso  C.,  1900  N.  Oregon,  El  Paso. 
Stern,  J.  Edward,  1900  N.  Oregon,  El  Paso. 
Stevens,  B.  F.,  (Hon.),  217  Blacker,  El  Paso. 
Stowe,  Jesson  L.,  2323  Montana  St.,  El  Paso. 
Stratemeyer,  W.  P.,  1501  Arizona,  El  Paso. 
Taber,  Ben  Zion,  415  E.  Yandell.  El  Paso. 
Thayer,  Robert  H.,  1501  Arizona  St„  El  Paso. 
Thomas,  Merle  D.,  1501  Arizona  St.,  El  Paso. 
Thompson,  Robert  F„ 

1900  N.  Oregon,  El  Paso. 

Treece,  Angus  A.,  Fabens. 

Trowbridge,  James  O.,  (Mil.), 

Fed.  Correctional  Inst.,  La  Tuna. 

Tubbs,  William  M.,  2929  Montana,  El  Paso. 
Turner,  George,  1501  Arizona  St.,  El  Paso. 
Unger,  Albert  H.,  911  Huckleberry  St.,  El  Paso. 
Vandevere,  William  E., 

1900  N.  Oregon,  El  Paso. 

Vargas  G,  Francisco,  408  S.  Stanton,  El  Paso. 
Varner,  Harry  H.,  1501  Arizona,  5 E,  El  Paso. 
Vaughan,  W.  Hunter, 

1501  Arizona  St.,  2B,  El  Paso. 

Verosky,  John  M.,  1501  Arizona  St.,  El  Paso. 
Villareal,  Leopoldo,  Caples  Bldg.,  El  Paso. 
Vinikoff,  Maurice  R., 

1218  Mills  Bldg.,  El  Paso. 

Voigt,  Alfred  E.,  4806  Montana  St.,  El  Paso. 
Von  Briesen,  Delphin, 

1501  Arizona  St.,  El  Paso. 

Walker,  Jack  A.,  Jr.,  1501  Arizona  St.,  El  Paso. 
Walker,  Newton  F., 

403  1st  Nad.  Bldg.,  El  Paso. 

Webb,  Charles  E.,  1501  Arizona  St.,  El  Paso. 
White,  John  E.,  1501  Arizona,  2A,  El  Paso. 
Wilcox,  Leigh  E.,  1501  Arizona  St.,  El  Paso. 
Wollmann,  Walter  W., 

2001  Grant  Ave.,  El  Paso. 

Young,  John  J.,  800  Montana  St.,  El  Paso. 
Zacharias,  Otis  G.,  606  Loretto  Rd.,  El  Paso. 


PECOS-JEFF  DAVIS-PRESIDIO-BREWSTER 

Blackwell,  James  H.,  (Hon.),  Marfa. 

Blow,  Frank  T„  (Hon.),  Alpine 
Gaddis,  Don  A.,  Fort  Davis. 

Gipson,  James  F., 

211  N.  Nelson,  Fort  Stockton. 

Hill,  Malone  V.,  123  N.  Sixth,  Alpine. 
Hoffman,  George  A., 

106  S.  Main,  Fort  Stockton. 

Hundley,  John  C.,  Box  466,  Fort  Stockton. 
Jones,  Charles  E.,  Box  367,  Fort  Stockton. 
Kelley,  William  N.,  (Hon.), 

108  Sue  St.,  Crane. 

Lancaster,  James  D.,  Box  277,  Fort  Stockton. 
Lockhart,  William  E.,  Jr.,  401  N.  4th,  Alpine. 
O’Donnell,  John  W.,  Box  993,  Alpine. 
Oswalt,  Chas.  E.,  Jr., 

201  N.  Water  St.,  Fort  Stockton. 

Pate,  John  W.,  202  N.  Second,  Alpine. 

Ponton,  Arvel  R.,  Jr.,  202  N.  2nd  St.,  Alpine. 
Richardson,  Gene  A.,  Box  84,  Sanderson. 
Searls,  John  P.,  Marfa. 

Sherrod,  Vincent  A.,  Box  608,  Iraan. 

Sibley,  D.  J.,  Jr.,  Box  367,  Fort  Stockton. 
Stover,  Walter  H.,  112  E.  Texas,  Marfa. 
Wright,  Joel  E.,  (Hon.),  Box  697,  Alpine. 

REEVES- WARD-WINKLER-LOVING- 
CULBERSON-HUDSPETH 

Avery,  Harlow  F.,  Trans-Pecos  Clin.,  Pecos. 
Barnett,  Arthur  J.,  310  S.  Gary,  Monahans. 
Camp,  Jim,  Box  899,  Pecos. 

Campbell,  Charles  F.,  Ill  E.  Halley,  Kermit. 
Dampeer,  John  O.,  Jr.,  Kermit. 

Denney,  Ernest  E.,  909  S.  Robinson,  Kermit. 
Dowling,  George  W„ 

Winkler  Co.  Hosp.,  Kermit. 

Dunn,  John  P.,  8th  & Elm,  Pecos. 

Garrett,  Donald  C„  310  S.  Gary,  Monahans. 
Gibson,  Joseph  V.,  Jr., 

812  Meyer  Lane,  Kermit. 

Hay,  Bruce  H.  H.,  401  Ross  Blvd.,  Pecos. 
Heath,  Joe  D.,  113  S.  Mulberry,  Kermit. 
Kunstadt,  Paul,  Monahans. 

Lindley,  Harold,  Pecos. 

McClure,  Wayne  H.,  Kermit. 

Munk,  Otto,  Monahans. 

Peddicord,  Harper,  II,  113  W.  Halley,  Kermit. 
Peddicord,  Orene  W.,  113  W.  Halley,  Kermit. 
Prout,  Fred  J.,  Monahans. 

Reedy,  Jack  D.,  1703  W.  Fourth,  Pecos. 
Rehmeyer,  Walter  O.,  Monahans. 

Roberts,  Rufus  A.,  Box  747,  Pecos. 

Robinson,  Cecil  A.,  Box  487,  Kermit. 
Robinson,  Lila  Rose.  Box  487,  Kermit. 
Schmidt,  Ed  W.,  Box  1290,  Pecos. 


SECOND  DISTRICT 

Dr.  Henrie  E.  Mast,  Midland,  Councilor 


ANDREWS-ECTOR-MIDLAND 

Autry,  Paul  G.,  2010  W.  Illinois,  Midland. 
Barganier,  John  H.,  601  W.  Fourth  St.,  Odessa. 
Bauman,  John  E., 

413  N.  Lincoln  Ave.,  Odessa. 

Blonkvist,  Brent  G.,  2005  W.  Wall,  Midland. 
Bobo,  Thomas  C.,  805  W.  Wall,  Midland. 
Boone,  Martin  H.,  Jr., 

210  North  C St.,  Midland. 

Brantly,  E.  Clayton,  Jr., 

1207  E.  Tenth  St.,  Odessa. 

Bryan,  John  N.,  1200  N.  Texas  St.,  Odessa. 
Buck,  Roger,  304  North  N,  Midland. 

Bugg,  Robert  N.,  208  N.  Garfield,  Midland. 
Cantrell,  David  E.,  516  W.  4th  St.,  Odessa. 
Carson,  Willis  T.,  506  N.  Alleghaney,  Odessa. 
Casey,  James  G.,  Box  457,  Andrews. 

Chappie,  James  H.,  (Inac.), 

P.  O.  Box  5366,  Midland. 

Clader,  Durwood  N.,  2310  W.  Ohio,  Midland. 
Clark,  John  L.,  Jr.,  1515  N.  Texas,  Odessa. 
Coleman,  Jesse  L.,  210  North  C St.,  Midland. 
Collins,  Reed,  2310  W.  Ohio,  Midland. 

Cone,  Jesse  D.,  318  N.  Alleghaney,  Odessa. 
Connery,  David  B.,  2006  W.  Ohio,  Midland. 
Curry,  Dale  W„  1200  N.  Texas,  Odessa. 
Darwin,  Lloyd  K., 

1600  N.  Texas  Ave.,  Odessa. 

Daves,  Elizabeth  A., 

505  N.  Alleghaney,  Odessa. 

Daves,  James  A.,  505  N.  Alleghaney,  Odessa. 
Dempsey,  Edwin  B.,  P.  O.  Box  1987,  Andrews. 
Driscoll,  Edward  T., 

2010  W.  Illinois,  Midland. 

Edmondson,  Paul  J.,  1147  E 42nd  St.,  Odessa. 
Elliott,  Thomas  J.,  Box  1631,  Odessa. 

Elliott,  Vance  J.,  Medical  Arts  Clin.,  Odessa. 
Finch,  Albert  B.,  1200  N.  Texas  Ave.,  Odessa. 
Foster,  John  W„  1803  W.  Wall  St.,  Midland. 
Fulcher,  Oliver  A.,  520  W.  4th  St.,  Odessa. 
Furst,  William  D.,  1209  E.  10th  St.,  Odessa. 
Gaarde,  Fred  W.,  501  Andrews  Hwy.,  Midland. 
Gomillion,  Jesse  D.,  1802  W.  Wall.  Midland. 
Gooch,  J.  Oliver,  Medical  Arcs  Bldg.,  Midland. 
Grafa.  Barney  G.,  Jr.,  1806  W.  Wall,  Midland. 
Grammer,  John  C„  1802  W.  Wall,  Midland. 
Green,  Wilbur  K.,  404  N.  Washington,  Odessa. 
Greenlee,  Ralph  G.,  401  N.  Garfield,  Midland. 
Greenlees,  David  L„  518  W.  4th  St.,  Odessa. 
Grice,  Marvin  Edward, 

31 3D  N.  Alleghaney,  Odessa. 

Guerriero,  Chas.  P.,  HI, 

2009  W.  Wall  St.,  Midland. 

Hays,  Alan  L.,  Headlee  Clinic,  Odessa. 

Hays,  Johnnie  W., 

314  N.W.  Avenue  B,  Andrews. 

Headlee,  Emmet  V.,  Box  3112,  Odessa. 
Hestand,  Haskell  E.,  421  N.  Golder,  Odessa. 
Hilliard,  Joe  B.,  401  N.  Garfield,  Midland. 
Hines,  J.  Clarence, 

6715  Richmond  Rd.,  Houston. 

Horne,  Albert  M.,  2200  W.  Illinois,  Midland. 
Horton,  George  W.,  513  W.  4th,  Odessa. 
Hubbard,  Prevost,  Jr.,  517  W.  4th  St.,  Odessa. 
Huffman,  Phyllis  J.,  409  N.  Garfield,  Midland. 
Hunsaker,  R.  Dale,  2203  W.  IUinois,  Midland. 
Hunt,  H.  Lynn,  Jr.,  421  N.  Golder,  Odessa. 
Hunt,  Jackie  H.,  408  N.  Washington,  Odessa. 
Hutcheson,  Zenas  W.,  Jr., 

P.  O.  Box  1987,  Andrews. 

Johnson,  Chester  R.,  2009  W.  Wall,  Midland. 
Johnson,  George  L.,  Jr., 

500  N.  Alleghaney,  Odessa. 

Johnson,  Homer  B., 

501  Andrews  Hwy.,  Midland. 

Johnson,  Reinhold  E., 

3318  W.  Michigan  Ave.,  Midland. 

Kirk,  Earl  H.,  314  N.  Alleghaney,  Odessa. 
Klempnauer,  Richard  G., 

2310  W.  Ohio,  Midland. 

Lang,  Garland  H„  2009  W.  Wall,  Midland. 
Leigh,  Henry  T.,  Jr.,  206  N.E.  First,  Andrews. 
Lekisch,  Kurt,  Box  852,  Midland. 

Loftis,  J.  Stewart,  1165  E.  42nd,  Odessa. 
Loring,  Milton  J.,  2001  W.  Wall  St.,  Midland. 
Lunn,  William  W.,  408  N.  Alleghaney,  Odessa. 
Madsen,  Martha  E.,  2200  W.  Illinois,  Midland. 
Marinis,  Thomas  P.,  Box  4966,  Midland. 
Mason,  Stuart  A.,  1147  E.  42nd  St.,  Odessa. 
Mast,  Clarence  S.,  2203  W.  Illinois,  Midland. 
Mast,  Henrie  E.,  2203  W.  Illinois,  Midland. 
Mast,  John  R.,  2203  W.  Illinois,  Midland. 
McAlister,  Joseph  H., 

313B  N.  Alleghaney,  Odessa. 
McCullough,  Edison  W„ 

1415  N.  Big  Spring,  Midland. 

Mclntire,  Thornton  S.,  515  W.  4th  St.,  Odessa. 
Melton,  Thos.  June,  Jr., 

501  Andrews  Hwy.,  Midland. 

Melton,  William  H., 

Med.  Center  Hosp.,  Odessa. 
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Mickle,  Edwin  R.,  2011  West  Ohio,  Midland. 
Mitis,  Charles  Z.  K., 

31 3D  N.  Alleghaney,  Odessa. 

Mood,  George  F.,  2203  W.  Illinois,  Midland. 
Nichols,  Myron  McCall, 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Norton,  Richard  G.,  Box  4673,  Midland. 
Novak,  Theodore  W„  413  N.  Lincoln,  Odessa. 
Novosad,  Charles  L.,  Jr., 

400  E.  19th  St.,  Odessa. 

Oehlschlager,  F.  Keith, 

1167  E.  42nd  St.,  Odessa. 

Orr,  Marjorie  K.,  206  North  O,  Midland. 

Page,  Edwin  C.,  513  W.  4th,  Odessa. 

Parks,  Walter  S.,  Jr.,  2009  W.  Wall,  Midland. 
Payne,  William  T.,  408  N.  Alleghaney,  Odessa. 
Peer,  George  F.,  413  N.  Lincoln,  Odessa. 

Penn,  Rhesa  L.,  Jr.,  Box  5073,  Midland. 

Rader,  J.  Paul,  313  N.  Alleghaney,  Odessa. 
Rainer,  James  W.,  (dead),  Odessa. 

Ramsey,  Richard  R.,  P.  O.  Box  1987,  Andrews. 
Shapira,  Jake,  501  Andrews  Hwy.,  Midland. 
Sheets,  John  FI.,  1155  E.  42nd  St.,  Odessa. 
Simpson,  Fredric  E., 

410  N.  Washington,  Odessa. 

Stephens,  Charles  A.,  1509  N.  Texas,  Odessa. 
Storey,  Wray  D.,  Box  1631,  Odessa. 
Tannenholz,  Harold  S.,  1149  E.  42nd,  Odessa. 
Thornton,  Elbert  H.  E.,  500  N.  Dotsy,  Odessa. 
Tompkins,  Harry  H.,  Jr., 

P.  O.  Box  1987,  Andrews. 

Turner,  Jack  Lee,  601  W.  4th,  Odessa. 

Van  Leeuwen,  Gerard, 

410  N.  Washington,  Odessa. 

Walker,  H.  Glenn,  (Int.), 

3206  Albans,  Houston. 

Walton,  Jack  R.,  2011  W.  Ohio,  Midland. 
White,  Robert  N.,  210  North  C,  Midland. 
Wiesner,  William  A., 

406  N.  Washington,  Odessa. 

Williams,  Glenn  R.,  413  N.  Lincoln,  Odessa. 
Wood,  Barry  P.,  4009  Milton,  Houston. 
Wood,  John  K„  601  W.  4th  St.,  Odessa. 
Wright,  Robert  L.,  601  W.  Fourth,  Odessa. 
Wyvell,  Dorothy  B.,  307  North  M,  Midland. 
Youngblood,  Billy  J„  1802  W.  Wall,  Midland. 
Zang,  Louis  C.,  1219  E.  10th,  Odessa. 
Zinterhofer,  Louis  J.,  Box  7 1C,  Rt.  2,  Midland. 


BORDEN-DICKENS-GARZA-KENT-KING- 

SCURRY-STONEWALL 

Alexander,  Arthur  B.,  Box  1092,  Spur. 
Cockrell,  C.  Ray,  2612  Avenue  R,  Snyder. 
Dillaha,  Carl  A.,  Jr.,  P.  O.  Box  1086,  Snyder. 
Hartley,  Thomas  F.,  P.  O.  Box  1086,  Snyder. 
Jones,  Wilton  N.,  2601  Avenue  F,  Snyder. 
Martin,  Edward  H.,  (Int.), 

218  Cascade  Rd.,  Springfield,  Pa. 

Moore,  Ben  E.,  P.  O.  Box  1086,  Snyder. 
O’Banion,  John  Wm.,  Jr., 

Med.  Arts  Bldg.,  Snyder. 

Pierce,  Robert  B.,  1903  37th  St.,  Snyder. 
Raines,  John  W„  Snyder  Hosp.  Clin.,  Snyder. 
Redwine,  Harry  P.,  Box  295,  Snyder. 

Rogers,  Edward  A.,  Jr., 

Medical  Arts  Bldg.,  Snyder. 

Ward,  Harry  W.,  Route  3,  Box  21  A,  Snyder. 

DAWSON-LYNN-TERRY-GAINES- 

YOAKUM 

Bailes,  Jerry  Ray,  602  West  Tate,  Brownfield. 
Barnes,  Louis  R.,  Jr., 

Seagraves  Clinic,  Seagraves. 

Black,  Douglas  B.,  Box  90,  Lamesa. 

Daniell,  Alfred  H.,  919  E.  Main,  Brownfield. 
Dow,  Harold  D.,  Box  546,  Seminole. 

Frazier,  Sam  Z.,  Lamesa. 

Greenfield,  Keller  P.,  Box  1096,  Denver  City. 
Hill,  Wayne  C„  Brownfield. 

Hood,  Steve  E.,  Jr., 

Gaines  Clin.  Hosp.,  Seminole. 

Knox,  Cecil  B.,  Jr.,  Box  1026,  Brownfield. 
Koberg,  Frederick  J.,  Seminole. 

Lehman,  Joe  M.,  (Mil.), 

2113  South  S St.,  Fort  Smith,  Ark. 
McKay,  J.  Vernon,  613  S.  1st  St.,  Lamesa. 
Powers,  Ace  G.,  Seagraves  Cl.  Hosp.,  Seagraves. 
Price,  Noble  H.,  Lamesa. 

Prohl,  Emil  H.,  Tahoka. 

Puckett,  John  P.,  Lamesa. 

Rising,  Ernest  E.,  Jr., 

207  S.  6th  St.,  Brownfield. 

Rumbo,  Noble  L.,  Box  D,  O'Donnell. 

Seale,  Francis  E.,  1008  N.  3rd  St.,  Lamesa. 
Sharp,  Joseph  E.,  Denver  City. 

Smith,  Alfred  H.,  (Hon.),  Lamesa. 

Staker,  Norman  W.,  Lamesa. 

Stone,  Noah  W.,  207  S.  6th  St.,  Brownfield. 
Thomas,  C.  Skiles,  Tahoka. 

Tinley,  Robert  E.,  Denver  City. 


Treadaway,  Thomas  L., 

601  E.  Tate,  Brownfield. 
Watts,  Maurice  A.,  Denver  City. 


HOWARD-MARTIN-GLASSCOCK 

Broadrick,  Broadway,  Drawer  949,  Big  Spring. 

Brohn,  Alfred  J.,  P.  O.  Box  882,  Big  Spring. 

Burnett,  Jack  H.,  Jr.,  811  Main  St.,  Big  Spring. 

Carson,  Arch  D.,  1500  Gregg,  Big  Spring. 

Childs,  James  L.,  Box  231,  Big  Spring. 

Cowper,  Roscoe  B.  G.,  Box  111,  Big  Spring. 

Dillon,  George  F.,  811  Main  St.,  Big  Spring. 

Fish,  John  H.,  Box  1191,  Big  Spring. 

Friedewald,  Vincent  E., 

811  Main  St.,  Big  Spring. 

Hall,  Granville  T„ 

P.  O.  Box  1191,  Big  Spring. 

Harrison,  Preston  E., 

Big  Spring  State  Hosp.,  Big  Spring. 

Hogan,  John  E.,  Box  991,  Big  Spring. 

Lurting,  Frederick  W., 

811  Main  St.,  Big  Spring. 

Malone,  Phocian  W.,  Box  991,  Big  Spring. 

Marcum,  Carlo  B.,  811  Main  St.,  Big  Spring. 

Mays,  Floyd  R.,  Jr.,  Box  191,  Big  Spring. 

Peacock,  George  E.,  1500  Gregg,  Big  Spring. 

Porter,  Melvin  A.,  811  Main  St.,  Big  Spring. 

Sanders,  J.  Virgil,  Box  191,  Big  Spring. 

Sanders,  Nell  W.,  P.  O.  Box  191,  Big  Spring. 

Swift,  Edward  V.,  811  Main  St.,  Big  Spring. 

Talbot,  Milton  W„  Jr., 

811  Main  St.,  Big  Spring. 

Thomas,  Clyde  E.,  Jr., 

Howard  Co.  Hosp.  Fdn.,  Big  Spring. 

Williams,  Frankie  E., 

Big  Spring  State  Hosp.,  Big  Spring. 

Williamson,  Thos.  J., 

411  E.  9th  St.,  Big  Spring. 

Wilson,  Iva  G.,  811  Main  St.,  Big  Spring. 

Wood,  G.  Hardin,  Permian  Bldg.,  Big  Spring. 

Woodall,  Jack  M.,  P.  O.  Box  991,  Big  Spring. 

Worthy,  Louise  Bennett, 

Drawer  949,  Big  Spring. 


NOLAN-FISHER-MITCHELL 

Callan,  Chester  M.,  Box  488,  Rotan. 

Callan,  Chester  U.,  Rotan. 

Chinn,  John  H.,  Jr., 

505  Chestnut,  Colorado  City. 

Cowan,  Seth  B., 

505  Chestnut  St.,  Colorado  City. 

Cowan,  W.  Kenneth, 

505  Chestnut  St.,  Colorado  City. 

Crymes,  J.  Melvin,  Colorado  City. 

Fortner,  Amos  H.,  (Hon.),  Sweetwater. 
Gollihar,  William  P.,  Young  Clinic,  Sweetwater. 
Hood,  Francis  T.  N.,  Jr., 

301  Locust,  Sweetwater. 

Johnson,  Bruce  H.,  Loraine. 

Johnson,  Clark  A., 

Young  Medical  Center,  Sweetwater. 
Johnson,  J.  Frank,  Rotan. 

Kantor,  John  R.,  Hailey  at  13th,  Sweetwater. 
LeBleu,  Bennie,  P.  O.  Box  473,  Rotan. 

Loeb,  Sam  A.,  Sweetwater. 

Logsdon,  Harry  A.,  (Hon.), 

Box  1068,  Colorado  City. 

Peters,  Roland  O.,  Sweetwater. 

Price,  Robert  L.,  Sweetwater. 

Rhode,  Oscar  E.,  505  Chestnut,  Colorado  City. 
Rhode,  William  S., 

505  Chestnut  St.,  Colorado  City. 
Richardson,  James  K.,  1301  Hailey,  Sweetwater. 
Rudd,  Laurence  H.,  Box  1266,  Colorado  City. 
Supowit,  S.  F.,  500  Oak  St.,  Sweetwater. 

Terry,  Joseph  C,  Loraine. 

Wilkinson,  Robert  T.,  Roby. 

Young,  James  W.,  (Hon.), 

1401  Hailey,  Sweetwater. 

Young,  Tom  D.,  Sweetwater. 


THIRD  DISTRICT 

Dr.  William  H.  Gordon,  Lubbock,  Councilor 

ARMSTRONG-DONLEY-CHILDRESS- 
COLLINGSWORTH-HALL- WHEELER 

Blackketter,  Donald  E., 

113  East  2nd  St.,  Shamrock. 

Butler,  Robert  G.,  Jr., 

Second  & Ave.  E,  Childress. 

Cariker,  Fred  H.,  Childress. 

Carroll,  William  A.,  (Hon.),  (dead), 
Amarillo. 

Chaffin,  Curtis  R„  206  N.  Main,  Shamrock. 
Clark,  Robert  E.,  Jr.,  Box  111,  Memphis. 
Fox,  Grover  C,  (Hon.),  Childress. 

Fox,  Jack  F.,  801  Commerce  St.,  Childress. 
Gooch,  James  W.,  Shamrock. 

Goodail,  O.  R.,  Memphis. 


Holcomb,  Carter,  Wellington. 

Jenkins,  O.  L.,  (Hon.), 

9330  Forest  Hills,  Dallas. 

Jernigan,  James  H.,  (Hon.),  Childress. 

Jeter,  Perry  R.,  (Hon.),  Childress. 

Jones,  Charles  B.,  Wellington. 

Lester,  Joseph  K., 

2410  S.  35th  St.,  Lincoln,  Nebr. 
Nicholson,  Harold  E.,  Sr.,  (Hon.),  Wheeler. 
Nicholson,  Harold  E.,  Jr.,  (dead),  Wheeler. 
Odom,  James  A.,  (Hon.),  Box  706,  Memphis. 
Roberts,  Oran  M.,  104  East  Second,  Shamrock. 
Smith,  George  W.,  Adair  Hospital,  Clarendon. 
Stevenson,  Harold  R.,  Memphis. 

Townsend,  Shell  H.,  Childress. 

Walker,  Glenn  R.,  Wheeler. 

Watkins,  Dale  V.,  Wellington. 

Westenburg,  Jacobus  J.,  Childress. 

Zeigler,  Ray  L.,  113  W.  Second  St.,  Shamrock. 

DALLAM-HARTLEY-SHERMAN-MOORE 

Askins,  J.  Robert,  Jr.,  723  Bliss  Ave.,  Dumas. 
Coventry,  William  V.,  115  W.  5th  St.,  Dumas. 
Cunningham,  John  FI., 

201  Texas  Blvd.,  Dalhart. 

Elston,  Fredrick  A.,  (Int.), 

7231  Edgemore  Dr.,  Houston. 

Goulding,  Joseph  C.,  1215  N.  Ange,  El  Paso. 
Gutekunst,  Roscoe  A.,  201  Texas  Blvd.,  Dalhart. 
Hull,  Ivan  W„  1324  Keeler,  Dalhart. 
Meredith,  Duane  W.,  214  E.  5th  St.,  Dumas. 
Moore,  Victor  R.,  Box  1108,  Dalhart. 

Pieratt,  Karl  W.,  124  Amherst,  Dumas. 
Purgason,  John  R.,  Box  535,  Dumas. 

Reed,  Emil  P.,  101  Binkley  St.,  Dumas. 
Richardson,  O.  J.,  201  Bliss,  Dumas. 

Smith,  Paul  E.,  Stratford. 

Wright,  Byron  W.,  214  E.  5th  St.,  Dumas. 

DEAF  SMITH-PARMER-CASTRO- 
OLDHAM-SWISHER 

Anderson,  George  H.,  Jr.,  Box  928,  Friona. 
Barnett,  Lewis  B.,  Box  986,  Hereford. 

Beene,  Bruce  G.,  343  Miles  Ave.,  Hereford. 
Beyer,  Lawrence  A.,  Box  352,  Hereford. 
Bischoff,  Harold  W.,  P.  O.  Box  488,  Dimmitt. 
Burk,  Houston  M.,  200  N.  Austin,  Tulia. 
Childress,  Wm.  B„  118  S.  W.  1st  St.,  Tulia. 
Cogswell,  Ronald  E.,  Dimmitt. 

Cranfill,  General  Lee,  Box  307,  Friona. 
Foreman,  Lee  S.,  Tulia. 

Grubbs,  Roy  J.,  Box  352,  Hereford. 

Hicks,  Clarence  E.,  343  N.  Miles,  Hereford. 
Kempe,  William  W.,  1511  N.  Beckley,  Dallas. 
Mims,  Arthur  T.,  Hereford. 

Nobles,  Millard  W„ 

1 1 1 N.  Knight  St.,  Hereford. 

Page,  Carl  F.,  Box  188,  Dimmitt. 

Richards,  Fred  V.,  Tulia. 

Spence,  Joseph  W.,  Jr.,  Box  188,  Dimmitt. 
Spring,  Floyd  Lee,  Friona. 

Spring,  Paul  L.,  Friona. 

Stewart,  Evans  P.,  Tulia. 

Watley,  Vernon  T.,  Box  402,  Vega. 

Wills,  Ralph  R.,  Hereford. 

HALE-FLOYD-BRISCOE 

Benzon,  George  H.,  Ill, 

801  West  8th  St.,  Plainview. 

Bublis,  Mary  E.,  1001  W.  Ninth,  Plainview. 
Bublis,  Norbert  J.,  801  West  8th,  Plainview. 
Crum,  Kenneth  O.,  1107  Xenia  St.,  Plainview. 
Davis,  Jeff  H.,  220  St.  Louis,  Plainview. 

Dils,  Grover  C.,  Caliente,  Nevada. 

Dye,  Mary  R.,  312  Skaggs  Bldg.,  Plainview. 
Foster,  Dee  R.,  Box  245,  Hale  Center. 

Freeman,  Ray  W.,  Hale  Center. 

Glenn,  Thomas  L„ 

Lockney  Gen.  Hosp.,  Lockney. 

Hansen,  J.  Harvey,  ( Hon. ) , 

903  Milwaukee,  Plainview. 

Harvis,  Herman  J.,  708  Denver,  Plainview. 
Heye,  Randall  G., 

801-813  W.  8th  St.,  Plainview. 

Hill,  Clarence  T.,  Jr„ 

801  W.  8th  St.,  Plainview. 

Horn,  Joe  J.,  220  St.  Louis  St.,  Plainview. 
Howell,  McKinley, 

214  Skaggs  Bldg.,  Plainview. 

Jackson,  Carl  C.,  Box  1095,  Plainview. 
Johnson,  Gilmer  B.,  Jr., 

211  Skaggs  Bldg.,  Plainview. 

Long,  Dorothy  C,  Skaggs  Bldg.,  Plainview. 
Long,  John  C.,  801  W.  8th,  Plainview. 
Mangold,  William  J., 

Lockney  Gen.  Hosp.,  Lockney. 

McCarthy,  Eugene  C.,  220  St.  Louis,  Plainview. 
Mitchell,  Robert  H., 

204  Skaggs  Bldg.,  Plainview. 

Nichols,  E.  O.,  Jr.,  215  W.  Alpine,  Plainview. 
Nichols,  E.  O.,  Sr.,  1402  W.  11th,  Plainview. 
O’Grady,  Joseph  A., 

715  Houston  St.,  Plainview. 
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Reed,  William  L.,  801  W.  Elm,  Plainview. 
Roberts,  Roy  R.,  801  W.  8th  St.,  Plaiaview. 
Robins,  James  L.,  801  West  8th  St.,  Plainview. 
Schlecte,  Marvin  C.,  714  W.  7th,  Plainview. 
Smith,  Landria  C.,  217  Skaggs  Bldg.,  Plainview. 
Snyderman,  Henry, 

Plainview  Hospital,  Plainview. 

Thomas,  W.  Ralph,  220  St.  Louis,  Plainview. 
Wagner,  Gerald  W., 

321  Skaggs  Bldg.,  Plainview. 

Williams,  Pat,  Lockney  Gen.  Hosp.,  Lockney. 
Williams,  Russell  K., 

805  W.  8th  St.,  Plainview. 

Woods,  H.  S.,  Jr.,  715  Houston  St.,  Plainview. 

HARDEMAN-COTTLE-FOARD-MOTLEY 

Archer,  James  T.,  Box  1178,  Spur. 

Brooks,  Walter  A.,  404  Mercer  St.,  Quanah. 
George,  Joseph  M.,  Quanah. 

Harmon,  Franklin  C.,  Jr.,  Box  818,  Paducah. 
Howard,  James  C.,  Box  789,  Chillicothe. 
Hughes,  John  F.,  Spur. 

Kralicke  Martin  M.,  200  N.  First,  Crowell. 
McDaniel,  Robert  R.,  Quanah. 

Pate,  Clarence  C.,  Paducah. 

Salkeld,  Phil  L.,  Quanah. 

Sitta,  Raymond  E., 

607  E.  Apache,  Farmington,  N.  Mex. 
Stanley,  James  S.,  Matador. 

Stapp,  Walter  H.,  Box  146,  Crowell. 

Taylor,  John  M., 

3005  Ridgeway  Dr.,  Metaire,  La. 

Todd,  Eugene  R.,  404  Mercer  St.,  Quanah. 
Traweek,  Albert  C.,  Jr., 

P.  O.  Box  296,  Matador. 

LAMB-BAILEY-HOCKLEY-COCHRAN 

Barnes,  Elbert  D.,  1212  Houston  St.,  Levelland. 
Campbell,  Dale  P.,  409  Austin,  Levelland. 
Davis,  J.  Walker,  Cochran  Co.  Hosp.,  Morton. 
Dupre,  John  D.,  1212  Houston,  Levelland. 
Edgar,  George  V., 

1209-B  Houston  St.,  Levelland. 

Fain,  J.  Randel,  Box  112,  Littlefield. 

Faust,  Fredric  B.,  3914  W.  Lawn,  Amarillo. 
Green,  Lathaggar,  Jr.,  Box  368,  Muleshoe. 
Harrison,  Robt.  Joe,  409  Austin  St.,  Levelland. 
Hinckley,  Herbert  M., 

Med.  Arts  Hosp.,  Littlefield. 

Janes,  Fred  W.,  Box  112,  Littlefield. 

Lee,  Billie  H.,  200  E.  Grant  Ave.,  Morton. 
Maurer,  Ralph  E.,  Box  347,  Littlefield. 
McSpadden,  Wilton  B., 

708  W.  First  St.,  Muleshoe. 

Nowlin,  William  C.,  Box  112,  Littlefield. 
Phillips,  Claurice  M.,  1212  Houston,  Levelland. 
Reid,  Raymond  A., 

Philiips-Dupre  Hosp.,  Levelland. 

Renegar,  James  G.,  611  Ave.  D,  Levelland. 
Santos,  Ray  E.,  West  Plains  Hosp.,  Muleshoe. 
Shotwell,  Ira  T.,  Jr.,  Box  1031,  Litdefield. 
Sosa,  Robert,  500  Littlefield  Dr.,  Littlefield. 
Stafford,  Delmon  J.,  Box  632,  Littlefield. 

Still,  Oscar  W.,  Box  112,  Littlefield. 

Walsh,  Andrew  L.,  611  Avenue  D,  Levelland. 

LUBBOCK-CROSBY 

Adams,  Erie  Dell,  3801  19th  St.,  Lubbock. 
Anderson,  William  F.,  1312  Main  St.,  Lubbock. 
Ansley,  Leslie  R.,  3615  21st  St.,  Lubbock. 
Arnett,  Sam  C.,  Jr.,  2609  19th  St.,  Lubbock. 
Arnold,  Robert  N.,  1910  Knoxville,  Lubbock. 
Arrington,  Joe  O.,  Jr., 

2022  Broadway,  Lubbock. 

Barsh,  Albert  G.,  2010  Broadway,  Lubbock. 
Batson,  Carey  B.,  1315  Tenth  St.,  Lubbock. 
Baugh,  William  L.,  (Hon.), 

1302  Main  St.,  Lubbock. 

Birdsong,  William  F.,  Muleshoe. 

Blake,  Emerson  M.,  1910  Knoxville,  Lubbock. 
Boling,  John  S.,  1910  Knoxville,  Lubbock. 
Bronwell,  Alvin  W.,  3801  19th  St.,  Lubbock. 
Canon,  Robert  T.,  1312  Main  St.,  Lubbock. 
Carnrick,  Millard,  Jr., 

701  College  Ave.,  Lubbock. 

Carr,  Robert  L.,  2602  Avenue  Q,  Lubbock. 
Carter,  John  E.,  Box  1675,  Post. 

Cashion,  William  R.,  2010  Broadway,  Lubbock. 
Chaffin,  Walter  T.  C.,  3615  19th  St.,  Lubbock. 
Chalk,  John  R.,  802  Avenue  N,  Lubbock. 
Chatman,  Joseph  A.,  2303  Cedar,  Lubbock. 
Clark,  Doyce  M.,  2615  19th  St.,  Lubbock. 
Clark,  Vester  V.,  (Hon.), 

4716  22nd  St.,  Lubbock. 

Cobb,  John  L„  4412  W.  17th  St.,  Lubbock. 
Cole,  Richard  D.,  1910  Knoxville,  Lubbock. 
Cone,  Hubert  E.,  3302  46th  St.,  Lubbock. 
Croom,  William  S.,  3801  19th  St.,  Lubbock. 
Curtis,  Harrison  E.,  1910  Knoxville,  Lubbock. 
Daniel,  Arthur  L.,  2613  34th  St.,  Lubbock. 


DeLaney,  Robert  M.,  2609  19th  St.,  Lubbock. 
Donaldson,  J.  D.,  Jr.,  3213  42nd  St.,  Lubbock. 
Douglas,  Richard  C.,  1318  Main  St.,  Lubbock. 
Dunn,  Jack,  Jr.,  1910  Knoxville,  Lubbock. 
Dunn,  Sam  G.,  1312  Main  St.,  Lubbock. 
Duran  C,  Armando,  Box  601,  Lubbock. 

Elkins,  Clyde  F.,  1626  15th  St.,  Lubbock. 
Ellis,  Noel  A.,  2602  Avenue  Q,  Lubbock. 
English,  Otis  W.,  1312  Main  St.,  Lubbock. 
Evans,  William  G.,  1910  Knoxville,  Lubbock. 
Ewing,  Mahon  M.,  2609  19th  St.,  Lubbock. 
Fiel,  Charles  A.,  3701  19th  St.,  Lubbock. 
Forsythe,  Ted  H.,  2303  56th  St.,  Lubbock. 
Garrett,  Harold  K.,  1312  Main  St.,  Lubbock. 
Golightly,  Chester  G.,  1312  Main  St.,  Lubbock. 
Goodwin,  Frank  C.,  701  College  Ave.,  Lubbock. 
Gordon,  William  H.,  2022  Broadway,  Lubbock. 
Hale,  Lee  E.,  802  Avenue  N,  Lubbock. 

Hall,  James  T.,  511  College  Ave.,  Lubbock. 
Hancock,  Howard  R.,  2615  19th  St.,  Lubbock. 
Hand,  Orra  Robert,  1910  Knoxville,  Lubbock. 
Haney,  Edward  L.,  (Inac.),  Ralls. 

Harris,  Joseph  R.,  Jr.,  1211  Ave.  O,  Lubbock. 
Healy,  Maurice  J.,  1910  Knoxville,  Lubbock. 
Hendon,  Robert  G.,  Jr., 

1910  Knoxville,  Lubbock. 

Hess,  Wallace  I.,  3201  42nd  St.,  Lubbock. 
Hewitt,  Archie  Lee,  1910  Knoxville,  Lubbock. 
Holmes,  T.  H„  Jr.,  3060  34th  St.,  Lubbock. 
Houser,  O.  Wayne,  Box  356,  Crosbyton. 
Hudgins,  Frank  W.,  3801  19th  St.,  Lubbock. 
Hull,  O.  Brandon,  2022  Broadway,  Lubbock. 
Hunt,  Ewell  L.,  1312  Main  St.,  Lubbock. 
Hutchinson,  Ben  B.,  3801  19th  St.,  Lubbock. 
Isham,  A.  Chapman,  2012  Nashville,  Lubbock. 
Jaynes,  Stan  H.,  825  W.  Lubbock  St.,  Slaton. 
Jenkins,  B.  Arthur,  1910  Knoxville,  Lubbock. 
Johnson,  Lowell  S.,  1910  Knoxville,  Lubbock. 
Jones,  Elmer  W.,  3415  20th  St.,  Lubbock. 
Jones,  Glenn  M.,  3615  19th  St.,  Lubbock. 
Kallina,  Frederick  P,,  Tech.  Infirmary,  Lubbock. 
Keffler,  Richard  A.,  3615  19th  St.,  Lubbock. 
Key,  Olan,  2609  19th  St.,  Lubbock. 

Krueger,  Julius  T.,  1910  Knoxville,  Lubbock. 
Krueger,  Julius  T.,  Jr., 

1910  Knoxville,  Lubbock. 

Lane,  Ralph,  1312  Main  St.,  Lubbock. 

Lewis,  Richard  Q.,  3611  21st  St.,  Lubbock. 
Lewis,  Royce  C.,  Jr., 

1910  Knoxville  St.,  Lubbock. 

Locke,  John  C.,  P.  O.  Box  456,  Slaton. 

Long,  William  H.,  3615  19th  St.,  Lubbock. 
Loveless,  J.  Elbert,  3801  19th  St.,  Lubbock. 
Loveless,  Roy  G.,  2609  19th  St.,  Lubbock. 
Lovings,  Franklin  L.,  2609  Hickory,  Lubbock. 
Lunceford,  Tennie  Mae, 

1910  Knoxville,  Lubbock. 

Malone,  Frank  B.,  2609  19th  St.,  Lubbock. 
Mantooth,  Walter  B.,  Jr., 

3801  19th  St.,  Lubbock. 

Marable,  Gerald  L.,  3414B  Avenue  H,  Lubbock. 
Matthews,  James  R.,  Box  1437,  Post. 

Mattison,  Myron  D.,  3621  21st  St.,  Lubbock. 
Mayfield,  Ivan  G.,  1711  30th  St.,  Lubbock. 
McCarty,  Robert  H., 

1910  Knoxville  Ave.,  Lubbock. 

McClure,  Edwin  E.,  701  College  Ave.,  Lubbock. 
McDaniel,  Bennie  O.,  Muleshoe. 

Miller,  John  T.,  Jr., 

Great  Plains  Bldg.,  Lubbock. 

Miller,  Pauline  A.,  2609  19th  St.,  Lubbock. 
Monk,  Norman  A., 

511  College  Drive,  Lubbock. 

Monte,  Melville  R.,  3408  54th  St.,  Lubbock. 
Montgomery,  Clifford  L., 

1318  Main  St.,  Lubbock. 

Moore,  Robert,  3801  19th  St.,  Lubbock. 
Morris,  James  G.,  1312  Main  St.,  Lubbock. 
Moss,  Charles  B.,  1318  Main  St.,  Lubbock. 
Moss,  Ennis  E.,  Methodist  Med.  Bldg.,  Lubbock. 
Nalle,  Ernest,  Jr.,  1312  Main  St.,  Lubbock. 
Nash,  Charles  H.,  Jr., 

1910  Knoxville,  Lubbock. 

Nemir,  Stuart  S.,  Jr.,  3615  21st  St.,  Lubbock. 
O'Loughlin,  Richard  K., 

3801  19th  St.,  Lubbock. 

Pappas,  Patrick  H.,  3621  21st  St.,  Lubbock. 
Payne,  Clifford  E.,  2415  6th  St.,  Lubbock. 
Payne,  Glen  B„  250  W.  Lubbock,  Slaton. 
Pennington,  Hugh  A.,  2613  34th  St.,  Lubbock. 
Pigford,  Charles  A.,  1202  Jarvis  St.,  Lubbock. 
Poole,  Warren  B.,  3060  34th  St.,  Lubbock. 
Porres,  Felipe  D.,  4906  17th  St.,  Lubbock. 
Porres,  Norma  E.,  Box  998,  Lubbock. 

Ratcliff,  Charles  E.,  3801  19th  St.,  Lubbock. 
Rhoades,  Dale  R.,  Crosbyton. 

Riddel,  Roy  L.,  Jr.,  1318  Main  St.,  Lubbock. 
Rountree,  John  B.,  Jr.,  2615  19th  St.,  Lubbock. 
Rutledge,  Randolph,  3801  19th  St.,  Lubbock. 
Ryburn,  Frank  M.,  Jr.,  3621  21st  St„  Lubbock. 
Schmidt,  Elwood  L.,  123  W.  Lubbock,  Slaton. 
Selby,  John  H.,  1910  Knoxville,  Lubbock. 
Seymour,  Fred  W„  1302  Main  St.,  Lubbock. 
Shannon,  Emmet,  3801  19th  St.,  Lubbock. 
Sheffield,  Roy  S.,  3707  48th  St.,  Lubbock. 
Shepard,  Herbert  L.,  Med.  Arts  Clinic,  Lubbock. 


Slemmons,  Theodore  M.,  Muleshoe. 

Smith,  Jerome  A.,  Great  Plains  Bldg.,  Lubbock. 
Smith,  Lynwood  B„  1910  Knoxville,  Lubbock. 
Smith,  Richard  D.,  1318  Main  St.,  Lubbock. 
Smith,  Roy  L.,  1910  Knoxville,  Lubbock. 
Smith,  William  C.,  3801  19th  St.,  Lubbock. 
Snodgrass,  Milo  R.,  Crosbyton. 

Snow,  Wister  C.,  (Inac.),  Ralls. 

Spikes,  Lowell  W„  Ralls. 

Stewart,  Allen  T.,  1318  Main  St.,  Lubbock. 
Stiles,  James  Hooper,  3801  19th  St.,  Lubbock. 
Stirman,  Jerry  A.,  1910  Knoxville,  Lubbock. 
Storrs,  Loyd  A.,  3801  19th  St.,  Lubbock. 
Stout,  Ruth  Louise,  3702  21st  St.,  Lubbock. 
Surman,  Arnold  C,  (Hon.),  Post. 

Talbert,  Thomas  L.,  123  W.  Lubbock,  Slaton. 
Taylor,  Otis,  Jr.,  511  College,  Lubbock. 

Tubbs,  Harry  A.,  Post. 

Ullom,  William  S.,  4122  34th  St.,  Lubbock. 
Upshaw,  Leon  R.,  1312  Main  St.,  Lubbock. 
Wallace,  Grady  M„  3801  19th  St.,  Lubbock. 
Warshaw,  Flarold,  3801  19th  St.,  Lubbock. 
Watkins,  Mina  D.,  1312  Main  St.,  Lubbock. 
Williams,  David  C.,  (Hon.),  Post. 

Yarbrough,  Ocie  Carl, 

5009  College  Ave.,  Lubbock. 


POTTER-RAND  ALL 

Archer,  John  R.,  2603  Henning,  Amarillo. 
Aronson,  Sam  J.  R.,  (dead),  Amarillo. 
Askew,  Wesley  L.,  Jr.,  1422  Tyler,  Amarillo. 
Blackwell,  Ben  T.,  705  Fisk  Bldg.,  Amarillo. 
Bordelon,  Howard  M., 

2414  Line  Ave.,  Amarillo. 

Boswell,  Leta  N.,  Canyon. 

Bryan,  E.  Kay,  819  Martin  Road,  Amarillo 
Bryan,  J.  Manly,  608  16th  St.,  Canyon. 

Budd,  Robert  G„  P.  O.  Box  7087,  Amarillo. 
Budd,  Wilbur  Q„  802  Rusk,  Amarillo. 

Butler,  William  H.,  Jr., 

1601  N.W.  20th,  Amarillo. 

Campbell,  William  J., 

2209  W.  7th  Ave.,  Amarillo. 

Carroll,  J.  Ralph,  2209  W.  7th  Ave.,  Amarillo. 
Chase,  Gaylord  R.,  1422  Tyler  St.,  Amarillo. 
Chastain,  Richard  L., 

2209  W.  7th  Ave.,  Amarillo. 

Churchill,  T.  Preston,  Box  710,  Amarillo 
Citron,  Ralph,  2209  W.  7th,  Amarillo 
Cole,  Marion  W.,  V.  A.  FIosp.,  Amarillo. 
Cooper,  Orris  V., 

1409  N.  Bonham  St.,  Amarillo. 

Crume,  John  J.,  (Hon.), 

Herring  Hotel,  Amarillo. 

Crumley,  Fred  J.,  2428  W.  8th,  Amarillo. 
Daugherty,  Roy,  4002  S.  Washington,  Amarillo. 
Davis,  Frances  E.,  2301  West  7th,  Amarillo. 
Davis,  Margaret  M.,  1422  Tyler  St.,  Amarillo. 
Denko,  John  V.,  Box  1110,  Amarillo. 
Devanney,  Louis  R., 

2209  W.  7th  Ave.,  Amarillo. 

Dine,  William  C.,  1422  Tyler  St.,  Amarillo. 
Dravin,  Isadore,  2209  W.  7th  Ave.,  Amarillo. 
Duke,  Tom  W.,  1422  Tyler  St.,  Amarillo. 
Duncan,  Frank  B., 

339  Amarillo  Bldg.,  Amarillo. 

Duncan,  Robert  A., 

339  Amarillo  Bldg.,  Amarillo. 

Ellis,  J.  Victor,  2301  W.  Seventh,  Amarillo. 
Erdmann,  Ralph  R.,  Box  3274,  Amarillo. 
Flamm,  Kenneth  R., 

2209  W.  7th  Ave.,  Amarillo. 

Gallagher,  Robert  P.,  (Hon.),  (dead), 
Amarillo. 

Garre,  Peter  R.,  1422  Tyler  St.,  Amarillo. 
Gilkerson,  Nan  L.,  (Inac.), 

Fisk  Bldg.,  Amarillo. 

Glenn,  James  C.,  1501  W.  10th  St.,  Amarillo. 
Glenn,  William  A.,  2412  Line  Ave.,  Amarillo. 
Goldston,  Alton  B., 

1501  W.  10th  St.,  Amarillo. 

Greer,  Rex  E.,  412  Barfield  Bldg.,  Amarillo. 
Haralson,  Prescott  H., 

2750  Duniven  Cir.,  Amarillo. 

Harkleroad,  Frank  S.,  616  N.  Polk,  Amarillo. 
Hatchett,  Capres  S.,  800  Rusk  St.,  Amarillo. 
Hegedus,  William  J., 

2714  W.  10th  St.,  Amarillo. 

Hyde,  Robert  F.,  2714  W.  10th  St.,  Amarillo. 
Intress,  Robert  H.,  Box  3572,  Amarillo. 
Jackson,  Harvey  K.,  Box  3275,  Amarillo. 
Jacobson,  Merlin  E., 

V.  A.  Hosp.,  Wichita,  Kansas. 

Jarrett,  Robert  P.,  Canyon. 

Johnson,  H.  Fred,  2308  W.  8th  St.,  Amarillo. 
Johnson,  James  L., 

2209  W.  7th  Ave.,  Amarillo. 

Johnson,  Jere  B.,  1501  W.  10th  St.,  Amarillo. 
Johnson,  L.  G.,  5506  Tawney  St.,  Amarillo. 
Jones,  Billy  Rual,  708  Monroe  St.,  Amarillo. 
Jones,  Elmer  K.,  604  W.  8th  Ave.,  Amarillo. 
Jordaan,  John  D.,  (Inac.), 

Box  1411,  Amarillo. 

Kelly,  Francis  J.,  810  Bryan  St.,  Amarillo. 
Klingensmith,  Wm.,  Jr.,  1422  Tyler,  Amarillo. 
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Klingensmith,  Wm.  R.,  (Inac. ), 

1413  Lipscomb,  Amarillo. 

Lara,  Jorge  Y.,  2301  W.  7th,  Amarillo. 
Latson,  Harvey  H., 

2209  W.  7th  Ave.,  Amarillo. 

Laur,  William  E.,  608  W.  8th,  Amarillo. 
Lemmon,  J.  Ralph, 

2714  West  10th  Ave.,  Amarillo. 
Lipscomb,  Joe  L.,  2414  W.  9th,  Amarillo. 
Lokey,  Early  B.,  719  Austin,  Amarillo. 
Loving,  Dan  H.,  611  Fisk  Bldg.,  Amarillo. 
Marsalis,  Don  S.,  1422  Tyler,  Amarillo. 
Masters,  Bert  A., 

2724  Westhaven  Vil.,  Amarillo. 
McCaleb,  Morgan  H.,  1422  Tyler,  Amarillo. 
McClelland,  Robert  N„ 

Neblett  Hosp.  & Cl.,  Canyon. 

McKay,  Edward  D„ 

2300  W.  7th  Ave.,  Amarillo. 

Mears,  Edward  J.,  1501  W.  10th  St.,  Amarillo. 
Mok,  Wa  T„  2300  W.  7th,  Amarillo. 

Moore,  G.  Dudley,  Jr.,  Box  35,  Canyon. 
Mullins,  William  B., 

2308  W.  8th  St.,  Amarillo. 

Murphy,  Weldon  O., 

2300  W.  7th  Ave.,  Amarillo. 

Naslund,  Edward  G.,  1009  W.  10th,  Amarillo. 
Neblett,  Robert  A., 

Neblett  Hosp.  & CL,  Canyon. 

Nester,  Chas.  R.,  Canyon. 

Oles,  C.  Patrick,  1422  Tyler,  Amarillo. 
Owens,  Guy,  2209  W.  7th  Ave.,  Amarillo. 
Parker,  William  L„ 

133  N.  Rosemont,  Amarillo. 

Patton,  David  M.,  703  Harrison  St.,  Amarillo. 
Patton,  Louis  K.,  703  Harrison  St.,  Amarillo. 
Patton,  Walter  S.,  703  Harrison  St.,  Amarillo. 
Payne,  Ralph  B.,  608  W.  8th  St.,  Amarillo. 
Pennal,  Hugh  A.,  2209  W.  7th  St.,  Amarillo. 
Pickett,  John  M., 

2714  West  10th  Ave.,  Amarillo. 

Potter,  Wilkes  A.,  2007  West  7th,  Amarillo. 
Powers,  Evelyn  G.,  Fisk  Bldg.,  Amarillo. 
Powers,  George  L.,  Fisk  Bldg.,  Amarillo. 

Price,  William  T„  Jr., 

2209  W.  7th  Ave.,  Amarillo. 

Pronko,  Michael  J.,  2300  W.  7th  St.,  Amarillo. 
Puckett,  Howard  E., 

2209  W.  7th  Ave.,  Amarillo. 

Quintanilla,  Jaime,  807B  Lamar,  Amarillo. 
Randall,  Albert  G.,  Box  1971,  Amarillo. 
Reed,  Holley  W„  2414  W.  9th,  Amarillo. 
Robberson,  Jason  H.,  1422  S.  Tyler,  Amarillo. 
Robberson,  Joe  Frank,  (Int.), 

9941  Bassoon,  Houston. 

Rowley,  Elmer  A., 

2209  W.  7th  Ave.,  Amarillo. 

Royse,  George  T.,  603  Fisk  Bldg.,  Amarillo. 
Russell,  Woolworth,  2710  W.  10th,  Amarillo. 
Sadler,  Charles  B.,  915  W.  8th  Ave.,  Amarillo. 
Scott,  Wilbert  E.,  706  Monroe  St.,  Amarillo. 
Smith,  G.  Ernestine,  814  Lamar  St.,  Amarillo. 
Stout,  William  W„ 

2209  W.  7th  Ave.,  Amarillo. 

Streit,  August  J.,  2300  W.  7th  Ave.,  Amarillo. 
Swindell,  Raymon  R., 

2400  Line  Ave.,  Amarillo. 

Thomas,  Edward  F.,  600  W.  8th,  Amarillo. 
Vaughan,  John  H.,  322  Sunset,  Amarillo. 
Vineyard,  Roy  L.,  1801  Harrison,  Amarillo. 
Waddill,  George  M.,  Jr., 

2308  W.  8th,  Amarillo. 

Walkes,  Ernest  E., 

8805  W.  4th  Ave.,  Lakewood,  Colo. 
Watkins,  Walter  C.,  606  W.  8th,  Amarillo. 
Werner,  Jan  R.,  2307  W.  7th,  Amarillo. 
Wertz,  Royal  F.,  800  Rusk  St.,  Amarillo. 
Wheir,  William  H.,  2400  Line  Ave.,  Amarillo. 
White,  Jesse  B.,  2209  W.  7th  Ave.,  Amarillo. 
Winsett,  Amos  E.,  611  Fisk  Bldg.,  Amarillo. 
Winsett,  E.  Merrill,  611  Fisk  Bldg.,  Amarillo. 
Witcher,  Jones  E.,  2300  Line  Ave.,  Amarillo. 
Wolf,  Horace  L.,  P.  O.  Box  2068,  Amarillo. 
Wolfson,  Charles,  2718  W.  10th,  Amarillo. 
Wright,  Norman  E.,  1422  Tyler,  Amarillo. 
Wyatt,  George  W.,  2109  W.  7th  St.,  Amarillo. 
Yeakel,  S.  Victor,  2400  Line  Ave.,  Amarillo. 
Zientek,  Ralph  J.,  3106  Harmony,  Amarillo. 

TOP  O'  TEXAS 

( GRAY-HANSFORD-HEMPHILL- 
LIPSCOMB-ROBERTS-OCHILTREE- 
HUTCHINSON-CARSON ) 

Ashby,  Charles  H.,  1701  N.  Hobart  St.,  Pampa. 
Barksdale,  William  C., 

510  N.  Weatherly,  Borger. 

Bellamy,  Russell  M.,  1002  N.  Hobart,  Pampa. 
Black,  Crawford  H.,  505  N.  Weatherly,  Borger. 
Brown,  R.  Malcolm,  Florida  & Hobart,  Pampa. 
Donaldson,  Joe  R.,  Hughes  Bldg.,  Pampa. 
Elder,  John  F.,  600  W.  Kentucky,  Pampa. 
Ellis,  Neely  Joe,  Combs  Worley  Bldg.,  Pampa. 
Fabian,  Harold  F.,  Box  Q,  McLean. 


Falkenstein,  Richard  D., 

600  W.  Kentucky,  Pampa. 

Friedman,  Hyman,  1008  Megert  Center,  Borger. 
Gates,  Joseph  W.,  P.  O.  Box  1421,  Pampa. 
Gates,  Philip  A.,  Box  1421,  Pampa. 

Gray,  Elkanah  B.,  108  E.  Broadway,  Stinnett. 
Hampton,  Dan  E.,  207  S.  McGee,  Borger. 
Hampton,  Raymond  M.,  M & S Clinic,  Pampa. 
Hamra,  Henry  M.,  100  S.  McGee,  Borger. 
Harvey,  T.  DeWitt,  808  W.  Francis,  Pampa. 
Hays,  Harvey,  Jr.,  412  S.  Main  St.,  Borger. 
Heerwagen,  Paul  K.,  Jr., 

Phillips  Med.  Cen.,  Phillips. 

Hollis,  Lynn  E.,  1 S.  Addinsell,  Phillips. 
Holmes,  Robert  L.,  Jr.,  315  Baylor,  Borger. 
Hrdlicka,  George  R.,  300  Hughes  Bldg.,  Pampa. 
Huff,  Oscar,  (Hon.),  1116  Christine,  Pampa. 
Ingham,  Mahlon  E.,  500  W.  3rd,  Borger. 
Johnson,  J.  Bluford, 

Sanford  Clinic  Hosp.,  Perryton. 

Jones,  W.  Calvin,  312  Rose  Bldg.,  Pampa. 
Kelley,  Frank  W.,  516  W.  Kentucky,  Pampa. 
Kengle,  George  L.,  Perryton. 

Key,  Julian  M.,  Box  1782,  Pampa. 

Kleeberger,  Roland  L.,  Box  545,  Spearman. 
Knowles,  Joe  H.,  1063  Coronado  Cir.,  Borger. 
Lang,  Carl  M.,  Hughes  Bldg.,  Pampa. 

Laycock,  Raymond  W., 

516  W.  Kentucky,  Pampa. 

Massad,  Woodrow  W.,  100  S.  McGee,  Borger. 
McDaniel,  MacField,  Box  1782,  Pampa. 
Monroe,  Carroll  D.,  514  S.  Main,  Perryton. 
Moore,  Robert  W.,  1832  Fir  St.,  Pampa. 
Morris,  Ernest  H.,  Canadian. 

Overton,  Marvin  C.,  Jr.,  Hughes  Bldg.,  Pampa. 
Powell,  Paul  H.,  Jr.,  500  W.  Third  St.,  Borger. 
Prewit,  Rex  D.,  500  W.  Third  St.,  Borger. 
Sanford,  Roy  K.,  Perryton. 

Snyder,  Edward  H.,  (Hon.),  Canadian. 

Snyder,  Rush  A.,  405  Main  St.,  Canadian. 
Stephens,  Milton  M.,  412  S.  Main,  Borger. 
Stephens,  Walton  G.,  412  S.  Main,  Borger. 
Stewart,  Allen  T.,  Jr.,  Box  325,  Spearman. 
Vendrell,  Felix  J.,  Pampa  Clinic,  Pampa. 

Voet,  Henriette  H., 

114  W.  Grand  Ave.,  Borger. 

Wheeler,  Jim  E.,  1063  Coronado  Cir.,  Borger. 
Williams,  Edward  S., 

300  Hughes  Bldg.,  Pampa. 


FOURTH  DISTRICT 

Dr.  Oren  H.  Chandler,  Ballinger,  Councilor 

BROWN-COMANCHE-MILLS-SAN  SABA 

Bowden,  A.  M.,  (Hon.),  May. 

Bullard,  Chester  C.,  (Hon.), 

1616  Austin  Ave.,  Brownwood. 
Cadenhead,  Ernest  F., 

2401  Coggin  Ave.,  Brownwood. 

Childress,  Marvin  A.,  Goldthwaite. 

Coleman.  Rogers  K., 

308  W.  Chandler,  Brownwood. 

Cruzcosa,  Catalino  G., 

Childress  Cl.  Hosp.,  Goldthwaite. 
Cutbirth,  Seale  T., 

308  W.  Chandler,  Brownwood. 

Everett,  Jerry  J., 

2400  Coggin  Ave.,  Brownwood. 

Farley,  Frederick  W.,  San  Saba. 

Felts,  Richard  C.,  San  Saba. 

Gold,  Philip  S.,  Brownwood. 

Gray,  Charles  W.,  (Hon.),  Comanche. 
Hallum,  Roy  G., 

409  E.  Adams  St.,  Brownwood. 

Lobstein,  Henry  L., 

1319  Austin  Ave.,  Brownwood. 

Locker,  S.  Braswell,  1501  11th  St.,  Brownwood. 
Mayo,  Oscar  N.,  Box  790,  Brownwood. 
McFarlane,  Joe  R., 

Citizens  Bank  Bldg.,  Brownwood. 
McGowan,  Patrick  T., 

Med.  Arts  Clinic,  Brownwood. 

Ory,  Lee  K.,  Comanche. 

Snyder,  Ned,  Jr.,  Coggin  at  12th,  Brownwood. 
Spencer,  Fred  D.,  Jr., 

308  West  Chandler,  Brownwood. 
Stephens,  Joe  B.,  P.  O.  Drawer  38,  Bangs. 
Sweet,  William  O., 

Citizens  Natl.  Bank  Bldg.,  Brownwood. 
Walker,  James  B.  N.,  Brownwood. 

Wheelis,  Paul  M., 

Medical  Arts  Bldg.,  Brownwood. 

COLEMAN 

Aston,  S.  N.,  (Hon.),  Coleman. 

Burke,  Francis  M„  309  S.  Pecos,  Coleman. 
Duke,  Jean  D.,  208  W.  College,  Coleman. 
Kemper,  R.  F„ 

Coleman  Mutual  Bldg.,  Coleman. 
Lovelady,  Roy  R.,  309  S.  Pecos  St.,  Coleman. 
Mann,  Morris  D.,  301  W.  Pecan,  Coleman. 
Moody,  Charles  O.,  301  W.  Pecan  St.,  Coleman. 
Rehngren,  J.  Philip,  1400  Fae  St.,  Santa  Anna. 


Weaver,  Manly  E., 

Coleman  Co.  Bank  Bldg.,  Coleman. 
Young,  Josephus  C.,  205  W.  Elm,  Coleman. 

CRANE-UPTON-REAGAN 

Cooper,  James  L.,  McCamey. 

Gossett,  James  D.,  Rankin. 

Holt,  William  D.,  Box  1325,  McCamey. 
Maynard,  Billy  J.,  Box  1145,  Crane. 

Nibling,  Boyd,  Box  1178,  McCamey. 

Nunnally,  Cleon  S.,  703  Depot,  Big  Lake. 
Terry,  John  E.,  Box  1145,  Crane. 

Wright,  John  L.,  Jr.,  Box  847,  Big  Lake. 

KIMBLE-MASON-MENARD-McCULLOCH 

Anderson,  James  P.,  1304  S.  High  St.,  Brady. 
Anderson,  James  S.,  (Hon.),  Brady. 
Bodenhamer,  James  G.,  Mason. 

Cole,  James  R.,  Box  426,  Mason. 

Hallum,  B.  A.,  Jr.,  Brady. 

Hanus,  Joseph  J.,  Austin  State  Hosp.,  Austin. 
Hartgraves,  Hallie,  ( Hon. ) , 

Kemper  Hall,  Kenosha,  Wise. 

Hays,  Aaron  R.,  (Hon,),  Brady. 

Hays,  Robert  D.,  Brady. 

Hinchman,  A.  Warren,  Brady. 

Jordan,  Dowdell  W.,  Brady. 

Land,  Wm.  M„  (Hon.),  Lohn. 

McCulloh,  Albert  M.,  Brady. 

Ricks,  Glenn  H.,  Brady. 

Westphal,  Herbert  M.,  Menard. 

RUNNELS 

Bailey,  Charles  F.,  Ballinger. 

Chandler,  Oren  H.,  Ballinger. 

Cook,  James  T.,  804 Vl  Hutchins,  Ballinger. 
Cottle,  Kenneth  E.,  8041/2  Hutchins,  Ballinger. 
Dixon,  James  W.,  (Hon.),  Box  30,  Winters. 
Green,  John  E.,  Jr.,  Ballinger. 

Griffin,  John  E.,  Box  898,  Winters. 

Jennings,  Thomas  V.,  (Hon.),  Winters. 
McCreight,  Henry  H.,  Box  R,  Winters. 

Rives,  C.  T.,  Winters. 

Shiller,  John  J.,  Rowena. 

TOM  GREEN  EIGHT 

(TOM  GREEN-COKE-CROCKETT-CONCHO- 
IRION-STERLING-SUTTON-SCHLEICHER ) 

Adams,  M.  Dean,  (Mil.), 

2850  Madison,  Yuma,  Arizona. 
Alexander,  Eugene  P., 

2021  W.  Beauregard,  San  Angelo. 

Allison,  Richard  F., 

McKnight  State  San.,  Sanatorium. 
Anderson,  Hiram  M., 

224  E.  Harris,  San  Angelo. 

Anderson,  Wilson  D., 

123  W.  Harris,  San  Angelo. 

Arledge,  Robert  M., 

203  E.  Harris,  San  Angelo. 

Ballard,  John  E., 

Shannon  Mem.  Hosp.,  San  Angelo. 

Barry,  Douglas  J., 

115  E.  Beauregard,  San  Angelo. 

Bolen,  John  G.,  Med.  Arts  Bldg.,  San  Angelo. 
Boster,  Raymond  G., 

510  W.  Beauregard,  San  Angelo. 

Brask,  H.  Kermit,  1411  Shafter,  San  Angelo. 
Brauns,  Wilhelm  H., 

234  W.  Beauregard,  San  Angelo. 

Browne,  Charles  F.,  Sonora. 

Bunyard,  Joseph  A., 

S.  A.  Natl.  Bank  Bldg.,  San  Angelo. 
Burk,  Houston  W.,  Box  L,  Eden. 

Burner,  Wendell  B., 

Med.  Arts  Bldg.,  San  Angelo. 

Byars,  Perry  J.  C.,  Jr., 

Med.  Arts  Bldg.,  San  Angelo. 

Chase,  Ralph  R.,  Jr., 

234  W.  Beauregard,  San  Angelo. 

Coleman,  T.  Gabe, 

510  W.  Beauregard,  San  Angelo. 
Cornelison,  Joe  L., 

510  W.  Beauregard,  San  Angelo. 
Diserens,  H.  William, 

234  W.  Beauregard,  San  Angelo. 

Dodson,  Dwain  F., 

Ill  E.  Harris  Ave.,  San  Angelo. 

Eckhardt,  Gus  F., 

510  W.  Beauregard,  San  Angelo. 
Engelking,  Chas.  F., 

234  W.  Beauregard,  San  Angelo. 

Everhart,  Merrill  W., 

Ill  E.  Harris  Ave.,  San  Angelo. 

Finks,  Robert  M.,  Clinic  Hospital,  San  Angelo. 
Franken,  Robert, 

408  Chadbourne  Bldg.,  San  Angelo. 
French,  Cecil  M.,  339  W.  Harris,  San  Angelo. 
Gainer,  Marthalyn  J., 

612  E.  Parkway,  San  Angelo. 

Gainer,  Sam  H.,  Med.  Arts  Bldg.,  San  Angelo. 
Gaspar,  Geza, 

2650  University  Ave.,  San  Angelo. 
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Harris,  John  R.,  Bronte. 

Harris,  Orion  W., 

Box  98,  State  Sanatorium,  Ark. 

Hayter,  Dale  W., 

234  W.  Beauregard,  San  Angelo. 

Hershberger,  Lloyd  R., 

Med.  Arts  Bldg.,  San  Angelo. 

Hollister,  W.  L.,  (Inac.), 

202  E.  Ave.  J,  San  Angelo. 

Hooker,  James  W., 

510  W.  Beauregard.  San  Angelo. 

Howell,  John  F.,  Sonora. 

Hunter,  Darlene  L., 

2625  University.  San  Angelo. 

Hunter,  Thos.  R.,  Jr., 

234  W.  Beauregard,  San  Angelo. 

Hutchins,  F.  Leon, 

Med.  Arts  Bldg.,  San  Angelo. 

Irvine,  Geo.  N.,  Jr., 

510  W.  Beauregard,  San  Angelo. 

Johnson,  Clay  H., 

205  E.  Beauregard,  San  Angelo. 

Joiner,  Bennett  A., 

Ill  E.  Harris,  San  Angelo. 

Jones,  Robert  R., 

2015  W.  Beauregard,  San  Angelo. 

Kilman,  William  J., 

McKnight  San.,  Sanatorium. 

Knight,  Maynard  D., 

234  W.  Beauregard,  San  Angelo. 

Kunath,  Carl  A.,  Ill  E.  Harris,  San  Angelo. 

Landrum,  Charles  K., 

Ill  E.  Harris  Ave.,  San  Angelo. 

Landy,  Aaron  E.,  14  S.  Jefferson,  San  Angelo. 

Lewis,  Aubrey  L., 

123  E.  Beauregard,  San  Angelo. 

Martin,  Scott  H.,  115  S.  Park,  San  Angelo. 

McCaw,  Blanche  M.,  444  Preusser,  San  Angelo. 

McCaw,  William  H., 

Ill  E.  Harris,  San  Angelo. 

McDaniel,  John  D.,  Robert  Lee. 

Mclntire,  Floyd  T.,  Ill  E.  Harris,  San  Angelo. 

McKnight,  Joseph  B.,  (Hon.), 

2206  Dallas  St.,  San  Angelo. 

Mee,  Edmond  L.,  224  E.  Harris,  San  Angelo. 

Moon,  Roy  E., 

234  W.  Beauregard,  San  Angelo. 

Morse,  Robert  A., 

234  W.  Beauregard,  San  Angelo. 

Mowrey,  Jack  I.,  Box  548,  Eldorado. 

Nesrsta,  George  L.,  Ill  E.  Harris,  San  Angelo. 

Nibling,  George  W.,  (Hon.), 

1416  W.  Harris,  San  Angelo. 

Nylander,  Calvin  P., 

2102  Colorado,  Apt.  B,  San  Angelo. 

Pilmer,  Gordon  A., 

Med.  Arts  Bldg.,  San  Angelo. 

Porter.  William  L., 

Ill  E.  Harris,  San  Angelo. 

Powers,  Rufus  L.,  203  E.  Harris,  San  Angelo. 

Rape,  J.  Marvin,  22  S,  Magdalen,  San  Angelo. 

Read,  John  L.,  Ill  E.  Harris,  San  Angelo. 

Reilly,  Daniel  R.,  206  S.  Bishop,  San  Angelo. 

Ricci,  Henry  N.,  602  S.  Abe,  San  Angelo. 

Round,  Harry  F.,  201  E.  Harris,  San  Angelo. 

Round,  Kye  B.,  201  E.  Harris,  San  Angelo. 

Rush,  Clyde  E.,  McKnight  San.,  Sanatorium. 

Schulkey,  William  E.,  (Hon.), 

2460  Nasworthy  Dr.,  San  Angelo. 

Schulze,  Victor  E., 

219  S.  Magdalen,  San  Angelo. 

Sessums,  J.  Valton, 

635  S.  Bishop  St.,  San  Angelo. 

Sherrill,  Lloyd  H.,  Ozona. 

Simon,  Ralph  E„  Jr.,  Box  818,  Ozona. 

Smith,  W.  Lacey,  111  E.  Harris,  San  Angelo. 

Spencer,  Francis  M., 

Ill  E.  Harris  Ave.,  San  Angelo. 

Swann,  William  J.,  Sterling  City. 

Tandy,  Hugh  B.,  Ozona. 

Tester,  Lewis  K.,  Central  Natl.  Bk.,  San  Angelo. 

Thompson,  Chase  S., 

Ill  E.  Harris,  San  Angelo. 

Trotter,  Raleigh  F.,  9 S.  Magdalen,  San  Angelo. 

Wall,  D.  D.,  234  W.  Beauregard,  San  Angelo. 

White,  James  N., 

206  E.  Harris,  San  Angelo. 

Williams,  Harvey  M., 

Med.  Arts  Bldg.,  San  Angelo. 

Wimpee,  James  D., 

510  W.  Beauregard,  San  Angelo. 

Windham,  Robert  E.,  (Hon.), 

Christoval  Road,  San  Angelo. 

Winkelmann,  Eugene  C., 

2102  Pecos,  San  Angelo. 

Womack,  Clifford  T.,  ( Hon. ) , 

Med.  Arts  Bldg.,  San  Angelo. 

Womack,  James  C., 

Med.  Arts  Bldg.,  San  Angelo. 

Womack,  William  T., 

Med.  Arts  Bldg.,  San  Angelo. 

Wood,  Marion  L.,  224  E.  Harris,  San  Angelo. 


FIFTH  DISTRICT 

Dr.  Walter  Walthall,  San  Antonio,  Councilor 
ATASCOSA 

Austin,  John  D.,  Box  98,  Pleasanton. 

Burke,  Colman  J., 

2619  Monticello  Ct.,  San  Antonio. 
Faggard,  John  M.,  Poteet. 

Joyce,  Walter  H.,  Lytle. 

Logan,  Ben  Merl,  Box  306,  Jourdanton. 

Mann,  Robert  E„  P.  O.  Box  538,  Pleasanton. 
Ogden,  U.  B.,  Box  568,  Pleasanton. 

Sotoodeh,  Bagher,  Pleasanton. 

Ward,  Jeremiah,  (Hon.),  Poteet. 


BEXAR 

Adelman,  Jack  A., 

621  Med.  Prof.  Bldg.,  San  Antonio. 
Aderhold,  James  P., 

131  E.  Elsmere,  San  Antonio. 

Adler,  Harry  F.. 

1510  Pleasanton  Rd.,  San  Antonio. 
Aijian,  Karl  M., 

738  W.  French  Place,  San  Antonio. 
Alanis,  Artemio  A., 

318  N.  Santa  Rosa,  San  Antonio. 

Albert,  Arnold,  2714  S.  Presa  St.,  San  Antonio. 
Albert,  Monroe,  2714  S.  Presa  St.,  San  Antonio. 
Alexander,  Charles  B., 

1716  Nix  Prof.  Bldg.,  San  Antonio. 

Allen,  Sovern  W., 

1020  Med.  Arts  Bldg.,  San  Antonio. 
Allin,  Frederick  A.,  (Hon.), 

523  Greenwich  Blvd.,  San  Antonio. 

Allin,  Willis  W.,  205  Camden  St.,  San  Antonio. 
Altgelt,  Daniel  D., 

1018  S.  Texas  Bldg.,  San  Antonio. 

Altgelt,  James  E., 

1018  S.  Texas  Bldg.,  San  Antonio. 

Alvelais,  Guillermo  R., 

930  Nix  Prof.  Bldg.,  San  Antonio. 

Alvis,  Milton  E., 

422  Med.  Arts  Bldg.,  San  Antonio. 
Anderson,  Edward  L., 

3506  S.  New  Braunfels,  San  Antonio. 
Atmar,  Robert  C., 

205  Camden  St.,  San  Antonio. 

Avila,  Alejandro  P., 

303  Med.  Prof.  Bldg.,  San  Antonio. 
Bambace,  Felix  S.,  5800  S.  Presa,  San  Antonio. 
Baros,  James  A.,  807  Gibbs  Bldg.,  San  Antonio. 
Barton,  Julian  C., 

909  Nix  Prof.  Bldg.,  San  Antonio. 

Bates,  Leroy  E.,  717  E.  Houston,  San  Antonio. 
Bates,  Leroy  E.,  Jr.,  (Int. ), 

Lahey  Clinic,  Boston,  Mass. 

Beach,  Asa,  205  Camden  St.,  San  Antonio. 
Beck,  Emma,  (Inac.),  Fredericksburg. 

Bedolla,  Miguel  A.,  706  S.  Laredo,  San  Antonio. 
Benavides,  Jose  M., 

424  International  Bldg.,  San  Antonio. 
Bennett,  Bruce  H.,  (Mil.), 

3510th  USAF  Hosp.,  Randolph  AFB. 
Bennett,  Eaton  W., 

P.  O.  Box  1840,  San  Antonio. 

Benson,  Otis  O.,  Jr.,  (Mil.), 

Sch.  of  Avn.  Med.,  Brooks  AFB. 
Berchelmann,  Adolph,  ( Inac. ) , 

809  S.  Laredo,  San  Antonio. 
Berchelmann,  August  G., 

200  Donaldson,  San  Antonio. 
Berchelmann,  David  A., 

809  S.  Laredo  St.,  San  Antonio. 

Berler,  James  M., 

601  Med.  Prof.  Bldg.,  San  Antonio. 
Bernard,  George  E., 

2911  S.  New  Braunfels,  San  Antonio. 
Berry,  Charles  A.,  (Mil.), 

Off.  Surg.  Gen.  USAF,  Washington  25, 
D.  C. 

Berry,  Joe  H.,  516  Lexington,  San  Antonio. 
Berry,  Lloyd  E.,  Jr., 

1100  Austin  Hwy.,  San  Antonio. 

Biggar,  James  H.,  (Hon.), 

242  Rockwood  St.,  San  Antonio. 

Bishop,  Elmer  W., 

1911  Pleasanton  Rd.,  San  Antonio. 

Blair,  James  R.,  Jr., 

516  Lexington  Ave.,  San  Antonio. 

Block,  William  J., 

1111  Nix  Prof.  Bldg.,  San  Antonio. 
Bloom,  Bernard  H., 

308  Med.  Prof.  Bldg.,  San  Antonio. 
Blount,  Robert  E.,  (Mil.), 

Brooke  Army  Hosp.,  Ft.  Sam  Houston. 
Blumer,  Max  A.,  (Inac)., 

3886  Beechwood  Dr.,  Pittsburgh,  Pa. 
Boehs,  Charles  J., 

1119  Med.  Arts  Bldg.,  San  Antonio. 
Bohmfalk,  John  H., 

227  E.  Hildebrand,  San  Antonio. 

Boldt,  John  W.,  3607  Wyoming,  Houston. 


Bondurant,  William  W.,  Jr., 

811  Nix  Prof.  Bldg.,  San  Antonio. 
Bonnet,  Edith  M.,  (Inac.), 

616  Ogden  Lane,  San  Antonio. 

Borders,  James  L.,  (Mil.), 

1605th  USAF  Hosp.,  New  York.  N.  Y. 
Borsheim,  Raymond  S., 

2608  N.  Main  Ave.,  San  Antonio. 

Bos,  Norman  C.,  (Mil.), 

926  Fairchild,  Lackland  AFB. 

Bosshardt,  Carl  E., 

1226  Nix  Prof.  Bldg.,  San  Antonio. 
Botkin,  Rolan  R.,  3721  S.  Presa,  San  Antonio. 
Bottiglieri,  N.  G.,  (Mil.), 

Brooke  Gen.  Hosp.,  Ft.  Sam  Houston. 
Bowen,  Robert  E.,  Ill  Latch  Dr.,  San  Antonio. 
Boyd,  Everett  M.,  (Int.), 

Robt.  B.  Green  Hosp.,  San  Antonio. 
Boysen,  Arthur  E„ 

1520  McCullough,  San  Antonio. 

Bradley,  Roy  W., 

120  Med.  Prof.  Bldg.,  San  Antonio. 
Brannon,  Earl  W„  (Mil.), 

Lackland  AFB,  San  Antonio. 

Brendel,  William  B., 

Ill  Gen.  Krueger,  San  Antonio. 

Breuer,  Alfred,  525  Richmond,  San  Antonio. 
Brewer,  Dorothy,  124  Dallas  St.,  San  Antonio. 
Britton,  Howard  A., 

402  Fulton  Ave.,  San  Antonio. 

Brooks,  Robert  H.,  ( Mil. ) , 

Kelly  AFB,  San  Antonio. 

Brown,  Alexander  A.,  (Hon.), 

233  Linda  Dr.,  San  Antonio. 

Brown,  Charles  T., 

215  Blue  Bonnet  Blvd.,  San  Antonio. 
Brunner,  G.  Harmon, 

306  Med.  Prof.  Bldg.,  San  Antonio. 
Brunner,  Robbie  Neeley, 

306  Med.  Prof.  Bldg.,  San  Antonio. 
Burg,  Edward  M., 

805  Maverick  Bldg.,  San  Antonio. 


Burk,  Joseph  E.,  3203  San  Pedro,  San  Antonio. 
Burk,  William  E., 

1030  Med.  Arts  Bldg.,  San  Antonio. 
Burns,  Thomas  B., 

1717  Nix  Prof.  Bldg.,  San  Antonio. 
Burton,  Kenneth  G., 

3506  S.  New  Braunfels,  San  Antonio. 
Bush,  Howard  M., 

1629  Nix  Prof.  Bldg.,  San  Antonio. 
Buttery,  Harold  D., 

1031  Nix  Prcrf.  Bldg.,  San  Antonio. 
Buttery,  James  M., 

609  Med.  Arts  Bldg.,  San  Antonio. 
Calder,  Royall  M., 

1203  Nix  Bldg.,  San  Antonio. 

Callan,  John  R.,  ( Inac. ) , 

110  E.  Hermosa  Dr.,  San  Antonio. 
Calvert,  Hulon  E„ 

506  Med.  Arts  Bldg.,  San  Antonio. 
Campbell,  Billy  Gay, 

3721  S.  Presa  St.,  San  Antonio. 
Campbell,  Daniel  C.,  Jr.,  (Mil.), 

USAF  Hospital,  Lackland  AFB. 

Canales,  Gregorio  M., 

917  Nix  Prof.  Bldg.,  San  Antonio. 
Carter,  James  W.,  Jr., 

818  Nix  Prof.  Bldg.,  San  Antonio. 

Case,  John  B., 

625  Med.  Arts  Bldg.,  San  Antonio. 
Castle,  Margaret  R., 

545  New  Moore  Bldg.,  San  Antonio. 
Cayo,  Edward  A., 

923  Med.  Arts  Bldg.,  San  Antonio. 

Cayo,  Ernest  P.,(Inac. ), 

755  E.  Mulberry,  San  Antonio. 

Celaya,  Albert,  124  Dallas  St.,  San  Antonio. 
Celaya,  Henry, 

1211  Med.  Arts  Bldg.,  San  Antonio. 
Center,  William  M.,  605  Belknap,  San  Antonio. 
Champion,  Albert  N., 

1223  Med.  Arts  Bldg.,  San  Antonio. 
Chandler,  Jack  R., 

915  Med.  Arts  Bldg.,  San  Antonio. 
Chankin,  Edgar  D., 

525  Richmond,  San  Antonio. 

Childers,  Herschel  N., 

7407  Broadway  Ave.,  San  Antonio. 
Childers,  Marvin  A., 

7407  Broadway,  San  Antonio. 

Christian,  Thomas  E., 

810  Med.  Arts  Bldg.,  San  Antonio. 
Cfauang,  Theodore  H., 

Box  7206,  Hackberry  Sta.,  San  Antonio. 
Clark,  A.  Fletcher,  Jr., 

506  Med.  Prof.  Bldg.,  San  Antonio. 
Clark,  A.  Fletcher,  Sr., 

225  Med.  Arts  Bldg.,  San  Antonio. 

Clark,  William  B.,  (Mil.), 

Sch.  of  Avn.  Med.,  Brooks  AFB. 

Clifton,  Collis  B., 

303  Maverick  Bldg.,  San  Antonio. 

Coates,  Elmer  T., 

401  W.  Summit,  San  Antonio. 
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Cochran,  J.  Layton, 

1220  Med.  Arts  Bldg.,  San  Antonio. 
Coffman,  Graham  M., 

625  Med.  Arts  Bldg.,  San  Antonio. 
Coindreau,  Albert  A.,  (Int. ), 

204  E.  Rosewood  Ave.,  San  Antonio. 
Conroy,  Normabelle  H., 

307  Wyndale,  San  Antonio. 

Cook,  Clara  G., 

1008  Rigsby  Ave.,  San  Antonio. 

Cook,  Walter  R., 

123  Ogden  Lane,  San  Antonio. 

Cooper,  Elmer  E„  505  Howard,  San  Antonio. 
Cooper,  Fred  B.,  2001  N.  Main,  San  Antonio. 
Cooper,  Harold  N., 

212  W.  Laurel,  San  Antonio. 

Cooper,  Jean  Head, 

211  Richmond  Ave.,  San  Antonio. 
Cooper,  Melbourne  J., 

211  Richmond  Ave.,  San  Antonio. 
Copeland,  Joseph  B., 

1014  Med.  Arts  Bldg.,  San  Antonio. 
Cover,  Ellen  C.,  (Inac. ), 

Rt.  6,  Box  297,  San  Antonio. 

Cowles,  Andrew  G„  ( Hon. ) , 

202  W.  Kings  Hwy.,  San  Antonio. 

Coyle,  Edward  W., 

1030  Nix  Prof.  Bldg.,  San  Antonio. 
Creamer,  Dick  O., 

817  S.  Texas  Bldg.,  San  Antonio. 

Crews,  Eli  Rush, 

410  Med.  Prof.  Bldg..  San  Antonio. 
Crossen,  John  J.,  (Mil.), 

Ill  Pinecrest  Blvd.,  San  Antonio. 
Culver,  James  F„  ( Mil. ) , 

Sch.  of  Avn.  Med.,  Brooks  AFB. 

Curtis,  Margaret  S., 

310  Med.  Prof.  Bldg.,  San  Antonio. 
Qaeschner,  George  L., 

606  Med.  Prof.  Bldg.,  San  Antonio. 
Dalkowitz,  Marcus  B.. 

515  Med.  Prof.  Bldg.,  San  Antonio. 
Davis,  David  F., 

105  Med.  Prof.  Bldg.,  San  Antonio. 
Davis,  F.  Milton, 

1502  Nix  Prof.  Bldg.,  San  Antonio. 
Davis,  Roy  N., 

1419  Nix  Prof.  Bldg.,  San  Antonio. 

Day,  Phillip  L., 

1108  Nix  Prof.  Bldg.,  San  Antonio. 

Day,  Proctor  W., 

Kelly  AFB  Disp.,  San  Antonio. 

Day,  Richard  T.,  ( Mil. ) . 

Sch.  of  Avn.  Med.,  Randolph  AFB. 
DeCoursey,  Elbert,  Rt.  4,  Box  86.  San  Antonio. 
DeGasperi,  Joseph  A., 

146  Brandon  Dr.  W.,  San  Antonio. 
DeLeon.  John  J.,  1418  Nix  Bldg.,  San  Antonio, 
del  Valle,  Antonio  F., 

P.  O.  Box  10067,  San  Antonio. 

Dennett,  M.  Harley,  Jr., 

730  Med.  Arts  Bldg.,  San  Antonio. 

Des  Rochers,  Jean  B., 

Box  7206,  Hackberry  Sta.,  San  Antonio. 
Diseker,  Thomas  H., 

328  Med.  Arts  Bldg.,  San  Antonio. 
Dishon,  Margaret  P., 

2504  N.  Main  St.,  San  Antonio. 

Dishon,  Neil  H., 

2504  N.  Main  St.,  San  Antonio. 

Dittman,  Charles  H., 

411  Med.  Arts  Bldg.,  San  Antonio. 
Dodge,  Donald  T., 

1216  S.  Texas  Bldg.,  San  Antonio. 
Dominy,  Dale  E.,  (Mil.), 

Lackland  USAF  Hosp.,  San  Antonio. 
Donaldson,  James  M.,  Jr., 

923  Nix  Bldg.,  San  Antonio. 

Donop,  Perry  T., 

2020  Alamo  Natl.  Bank,  San  Antonio. 
Dorbandt,  Moss  M., 

128  W.  Commerce  St.,  San  Antonio. 
Doyle,  John  L„  1525  Nix  Bldg.,  San  Antonio. 
Dubrow,  Donald  N.,  (Mil.), 

102  Samoth  Dr.,  San  Antonio. 

Dufner,  Romie  M., 

3721  S.  Presa  St.,  San  Antonio. 

Dumas,  Edward  D„ 

425  Med.  Arts  Bldg.,  San  Antonio. 
Duncan,  Everett  T., 

1009  S.  Texas  Bldg.,  San  Antonio. 
Dupre,  Joseph  R., 

2331  Vance  Jackson,  San  Antonio. 
Eastland,  Frederic  R.,  (Mil.), 

250  Gen.  Hosp.,  Ft.  Sam  Houston. 
Eastwood,  Herbert  K.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB. 
Ellingson,  Harold  V.,  (Mil.), 

Hdqrs.,  3790th  S.C.  Gp.,  Gunter  AFB, 
Ala. 

Ellington,  Jesse  C„ 

331  W.  Nueva  St.,  San  Antonio. 

Ellis,  Sam,  710  Med.  Arts  Bldg.,  San  Antonio. 


Elmendorf,  Hugo  F.,  Jr., 

215  Camden,  San  Antonio. 

Estrada,  Felipe, 

1216  Nix  Prof.  Bldg.,  San  Antonio. 
Estrada,  Ramiro  P., 

318  N.  Santa  Rosa,  San  Antonio. 
Fairweather,  M.  Jeanne, 

414  Corona,  San  Antonio. 

Farinacci,  Charles  J.,  (Mil.), 

121  Five  Oaks  Dr.,  San  Antonio. 

Farrell,  Flnora  Anne, 

2819  N.  McCullough,  San  Antonio. 

Fein,  Bernard  T., 

216  Med.  Prof.  Bldg.,  San  Antonio. 
Ferrero,  James  J., 

205  Camden  St.,  San  Antonio. 

Fetzer,  William  J., 

1530  W.  Summit,  San  Antonio. 

Finney,  James  W., 

200  Donaldson,  San  Antonio. 
Finsterwald,  James  F„ 

119  General  Krueger,  San  Antonio. 
Fischer,  Albert, 

611  Med.  Prof.  Bldg.,  San  Antonio. 
Fisher,  Rowan  E., 

1109  S.  Texas  Bldg.,  San  Antonio. 
Flaherty,  Bernard  E.,  ( Mil. ) , 

1171  Monticello  Rd.,  Lafayette,  Calif. 
Flinn,  Don  E.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB. 
Folbre,  Thomas  W., 

1219  Nix  Prof.  Bldg.,  San  Antonio. 

Fox,  Morris  E.,  307  Dwyer  St.,  San  Antonio. 
Franke,  Winthrop  I., 

2608  N.  Main  Ave.,  San  Antonio. 

French,  Jack  A., 

906  Fredericksburg,  San  Antonio. 
Galindo,  Desiderio  L., 

7038  Callaghan  Rd.,  San  Antonio. 
Galloway,  Ballard  E., 

306  Houston  Bldg.,  San  Antonio. 
Garnett,  Walter  L., 

Paseo  Reforma  510,  Mexico  6,  D.  F.,  Mex. 
Garza,  Remberto, 

315  N.  San  Saba,  San  Antonio. 

Geissler,  Wallace  H., 

313  Med.  Prof.  Bldg.,  San  Antonio. 
Geppert,  Leo  J.,  (Mil.), 

Brooke  Army  Hosp.,  Ft.  Sam  Houston. 
Gerodetti,  Orlando  F„ 

344  Mary  Louise  Dr.,  San  Antonio. 
Giesecke,  Carl  G.,  (Mil.), 

457  Graham,  San  Antonio. 

Glass,  Thomas  G.,  Jr., 

102  Med.  Prof.  Bldg.,  San  Antonio. 
Goeth,  Carl  F., 

603  Med.  Prof.  Bldg.,  San  Antonio. 
Goldzieher,  Joseph  W., 

1133  Med.  Arts  Bldg.,  San  Antonio. 
Gonzalez,  Hesiquio  N., 

318  N.  Santa  Rosa,  San  Antonio. 
Gonzalez,  Joaquin  B„ 

318  N.  Santa  Rosa,  San  Antonio. 
Goodnight,  James  E., 

1005  Nix  Prof.  Bldg.,  San  Antonio. 
Goodpasture,  John  E„ 

2407  W.  Huisache,  San  Antonio. 

Gootee,  Hubert  George, 

4617  Hummingbird,  Houston. 

Gordon,  Marie  D., 

205  Camden  St.,  San  Antonio. 

Gordon,  Wm.  H.,  Jr., 

205  Camden  St.,  San  Antonio. 

Gorsuch,  Paul  L., 

1 208  Nix  Prof.  Bldg.,  San  Antonio. 
Gossett,  Robert  F„ 

205  Camden  St.,  San  Antonio. 

Grant,  Harold, 

602  W.  French  PL,  San  Antonio. 
Grantham,  Edwin  S., 

124  Dallas  St.,  San  Antonio. 

Graves,  William  E., 

804  W.  Poplar  St.,  San  Antonio. 

Gray,  Arthur  M.,  119  Burkedale,  San  Antonio. 
Greer,  Sam  J.,  Jr., 

823  Nix  Prof.  Bldg.,  San  Antonio. 
Gregory,  Ernest  J.,  Jr., 

Box  7206,  Hackberry  Sta.,  San  Antonio. 
Gregory,  Eugene  B., 

1131  S.  W.  W.  White  Rd.,  San  Antonio. 
Griffin,  Robert  W., 

1432  Nix  Prof.  Bldg.,  San  Antonio. 
Grissom,  Paul  M.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB. 

Griswold,  James  A., 

3506  S.  New  Braunfels,  San  Antonio. 
Haggard,  Charles  H., 

1228  Med.  Arts  Bldg.,  San  Antonio. 
Haggard,  Frank  N., 

1228  Med.  Arts  Bldg.,  San  Antonio. 
Haley,  Robert  Roscoe, 

216  N.  Santa  Rosa,  San  Antonio. 

Hall,  Augustus  A., 

222  Med.  Prof.  Bldg.,  San  Antonio. 
Hardy,  Robert  C., 

922  Nix  Bldg.,  San  Antonio. 


Hargis,  W.  Huard,  Sr.,  ( Hon. ) , 

205  Camden  St.,  San  Antonio. 

Harle,  Raymond  P., 

6936  San  Pedro,  San  Antonio. 

Hartman,  Albert  W.,  Jr., 

809  Nix  Prof.  Bldg.,  San  Antonio. 
Hartman,  Henry  C.,  (Hon.), 

1104  Rigsby  Ave.,  San  Antonio. 
Hartman,  Ralph  F., 

242  E.  Beverly  Mae,  San  Antonio. 
Hausman,  Robert, 

Bexar  Co.  Court  House,  San  Antonio. 
Heaney,  John  P., 

1608  Nix  Bldg.,  San  Antonio. 

Hebert,  Thomas,  5305  So.  Flores,  San  Antonio. 
Heck,  William  H„ 

1021  Nix  Prof.  Bldg.,  San  Antonio. 
Hekhuis,  Gerrit  L„  (Mil.), 

Aerospace  Med.  Cen.,  Brooks  AFB. 

Held,  Edward  C., 

114  Glenview  Dr.  W.,  San  Antonio. 
Heifer,  Lewis  M., 

208  Med.  Prof.  Bldg.,  San  Antonio. 
Henning,  Garold  G., 

110  Epworth,  San  Antonio. 

Henry,  Colvern  D., 

416  Med.  Prof.  Bldg.,  San  Antonio. 
Henry,  Mary  M., 

601  Med.  Arts  Bldg.,  San  Antonio. 
Heny,  Joseph  S., 

307  N.  Leona  St.,  San  Antonio. 

Herff,  Augustus  F.,  Jr., 

1614  Nix  Prof.  Bldg.,  San  Antonio. 
Herff,  Augustus  F., 

1606  Nix  Prof.  Bldg.,  San  Antonio. 

Herff,  Ferdinand  P.,  (Hon.), 

Box  155,  San  Antonio. 

Hicks,  Yale, 

274  E.  Edgewood  PL,  San  Antonio. 

Hill,  Alfred  H„ 

1216  S.  Texas  Bldg.,  San  Antonio. 

Hill,  Lucius  D.,  Jr., 

327  Med.  Arts  Bldg.,  San  Antonio. 

Hills,  William  J.. 

809  Nix  Prof.  Bldg.,  San  Antonio. 
Hinchey,  John  J., 

1108  Nix  Prof.  Bldg.,  San  Antonio. 
Hogan,  Thomas  F„  Jr., 

708  Nix  Prof.  Bldg.,  San  Antonio. 
Holcomb,  Thomas  M.,  (Mil.), 

Lackland  AF  Hosp,  San  Antonio. 
Hollan,  O.  Roger, 

1110  S.  Texas  Bldg.,  San  Antonio. 
Holshouser,  Chas.  A., 

310  Med.  Arts  Bldg.,  San  Antonio. 
Hooper,  Charles  H.,  605  Belknap,  San  Antonio. 
Horner,  Bernard  G., 

3506  S.  New  Braunfels,  San  Antonio. 
Hoskins,  Henry  R., 

514  Med.  Arts  Bldg.,  San  Antonio. 
Howard,  David  S., 

4119  Fredericksburg,  San  Antonio. 
Howerton,  Ernest  E., 

201  Med.  Prof.  Bldg.,  San  Antonio. 
Hulse,  Charles  A., 

405  Med.  Prof.  Bldg.,  San  Antonio. 
Huntington,  lone, 

519  Med.  Prof.  Bldg.,  San  Antonio. 

Ihrig,  John  J.,  (Mil.), 

414  Quentin  Dr.,  San  Antonio. 

Jackson,  Carmault  B.,  Jr.,  (Mil.), 

3700th  USAF  Hosp.,  Lackland  AFB. 
Jackson,  Dudley,  Jr., 

1525  Nix  Prof.  Bldg.,  San  Antonio. 
Jackson,  L.  Walford, 

906  Fredericksburg,  San  Antonio. 
Jackson,  Martha  B.,  (Inac.), 

410  Woodcrest  Dr.,  San  Antonio. 

Jacob,  Norman  H., 

120  W.  Elsmere,  San  Antonio. 

Jacobs,  Milton  S., 

510  Med.  Prof.  Bldg.,  San  Antonio. 
Jensen,  Andrew  M., 

851  Avant  Ave.,  San  Antonio. 

Jensen,  Martin  H., 

115  N.  Park  Blvd.,  San  Antonio. 

Jenson,  Robert  L., 

446  Canterbury  Hill,  San  Antonio. 

Johns,  Sylvia  M., 

414  Navarro  St.,  San  Antonio. 

Johnson.  Charles  W„ 

2121  Fredericksburg,  San  Antonio. 
Johnson,  Harry  McC.,  Jr., 

1620  Nix  Prof.  Bldg.,  San  Antonio. 
Johnson,  Max  E., 

1220  Med.  Arts  Bldg.,  San  Antonio. 
Johnson,  Robert  L.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB. 
Johnson,  Ted,  106  Produce  Row,  San  Antonio. 
Johnson,  William  J., 

7407  Broadway,  San  Antonio. 

Jones,  Dean  B., 

730  Med.  Arts  Bldg.,  San  Antonio. 

Jones,  George  W., 

929  Manor  Dr.,  San  Antonio. 
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Jones,  L.  Bonham, 

929  Manor  Dr.,  San  Antonio. 

Jordan,  William  S.,  (Mil.), 

219  Fairchild,  San  Antonio. 

Kaliski,  Sidney  R., 

402  Fulton  Ave.,  San  Antonio. 

Kass,  Albert, 

705  Med.  Arts  Bldg.,  San  Antonio. 

Keedy,  David  M., 

1216  S.  Texas  Bldg.,  San  Antonio. 

Keil,  Philip  G.,  (Mil.), 

410  Tyndall  St.,  San  Antonio. 

Kelly,  Roy  J.,  (Mil.), 

Sch.  of  Avn.  Med.,  Brooks  AFB. 

Kenney,  Nat  M.. 

222  E.  Poplar  St.,  San  Antonio. 

King,  Billy  D.,  412  Ridgemont,  San  Antonio. 
King,  Dana  G.,  Jr.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB. 

King,  Thomas  C., 

1104  S.  Texas  Bldg.,  San  Antonio. 

King,  W.  A.,  (Hon.),  Pandora. 

Kitowski,  Vincent  J., 

5122  Hummingbird,  Houston. 

Klecka,  Theodore  A., 

214  Med.  Prof.  Bldg.,  San  Antonio. 

Kline,  Philip  S., 

619  Med.  Prof.  Bldg.,  San  Antonio. 
Klinger,  Paul  E., 

517  Med.  Prof.  Bldg.,  San  Antonio. 
Koch,  Alvis  A.,  5148  Broadway,  San  Antonio. 
Kohler,  Colette  M., 

328  Lament  Ave.,  San  Antonio. 

Koontz,  Lee  A.,  205  Camden  St.,  San  Antonio. 
Kopecky,  Joseph,  1414  Nix  Bldg.,  San  Antonio. 
Kopecky,  Joseph  Willis, 

1408  Nix  Prof.  Bldg.,  San  Antonio. 
Kopecky,  Leon  C, 

1414  Nix  Bldg.,  San  Antonio. 

Kost,  Louis  B., 

521  Med.  Prof.  Bldg.,  San  Antonio. 
Kraus,  Ralph  N.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB. 
Krause,  Robert  B., 

518  W.  Houston  St.,  San  Antonio. 
Kupper,  Roland  C., 

114  El  Prado  Dr.,  San  Antonio. 

Kurtz,  Irwin, 

3104  W.  Woodlawn,  San  Antonio. 

Ladd,  Graham  B., 

424  Moore  Bldg.,  San  Antonio. 
Lahourcade,  Fred  G., 

906  Fredericksburg,  San  Antonio. 

Lamb,  Lawrence  E., 

415  Timberlane  Dr.,  San  Antonio. 
Lambrecht,  Daniel  E., 

303  Wyndale,  San  Antonio. 

Lampe,  Juliet  H., 

Spanish  Oaks  Tr.  Pk„  San  Antonio. 
Lampert,  Morris  H., 

1048  Hammond  St.,  San  Antonio. 
Lancaster,  Howard  E.,  Jr.,  (Int. ), 

516  Lexington  Ave.,  San  Antonio. 
Langdon,  David  E.,  (Mil.), 

Sch.  of  Avn.  Med.,  Brooks  AFB. 
Langlinais,  Richard  P., 

2819  N.  McCullough,  San  Antonio. 
Langner,  C.  Dwight, 

440  Sheraton  Dr.,  San  Antonio. 

Lea,  Royal  B., 

323  E.  Melrose  Dr.,  San  Antonio. 

Lee,  Jack  B.,  409  Camden  St.,  San  Antonio. 
Lehmann,  C.  Ferd, 

218  Med.  Prof.  Bldg.,  San  Antonio. 
Leopold,  Henry  N., 

602  W.  French  PL,  San  Antonio. 

LePere,  Robert  H., 

1424  Nix  Bldg.,  San  Antonio. 

Leslie,  James  T.,  Jr.,  (Mil.), 

Lackland  AF  Hosp.,  San  Antonio. 

Lett,  James  E.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB. 

Letteer,  C.  Ralph,  Jr., 

933  Nix  Prof.  Bldg.,  San  Antonio. 
Levine,  Bernard  R., 

1625  Nix  Prof.  Bldg.,  San  Antonio. 
Levine,  Robert,  (Mil.), 

USAF  Hosp.,  San  Antonio. 

Lewis,  Wade  H.,  (Int.), 

P.  O.  Box  96,  Austin. 

Livingston,  Edward  N.,  Box  1840,  San  Antonio. 
Lowry,  James  K„ 

Santa  Rosa  Hosp.,  San  Antonio. 
Luedemann,  Waldo  S., 

820  Nix  Prof.  Bldg.,  San  Antonio. 
Lundgren,  Rupert  W„ 

1609  Nix  Prof.  Bldg.,  San  Antonio. 
Lyons,  Robert  E., 

110  W.  El  Prado,  San  Antonio. 

Manhoff,  Charles  M., 

523  E.  Quincy,  San  Antonio. 

Manhoff,  Louis  J.,  (Hon.), 

818  W.  Woodlawn,  San  Antonio. 


Manhoff,  Louis  J.,  Jr., 

1400  N.  McCullough,  San  Antonio. 
Mani,  George  C., 

745  W.  Houston,  San  Antonio. 

Mantell,  Louis  K.,  (Mil.), 

817  Canterbury  Hill,  San  Antonio. 
Markette,  Billy  B., 

1400  N.  McCullough,  San  Antonio. 
Marshall,  Joseph  T„ 

414  Robinhood  PL,  San  Antonio. 
Martin,  Frank  M., 

403  W.  Summit,  San  Antonio. 

Martin,  Richard  L.,  (Mil.), 

Lackland  AF  Hosp,  San  Antonio. 
Martinez,  Joseph  J., 

537  Moore  Bldg.,  San  Antonio. 

Masters,  Robert  A., 

1723  Buena  Vista,  San  Antonio. 
Matthaei,  Pearl  V., 

315  Rockhill  Dr.,  San  Antonio. 
Matthews,  John  L., 

824  Nix  Prof.  Bldg.,  San  Antonio. 
Maurer,  Robert  T., 

1926  E.  Lawndale  Dr.,  San  Antonio. 
Maxwell,  Ernest  A., 

124  Dallas  St.,  San  Antonio. 

Maxwell,  W.  Wortham, 

626  Med.  Arts  Bldg.,  San  Antonio. 
May,  Lester  M., 

705  Med.  Arts  Bldg.,  San  Antonio. 
McCabe,  Edward  P.,  Jr., 

628  Med.  Arts  Bldg.,  San  Antonio. 
McComb,  Asher  R., 

1022  Nix  Prof.  Bldg.,  San  Antonio. 
McCullough,  David, 

1214  Nix  Prof.  Bldg.,  San  Antonio. 
McCurdy,  Marion  W., 

1034  Nix  Prof.  Bldg.,  San  Antonio. 
McGehee,  Charles  L., 

605  Med.  Arts  Bldg.,  San  Antonio. 
McIntosh,  John  A.,  (Hon.), 

208  W.  Woodlawn  Ave.,  San  Antonio. 
McKay,  Patrick  H., 

628  Med.  Arts  Bldg.,  San  Antonio. 
McKiski,  Wendell  E., 

720  Tuxedo,  San  Antonio. 

McMahon,  David  T.,  Jr., 

901  Med.  Arts  Bldg.,  San  Antonio. 
McMillan,  Orin  P., 

1120  S.  Texas  Bldg.,  San  Antonio. 
Meadows,  John  C.,  Jr., 

502  Med.  Prof.  Bldg.,  San  Antonio. 
Melenyzer,  Charles  L., 

511  New  Moore  Bldg.,  San  Antonio. 
Melton,  Joseph  T.,  (Mil.), 

619  Fairchild,  San  Antonio. 

Mena,  A.  I.,  103  Buena  Vista,  San  Antonio. 
Mendez,  Enrique,  Jr.,  (Mil.), 

Brooke  Army  Hosp.,  Ft.  Sam  Houston. 
Metzner,  Wesley  R.  T., 

534  Dwight  Ave.,  San  Antonio. 
Meyer,  Gerhard  A., 

1734  Nix  Prof.  Bldg.,  San  Antonio. 
Milburn,  Graham  B., 

1104  Nix  Bldg.,  San  Antonio. 

Miller,  John  B.,  Jr., 

1704  E.  Commerce  St.,  San  Antonio. 
Miller,  Ralph  B., 

Box  8335,  Laurel  Hts.,  San  Antonio. 
Miller,  Robert  A., 

1525  Nix  Bldg.,  San  Antonio. 

Mims,  James  L.,  Jr., 

211  Med.  Arts  Bldg.,  San  Antonio. 
Miniel,  Pedro  R., 

315  N.  San  Saba,  San  Antonio. 

Minter,  Merton  M., 

1734  Nix  Prof.  Bldg.,  San  Antonio. 
Mohle,  Chester  L., 

925  Contour  Drive,  San  Antonio. 
Monsalvo,  Rudolph  O., 

502  New  Moore  Bldg.,  San  Antonio. 
Montano,  Ricardo  G., 

603  W.  Kings  Hwy.,  San  Antonio. 
Montgomery,  William  D., 

511  W.  French  Pl.,  San  Antonio. 
Moore,  George  B.,  Jr., 

322  Med.  Arts  Bldg.,  San  Antonio. 
Moore,  John  M., 

818  Med.  Arts  Bldg.,  San  Antonio. 
Moore,  Oliver  S.,  (Hon.), 

1846  W.  Magnolia,  San  Antonio. 
Moore,  S.  Foster,  Jr., 

401  W.  Summit,  San  Antonio. 
Morris,  Marion  H., 

804  Nix  Prof.  Bldg.,  San  Antonio. 
Morrison,  James  B„ 

1734  Nix  Bldg.,  San  Antonio. 
Morron,  Clyde  R., 

1105  E.  Commerce,  San  Antonio. 
Moses,  Louis  E., 

414  Med.  Prof.  Bldg..  San  Antonio. 
Mueller,  Edwin  L., 

1616  San  Pedro,  San  Antonio. 
Mueller,  Edwin  L.,  Jr., 

1616  San  Pedro,  San  Antonio. 


Mullen,  Brooks  W., 

1215  S.  Texas  Bldg.,  San  Antonio. 
Munslow,  Ralph  A., 

1233  Nix  Prof.  Bldg.,  San  Antonio. 
Murray,  Neville, 

827  Nix  Prof.  Bldg.,  San  Antonio. 

Nasta,  Armando, 

2608  N.  Main  Ave.,  San  Antonio. 

Nau,  Cornelius  H., 

351  E.  Hildebrand,  San  Antonio. 
Newton,  Jerry,  3306  Roselawn,  San  Antonio. 
Nichol,  William  W„  (Mil.), 

Brooke  Army  Hosp.,  Ft.  Sam  Houston. 
Nicholson,  John  R., 

508  Med.  Arts  Bldg.,  San  Antonio. 
Nisbet,  Alfred  A., 

700  S.  McCullough,  San  Antonio. 
Nitschke,  Richard  E., 

5307  Broadway,  San  Antonio. 

Nixon,  James  W., 

1121  Nix  Prof.  Bldg.,  San  Antonio. 
Nixon,  James  W.,  Jr., 

1121  Nix  Prof.  Bldg.,  San  Antonio. 
Nixon,  Pat  I.,  (Emer. ), 

523  Med.  Prof.  Bldg.,  San  Antonio. 
Nixon,  Pat.  I.,  Jr., 

523  Med.  Prof.  Bldg.,  San  Antonio. 
Nixon,  Robert  R., 

401  Med.  Prof.  Bldg.,  San  Antonio. 
Norman,  Ruskin  C., 

1502  Nix  Prof.  Bldg.,  San  Antonio. 
Novak,  Lumir  F., 

St.  Anthony  Hotel,  San  Antonio. 

Novoa,  Enrique, 

10314  Buena  Vista,  San  Antonio. 
Oglesby,  Paul  C„ 

711  Kirk  Place,  San  Antonio. 

Oliver,  David  R., 

1605  Nix  Prof.  Bldg.,  San  Antonio. 
O'Neill,  Francis  E., 

120  Med.  Prof.  Bldg.,  San  Antonio. 
O'Neill,  James  R„ 

602  W.  French  Pl.,  San  Antonio. 

Ord,  John  W„  (Mil.), 

USAF  Hospital,  Lackland  AFB. 

Orlando,  Anthony  M., 

1723  Buena  Vista,  San  Antonio. 

Otero,  Pedro  J., 

413  International  Bldg.,  San  Antonio. 
Owens,  Ross,  807  Gibbs  Bldg.,  San  Antonio. 
Oxford,  M.  Bradfield, 

1602  Nix  Bldg.,  San  Antonio. 

Palmer,  Joseph  W., 

7407  Broadway,  San  Antonio. 

Park,  J.  Walter,  III, 

Nix  Prof.  Bldg.,  San  Antonio. 

Parker,  Gerald  W„  (Mil.), 

1322  Regent  St.,  San  Antonio. 

Parrish,  Robert  E.,  (dead),  San  Antonio. 
Parsons,  John  C., 

1125  Nix  Prof.  Bldg.,  San  Antonio. 
Partain,  Jack  M., 

205  Camden  St.,  San  Antonio. 

Paschal,  Frank  L., 

1222  Nix  Prof.  Bldg.,  San  Antonio. 
Passmore,  Ben  H., 

1732  Nix  Prof.  Bldg.,  San  Antonio. 
Passmore,  Glenn  G-, 

1529  Nix  Prof.  Bldg.,  San  Antonio. 
Payte,  James  T.,  107  N.  Cibolo,  San  Antonio. 
Peterson,  Robert  C., 

510  Harrison  Ave.,  San  Antonio. 
Peterson,  Walter  L., 

Box  7206,  Hackberry  Sta.,  San  Antonio. 
Pfeiffer,  John  P.,  Jr., 

1306  Oblate  Dr.,  San  Antonio. 

Phillips,  Claude  M., 

444  Hammond  Ave.,  San  Antonio. 
Phillips,  Warren  M., 

152  New  Laredo  Hwy.,  San  Antonio. 
Pipes,  William  F., 

2814  Hitching  Post  Rd.,  San  Antonio. 
Pipkin,  J.  Lewis, 

714  Med.  Arts  Bldg.,  San  Antonio. 

Polka,  James  B., 

312  Med.  Prof.  Bldg.,  San  Antonio. 
Pomerantz,  R.  Bernard, 

6936  San  Pedro,  San  Antonio. 

Posey,  Frank  M.,  Jr., 

101  McCullough  Ave.,  San  Antonio. 

Post,  S.  Perry,  929  Manor  Dr.,  San  Antonio. 
Poth,  Duncan  O., 

1230  Nix  Prof.  Bldg.,  San  Antonio. 
Potthast,  Otto  J., 

501  Gibbs  Bldg.,  San  Antonio. 

Preacher,  Madison  L., 

916  E.  Commerce,  San  Antonio. 

Pressly,  Thomas  A., 

205  Camden  St.,  San  Antonio. 

Price,  Richard  D., 

1233  Nix  Bldg.,  San  Antonio. 

Pridgen,  James  E., 

424  Med.  Prof.  Bldg.,  San  Antonio. 
Pridgen,  John  L., 

908  Med.  Arts  Bldg.,  San  Antonio. 
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Pryor,  Jessie  W., 

500  S.W.  24th  St.,  San  Antonio. 
Pyterek,  Arthur  B., 

723  Med.  Arts  Bldg.,  San  Antonio. 
Rabel,  John  E., 

902  Nix  Prof.  Bldg.,  San  Antonio. 
Rague,  Edmund  F., 

Box  7206,  Hackberry  Sta.,  San  Antonio. 
Rath,  Albert  E., 

1651  W.  Mulberry,  San  Antonio. 

Reeves,  George  D., 

202  Medford  Dr.,  San  Antonio. 

Reily,  William  A., 

407  Med.  Arts  Bldg.,  San  Antonio. 
Reiter,  Charles,  Jr., 

1617  Nix  Prof.  Bldg.,  San  Antonio. 
Reppert,  Lawrence  B., 

Nix  Prof.  Bldg.,  San  Antonio. 

Ressmann,  Arthur  C., 

714  Med.  Arts  Bldg.,  San  Antonio. 
Reuter,  Ernest  G., 

611  Med.  Arts  Bldg.,  San  Antonio. 
Reveley,  Hugh  P., 

V.  A.  Center,  Kecoughtan,  Va. 

Reveley,  James  E.  L., 

2915  S.  Presa  St.,  San  Antonio. 

Rice,  George  W„  ( Inac. ) , 

126  Medford  Dr.,  S.E.,  San  Antonio. 
Richmond,  Albert  M., 

Nix  Prof.  Bldg.,  San  Antonio. 
Richmond,  Harry  A.,  Jr., 

608  Med.  Prof.  Bldg.,  San  Antonio. 
Richmond,  James  T., 

241  Donaldson  Ave.,  San  Antonio. 
Richter,  James  K., 

3721  S.  Presa,  San  Antonio. 

Rinn,  Odville  A., 

810  Med.  Arts  Bldg.,  San  Antonio. 
Ritch,  Allen  T., 

1717  Nix  Prof.  Bldg.,  San  Antonio. 
Ritvo,  Edward  R., 

3707  Broadway,  San  Antonio. 

Roan,  Omer, 

1222  Nix  Prof.  Bldg.,  San  Antonio. 
Robertson,  Wilber  F., 

511  Med.  Prof.  Bldg.,  San  Antonio. 
Rogers,  Albert  M., 

313  Med.  Prof.  Bldg.,  San  Antonio. 
Romo,  Thomas,  Jr., 

1706  E.  Commerce  St.,  San  Antonio. 
Rose,  Howard  N.,  (Mil.),  Randolph  AFB. 
Rosenstein,  Daniel  L„ 

Box  4038,  Station  A,  San  Antonio. 
Rosenzweig,  Milton  M., 

1001  Med.  Arts  Bldg.,  San  Antonio. 
Rouse,  J.  W.  H„ 

2621  N.  Main  Ave.,  San  Antonio. 
Rubinstein,  Barney,  258  Serenade,  San  Antonio. 
Russ,  Witten  B.,  (Emer.), 

205  Camden  St.,  San  Antonio. 

Russell,  Dan  A.,  Jr„ 

429  Med.  Arts  Bldg.,  San  Antonio. 
Sacks,  David  R., 

206  Med.  Prof.  Bldg.,  San  Antonio. 
Saegert,  August  H., 

Med.  Arts  Bldg.,  San  Antonio. 

Saenz,  Daniel,  1723  Buena  Vista,  San  Antonio. 
Sallee,  William  T.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB. 
Sammis,  William  L., 

325  Tutde  Road,  San  Antonio. 

Samsel,  Theodore  B.,  Jr., 

504  Med.  Prof.  Bldg.,  San  Antonio. 
Sandler,  Arthur  S., 

8503  Wakefield,  San  Antonio. 

Santa  Cruz,  Edgar  W., 

401  W.  Summit,  San  Antonio. 

Sawtelle,  William  W., 

405  Med.  Prof.  Bldg.,  San  Antonio. 
Schattenberg,  Herbert  J., 

222  Med.  Arts  Bldg.,  San  Antonio. 
Schauer,  Charles  W„ 

810  Med.  Arts  Bldg.,  San  Antonio. 
Schiffer,  Sydney, 

617  Med.  Prof.  Bldg.,  San  Antonio. 
Schwarting,  Bland  H., 

304  Med.  Prof.  Bldg.,  San  Antonio. 
Schwartzberg,  Sam, 

South  Texas  Bldg.,  San  Antonio. 

Scull,  T.  Jackson, 

1005  Nix  Bldg.,  San  Antonio. 

Severance,  Alvin  O., 

205  Camden  St.,  San  Antonio. 

Shaeffer,  Joseph  R., 

745  W.  Houston  St.,  San  Antonio. 

Sharp,  Thomas  H., 

316  Med.  Prof.  Bldg.,  San  Antonio. 
Shaver,  Benjamin  B., 

211  Med.  Prof.  Bldg.,  San  Antonio. 
Shaw,  Thad,  ( Inac. ) , 

Gunter  Hotel,  San  Antonio. 

Shefts,  Lawrence  M., 

209  Paseo  Encinal,  San  Antonio. 


Shepherd,  Virgil  J.,  (Mil.), 

4623  Hershey  Dr.,  San  Antonio. 
Shepherd,  Walter  F„ 

1401  Highland,  San  Antonio. 

Shingle,  Robert  C., 

104  St.  Cloud,  San  Antonio. 

Shipman,  E.  D.,  (Inac.), 

551  Cincinnati,  San  Antonio. 

Shotts,  Chester  C., 

915  Med.  Arts  Bldg.,  San  Antonio. 

Sichi,  William  T., 

420  Med.  Prof.  Bldg.,  San  Antonio. 
Siever,  James  M., 

318  Med.  Prof.  Bldg.,  San  Antonio. 
Simpson,  John  W.,  Box  4038,  San  Antonio. 
Skinner,  Ira  C.,  124  Dallas  St.,  San  Antonio. 
Skinner,  Robert  B.,  (Mil.), 

167  Artillery  Loop,  San  Antonio. 
Skripka,  Charles  F., 

3721  S.  Presa  St.,  San  Antonio. 

Slayter,  James  E.,  Box  1840,  San  Antonio. 
Smith,  Forrest  M.,  Jr., 

227  E.  Hildebrand,  San  Antonio. 

Smith,  John  M.,  Jr., 

110  El  Prado  Dr.,  W.,  San  Antonio. 
Smith,  Thomas  B.,  102  Congress,  San  Antonio. 
Smyth,  Rodger  G., 

331  W.  Nueva  St.,  San  Antonio. 

Snip,  Russell  T.,  505  Howard,  San  Antonio. 
Soma,  Yone,  102  S.  Rosillo,  San  Antonio. 
Spann,  Franklin  L.,  (Mil.), 

Brooke  Army  Hosp.,  Ft.  Sam  Houston. 
Sparks,  John  E.,  (dead),  San  Antonio. 

Spector,  Morris, 

906  Fredericksburg,  San  Antonio. 

Stain,  Stanley, 

323  N.  New  Braunfels,  San  Antonio. 
Standley,  Eugene  T., 

Med.  Prof.  Bldg.,  San  Antonio. 

Stanley,  Ray  W.,  306  Patricia,  San  Antonio. 
Stansell,  Paul  Q-, 

2446  W.  Summit,  San  Antonio. 

Stanton,  William  P., 

1031  Nix  Prof.  Bldg.,  San  Antonio. 
Steed,  P.  Franklin, 

1525  Nix  Prof.  Bldg.,  San  Antonio. 
Steinberg,  Fred  W., 

1525  Nix  Prof.  Bldg.,  San  Antonio. 
Stewart,  C.  Scott, 

123  Ogden  Lane,  San  Antonio. 

Stieler,  Albert, 

1006  Med.  Arts  Bldg.,  San  Antonio. 
Stonehill,  Robert  B.,  (Mil.), 

432  Fairchild,  San  Antonio. 

Stovall,  Virginia  S.,  (Inac.), 

606  Med.  Prof.  Bldg.,  San  Antonio. 
Strauch,  James  H., 

610  Med.  Prof.  Bldg.,  San  Antonio. 
Sttozier,  William  E., 

2819  McCullough  Ave.,  San  Antonio. 
Stubbs,  F.  Spencer, 

114  W.  Glenview  Dr.,  San  Antonio. 
Stumpe,  Alfred  R.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB. 
Sullivan,  Thomas  P., 

408  Med.  Prof.  Bldg.,  San  Antonio. 
Sutton,  Robert  S.,  711  W.  Kirk,  San  Antonio. 
Sutton,  Robert  S.,  Sr.,  (Inac.), 

711  W.  Kirk,  San  Antonio. 

Sweet,  Horace  C., 

205  Camden  St.,  San  Antonio. 

Swinny,  Boen, 

314  Med.  Arts  Bldg.,  San  Antonio. 

Sykes,  E.  Meredith, 

925  Nix  Prof.  Bldg.,  San  Antonio. 
Sykes,  Edwin  M.,  Jr., 

927  Nix  Prof.  Bldg.,  San  Antonio. 

Sykes,  John  H.  J., 

201  Charles  Rd.,  San  Antonio. 

Sylvester,  Wendell  R.,  (Int. ), 

515  Morales  St.,  San  Antonio. 

Tarrow,  Arthur  B.,  (Mil.), 

USAF  Hosp.,  APO  633,  New  York,  N.Y. 
Taylor,  Charles  W.,  (Hon.), 

276  W.  Mandalay  Dr.,  San  Antonio. 
Taylor,  Thomas  S., 

318  Med.  Prof.  Bldg.,  San  Antonio. 
Templeton,  R.  D.,  133  Handley,  San  Antonio. 
Tennison,  Charles  W„ 

511  Med.  Prof.  Bldg.,  San  Antonio. 
Terrell,  Robert  W.  B„ 

316  Med.  Prof.  Bldg.,  San  Antonio. 
Thaddeus,  Aloysius  P., 

502  Med.  Prof.  Bldg.,  San  Antonio. 
Thaggard,  Alvin,  Jr., 

1129  Nix  Bldg.,  San  Antonio. 

Thomas,  Robert  P.,  Jr., 

1002  Nix  Prof.  Bldg.,  San  Antonio. 
Thompson,  Milton  S., 

441  Burr  Road,  San  Antonio. 

Thomson,  George  W.,  Box  4216,  San  Antonio. 
Thornton,  Melvin  L., 

351  E.  Hildebrand,  San  Antonio. 
Timmins,  Oliver  H.,  (Hon.), 

1211  Med.  Arts  Bldg.,  San  Antonio. 


Timmins,  Oliver  H.,  Jr., 

1211  Med.  Arts  Bldg.,  San  Antonio. 
Tippit,  Nathaniel  G., 

Mayo  Foundation,  Rochester,  Minn. 

Todd,  David  A., 

1502  Nix  Prof.  Bldg.,  San  Antonio. 
Trevino,  Saul  S., 

318  N.  Santa  Rosa,  San  Antonio. 
Trimmer,  Kenneth  E., 

205  Camden  St.,  San  Antonio. 

Tucker,  Lewis  E., 

1402  Nix  Bldg.,  San  Antonio. 

Tucker,  Victor  C., 

1402  Nix  Prof.  Bldg.,  San  Antonio. 
Ullrich,  Fredric  W„  ( Int. ) , 

1720  Chapel  Ct.,  Northbrook,  111. 

Urrutia,  Adolfo, 

210  N.  Santa  Rosa,  San  Antonio. 
Urrutia,  Carlos, 

212  N.  Santa  Rosa,  San  Antonio. 

Van  Auken,  Howard  A., 

215  Camden  St.,  San  Antonio. 

Veit,  John  P.,  (Mil.), 

3810th  USAF  Hosp.,  Maxwell  AFB,  Ala. 
Venable,  Charles  S.,  (Emer.), 

154  Park  Hill  Dr.,  San  Antonio. 

Voltz,  Phillip  W.,  Jr., 

120  Med.  Prof.  Bldg.,  San  Antonio. 

Von  Bose,  Edda,  914  Kayton  Ave.,  San  Antonio. 
Wait,  Raymond  B., 

929  Manor  Dr.,  San  Antonio. 

Walker,  Carl  J., 

719  E.  Houston,  San  Antonio. 

Walker,  Dorothy  J.  B., 

183  Thorain  W.,  San  Antonio. 

Walker,  H.  Vincent, 

Nix  Prof.  Bldg.,  San  Antonio. 

Waller,  Edward  P., 

205  Camden  St.,  San  Antonio. 

Walling,  Russell  G., 

211  Richmond  Ave.,  San  Antonio. 

Walsh,  John  N., 

508  Med.  Prof.  Bldg.,  San  Antonio. 
Walthall,  Walter, 

1114  S.  Texas  Bldg.,  San  Antonio. 
Walton,  Lowell  C.,  (Mil.), 

USAF  Hospital,  Lackland  AFB. 

Ward,  Mildred  E., 

104  Babcock  Rd.,  San  Antonio. 

Ware,  Ray  W.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB. 
Watson,  I.  Newton, 

906  Fredericksburg,  San  Antonio. 

Watts,  John  A.,  (Hon.), 

110  W.  Lullwood,  San  Antonio. 
Weatherford,  Eddie  W., 

205  Camden  St.,  San  Antonio. 
Weatherford,  Jack  M., 

205  Camden  St.,  San  Antonio. 

Webb,  Hamilton  B.,  (Mil.), 

Sch.  of  Avn.  Med.,  Randolph  AFB. 
Webb,  John  B.,  Jr.,  205  Camden,  San  Antonio. 
Weiner,  Bernard  K., 

929  Manor  Dr.,  San  Antonio. 

Weiner,  Myron  F.,  (Mil.), 

103  Pilgrim  Dr.,  San  Antonio. 

Weiss,  Victor  J., 

509  Med.  Arts.  Bldg.,  San  Antonio. 
Weixel,  Francis  X., 

824  Nix  Prof.  Bldg.,  San  Antonio. 
Welch,  Eldred  E., 

503  New  Moore  Bldg.,  San  Antonio. 
Wells,  Dolph  T„ 

3506  S.  New  Braunfels,  San  Antonio. 
Welsh,  Virginia  C.,  402  Fulton,  San  Antonio. 
Wenger,  Don  S.,  (Mil.), 

USAF  Hospital,  Lackland  AFB. 

Whittier,  Charles  A., 

928  E.  Crockett,  San  Antonio. 

Wier,  Vernon  S.,  107  Eads  Ave.,  San  Antonio. 
Wiesner,  Jerome  J., 

1128  Nix  Prof.  Bldg.,  San  Antonio. 
Wigodsky,  Herman  S., 

420  E.  Houston,  San  Antonio. 
Wilkinson,  John  M., 

307  Med.  Arts  Bldg.,  San  Antonio. 
Willerson,  Eleanor  T., 

108  Sheraton,  San  Antonio. 

Willerson,  J.  E„  (Hon.), 

144  Barilla,  San  Antonio. 

Willerson,  Wm.  D., 

1028  Nix  Prof.  Bldg.,  San  Antonio. 
Williams,  Coyle  W.,  Jr., 

1420  Nix  Prof.  Bldg.,  San  Antonio. 
Williams,  Philip  T.,  Jr., 

929  Manor  Dr.,  San  Antonio. 

Wilson,  Harry  G., 

6612  S.  Flores,  San  Antonio. 

Wilson,  William  L., 

617  Med.  Prof.  Bldg.,  San  Antonio. 
Winter,  John  W., 

350  Terrell  Rd.,  San  Antonio. 

Winter,  William  C.,  Jr.,  (Mil.), 

USAF  Hospital,  San  Antonio. 

Woldman,  Alvin  L., 

929  Manor  Dr.,  San  Antonio. 
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Wolf.  William  M., 

1717  Nix  Prof.  Bldg.,  San  Antonio. 
Wong.  Peter  Y.,  5617  Avenue  R,  Galveston. 
Woodward,  GeorgeS.,  (Mil.), 

USAF  Hosp.,  Lackland  AFB. 

Works.  Bynum  M.,  Jr., 

110  El  Prado  Dr.,  W.,  San  Antonio. 
Worsham,  John  W., 

1400  McCullough,  San  Antonio. 

Wright,  Jack  M., 

403  W.  Summit,  San  Antonio. 

Wyatt,  Byron  W., 

603  Navarro  St.,  San  Antonio. 

Ximenes,  E.  T., 

318  N.  Santa  Rosa,  San  Antonio. 

Yuen,  Lila,  Box  7206,  San  Antonio. 

Zaccaria,  Attilio,  Jr., 

603  Lockhill  Selma,  San  Antonio. 
Zeitlin,  S.  P.,  6500  S.  Flores,  San  Antonio. 
Zellmer,  Robert  W„  (Mil.), 

Radiobiology  Br.,  Brooks  AFB. 

Zink,  Pearl  L., 

615  Med.  Arts  Bldg.,  San  Antonio. 
Zuschlag,  Ella, 

611  Med.  Prof.  Bldg.,  San  Antonio. 
COMAL 

Bergfeld,  Arthur  W.  C, 

Box  49,  New  Braunfels. 

Bergfeld,  Jack  A.,  Box  859.  New  Braunfels. 
Frueholz,  Bertha,  Box  960,  New  Braunfels. 
Frueholz,  Fred,  Box  960,  New  Braunfels. 
Frueholz,  Frederick,  Jr., 

Box  960,  New  Braunfels. 

Hinman,  Alexander  J„  Box  79,  New  Braunfels. 
Holtman,  Harold  A., 

255  San  Antonio,  New  Braunfels. 
Kennady,  Donald  S., 

532  N.  Union  St.,  New  Braunfels. 
Langston,  John  H.,  Jr., 

243  S.  Seguin  Ave.,  New  Braunfels. 
Schaefer,  John  K., 

P.  O.  Box  487,  New  Braunfels. 

Schleicher,  Leroy  C, 

670  Marion  Rd.,  New  Braunfels. 
Woodward,  Stanley  M., 

535  S.  Seguin,  New  Braunfels. 

GONZALES 

Elder,  Nathan  A.,  (Hon.),  Nixon. 

Henkel,  Cecil  L.,  318  St.  Peter,  Gonzales. 
Kirkpatrick,  Marjorie, 

334  E.  25th  St.,  New  York,  N.  Y. 
Nixon,  Sam  A.,  Jr.,  Box  548,  Nixon. 

Ponder,  Stewart  M.,  Waelder. 

Price,  James  C.,  521  Vi  St.  Joseph,  Gonzales. 
Shelby,  David  M.,  Gonzales. 

Sievers,  Walter  A.,  Gonzales. 

Stahl,  Louis  J.,  Box  184,  Gonzales. 

Von  Werssowetz,  Odon  F„ 

Warm  Springs  Foundation,  Gonzales. 

GUADALUPE 

Bachman,  George  P.,  110  W.  Mountain,  Seguin. 
Douthett,  J.  C.  B.,  (Hon.) 

110A  N.  Austin,  Seguin. 

Goetz,  Joseph  T.,  109  W.  Gonzales,  Seguin. 
Heinen,  Allen  I.,  1025  N.  Austin,  Seguin. 
Knolle,  Robt.  L.,  Jr.,  1 10  W.  Mountain,  Seguin. 
Liberty,  Herbert  G.,  104  E.  Court  St.,  Seguin. 
Mays,  Anthony  W.,  Jr.,  (Mil.), 

1025  N.  Austin,  Seguin. 

Moore,  Henry  H.,  Jr.,  105  N.  River,  Seguin. 
Mueller,  John  A.,  1025  N.  Austin,  Seguin. 
Raetzsch,  Andrew,  109  W.  Gonzales,  Seguin. 
Randolph,  Vivien  P.,  (Hon.),  Schertz. 

Ray,  Robert  S.,  105  N.  River  St.,  Seguin. 
Weiss,  Leroy  E.,  1025  N.  Austin  St.,  Seguin. 
Williams,  Jesse  B.,  110  W.  Mountain,  Seguin. 

KARNES-WILSON 

Blake,  John  V„  Jr.,  Floresville. 

Blaustone,  Henry  H.,  223  Main  St.,  Kenedy. 
Bonnstetter,  Harold  J.,  Box  638,  Kenedy. 
Boykin,  Solomon  R.,  Floresville. 

Day,  Ancie  Fred,  Jr.,  P.  O.  Box  357,  Runge. 
Edwards,  Thomas  P.,  Karnes  City. 

Haverlah,  Gene  V.,  Poth. 

Mills,  William  C.,  Jr.,  Kenedy. 

Oxford,  Jerry  W.,  (Hon.),  Floresville. 
Quillian,  Causey  C.,  330  W.  Live  Oak,  Kenedy. 
Shannon,  Shelby  E., 

P.  O.  Box  1098,  Karnes  City. 

KERR-KENDALL-GILLESPIE-BANDERA 

Andrews,  Ernest  C., 

204  E.  Austin,  Fredericksburg. 

Bacon,  Dan  W., 

Peterson  Hosp.  Bldg.,  Kerrville. 


Bell,  William  E.,  313  Circle  Dr.,  Kerrville. 
Birt,  John  B.,  Harper. 

Brandenstein,  Luise  C., 

Box  907,  Legion  Br.,  Kerrville. 

Brown,  Dor  W„  Jr., 

109  S.  Adams.  Fredericksburg. 

Burgess,  Richard  M.,  Jr.,  Box  711,  Kerrville. 
Byrd,  William  C.,  Jr., 

325  Peterson  Hosp.,  Kerrville. 

Day,  Harold  C.,  31  Main  St.,  Boerne. 

Drane,  Hugh  A.,  Jr.,  Kerrville. 

Dyer,  Edward  L.,  Kerrville. 

Eley,  Julia  S.,  Kerrville. 

Feller,  Lorence  W„  Fredericksburg. 

Gregg,  William  E.,  607  W.  Water,  Kerrville. 
Gremmel,  Gilbert  C.,  P.  O.  Box  428,  Boerne. 
Guill,  Russell  E„  Sid  Peterson  Hosp.,  Kerrville. 
Haffner,  Vorha  M.  B.,  Box  163,  Kerrville. 
Harzke,  Otto  F.,  Comfort. 

Jackson,  J.  Warren,  V.  A.  Hospital,  Kerrville. 
Jones,  Chas.  C.,  Jr.,  720  W.  Main,  Kerrville. 
Jones,  Charles  C.,  Sr.,  (Hon.),  Comfort. 
Knapp,  Dwight  R., 

317  Peterson  Hosp.,  Kerrville. 

Matthews,  Choice  B., 

305  Peterson  Hosp.,  Kerrville. 

Meador,  George  D„ 

Bandera  Hosp.  Bldg.,  Bandera. 

Monroe,  Myrick  L.,  Box  375,  Kerrville. 

Neigut,  Joseph  S.,  209  N.  10th,  Junction. 
Packard,  Duan  E.,  Kerrville. 

Perry,  J.  Hardin,  Fredericksburg. 

Redland,  Arthur  J., 

421  Westminster  St.,  Kerrville. 

Ross,  Luther  W.,  P.  O.  Box  711,  Kerrville. 
Rountree,  James  T.,  T.B.  Hosp.,  Kerrville. 
Seidel,  Joshua,  1104  W.  Main,  Kerrville. 
Simpson,  Robt.  Keith,  ( Hon. ) , Kerrville. 
Springall,  Walton  H,,  Fredericksburg. 

Stein,  Edward  F.,  Jr., 

258  E.  Main  St.,  Fredericksburg. 

Turner,  Carl  K.,  209  N.  10th  St.,  Junction. 
Williams,  Barney  K.,  Jr.,  Box  872,  Kerrville. 

LaSALLE-FRIO-DIMMIT 

Barnard,  W.  L.,  (Hon.),  Carrizo  Springs. 
Brown,  Dorothy  V.  M.,  Box  53,  Catarina. 
Crawford,  John  M.,  Carrizo  Springs. 

Lindley,  Calvin  D.,  (Hon.),  (dead), 

Carrizo  Springs. 

McKinley,  Robert  L.,  (Mil.),  Pearsall. 

Myers,  Clyde  P.,  Cotulla. 

O'Connor,  Timothy  D.,  Pearsall. 

Pickett,  Jack  B.  E.,  Jr„  (Int. ), 

V.  A.  Hospital,  Hines,  111, 

Pickett,  B.  E.,  Sr.,  Carrizo  Springs. 

Primomo,  John  S.,  Dilley. 

Primomo,  Marion  P.,  Dilley. 

Wilson,  Donald  K.,  Box  55,  Carrizo  Springs. 
Wilson,  Emmett  N.,  Jr.,  Box  696,  Pearsall. 

MEDINA-UVALDE-MAVERICK- 
VAL  VERDE-EDWARDS-REAL-KINNEY- 
TERRELL-ZAVALA 

Allison,  George  M.,  126  W.  Nopal  St.,  Uvalde. 
Brittain,  Mary  Ruth, 

204  E.  Zavala,  Crystal  City. 

Burditt,  Bucky  L.,  901  Griner,  Del  Rio. 
Burgess,  George  A., 

248  Jefferson  St.,  Eagle  Pass. 

Calderon,  Fermin,  838  S.  Main  St.,  Del  Rio. 
Cartall,  Louis  M.,  300  Dignowity  St.,  Del  Rio. 
Cunningham,  George  B., 

126  W.  Nopal  St.,  Uvalde. 

Dimmitt,  Dean  P.,  Uvalde. 

Donaldson,  Elizabeth,  Ross  Bldg.,  Del  Rio. 
Eads,  Ray  A.,  Uvalde. 

Eckert,  Robert  R„ 

Cast.  Hosp.,  and  Clin.,  Castroville. 

Fly,  Sterling  H.,  Jr., 

105  N.  Piper  Lane,  Uvalde. 

Folsom,  Charles  W., 

14557  Temple  Ave.,  La  Puente,  Calif. 
Gates,  Ellis  F.,  P.  O.  Box  474,  Eagle  Pass. 
Graham,  Robert  N.,  Del  Rio. 

Guice,  Leroy  E.,  231  S.  Getty,  Uvalde. 
Herrmann,  George  H., 

301  Del  Rio  Bank  Bldg.,  Del  Rio. 
Hyslop,  James  R.,  V.  A.  Hosp.,  McKinney. 
Johnson,  Thomas  M., 

300  Dignowity  St.,  Del  Rio. 

Kaback,  Harry,  421  Washington  St.,  Eagle  Pass. 
LaForge,  Hershall,  Uvalde. 

Lewis,  B.  Oliver,  P.  O.  Box  K,  Eagle  Pass. 
McWilliams,  William  R., 

Del  Rio  Natl.  Bank  Bldg.,  Del  Rio. 
Meredith,  William  P„  Del  Rio. 

Merritt,  George  H.,  (Hon.), 

Rocksprings  Road,  Uvalde. 

Meyer,  Walter  B.,  Hondo. 

Mims,  Joe  M.,  (Int.), 

Robt.  B.  Green  Hosp.,  San  Antonio. 
Montemayor,  Raul  M., 

333  Ceylon  St.,  Eagle  Pass. 


Newby,  Hi  E.,  300  W.  Nignowity,  Del  Rio. 
Peters,  Leo  E.,  Devine. 

Poindexter,  Cary  A.,  Crystal  City. 

Pratt,  Frank  H.,  Rocksprings. 

Rankin,  Richard  C.,  Jr., 

121  W.  South  St.,  Uvalde. 

Rodriguez,  Simon,  1405  S.  Main,  Del  Rio. 
Scott,  Robert  E.,  Zachary  Bldg.,  Uvalde. 
Spencer,  John  C.,  212  Maverick,  Crystal  City. 
Surber,  Maxine  J., 

701  Rocksprings  Rd.,  Brackettville. 
Sutton,  Claud  R.,  Jr.,  126  W.  Oak,  Uvalde. 
Turullols,  Jesus,  Sr.,  901  Griner  St.,  Del  Rio. 
Wurzbach,  Fay,  Castroville. 


SIXTH  DISTRICT 

Dr.  S.  W.  Bohmfalk,  Weslaco,  Councilor 

BEE-LIVE  OAK-McMULLEN 

Adlof,  Carolyn  M.,  Box  206,  Three  Rivers. 
Edmondson,  John  W„ 

908  N.  St.  Marys,  Beeville. 

Lancaster,  Howard  E.,  Box  559,  Beeville. 
McNeill,  Scott  E„  Beeville. 

Miller,  Ernest  E.,  Beeville. 

Muecke,  Elmo  W.,  Three  Rivers. 

Reagan,  James  L., 

310  N.  Washington,  Beeville. 

Reagan,  John  W„  908  N.  St.  Marys,  Beeville. 
Reagan,  Tom  B.,  Beeville. 

Sansom,  George  W.,  George  West. 

BROOKS-DUVAL-JIM  WELLS 

Albert,  Richard  O.,  64  N.  Wright  St.,  Alice. 
Allison,  Albert  M.,  Box  1254,  Alice. 

Buck,  Haldor  R.,  Premont. 

Crisp,  Euell  W.,  Jr.,  501  N.  Reynolds  St.,  Alice. 
Davis,  Glenn  B.,  Box  576,  Falfurrias. 

Garcia,  Jose  A.,  310  N.  Wright  St.,  Alice. 
Glendenning,  F.  C„  Hebbronville. 

Gonzalez,  Juan  C.,  Benavides. 

Haag,  Edmund  L.,  Jr.,  Freer. 

Hocott,  Joseph  F.,  Freer. 

Howard,  Glenn  T„  Box  1277,  Alice. 

Joseph,  Philip  S.,  1009  E.  Sixth,  Alice. 

Moet,  John  Allen,  Orange  Grove. 

Moore,  Victor,  Premont. 

Newkirk,  William  H.,  1031  E.  Main  St.,  Alice. 
O'Neil,  Andrew  W.,  Falfurrias. 

Penly,  Richard  S.,  Falfurrias. 

Riddle,  Riley  N.,  1009  E.  6th  St.,  Alice. 
Turnham,  John  C.,  Jr.,  1009  E.  Sixth  St.,  Alice. 
Virgin,  Edwin  P.,  501  N.  Reynolds,  Alice. 
Wilder,  Lowell  E.,  Falfurrias. 

Williams,  J.  Harold,  Alice. 

Wyche,  Geo.  G.,  Sr.,  310  N.  Wright  St.,  Alice. 

CAMERON- WILLACY 

Allen,  George  Earl,  ( Mil. ) , Harlingen. 
Amidon,  Vivien  M.,  McKelvey  Bldg.,  Harlingen. 
Ashcraft,  E.  Jeff,  Jr., 

613  W.  Filmore,  Harlingen. 

Atchison,  Martin  V., 

1622  Ed  Carey  Dr.,  Harlingen. 

Baden,  Ervin  E.,  152  S.  6th  St.,  Raymondville. 
Beazley,  H.  Liston, 

1716  Ed  Carey  Dr.,  Harlingen. 

Bedri,  Marcel  R., 

501  McKelvey  Bldg.,  Harlingen. 
Benavides,  Simon  I.,  Jr., 

335  East  Kimball,  Raymondville. 

Bennack,  Gene  E.,  Box  778,  Raymondville. 
Bennack,  George  E., 

152  S.  6th  St.,  Raymondville. 

Berrey,  Bedford  H.,  (Mil.), 

108  Lyman  Dr.,  San  Antonio. 

Binney,  Charles,  II, 

1720  Ed  Carey  Dr.,  Harlingen. 

Bleakney,  Phil  A.,  214  E.  Harrison,  Harlingen. 
Breeden,  Roy  F., 

105  W.  Elizabeth,  Brownsville. 

Breyer,  Amy,  ( Inac. ) , 

1 Ebony  Drive,  Brownsville. 

Brown,  John  F.,  Jr., 

315  N.  Sam  Houston,  San  Benito. 
Caldeira,  Frederick  D„ 

113  W.  Van  Buren,  Harlingen. 

Calderoni,  Francisco  F., 

37  W.  Elizabeth,  Brownsville. 

Cannon,  George  M.,  (Int.), 

1402  S.  Kentwood,  Springfield,  Mo. 
Carter,  Samuel  C.,  State  T.B.  Hosp.,  Harlingen. 
Casey,  James  D., 

400  W.  Highway  77,  San  Benito. 

Cash,  Clarence  M.,  (Hon.), 

205  S.  Llano,  Junction. 

Chase,  Ned  B.,  Jr.,  (Mil.),  San  Benito. 
Childress,  James  L., 

1710  Ed  Carey  Dr.,  Harlingen. 
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Clarke,  James  Y., 

2020  W.  Charleston,  Las  Vegas,  Nev. 
Conlin,  F.  Dixon, 

1619  Ed  Carey  Dr.,  Harlingen 
Cope,  Solomon  F.,  1120  Garcia,  Port  Isabel. 
Cowgill,  David  M., 

1135  N.  Sam  Houston,  San  Benito. 
Davis,  Lum  M„  ( Hon. ) , 

709  E.  Harrison,  Harlingen. 

De  La  Garza,  Enrique,  Box  2042,  Brownsville. 
Destefano,  Frederick  W., 

55  W.  Elizabeth,  Brownsville. 

Dieck,  John  A.,  211  E.  Harrison,  Harlingen. 
Duncan,  George  W„ 

1710  Ed  Carey  Dr„  Harlingen. 

Dyo,  Kaoru,  324  E.  Harrison  St.,  Harlingen. 
Englerth,  Fred  L.,  306  S.  3rd  St.,  Harlingen. 
Ferris,  John  A.,  Jr.,  Box  778,  La  Feria. 

Flory,  David  W.,  P.  O.  Box  271,  Harlingen. 
Freeman,  George  A., 

1155  Parkwood  Pl„  Brownsville. 

Fryer,  Ronald  E., 

715  W.  Jefferson,  Brownsville. 

Gallaher,  George  L., 

McKelvey  Bldg.,  Harlingen. 

Garza,  Luis,  1601  South  F,  Harlingen. 

George,  James  C.,  II, 

705  W.  Jefferson,  Brownsville. 

Goerger,  Verne  F., 

665  W.  Riggs,  Raymondville. 

Griffey,  Earle  B., 

915  Palm  Blvd.,  Brownsville. 

Guerrero,  Emilio, 

1049  E.  Washington,  Brownsville. 

Haas,  Nelson  W.,  Box  789,  San  Benito. 
Hamilton,  Oscar  A., 

1626  Ed  Carey  Dr„  Harlingen. 

Harrop,  L.  Louis, 

322  E.  Monroe  Ave.,  Harlingen. 
Hartman,  John  T., 

1616  Ed  Carey  Dr.,  Harlingen. 

Hawkins,  Beatrice  W., 

P.  O.  Box  1747,  Brownsville. 

Hawkins,  W.  W., 

105  W.  Elizabeth  St.,  Brownsville. 

Hecht,  Rudolph  C.,  P.  O.  Box  686,  La  Feria. 
Heins,  Donald  E., 

336  S.  Eighth  St„  Raymondville. 

Heins,  Otto  H.,  Raymondville. 

Higgs,  Paul  C., 

212  Clarke  & Cts.,  Harlingen. 

Hockaday,  James  A.,  Port  Isabel. 

Jackson,  Robert  C., 

1614  Ed  Carey  Dr.,  Harlingen. 

Jaros,  Stanislaus  H.,  308  S.  3rd  St.,  Harlingen. 
Jondahl,  Willis  H.,  P.  O.  Box  1727,  Harlingen. 
Jones,  Lee  Dale, 

525  Villa  Maria  Blvd.,  Brownsville. 
Keeble,  Leon,  Jr., 

525  Villa  Maria  Blvd.,  Brownsville. 
Kinder,  Thurman  A.,  Jr., 

248  E.  Levee  St.,  Brownsville. 

Krishna,  Ikbal, 

47  W.  Elizabeth  St.,  Brownsville. 
Kruisheer,  H.  E.  J„ 

817  E.  Harrison,  Harlingen. 

Kuppinger,  John  C., 

613  W.  Filmore,  Harlingen. 

Lamm,  Annie  T., 

1025  S.  16th  St.,  Harlingen. 

Lamm,  Heinrich, 

1025  S.  16th  St..  Harlingen. 

LaMotte,  Thomas  J., 

613  W.  Filmore,  Harlingen. 

Lancaster,  David  D.,  Box  393,  San  Benico. 
Lawrence,  Oscar  V.,  (Hon.),  (dead), 
Brownsville. 

Longoria,  Vidal,  800  E.  Adams,  Brownsville. 
Lowery,  George  S.,  Box  155,  Rio  Hondo. 
Loyd,  Edward  M„  Box  2061,  Harlingen. 

Lyle,  Charles  F.,  Box  996,  San  Benito. 

Martin,  A.  G.  M„  III, 

1616  Ed  Carey  Dr.,  Harlingen. 

McLean,  Edwin  P., 

24  S.  E.  St.  Charles,  Brownsville. 

Merrill,  Samuel  J., 

715  W.  Jefferson,  Brownsville. 

Miller,  Harry  Allen,  Jr., 

301  E.  Washington,  Brownsville. 

Miller,  John  B., 

301  E.  Washington,  Brownsville. 

Muniz,  Leofredo  G., 

115  E.  Harrison.  Harlingen. 

Nickell,  David  F„ 

322  E.  Harrison,  Harlingen. 

Noell,  L.  Pope,  Jr., 

1202  S.  15th  St.,  Harlingen. 

Olcott,  Cornelius,  Jr., 

218  E.  Harrison,  Harlingen. 

O'Neal,  Kermit  C., 

1022  S.  16th  St.,  Harlingen. 

Packard,  John  P.,  214  E.  Harrison,  Harlingen. 


Palmer,  Mahlon  P., 

1314  E.  Hwy  77,  Harlingen. 

Para,  Andrew  W., 

210  1st  Natl.  Bank,  Brownsville. 

Parker,  S.  Mitchell, 

480  N.  Sam  Houston,  San  Benito. 

Pearson,  Bernard  S.,  P.  O.  Box  390,  Harlingen. 

Petta,  George  H.,  P.  O.  Box  1727,  Harlingen. 

Poole,  Pierre  P.,  44  East  Levee,  Brownsville. 

Quintanilla,  Carlos  J.,  Box  592,  Harlingen. 

Reeder,  John  W.,  Jr., 

216  E.  Harrison  St.,  Harlingen. 

Rodriguez,  Hesiquio,  Box  1790,  Harlingen. 

Ross,  William  F., 

315  N.  Sam  Houston,  San  Benito. 

Roth,  Karl  A.,  105  W.  Elizabeth,  Brownsville. 

Salinger,  Leland  M., 

105  W.  Elizabeth,  Brownsville. 

Scales,  Hunter  L.,  Jr., 

375  N.  Sam  Houston,  San  Benito. 

Scanlan,  Nestor, 

450  W.  Jefferson,  Brownsville. 

Shafer,  Troy  A.,  561  Lake  Drive,  Harlingen. 

Sherman,  K.  C.,  300  S.  4th  St.,  Harlingen. 

Shultz,  Donald  E.,  Coronado  Bldg.,  Harlingen. 

Shultz,  Norma  P.,  1314  E.  Hwy.  77,  Harlingen. 

Simmons,  Ray  L.,  II, 

915  Palm  Blvd.,  Brownsville. 

Smith,  Dudley  W., 

10  E.  Elizabeth,  Brownsville. 

Smith,  Robert  N.,  Jr., 

1616  Ed  Carey  Dr.,  Harlingen. 

Spence,  Charles  H.,  Jr., 

336  S.  8th,  Raymondville. 

Stephens,  John  M., 

P.  O.  Box  1733,  Brownsville. 

Tewell,  Howard  E.,  Jr., 

1716  Ed  Carey  Dr.,  Harlingen. 

Thurman,  George  E., 

222  E.  Harrison  Ave.,  Harlingen. 

Vogel,  Martha  E.,  Box  117,  Santa  Rosa. 

Walsworth,  Frank  D., 

1 1 2 >/2  S.  First,  Harlingen. 

Watkins,  John  C.,  (Hon.), 

Box  866,  Harlingen. 

Welty,  John  Allen, 

1720  Ed  Carey  Dr.,  Harlingen. 

Willeford,  George, 

1720  Ed  Carey  Dr.,  Harlingen. 

Withers,  John  C., 

1154  E.  Elizabeth,  Brownsville. 

Works,  Bynum  M., 

105  W.  Elizabeth,  Brownsville. 

Works,  Lee,  105  W.  Elizabeth,  Brownsville. 

Youngberg,  Stephen  A.,  Box  404,  Port  Isabel. 

HIDALGO-STARR 

Blocker,  William  P.,  P.  O.  Box  887,  Donna. 

Bohannon,  Richard  F.,  225  West  Park,  Pharr. 

Bohmfalk,  Stanley  W., 

587  Kansas  Ave.,  Weslaco. 

Brandes,  Gerald  E.,  817  Quince,  McAllen. 

Burnett,  Thomas  R.,  (dead).  Mission. 

Caldeira,  Antonio  D.,  541  S.  Texas,  Mercedes. 

Caldwell,  James  W., 

606  S.  Broadway,  McAllen. 

Cantu,  Carlos  L.,  126  E.  Park  St.,  Pharr. 

Carleton,  Thomas  M.,  914  Miller  St.,  Donna. 

Casso,  Ramiro  R.,  620  S.  Main  St.,  McAllen. 

Caton,  McKee,  1607  N.  8th  St.,  McAllen. 

Conwell,  Halford  R.,  526  Third  St.,  Mercedes. 

Cuellar,  Armando, 

101-A  S.  Kansas  Ave.,  Weslaco. 

DeWitt,  Joseph  L.,  201  N.  Broadway,  Elsa. 

Douglass,  Daniel  D.,  412  S.  Main,  McAllen. 

Duncan,  Wallace  H.,  1411  Beaumont,  McAllen. 

Edwards,  Thomas  G.,  301  Texas,  Mercedes. 

Ellis,  Jack  R.,  427  Kansas  Ave.,  Weslaco. 

Evans,  Sheridan  S.,  619  S.  Broadway,  McAllen. 

Fitch,  James  F.,  817  Quince,  McAllen. 

Forcher,  Henry,  521  S.  12th  St.,  Edinburg. 

Frink,  Berton  F.,  M & J Nelson  Bldg.,  McAllen. 

Garcia,  Octavio,  720  S.  Main,  McAllen. 

Garcia,  Raul,  620  S.  Broadway,  McAllen. 

Garcia-Esteves,  Juan,  820  Pecan,  McAllen. 

Garza,  Rafael,  718  S.  Main,  McAllen. 

Gilliam,  Hilburn  D., 

416  S.  Broadway,  McAllen. 

Gordon,  Clarence  E.,  412  S.  Main  St.,  McAllen. 

Graham,  Ronald  A.,  710  S.  Cage,  Pharr. 

Greene,  Maurice  L.,  821  Quince,  McAllen. 

Guerra,  Gilbert  A.,  107  S.  13th  St.,  Edinburg. 

Guerra,  Lauro  G.,  701  S.  16th  St.,  McAllen. 

Gustafson,  Wesley  A., 

1st  Natl.  Bank  Bldg.,  McAllen. 

Hamme,  Ralph  E.,  505  S.  Closner,  Edinburg. 

Harren,  Henry  F.,  Jr.,  427  Kansas,  Weslaco. 

Hatfield,  Walter  H.,  Box  1598,  McAllen. 

Hoffmaster,  Vance  D., 

521  S.  Closner,  Edinburg. 

Hough,  Travers  E.,  Jr., 

509  S.  Closner,  Edinburg. 

Ice,  Noel  V.,  1405  S.  53rd  St.,  Temple. 

Ivy,  J.  Bryan,  427  Kansas,  Weslaco. 


Johnston,  Robert  H.,  Mercedes. 

Kellar,  Robert  J.,  530  S.  Texas,  Weslaco. 
Kuhl,  Ivan  W„  4141/2  S.  Main,  McAllen. 
Lancaster,  George  M., 

587  Kansas  Ave.,  Weslaco. 

Lawler,  Marion  R.,  418  S.  Texas,  Mercedes. 
Lazo,  Francisco  G.,  315  Missouri  St.,  Weslaco. 
Livengood,  Gerald  S.,  1122  Conway,  Mission. 
Long,  William  H.,  129  E.  Caffery,  Pharr. 
Lovell,  Barney  K.,  416  S.  Broadway,  McAllen. 
Lubben,  John  F.,  Jr.,  1414  Galveston,  McAllen. 
Marsh,  Elinor  E„  713  Vine,  McAllen. 

Martin,  James  C.,  Jr.,  1122  Conway,  Mission. 
Maxwell,  Walter  J.,  Jr., 

817  Quince  St.,  McAllen. 

May,  Joe  W.,  507  S.  Closner,  Edinburg. 
McCalip,  Edwin  L.,  (Hon.),  Weslaco. 
McKinsey,  S.  Joe,  802  South  Main,  McAllen. 
Mims,  Charles  H.,  1301  Conway,  Mission. 
Mock,  Duane  V.,  109  E.  7th,  San  Juan. 
Munal,  H.  Deane,  Box  66,  San  Juan. 

Narro,  George,  Box  3457,  McAllen. 
Nordmeyer,  Arthur  F.,  105  W.  9th  St.,  Mission. 
North,  Norman  T.,  1008  Doherty,  Mission. 
Osborn,  Frank  E.,  (Hon.), 

303  S.  10th  St.,  McAllen. 

Osborn,  Robert  W.,  Box  329,  McAllen. 
Palisano,  Philip  A.,  221  Vi  S.  Main,  McAllen. 
Panzer,  Ralph  P.,  704  S.  Texas,  Weslaco. 
Queen,  Charles  R.,  305  Ebony  Lane,  Edinburg. 
Rabinowitz,  George  E.,  820  Pecan  St.,  McAllen. 
Ramirez,  Mario  E.,  Roma. 

Reed,  George  A.,  Box  741,  Weslaco. 

Reed,  Walter  Earl,  107  East  7th,  San  Juan. 
Reidland,  Kenneth  E„ 

503  S.  Broadway,  McAllen. 

Rhea,  Keith,  Rt.  1,  Box  276,  McAllen. 

Riley,  Pat,  213  E.  10th  St.,  Mission. 

Roberts,  Howard  H.,  418  S.  Texas,  Mercedes. 
Rodriguez,  M.  J., 

308  E.  4th  St.,  Rio  Grande  City. 

Sanchez,  Santiago  A., 

Scott  & White  Clin.,  Temple. 

Schutz,  Joe  D.,  1414  Galveston  St.,  McAllen. 
Scott,  Kincy  J.,  402  S.  Cage,  Pharr. 
Shamburger,  W.  H.,  Jr., 

P.  O.  Box  308,  San  Juan. 

Sherfy,  Hilde  V.  W„  1812  S.  11th,  McAllen. 
Smith,  Lloyd,  708  South  Main,  McAllen. 
Southwick,  Lloyd  M.,  Box  398,  Edinburg. 
Sybilrud,  Hjalmer  W., 

620  S.  Broadway,  McAllen. 

Terrell,  Pruitt  D., 

606  S.  Broadway,  McAllen. 

Trevino,  Jorge  H.,  718  S.  Main  St.,  McAllen. 
Webb,  John  B.,  104  N.  Fourth  St.,  Donna. 
Whigham,  Herschel  E.,  412  S.  Main,  McAllen. 
Whigham,  William  E.,  (Hon.), 

414  S.  Broadway,  McAllen. 

Wooldridge,  Dean  H.,  817  Quince,  McAllen. 
Young,  Ray  L.,  Box  307,  Mission. 

KLEBERG-KENEDY 

Barnett,  Lawrence  M.,  Box  608,  Bishop. 

Boyd,  Newell  D., 

227  W.  Kleberg  St.,  Kingsville. 

Dunn,  S.  Chester, 

831  Alexander  St.,  Kingsville. 

Ewert,  William  A., 

704  E.  Ceasar  St.,  Kingsville. 

Gaston,  Earl,  Box  1311,  Kingsville. 

Ginther,  Clarke  E.,  Box  308,  Bishop. 

Greif,  Emmett  W., 

613  E.  Ragland  St.,  Kingsville. 

Higgins,  Frank  B., 

230  W.  Yoakum  St.,  Kingsville. 

Jones,  A.  C.,  730  W.  Lee  St.,  Kingsville. 
Parnell,  Claude  J„  Jr., 

928  S.  14th  St.,  Kingsville. 

Peace,  Dewey  W.,  Box  608,  Bishop. 

Peace,  Dewey  W.,  Jr„  Box  608,  Bishop. 
Ramey,  Lindell  E.,  Box  431,  Kingsville. 

Scales,  James  R.,  Box  1311,  Kingsville. 
Sublett,  Collier  M„  723  W.  Lee  St.,  Kingsville. 
Walling,  Bert  H.,  Jr., 

227  W.  Kleberg,  Kingsville. 

Watson,  John  D.,  Jr., 

227  W.  Kleberg,  Kingsville. 

Wiles,  William  T„  (Hon.),  Riviera. 

NUECES 

Abbey,  Joseph  A., 

2451  Morgan,  Corpus  Christi. 

Ahern,  Gerald  S., 

1017  Santa  Fe,  Corpus  Christi. 

Alsop,  Joseph  F., 

3154  Reid  Dr.,  Corpus  Christi. 
Anderson,  William  E„ 

1001  Louisiana,  Corpus  Christi. 

Appel,  Myron  H., 

1200  Santa  Fe,  Corpus  Christi. 

Arnim,  Landon  C., 

2424  Morgan,  Corpus  Christi. 
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Arnold,  Harrell  R., 

1214  Santa  Fe,  Corpus  Christi. 

Ashmore,  Alvin  J., 

1800  S.  Staples  Bldg.,  Corpus  Christi. 

Barnard,  James  L„ 

1240  3rd  St.,  Corpus  Christi. 

Barnard,  Tm,  C.,  1240  3rd  St.,  Corpus  Christi. 

Barnes,  George  B., 

2461  Morgan  Ave.,  Corpus  Christi. 

Bernwanger,  Damon  C., 

3639  S.  Staples,  Corpus  Christi. 

Bickley,  Estill  T„ 

2524  Morgan,  Corpus  Christi. 

Blaine,  Alva  L.,  2466  Morgan,  Corpus  Christi. 

Blaine,  Mose  H.,  Jr., 

2466  Morgan,  Corpus  Christi. 

Blair,  John  V., 

308  Wilson  Bldg.,  Corpus  Christi. 

Bosquez,  Roberto, 

4408  Prescott,  Corpus  Christi. 

Bounds,  Lloyd  D., 

15  Medical  Center,  Corpus  Christi. 

Brown,  Walter  C., 

2550  Morgan,  Corpus  Christi. 

Bryson,  J.  Gordon,  Jr., 

1209  Santa  Fe,  Corpus  Christi. 

Burns,  Herbert  V., 

2430  Morgan,  Corpus  Christi. 

Cameron,  Ralph  H.,  Jr., 

2433  Morgan,  Corpus  Christi. 

Carlson,  O.  Sherman, 

1755  Santa  Fe,  Corpus  Christi. 

Carr,  Robert  H.,  916  Ayers  St.,  Corpus  Christi. 

Chriss,  John  W., 

2436  Morgan  St.,  Corpus  Christi. 

Clark,  Charles  S., 

3154  Reid  Dr.,  Corpus  Christi. 

Clark,  Dan  H.,  1001  Louisiana,  Corpus  Christi. 

Cline,  William  B.,  Jr., 

2471  Morgan,  Corpus  Christi. 

Cluff,  Frederick  M.,  401  Cole,  Corpus  Christi. 

Coleman,  Sherman  T., 

1001  Louisiana,  Corpus  Christi. 

Colyer,  George  E., 

1001  Louisiana,  Corpus  Christi. 

Concklin,  Charles  L.,  Box  3666,  Corpus  Christi. 

Conolly,  Sidney  M., 

1300  3rd  St.,  Corpus  Christi. 

Craig,  Charles  R., 

735  Oak  Park,  Corpus  Christi. 

Crain,  Carroll  F.,  (Hon.), 

1214  Santa  Fe,  Corpus  Christi. 

Cullen,  Billy  B„ 

2 Parkdale  Plaza,  Corpus  Christi. 

Danford,  Edwin  A.,  712  Booty,  Corpus  Christi. 

Davis,  Walter  T., 

517  Clifford  St.,  Corpus  Christi. 

Dixon,  Chalmer  D., 

P.  O.  Box  109,  Corpus  Christi. 

Dolch,  Stanley  F.  N.,  Jr., 

4206  Ayers  St.,  Corpus  Christi. 

Donada,  Maria  N., 

2305  Morgan,  Corpus  Christi. 

Draper,  Leonidas  M., 

207  Wilson  Bldg.,  Corpus  Christi. 

Eberle,  Howard  J., 

1201  3rd  St.,  Corpus  Christi. 

Eckhardt,  Kleberg, 

3832  Denver,  Corpus  Christi. 

Edwards,  Thos.  W., 

244  Oleander  St.,  Corpus  Christi. 

Etheridge,  John  M., 

1611  Fifth  St.,  Corpus  Christi. 

Ewing,  Dwight  S., 

3154  Reid  Drive,  Corpus  Christi. 

Feerer,  Donald  J., 

2 Parkdale  Plaza,  Corpus  Christi. 

Fitzgerald,  James  L., 

3154  Reid  Dr.,  Corpus  Christi. 

Fitzgerald,  Thomas  F., 

1001  Louisiana,  Corpus  Christi. 

Flood,  George  W., 

527  Gordon  St.,  Corpus  Christi. 

Fordtran,  Robert  L.,  (Mil.), 

4338  Yucca  St.,  Corpus  Christi. 

Fosberg,  Walter  E.,  ( Int. ) , 

Memorial  Hospital,  Corpus  Christi. 

Frank,  Thelma  E., 

1314  16th  St.,  Corpus  Christi. 

Franks,  Edwin  R.,  (Int.), 

Memorial  Hospital,  Corpus  Christi. 

Fraser,  David  B., 

1611  5th  St.,  Corpus  Christi. 

Frich,  Michael  G., 

525  Everhart  Rd.,  Corpus  Christi. 

Friedman,  Bernard  B., 

916  Jones  Bldg.,  Corpus  Christi. 

Furman,  Mclver,  Furman  Bldg.,  Corpus  Christi. 

Gabbard,  James  G., 

1001  Louisiana,  Corpus  Christi. 

Garcia,  Clotilde  P., 

3838  Baldwin  St.,  Corpus  Christi. 

Garcia,  Hector  P., 

3024  Morgan,  Corpus  Christi. 


Garcia,  Jose  A., 

1101  19th  St.,  Corpus  Christi. 

Gardner,  Joseph  E., 

1214  Santa  Fe,  Corpus  Christi. 

Garrett,  Leslie  M., 

2481  Med.  Center,  Corpus  Christi. 

Garza,  Harold  Ross, 

1800  S.  Staples  Bldg.,  Corpus  Christi. 

Gentry,  William  H.,  (Hon.), 

1726  Second  St.,  Corpus  Christi. 

Ghormley,  William  C., 

615  Oliver  Courts,  Corpus  Christi. 

Giles,  E.  Jackson, 

105  Ocean  Way,  Corpus  Christi. 

Gill,  E.  King,  2414  Morgan,  Corpus  Christi. 

Glanz,  Sanford,  2435  Morgan,  Corpus  Christi. 

Goodman,  Paul  H„ 

1214  Santa  Fe,  Corpus  Christi. 

Gordon,  Robert  L.,  (Int.), 

Memorial  Hospital,  Corpus  Christi. 

Gray,  Paul  M.,  2420  Morgan,  Corpus  Christi. 

Griffin,  Harold  E„ 

308  Med.  Arts  Bldg.,  Corpus  Christi. 

Groner,  Edwin  Ben, 

533  Gordon,  Corpus  Christi. 

Grossman,  Bernard  B., 

1001  Louisiana,  Corpus  Christi. 

Grossman,  David  N., 

Commerce  Bldg.,  Corpus  Christi. 

Grossman,  Maurice  S., 

2425  Morgan  Ave.,  Corpus  Christi. 

Grossman,  Saul,  2530  Morgan,  Corpus  Christi. 

Guttman,  L.  Paul, 

1626  10th  St.,  Corpus  Christi. 

Guttman,  Paul  B., 

1626  10th  St.,  Corpus  Christi. 

Gwin,  H.  Shannon  B., 

407  Med.  Arts  Bldg.,  Corpus  Christi. 

Hamilton,  Doyne  B.,  Robstown. 

Hand,  Henry  H.,  (Int.), 

Memorial  Hospital,  Corpus  Christi. 

Hartwick,  Fred  W., 

1222  S.  Staples,  Corpus  Christi. 

Haynes,  Henry  M.,  Jr., 

2418  Morgan,  Corpus  Christi. 

Heaney,  H.  Gordon, 

1300  3rd  St.,  Corpus  Christi. 

Heaney,  Kathryn, 

2709  Swantner,  Corpus  Christi. 

Heymann,  Hans  E., 

2709  Swantner  Dr.,  Corpus  Christi. 

Hoffpauir,  Alvin  C., 

Med.  Prof.  Bldg.,  Corpus  Christi. 

Hollingsworth,  James  S.,  (Int.), 

Memorial  Hospital,  Corpus  Christi. 

Holt,  Everett  L., 

3840  Lexington,  Corpus  Christi. 

House,  Rex  C.,  2455  Morgan,  Corpus  Christi. 

Howze,  Jo  W.,  (Mil.),  Robstown. 

Hubler,  Winthrope  R., 

1510  S.  Brownlee,  Corpus  Christi. 

Hudson,  George  C,  Box  3606,  Corpus  Christi. 

Hudson,  Richard  L., 

531  Gordon,  Corpus  Christi. 

Hyder,  Prentiss  L., 

521  Gordon,  Corpus  Christi. 

Janssen,  L.  W.  O.,  Jr., 

2444  Morgan,  Corpus  Christi. 

Jasperson,  Clarence  P., 

1326  Santa  Fe,  Corpus  Christi. 

Jimenez,  Prosper©,  Jr., 

2554  Morgan,  Corpus  Christi. 

Johnson,  Robert  W., 

1209  Santa  Fe,  Corpus  Christi. 

Jones,  John  M.,  2514  Morgan,  Corpus  Christi. 

Juarez-Reyna,  Guillermo, 

2731  Morgan  St.,  Corpus  Christi. 

Kendrick,  Michael  C., 

2437  Morgan,  Corpus  Christi. 

Kennedy,  Hugh  A., 

3154  Reid  Drive,  Corpus  Christi. 

Kiel,  Alois  F.,  3154  Reid  Dr.,  Corpus  Christi. 

Klotz,  Joseph  G., 

2416  Morgan,  Corpus  Christi. 

Knapp,  Roger  S., 

621  Ohio  St.,  Corpus  Christi. 

Koepsel,  Orlando  S., 

2454  Morgan  Ave.,  Corpus  Christi. 

Kohlhaas,  Bernice  K., 

417  Miramar  Place,  Corpus  Christi. 

Kohlhaas,  John  K., 

417  Miramar  Place,  Corpus  Christi. 

Kurzner,  Meyer,  712  Booty,  Corpus  Christi. 

Landesman,  Joseph  D., 

1234  3rd  St.,  Corpus  Christi. 

Lane,  Alfred  L., 

1001  Louisiana,  Corpus  Christi. 

Lang,  Rudolph  R., 

1001  Louisiana,  Corpus  Christi. 

Lemke,  Walter  M., 

2522  Morgan,  Corpus  Christi. 

Lingenfelder,  John, 

3154  Reid  Drive,  Corpus  Christi. 

Little,  C.  R.,  1001  Louisiana,  Corpus  Christi. 


Maloney,  Vance  J.,  Jr., 

2422  Morgan  St.,  Corpus  Christi. 

Mann,  Nathan, 

1806  S.  Alameda,  Corpus  Christi. 

Marler,  Otis  E., 

3216  Reid  Drive,  Corpus  Christi. 
Martin,  Sterling  B., 

1713  S.  Brownlee,  Corpus  Christi. 
McCaskey,  Gregory  M., 

1001  Louisiana,  Corpus  Christi. 
McCaskey,  Mary  M.,  ( Inac. ) , 

1001  Louisiana,  Corpus  Christi. 
McCutchon,  F.  James, 

3154  Reid  Drive,  Corpus  Christi. 
McKemie,  Jack  F.,  527  Gordon,  Corpus  Christi. 
McKenzie,  Charles  E., 

P.  O.  Box  3151,  Corpus  Christi. 

Meaney,  James  J., 

3154  Reid  Drive,  Corpus  Christi. 

Mella,  Charles  A., 

3216  Reid  Dr.,  Corpus  Christi. 

Metzger,  William  R., 

2840  S.  Alameda,  Corpus  Christi. 

Moller,  G.  Turner, 

2532  Morgan,  Corpus  Christi. 

Moody,  Foy  H., 

1611  Fifth  St.,  Corpus  Christi. 

Moon,  Orville  B.,  Jr., 

1800  S.  Staples  Bldg.,  Corpus  Christi. 
Moran,  J.  Patrick, 

3154  Reid  Dr.,  Corpus  Christi. 

Morgan,  Chas.  G.,  Jr.,  (Hon.), 

156  Santa  Barbara,  Corpus  Christi. 
Morphew,  Raymond  L., 

1001  Louisiana,  Corpus  Christi. 

Morris,  Charles  C.,  Box  6267,  Corpus  Christi. 
Morris,  William  E., 

1546  S.  Brownlee,  Corpus  Christi. 

Nast,  Maurice  D.,  1126  3rd  St.,  Corpus  Christi. 
O’Brien,  Thomas  P„ 

1001  Louisiana,  Corpus  Christi. 

Oshman,  Joseph,  1010  Ohio,  Corpus  Christi. 
Padilla,  Arthur, 

415  Commerce  Bldg.,  Corpus  Christi. 
Pasternack,  Joseph  G., 

1001  Louisiana  St.,  Corpus  Christi. 
Perkins,  Maury  J., 

2415  Morgan  Ave.,  Corpus  Christi. 
Phelps,  Travis  B., 

1546  S.  Brownlee,  Corpus  Christi. 

Pilcher,  John  F., 

P.  O.  Box  5416,  Corpus  Christi. 

Posner,  Sidney,  Robstown. 

Powell,  Sam  M-, 

3154  Reid  Dr.,  Corpus  Christi. 

Friday,  Cedric,  934  Ayers,  Corpus  Christi. 
Pruessner,  Harold  T., 

3840  Lexington  Blvd.,  Corpus  Christi. 
Rankin,  Jean  M.,  (Int.), 

Memorial  Hospital,  Corpus  Christi. 
Reeves,  Gerald  A., 

1546  S.  Brownlee,  Corpus  Christi. 

Riley,  James  R.,  2400  Morgan,  Corpus  Christi. 
Riley,  Winston  E., 

2481  Morgan  Ave.,  Corpus  Christi. 
Rinehart,  Archie  B.,  (Inac.), 

913  S.  Port,  Corpus  Christi. 

Rogers,  Fredrick  F., 

1001  Louisiana,  Corpus  Christi. 

Roosth,  Hyman  P., 

2421  Morgan,  Corpus  Christi. 
Rosenheim,  Philipp, 

2472  Morgan,  Corpus  Christi. 

Russo,  G.  Martin, 

2512  Med.  Center,  Corpus  Christi. 
Schulze,  John  Paul, 

1713  S.  Brownlee,  Corpus  Christi. 
Schuster,  George  III, 

2427  Morgan,  Corpus  Christi. 

Segrest,  John  B., 

3218  Olson  Drive,  Corpus  Christi. 

Sharp,  James  C.,  2456  Morgan,  Corpus  Christi. 
Shields,  William  A.,  Jr., 

2709  Swantner  Dr.,  Corpus  Christi. 

Sierra,  Ernesto,  2735  Morgan,  Corpus  Christi. 
Sigler,  Robert  J., 

P.  O.  Box  5212,  Corpus  Christi. 

Sisson,  James  H.,  Box  5416,  Corpus  Christi. 
Slabaugh,  Carlyle  B., 

3154  Reid  Drive,  Corpus  Christi. 

Sloan,  John  J., 

1201  Third  St.,  Corpus  Christi. 

Sloan,  Joseph  M., 

P.  O.  Box  6038,  Corpus  Christi. 

Smith,  Youel  C.,  Jr., 

1001  Louisiana,  Corpus  Christi. 

Smith,  Youel  C.,  Sr.,  Box  3606,  Corpus  Christi. 
Sory,  Crysup, 

1546  S.  Brownlee,  Corpus  Christi. 

Spann,  R.  Gayle, 

1546  Brownlee,  Corpus  Christi. 

St.  John,  Ralph  V., 

1001  Louisiana,  Corpus  Christi. 

Stephen,  J.  J.,  P.  O.  Box  231,  Robstown. 
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Stewart,  Chas.  D., 

1001  Louisiana,  Corpus  Christi. 

Stone,  Belo,  Robstown. 

Stone,  Jess  C.,  (Int.), 

3222  Huisache,  Corpus  Christi. 

Stone,  Lawrence  A.,  Box  308,  Robstown. 
Stroud,  S.  K., 

3154  Reid  Dr.,  Corpus  Christi. 
Swearingen,  Robert  G., 

1002  Ohio  St.,  Corpus  Christi. 

Tabler,  J.  Walton, 

1002  Ohio  St.,  Corpus  Christi. 

Thomas,  James  H., 

1546  S.  Brownlee,  Corpus  Christi. 
Thomas,  John  R.,  (Inac. ), 

702  Morgan,  Corpus  Christi. 

Thomas,  Rex  E., 

1546  S.  Brownlee,  Corpus  Christi. 
Thomason,  Elizabeth  C., 

2467  Morgan,  Corpus  Christi. 

Thomason,  Robert  H., 

2467  Morgan  St.,  Corpus  Christi. 

Triplett,  William  C., 

1800  S.  Staples  Bldg.,  Corpus  Christi. 
Tyree,  James  I., 

1209  Santa  Fe,  Corpus  Christi. 

Upshaw,  Bette  Y.,  (Inac.), 

430  Catalina,  Corpus  Christi. 

Upshaw,  Jackson  E., 

1017  Santa  Fe.,  Corpus  Christi. 

Veatch,  Carolyn  K., 

2466  Morgan,  Corpus  Christi. 

Veatch,  Donald  Hugh, 

2466  Morgan  Ave.,  Corpus  Christi. 

Ware,  Stephen  H.,  Jr., 

3154  Reid  Dr.,  Corpus  Christi. 

Wasson,  Robert  F., 

1238  Brentwood,  Corpus  Christi. 
Wetegrove,  John  F., 

2514  Morgan  St.,  Corpus  Christi. 

White,  Hosea  A.,  ( Inac. ) , 

412  King  St.,  Corpus  Christi. 

Wilkens,  Robert, 

2473  Morgan,  Corpus  Christi. 

Williams,  Edmund  P.,  Ill, 

3637  S.  Staples  St.,  Corpus  Christi. 
Williams,  Stephen  A., 

1201  3rd  St.,  Corpus  Christi. 

Williford,  E.  Allan, 

1546  S.  Brownlee,  Corpus  Christi. 

Wood,  Robert  C., 

1401  Santa  Fe,  Corpus  Christi. 

Woods,  Haddon  B„ 

1335  Third  St.,  Corpus  Christi. 

Woods,  Helen  H., 

527  Gordon  St.,  Corpus  Christi. 

Woods,  Richard  R„ 

2526  Med.  Center,  Corpus  Christi. 
Wright,  Arthur  G.,  Jr., 

P.  O.  Box  3606,  Corpus  Christi. 

Wright,  L.  David, 

1546  S.  Brownlee,  Corpus  Christi. 

Yates,  June,  Med.  Prof.  Bldg.,  Corpus  Christi. 
Yeager,  Charles  P.,  (Hon.), 

408  Wilson  Bldg.,  Corpus  Christi. 
Yeager,  Franklin  W„ 

408  Wilson  Bldg.,  Corpus  Christi. 

York,  Thomas  L.,  4206  Ayers,  Corpus  Christi. 
Zinke,  Erhardt, 

3218  S.  Port  Ave.,  Corpus  Christi. 

SAN  PATRICIO  ARANSAS-REFUGIO 

Baen,  Daniel  R„  Mathis. 

Connolly,  John  V.,  Box  787,  Ingleside. 

Curlee,  Curtis  L.,  Simon. 

Deitch,  Ernest  R.,  501  W.  Market,  Sinton. 
Elliott,  Boyce, 

424  S.  Commercial,  Aransas  Pass. 

Ewing,  F.  Stanley,  Sinton. 

Farrow,  Irving  J.,  1403  E.  Hiller,  Victoria. 
Finn,  John  H.,  Refugio. 

Gilmore,  Robert  M„  Portland. 

Guilbeau,  Joseph  A.,  Jr., 

1403  E.  Hiller  St.,  Victoria. 

Guynes,  William  A.,  Mathis. 

Heard,  Richard  H.,  Zarsky  Bldg.,  Refugio. 
Hudgins,  Philip  T.,  Odem. 

Jenkins,  Young  S.,  701  Fetick  St.,  Taft. 
Koontz,  Arch  C.,  Woodsboro. 

McConchie,  Richard  D., 

146  W.  Goodnight,  Aransas  Pass. 

Meitzen,  Travis  C.,  Refugio. 

Miller,  Harry  A.,  Refugio. 

Pierce,  James  L.,  Jr.,  (Hon.) , Box  271,  Sinton. 
Rittiman,  Melross  C., 

Ewing  Mem.  Hosp.,  Sinton. 

Selby,  Claude  A.,  P.  O.  Box  876,  Sinton. 
Simpson,  Charles  H., 

501  W.  Market  St.,  Sinton. 

Stark,  Thomas  L.,  509  W.  Market,  Sinton. 
Tasch,  A.  F„  717  Field  St.,  Taft. 


Tunnell,  John  W.,  Taft. 

Tunnell,  Rose  N.,  Taft. 

Voss,  Alpheus  H.,  Odem. 

Wood,  Lloyd  G.,  Rockport. 

Zarsky,  Emil  P.,  Refugio. 

WEBB-ZAPATA-JIM  HOGG 

Baker,  Gordon  P.,  1607  McClelland,  Laredo. 

Baker,  Julia  M., 

Campos  Eliseos  81,  Mexico  City  5,  D.F. 

Canseco,  Francisco  M., 

Sames  Moore  Bldg.,  Laredo. 

Chapa-Badillo,  Jesus, 

216  Matamoros  St.,  Laredo. 

Cigarroa,  Joaquin  G.,  Jr., 

708  Matamoros,  Laredo. 

Cigarroa,  Joaquin  G.,  708  Matamoros,  Laredo. 

Cigarroa,  Leonides  G.,  806  Matamoros,  Laredo. 

Cigarroa,  Margaret  G., 

Sames  Moore  Bldg.,  Laredo. 

Crawford,  James  L.,  (Hon.), 

1701  Rosario  St.,  Laredo. 

De  La  Garza,  Raul,  Sames  Moore  Bldg.,  Laredo. 

Elizondo,  Oscar  L„  Mercy  Hospital,  Laredo. 

Garcia,  George  V., 

1915  Convent  Ave.,  Laredo. 

Gomez-Rejon,  Julio  C, 

601  Farragut  St.,  Laredo. 

Gonzalez,  Blanca  C.,  1018  Cortex,  Laredo. 

Gonzalez,  Francisco  J„  Mercy  Hosp.,  Laredo. 

Graham,  Stephen  H.,  Jr., 

M & S Clinic,  Laredo. 

Guerra,  M.  Barrera,  Hebbronville. 

King,  Albert  C,  801  Matamoros,  Laredo. 

Longoria,  Enrique  M., 

Sames  Moore  Bldg.,  Laredo. 

Lowry,  John  T., 

1117  Corpus  Christi,  Laredo. 

Lowry,  Ruby  S„  Sames  Moore  Bldg.,  Laredo. 

Malakoff,  Morris  E.,  806  Matamoros,  Laredo. 

Mata,  Juan  Jose,  Vails  Clinic,  Laredo. 

Montalvo,  Lauro,  1605  Washington  St.,  Laredo. 

Musacchio,  Frederick  A., 

1011  Hidalgo  St.,  Laredo. 

Penny,  George  E.,  801  Matamoros,  Laredo. 

Perez-Gil,  Gerardo,  806  Matamoros  St.,  Laredo. 

Powell,  William  R.,  801  Matamoros,  Laredo. 

Puig,  Valentine  L.,  Jr., 

801  Matamoros,  Laredo. 

Reitman,  James  S.,  2101  Musser  St.,  Laredo. 

Rottenstein,  Max,  Sames  Moore  Bldg.,  Laredo. 

Trevino,  Enrique  G.,  812  Matamoros,  Laredo. 

Vails,  Miguel,  1004  San  Bernardo,  Laredo. 


SEVENTH  DISTRICT 

Dr.  David  Wade,  Austin,  Councilor 

BASTROP-LEE 

Burns,  Charles  M.,  Box  478,  Giddings. 

Burns,  Robert  B.,  Giddings. 

Goddard,  Chauncey  G.,  Bastrop. 

Hardt,  Sterling  M.,  1109  Church  St.,  Bastrop. 
Hazzard,  Alford  R., 

513  E.  Austin  St.,  Giddings. 

Koester,  Herman  L.,  Box  89,  Smithville. 
Loveless,  Robert  W.,  Box  N,  Bastrop. 
Mantzel,  Sherwood  W.,  Box  187,  Giddings. 
Morris,  Roy  H.,  Jr.,  Fleming  Hosp.,  Elgin. 
Reedy,  Thomas  M.,  Elgin. 

Stephens,  J.  D.,  Box  817,  Smithville. 

Thomas,  James  W.,  P.  O.  Box  747,  Smithville. 
Weishuhn,  Francis  J.,  302  Olive  St.,  Smithville. 

CALDWELL 

Fielder,  Darwin  L.,  Lockhart. 

Luckett,  Francis  C.,  Box  13,  Fentress. 

Nichols,  H.  Clay,  Drawer  111,  Luling. 
O’Banion,  J.  Turner, 

880  S.  Magnolia  Ave.,  Luling. 

Playfair,  James  H.,  516  E.  Pierce,  Luling. 
Robertson,  Wm.  G.,  Jr.,  508  E.  Pierce,  Luling. 
Ross,  Abner  A.,  214  W.  San  Antonio,  Lockhart. 
Wales,  Philip  A., 

214  W.  San  Antonio,  Lockhart. 

HAYS-BLANCO 

Bell,  Charles  D., 

422  W.  Hutchison,  San  Marcos. 

Bullard,  Ray  E.,  Jr.,  Box  346,  Blanco. 

Elliott,  Benge,  222  W.  Hopkins,  San  Marcos. 
Gastring,  Joseph  B., 

Johnson  City  Hosp.,  Johnson  City. 

Heady,  Maurice  D.,  Box  25,  San  Marcos. 
McCormick,  T.  Charles,  Jr.,  Buda. 

Moore,  William  L.,  Jr., 

404  N.  Guadalupe,  San  Marcos. 

Primer,  B.  M„  Jr., 

404  N.  Guadalupe,  San  Marcos. 

Scheib,  Charles  W.,  P.  O.  Box  11,  San  Marcos. 


Sowell,  Rugel  F., 

302  W.  San  Antonio,  San  Marcos. 

Sowell,  Rugel  F.,  Jr.,  Box  76,  San  Marcos. 
Tallant,  Arthur  N., 

422  W.  Hutchison,  San  Marcos. 

White,  David  L.,  San  Marcos. 

Williams,  Milton  C.,  (Hon.),  San  Marcos. 

LAMPASAS-BURNET-LLANO 

Allen,  George  S.,  410  S.  Water  St.,  Burnet. 
Brook,  Winston  M.,  Box  786,  Lampasas. 
Carroll,  Donald  W.,  209  East  3rd  St.,  Lampasas. 
Dansby,  Garland  L.,  Llano. 

Gardner,  Ralph  E.,  Box  218,  Bertram. 

Gray,  George  L,,  (Hon.),  Llano. 

Hoerster,  Dan  J.,  110  Main  St.,  Llano. 
Hoerster,  Henry  J.,  110  Main  St.,  Llano. 
Hotchkiss,  Oscar  T.,  410  S.  Water  St.,  Burnet. 
McMillin,  D.  Rush,  Lampasas. 

Newman,  Peggy  Jo,  Box  128,  Burnet. 

Ozier,  Billy  B.,  410  S.  Water  St.,  Burnet. 
Patteson,  Morris  K.,  Lampasas. 

Shepperd,  Joe  A.,  Box  128,  Burnet. 

Shepperd,  Ray  L.,  Box  130,  Burnet. 

Shepperd,  W.  Ivan,  Marble  Falls. 

Vaughan,  Thomas  D.,  (Inac.),  Bertram. 

Wood,  Alonzo  C,,  Jr.,  Marble  Falls. 

TRAVIS 

Alexander,  Richard  J„  720  W.  34th  St.,  Austin. 
Allison,  Bruce,  ( Inac. ) , 

5121  Pershing  Ave.,  Fort  Worth. 
Ambler,  Carl  D.,  Student  Health  Cen.,  Austin. 
Archer,  John  Dale, 

Dept.  Health,  Education  & Welfare, 
Washington,  D.C. 

Archer,  Thos.  J.,  Jr., 

2415  Exposition  Blvd.,  Austin. 

Auler,  Hugo,  (Inac.),  4701  Crestway,  Austin. 
Bachtei,  May  B.,  Student  Health  Cen.,  Austin. 
Baggett,  Durward  A.,  (Int.), 

Brackenridge  Hosp.,  Austin. 

Baggett,  Seldon  O.,  7 Med.  Arts  Square,  Austin. 
Bailey,  Charles  W.,  2729  Exposition,  Austin. 
Bailey,  Joe  W.,  502  W.  15th  St.,  Austin. 
Bailey,  Walton  D.,  (Int.), 

Brackenridge  Hosp.,  Austin. 

Bain,  Ruth  M„  504  W.  17th  St.,  Austin. 
Barker,  Paul  W.,  1103  Nueces,  Austin. 
Barkley,  Douglas  F.,  1702  N.  Congress,  Austin. 
Barnett,  Thomas  H., 

5314-A  Cameron  Rd.,  Austin. 

Bates,  B.  Clary,  1108  Nueces,  Austin. 

Bethea,  James  A.,  (Inac.), 

116  Tower  Drive,  San  Antonio. 
Blackstock,  Mathis  W. , 2607  La  Ronde,  Austin. 
Blewett,  Emerson  K.,  13  Med.  Arts  Sq.,  Austin. 
Bohls,  Sidney  W.,  803  E.  32nd  St.,  Austin. 
Boston,  John  A.,  Jr.,  412  W.  17th  St.,  Austin. 
Brady,  J.  J.,  1110  Nueces  St.,  Austin. 

Brandt,  Otto,  Jr.,  1506  Guadalupe,  Austin. 
Bratton,  Robert  E.,  1606  Poquonack,  Austin. 
Brown,  Hugh  N.,  (Int.), 

State  Hosp.,  Box  96,  Austin. 

Brown,  M.  I.,  Cap.  Natl.  Bank  Bldg.,  Austin. 
Brownlee,  Charles  H.,  (Inac.), 

1901  W.  35th  St.,  Austin. 

Brumage,  Wm.  S., 

State  Health  Dept.,  Austin. 

Carter, _ Rexford  G.,  1709  San  Antonio,  Austin. 
Chauvin,  E.  V.,  4910  Interregional,  Austin. 
Clark,  George  E.,  Jr.,  1 Med.  Arts  Sq.,  Austin 
Cleveland,  G.  W.,  1209  Parkway,  Austin. 
Cloud,  Ralph  E.,  (Inac.), 

48  Summit  View,  Austin. 

Cohen,  Ben,  1309  Nueces,  Austin. 

Coleman,  James  M.,  (dead),  Austin. 

Colwell,  Leslie  C.,  3000  Red  River,  Austin. 
Conner,  Beadie  E.,  Box  1004,  Austin. 

Cooper,  R.  Allwyn,  924  East  32nd  St.,  Austin. 
Covert,  Frank  M,,  III,  2903  Red  River,  Austin. 
Crockett,  John  A.,  Univ.  Health  Center,  Austin. 
Cromer,  Horace  E., 

605  Cap.  Natl.  Bank  Bldg.,  Austin. 
Crowell,  Caroline,  2311  Longview,  Austin. 
Darnall,  Charles  M., 

605  Cap.  Natl.  Bank  Bldg.,  Austin. 
Darnall,  Joseph  R.,  (Inac.), 

3209  Duval  St.,  Austin. 

Davidson,  Harry  T.,  1403  Rio  Grande,  Austin. 
Davidson,  Morris,  (Inac.), 

3203  Funsten,  Austin, 
de  Chenar,  Coleman, 

Austin  State  Hosp.,  Austin. 

DeGinder,  William  L., 

2410  Rio  Grande,  Austin. 

Dildy,  Charles  B.,  504  W.  17th  St.,  Austin. 
Doles,  Emmett  A., 

704  Cap.  Natl  Bank  Bldg.,  Austin. 
Douglas,  John  E.,  1403  San  Antonio,  Austin. 
Dryden,  Sam  H.,  1302  Sabine,  Austin. 
DuBilier,  Ben,  528  Capital  Natl.,  Austin. 
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Dunkelberg,  Walter  R.,  (Inc.), 

Austin  State  Hosp.,  Austin, 

Dunlop,  Josephine  N.,  (Inac.), 

108  W.  15th  St.,  Austin. 

Eckhardt,  James  W.,  512  Capital  Natl.,  Austin. 
Edens,  Lee  E., 

522  Cap.  Natl.  Bank  Bldg.,  Austin. 
Ellzey,  Robert  F.,  2410  Rio  Grande,  Austin. 
Eppright,  Ben  R.,  (Inac.), 

2500  Kenmore  Ct.,  Austin. 

Esquivel,  Sandi,  1306  Rio  Grande,  Austin. 
Exline,  Albert  L.,  505  W.  15th  St.,  Austin. 
Farris,  Robert  G., 

Cap.  Natl.  Bank  Bldg.,  Austin. 

Fatter,  Mervin  E.,  500  W.  15th  St.,  Austin. 
Faubion,  Darrell  B.,  2901  Red  River,  Austin. 
Ferrin,  Charles  E.,  1116  Lamar  Plaza,  Austin. 
Forbes,  M.  Allen,  Jr.,  607  W.  14th  St.,  Austin. 
Fox,  Kermit  W.,  1010  W.  19th  St.,  Austin. 
Garcia,  Albert  G.,  20914  E.  6th  St.,  Austin. 
Garcia,  John  A.,  1508  Sabine,  Austin. 

Gauntt,  W.  Charles,  811  Nueces,  Austin. 
Gentry,  M.  Elizabeth,  2209  Quarry  Rd.,  Austin. 
Gilbert,  Enid  F.,  1310  Westmoor  Dr.,  Austin. 
Gilbert,  Joe  T.,  918  E.  32nd  St.,  Austin. 
Glynn,  James  D.,  707  W.  19th  St.,  Austin. 
Goddard,  Walter  C., 

508  Littlefield  Bldg.,  Austin. 

Goehrs,  Homer  R.,  509  W.  26th  St.,  Austin. 
Graham,  James  M.,  1504  Guadalupe,  Austin. 
Grant,  Earl  L.,  4910  Interregional,  Austin. 
Gregg,  F.  Banner,  1302  Sabine  St.,  Austin. 
Griffin,  Lawrence  L.,  1010  W.  19th  St.,  Austin. 
Haan,  George  W.,  3001  Perry  Lane,  Austin. 
Hahn,  William  B.,  1506  Guadalupe,  Austin. 
Halden,  William  J.,  1424  Berkshire,  Austin. 
Hall,  William  Larkin, 

4808  Lansing  Dr.,  Austin. 

Hamer,  James  G.,  4015  Guadalupe,  Austin. 
Hanna,  Ralph,  108  W.  30th  St.,  Austin. 
Hanna,  Roger  J., 

2698  Heather  Dr.,  East  Lansing,  Mich. 
Hardwicke,  Charles  P.,  918  E.  32nd,  Austin. 
Harris,  Forrest  D.,  (Int.),  Box  96,  Austin. 
Harris,  Woodson  W., 

126  B East  Oltorf,  Austin. 

Haslund,  Thomas  M., 

1302  Ridgehaven,  Austin. 

Hayes,  Sigman  W.,  4804  Grover  Ave.,  Austin. 
Heitzman,  Celine  I.  C., 

2600  E.  19th  St.,  Austin. 

Helm,  Fred  P.,  Tex.  State  Dept.  Health,  Austin. 
Henry,  Harvey  B.,  1205  Nueces,  Austin. 
Herrod,  James  H.,  13  Medical  Arts  Sq.,  Austin. 
Hilgartner,  Henry  L.,  Jr., 

202  W.  13th  St.,  Austin. 

Hoerster,  Samuel  A.,  Jr.,  Box  96,  Austin. 
Holland,  Lang  F.,  505  W.  13th  St.,  Austin. 
Holtz,  Harvey  E.,  17  Medical  Arts  Sq.,  Austin. 
Hood,  R.  Maurice,  10A  Med.  Arts  Sq.,  Austin. 
Hunter,  Richard  O., 

151214  S.  Congress,  Austin. 

Jacobs,  Maurice,  706  W.  19th  St.,  Austin. 
Johnson,  Billy  Frank,  7 Med.  Arts  Sq.,  Austin. 
Johnson,  David  O.,  2901  Red  River,  Austin. 
Johnson,  J.  Edward, 

401  Scarbrough  Bldg.,  Austin. 

Jordan,  Robbie  C.,  5811  Burnet  Rd.,  Austin. 
Kelly,  Alfred  J.,  509  W.  18th  St.,  Austin. 
Kelton,  William  W.,  Jr., 

108  W.  30th  St.,  Austin. 

Key,  Sam  N.,  Jr.,  120  W.  7th  St.,  Austin. 
King,  William  C.,  607  W.  14th  St.,  Austin. 
Klint,  Hugo  A.,  1805  Nueces  St.,  Austin. 

Klotz,  H.  L.,  U.  of  Tex.  Health  Cen.,  Austin. 
Kreisle,  James  E.,  Box  5158,  Austin. 

Kreisle,  Matthew  F.,  Box  5158,  Austin. 

Kreisle,  Matthew  F.,  Jr.,  Box  5158,  Austin. 
Kuenast,  Werner  E.,  5404  W.  Hills  Dr.,  Austin. 
LaLonde,  Albert  A., 

Cap.  Natl.  Bank  Bldg.,  Austin. 

Lassiter,  James  W.,  2901  Red  River,  Austin. 
Lawlis,  Virgil  B.,  509  W.  26th  St..  Austin. 
Lawson,  Joseph  H., 

Brackenridge  Hosp.,  Austin. 

Legett,  Carey,  Jr.,  1707  Colorado,  Austin. 
Legett,  Georgia  F.,  1707  Colorado,  Austin. 
Legett,  Martin  P.,  3717  East  Ave.,  Austin. 
Lippmann,  Otto,  9 Med.  Arts  Square,  Austin. 
Long,  Walter  K.,  1013  Gaston  Ave.,  Austin. 
Lowry,  Frederick  C., 

6 Med.  Arts  Square,  Austin. 

Lucas,  Richard  A.,  502  W.  13th  St.,  Austin. 
Martin,  Claud  A.,  1301  Rio  Grande,  Austin. 
Martin,  Frances  G.,  (Int.), 

2614  W.  Jefferson,  Dallas. 

Martin,  Lawrence  W.,  (Mil.), 

2614  W.  Jefferson,  Dallas. 

McCauley,  Morris  D., 

1506A  Guadalupe,  Austin. 

McCorkle,  Robert  G.,  Jr., 

405  W.  15th  St..  Austin. 


McCormick,  Katharine, 

Univ.  Health  Center,  Austin. 

McCuistion,  C.  Hal, 

609  Cap.  Natl.  Bank  Bldg.,  Austin. 

McElhenney,  Thomas  J., 

1402  Nueces  St.,  Austin. 

McElhenney,  Thos.  R., 

1402  Nueces  St.,  Austin. 

McIntyre,  Francis  E.,  5718  Burnett  Rd..  Austin. 

McLean,  William  F.,  16  Med.  Arts  Sq.,  Austin. 

Miller,  Clarence  R.,  P.  O.  Box  96,  Austin. 

Milligan,  Barth,  4616  Red  River,  Austin. 

Moore,  Carl  F.,  Jr.,  412  E.  5th  St.,  Austin. 

Moore,  Walter  S.,  2301  N.  Loop,  Austin. 

Morgan,  William  P,, 

Capital  Natl.  Bank  Bldg.,  Austin. 

Morris,  Truman  N.,  13  Med.  Arts  Sq.,  Austin. 

Morrison,  Robert  B., 

801  Cap.  Natl.  Bank  Bldg.,  Austin. 

Murray,  R.  Vincent,  Jr., 

Capital  Natl.  Bank  Bldg.,  Austin. 

Nanney,  Audie  L., 

406  Cap.  Natl.  Bank  Bldg.,  Austin. 

Neighbors,  Allen  H.,  (Inac.), 

1801  Lavaca,  Austin. 

Neighbors,  Allan  H.,  Jr., 

926  East  32nd,  Austin. 

Nelson,  F.  Murphy,  2 Med.  Arts  Sq.,  Austin. 

Newman,  Henry  W.,  ( Inac. ) , 

2710  San  Pedro,  Austin. 

Paggi,  Leonard  C.,  404A  W.  15th  St.,  Austin. 

Painter,  T.  S.,  Jr., 

313  Cap.  Natl.  Bank  Bldg.,  Austin. 

Pape,  Robert  W.,  (Int.), 

Naval  Med.  Res.  Inst.,  Bethesda,  Md. 

Paris,  P.  J.,  811  Littlefield  Bldg.,  Austin. 

Paterson,  Elizabeth  A., 

2614  Delwood  Place,  Austin. 

Pattillo,  Albert  D., 

510  Cap.  Natl.  Bank  Bldg.,  Austin. 

Paulsen,  Paul  F.,  Jr.,  2913  Red  River,  Austin. 

Pearce,  Francis  M.,  Jr., 

605  Cap.  Natl.  Bank  Bldg.,  Austin. 

Peavy,  Charles  D.,  806  Littlefield  Bldg.,  Austin. 

Peavy,  J.  E.,  11908  Oak  Trail,  Austin. 

Pelphrey,  Charles  F.,  8 Med.  Arts  Sq.,  Austin. 

Phillips,  Joseph  T.,  Tribune  Bldg.,  Austin. 

Pohl,  Donald  E.,  1 Med.  Arts  Sq.,  Austin. 

Polsky,  Morris,  9 Med.  Arts  Square,  Austin. 

Powell,  Daniel  B„  Jr., 

14  Med.  Arts  Sq.,  Austin. 

Prewett,  J.  Edwards, 

401  Littlefield  Bldg.,  Austin. 

Price,  Pinckney  Clift,  108  W.  30th  St.,  Austin. 

Price,  Thomas  G.,  8 Med.  Arts  Square,  Austin. 

Primer,  Benjamin  M.,  Sr., 

2709  Rio  Grande,  Austin. 

Primer,  Charles  A.,  (Int.),  Hallettsville. 

Queen,  Dan  M.,  Brackenridge  Hosp.,  Austin. 

Rabb,  Virgil  S.,  Star  Rt.  A,  Box  1,  Austin. 

Rainey,  John  R.,  Jr.,  8 Med.  Arts  Sq.,  Austin. 

Ravel,  Jerome  O., 

6 Med.  & Den.  Center,  Austin. 

Reifslager,  Walter  E.,  720  W.  34th  St.,  Austin. 

Reinarz,  B.  H.,  511  W.  15th  St.,  Austin. 

Roberts,  Walter  D.,  20  Med.  Arts  Sq.,  Austin. 

Robinson,  Harold  L.,  706  W.  19th  St.,  Austin. 

Robison,  James  T., 

907  Cap.  Natl.  Bank  Bldg.,  Austin. 

Rodriguez,  Abe  G.,  (Int.), 

14041/2  W.  13th  St.,  Austin. 

Ross,  Raleigh  R.,  2 Med.  Arts  Sq.,  Austin. 

Rothen,  Robert  M.,  502  W.  13th  St.,  Austin. 

Rude,  Joe  C.,  Brackenridge  Hosp.,  Austin. 

Ruilmann,  Cyril  J.,  4405  Lamar  Blvd.,  Austin. 

Runge,  Thomas  M., 

907  Cap.  Natl.  Bank  Bldg.,  Austin. 

Salmon,  Watt  T.,  (Int.), 

Winter  V.  A.  Hosp.,  Topeka,  Kansas. 

Sanders,  John  Nelson, 

11  Med.  Arts  Sq.,  Austin. 

Sayers,  Leonard  J.,  509  W.  26th  St.,  Austin. 

Scarborough,  Lee  F. , 720  W.  34th  St.,  Austin. 

Schaffoer,  Leroy,  (Int.), 

Brackenridge  Hosp.,  Austin. 

Schiefelbein,  Wm.  H.,  (Int.),  Box  96,  Austin. 

Schiller,  Nelson  L.,  515  W.  15th  St.,  Austin. 

Schneider,  John  P.,  1709  San  Antonio,  Austin. 

Schoch,  Eugene  P„  Jr.,  112  W.  7th  St.,  Austin. 

Scott,  H.  A.,  1302  Sabine,  Austin. 

Scott,  Z.  T.,  (Hon.), 

2408  Sweetbrush  Dr.,  Austin. 

Sedberry,  Margaret  M., 

Austin  State  Hosp.,  Austin. 

Sedberry,  Miles  E.,  Jr., 

108  W.  30th  St.,  Austin. 

Senter,  Jerald  R.,  4910  Interregional,  Austin. 

Shaw,  R.  Preston,  (Int.), 

708  W.  28th  St.,  Austin. 

Simms,  Benjamin  F.,  2905  Red  River,  Austin. 

Smart,  V.  C„  Jr.,  1116  S.  Lamar,  Austin. 

Smith,  Bobby  Joe,  ( Int. ) , 

4516  Ben  net  Ave.,  Austin. 

Smith,  Howard  E.,  410  E.  5th  St.,  Austin. 


Smith,  William  S.,  Jr.,  (Int.), 

Brackenridge  Hosp.,  Austin. 

Snider,  Robert  N.,  2410  Rio  Grande,  Austin. 
Sousares,  Teddy  M., 

7101  Woodrow  Ave.,  Austin. 

Stahl,  Marion  L.,  3000  Red  River,  Austin. 
Stenberg,  Robert  T.,  Austin  State  Hosp.,  Austin. 
Stroud,  Mary  E„  ( Int. ) , Box  96,  Austin. 

Suehs,  Oliver  W.,  14  Med.  Arts  Sq.,  Austin. 
Swearingen,  R.  O.,  2 Med.  Arts  Sq.,  Austin. 
Terry,  A.  A.,  918  E.  32nd  St.,  Austin, 

Terry,  Douglas  W., 

907  Cap.  Natl.  Bank  Bldg.,  Austin. 
Thomas,  John  F.,  918  E.  32nd  St.,  Austin. 
Thompson,  Burch,  2104  Sabine,  Austin. 
Thompson,  Hardy  E., 

19th  & West  Ave.,  Austin. 

Thorne,  G.  Clifford,  12  Med.  Arts  Sq.,  Austin. 
Thorne,  Lansing  S.,  12  Med.  Arts  Sq.,  Austin. 
Thorne,  Milner  S.,  2901  Red  River,  Austin. 
Tipton,  George  W.,  502  W.  15th  St.,  Austin. 
Tisdale,  Albert  A.,  20  Med.  Arts  Sq.,  Austin. 
Tisdale,  Marie  C.,  4205  Caswell  Ave.,  Austin. 
Todaro,  Samuel  P.,  706  W.  19th  St.,  Austin. 
Turner,  Milton,  1015  E.  32nd  St.,  Austin. 
Umstattd,  Robert  G.,  2901  Red  River,  Austin. 
Vickers,  Albert  F.,  1201  W.  24th  St.,  Austin. 
Wade,  David, 

510  Cap.  Natl.  Bank  Bldg.,  Austin. 
Walter,  Luther  P.,  3212  Meredith,  Austin. 
Watkins,  W.  Pruett,  3313  Hancock  Dr.,  Austin. 
Watt,  Terrence  N., 

304  Cap.  Natl.  Bank  Bldg.,  Austin. 

Watt,  Will  E„ 

508  Cap.  Natl.  Bank  Bldg.,  Austin. 
Weaver,  John  Dale,  600  W.  1 1th  St.,  Austin. 
Wells,  David  T.,  (Int.), 

1900  Greenlawn  Pky.,  Austin. 

Wharton,  Lawrence  H., 

602  West  12th  St.,  Austin. 

White,  B.  O.,  1707  Nueces  St.,  Austin. 

White,  Paul  L.,  Health  Dept.,  Texas  U.,  Austin. 
White,  Wilbur  O.,  1215B  Corona  Dr.,  Austin. 
Wilborn,  Sam  W.,  12  Med.  Arts  Sq.,  Austin. 
Wilks,  William  N„  (Int.), 

Box  589,  Larned,  Kans. 

Williams,  Harold  L.,  7 Med.  Arts  Sq.,  Austin. 
Williams,  Harold  M.,  711  W.  14th  St.,  Austin. 
Williams,  Harriss, 

Capital  Natl.  Bank  Bldg.,  Austin. 
Winkler,  John  J.,  5623  Shoal  Creek,  Austin. 
Womack,  David  R.,  3415  Spanish  Oak,  Austin. 
Womack,  Grover  K.,  1402  Nueces  St.,  Austin. 
Woodson,  B.  Palmer, 

Amer.  Natl.  Bank  Arcade,  Austin. 

Wooten,  Greenwood  S., 

107  E.  10th  St.,  Austin. 

Yeakel,  Earl  L.,  Jr.,  2901  Red  River,  Austin. 
Yerwood,  Connie  R.,  410  E.  Fifth,  Austin. 
Zedler,  Garland  G.,  603  W.  15th  St.,  Austin. 
Zidd,  Edward,  403  W.  15  th  St.,  Austin. 

WILLIAMSON 

Alexander,  Margaret  H.,  720  Talbot,  Taylor. 
Benold,  Douglas  M., 

703  E.  12th  St.,  Georgetown. 

Clearman,  Ralph  E.,  P.  O.  Box  488,  Granger. 
Cooper,  Dewey  H.,  Georgetown. 

Daniel,  Crawford  J.,  720  W.  6th  St.,  Taylor. 
Gaddy,  Howell  R,,  Jr., 

703  E.  12th  St.,  Georgetown. 

Gregg,  Dick  B.,  Round  Rock. 

Hermann,  Robert  C,  813  N.  Main,  Taylor. 
Johns,  Jay  J.,  720  W.  6th  St.,  Taylor. 
Kirkpatrick,  B.  A.,  Taylor. 

Kirkpatrick,  Roy  H.,  Taylor. 

Lehmberg,  Seth  W.,  Taylor. 

Leshikar,  Marvin  J.,  720  W.  6th  St.,  Taylor. 
Lindley,  Gene  R., 

308  W.  Chandler,  Brownwood. 

Miller,  C.  R.,  Box  26,  Leander. 

Spires,  A.  Bryan,  Jr.,  720  W.  Sixth  St.,  Taylor. 
Stromberg,  Eric  W.,  Taylor. 

Swanson,  Wayland  R.,  800  W.  7th  St.,  Taylor. 
Wedemeyer,  Wm.  C.,  Rt.  3,  Georgetown. 


EIGHTH  DISTRICT 

Dr.  Carlos  E.  Fuste,  Jr.,  Alvin,  Councilor 
BRAZORIA 

Brown,  G.  Bedford,  Jr.. 

432  Mulberry  St.,  Angleton. 

Caldwell,  John  S.,  Jr., 

Brazosport  Clinic,  Freeport. 

Carlton,  B.  Hardy,  326  W.  Broad,  Freeport. 
Carroll,  Gay  V.,  Box  26,  Lake  Jackson. 
Coleman,  Catherine  E., 

Brazoria  Co.  Health  Dept.,  Angleton. 
Cook,  T.  Edwin,  Dow  Hospital,  Freeport. 
Davis,  Wallace  Rex,  Sweeny  Qinic,  Sweeny. 
Fisher,  James  A.,  Jr., 

229  Parking  Way,  Lake  Jackson. 
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Flake,  Raymond  E.,  Jr., 

Dow  Chemical  Co.,  Freeport. 

Fuste,  Carlos  E.,  Jr.,  907  Gordon,  Alvin. 
Galloway,  William  T., 

P.  O.  Box  1035,  Freeport. 

Gray,  Ralph  E.,  819  Gulf  Blvd.,  Velasco. 
Greenwood,  William  M.,  West  Columbia. 
Hardwick,  M.  Warren, 

839  E.  Mulberry,  Angleton. 

Hayes,  Granville  J„  Alvin. 

Heimbigner,  Elmer,  Box  27.  Lake  Jackson. 
Hester,  Fletcher,  409  Main  St.,  Sweeny. 

Holt,  William  C.,  Box  937,  Angleton. 

Hooper,  Halden  W.,  508  Main  St.,  Sweeny. 
Jamar,  Robert  S.,  Jr.,  401  Foley,  Alvin. 

Johnson,  Oscar  L.,  Jr., 

120  S.  Parking  PI.,  Lake  Jackson. 

Kenney,  John  W.,  Alvin  Mem.  Hosp.,  Alvin. 
Kilian,  Duane  Jack, 

208  Oyster  Creek,  Lake  Jackson. 

Lee,  William  M„  815  Hardie  St.,  Alvin. 

Lynn,  Sherwood  C.,  Brazoria. 

Marshall,  John  E., 

61  Plantation  Ct.,  Lake  Jackson. 

May,  Henry  K., 

229  Parking  Way,  Lake  Jackson. 

Mays,  Jerry  D., 

101  Parking  Way,  Lake  Jackson. 

McCary,  A.  O’Brien, 

304  W.  Broad  St.,  Freeport. 

McCary,  Rogers  M.,  304  W.  Broad,  Freeport. 
McDaniel,  William,  723  Sealy,  Alvin. 
McDonald,  Richard, 

P.  O.  Box  97,  Lake  Jackson. 

Merz,  Herbert  E.,  815  Hardie,  Alvin. 

Miller,  Robert  C„  Box  J,  Lake  Jackson. 
Montgomery,  Joe  S.,  Jr„  Box  937,  Angleton. 
Nelms,  William  H., 

304  W.  Broad  St.,  Freeport. 

Nicholson,  William  D., 

304  W.  Broad,  Freeport. 

Perryman,  Gerald  F.,  Dow  Hospital,  Freeport. 
Rau,  James  R.,  Box  454,  Pearland. 

Sears,  Warren  H.,  32  Circle  Way,  Lake  Jackson. 
Steele,  Wayne  K.,  933  Mulberry,  Angleton. 
Stewart,  James  A., 

229  Parking  Way,  Lake  Jackson. 

Turner,  Frederick  C.,  Box  127,  Lake  Jackson. 
Venable,  John  R.,  Dow  Chemical  Co.,  Freeport. 

COLORADO-FAYETTE 

Boelsche,  Leslie  D.,  Box  359,  La  Grange. 
Cummins,  James  E.,  Weimar. 

DeRuiter,  Norman  H., 

511  Summit,  Schulenburg. 

Fuller,  Rex  G.,  Jr.,  Box  188,  Weimar. 
Guenther,  John  C., 

P.  O.  Drawer  269,  La  Grange. 

Ihle,  Lyman  E.,  Schulenburg. 

Laughlin,  John  R., 

700  S.  McCarty  Ave.,  Eagle  Lake. 
Laughlin,  Jones  C., 

700  S.  McCarty  Ave.,  Eagle  Lake. 
Luedemann,  William  O.,  (Inac. ),  Schulenburg. 
Makinson,  James  T., 

851  E.  Travis  St.,  La  Grange. 

Mikesky,  Walter  E„  715  Lyons  St.,  Schulenburg. 
Miller,  Arthur  C.,  Carmine. 

Paine,  Henry  C.,  851  E.  Travis,  La  Grange. 
Peters,  Leo  J.,  (Hon.),  Schulenburg. 

Shult,  Clarence  I.,  418  Wallace,  Columbus. 
Smith,  Herbert  T., 

442  E.  Guadalupe,  La  Grange. 

Thomas,  Raymond  R., 

700  S.  McCarty  Ave.,  Eagle  Lake. 
Watzlavick,  August  J.  A., 

P.  O.  Drawer  E,  Schulenburg. 

Westphal,  Corinne,  1227  Bowie,  Columbus. 
Williams,  Edward  T.,  La  Grange. 

Wilson,  James  P.,  1208  Bowie,  Columbus. 
Wooten,  James  H.,  Jr„  Drawer  J,  Columbus. 
Youens,  William  T.,  Columbus. 

Youens,  Willis  G.,  Weimar. 

Zatopek,  Leland  F.,  113  Main  St.,  La  Grange. 

DeWITT 

Barth,  John  H.,  Yorktown. 

Bohman,  Alfred  J.,  106  W.  Reuss  Blvd.,  Cuero. 
Cross,  George  W„  ( Hon. ) , 4805  Eilers,  Austin. 
Davis,  John  C.,  615  N.  Esplanade,  Cuero. 
Gohlke,  Marvin  H.,  Yorktown. 

Hall,  Oscar  E.,  Jr.,  106  W.  Reuss  Blvd.,  Cuero. 
High,  Harold  R.,  615  N.  Esplanade,  Cuero. 
Landry,  Luchion  B.,  Cuero. 

Mgebroff,  A.  E.,  Hubbard  St.,  Yoakum. 
Milner,  Robert  M.,  Yoakum. 

Nau,  Carl  A., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Nowierski,  Leon  W.,  Yorktown. 

Prather,  Frank  A.,  106  W.  Reuss  Blvd.,  Cuero. 
Reuss,  Theodore  A.,  505  N.  Esplanade,  Cuero. 


Richter,  Louis  B.  S.,  (dead),  Yoakum. 

Trott,  John  E.,  212  E.  Morris  St.,  Yoakum. 
Watson,  David  H.,  402  Hubbard,  Yoakum. 
Westphal,  Robert  D., 

2002  Holcombe  Blvd.,  Houston. 

GALVESTON 

Adam,  Doris  J.  D.,  3516  Amherst,  Dallas. 
Adriance,  Carroll  T.,  2402  Sealy,  Galveston. 
Ainsworth,  William  H., 

828  Postoffice,  Galveston. 

Allen,  Charles  R.,  800  Mechanic  St.,  Galveston. 
Allensworth,  Dan  C.,  Ill,  (Int. ), 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Allison,  James  B.,  (Int.), 

112  North  Blvd.,  Galveston. 

Anderson,  William  T., 

421  South  Oak,  La  Marque. 

Aves,  Fred  W.,  (Inac.), 

1501  Ave.  J,  Galveston. 

Baird,  Elwood  E.,  John  Sealy  Hosp.,  Galveston. 
Barber,  Ivan  J.,  Jr., 

8117  Highway  6,  Hitchcock. 

Barker,  Julian,  (Int.), 

P.  O.  Box  647,  Rock  Hill,  S.  C. 

Barnes,  William  B.,  (Mil.),  Gunter  AFB,  Ala. 
Baxter,  M.  Ruth,  1820  21st  St.,  Galveston. 
Baxter,  Virgil  C.,  1820  21st  St.,  Galveston. 
Beall,  Bobby  D.,  (Int.), 

John  Sealy  Hosp.,  Galveston. 

Beeler,  George  W., 

9th  Ave.,  N.,  at  5th,  N.,  Texas  City. 
Blacklock,  David  M.,  421  S.  Oak,  La  Marque. 
Blocker,  Truman  G.,  Jr., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Blocker,  Virginia  I., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Boelsche,  Arr  Nell, 

John  Sealy  Hosp.,  Galveston. 

Box,  Quellin  T.,  915  Strand,  Galveston. 
Bromberg,  Leon,  1501  Broadway,  Galveston. 
Bruce,  E.  Ivan,  Jr.,  1014  Strand,  Galveston. 
Buchanan,  John  W.,  Jr.,  (Int.), 

John  Sealy  Hosp.,  Galveston. 

Butler,  Milton  C.,  Jr.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Calma,  Vinor  C., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Caravageli,  M.  A., 

506  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Carmignani,  Amedeo  E., 

819  Avenue  J,  Galveston. 

Casey,  Robert  E.,  822  6th  St.,  N.,  Texas  City. 
Charpentier,  Leonard  A., 

22nd  & Sealy,  Galveston. 

Cherry,  James  H.,  1311  Rosenburg,  Galveston. 
Childers,  John  H.,  P.  O.  Box  1525,  Dallas. 
Cochrane,  John  H.,  Jr., 

9th  Ave.  N at  5th,  N.,  Texas  City. 

Cooke.  Willard  R„  ( Emer. ) , 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Cooley,  Robert  N.,  John  Sealy  Hosp.,  Galveston. 
Corssen,  Gunter,  928  Strand  St.,  Galveston. 
Danforth,  Duncan  R., 

820  6th  St.,  N.,  Texas  City. 

Davis,  Harry  K., 

Hwy.  3 at  Wilkins,  League  City. 

Delany,  John  J.,  22nd  & Sealy,  Galveston. 
deMesquita,  Paul  B.,  2402  Ave.  I,  Galveston. 
Derrick,  John  R., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Dolenz,  Bernard,  ( Int. ) , 

1014  Strand,  Galveston. 

Dudney,  Newton  E., 

Davis-Dudney  Clin.,  League  City. 

Duflot,  Leo  S.  M.,  John  Sealy  Hosp.,  Galveston. 
Dumas,  Lawrence  W., 

608  Eighth  Ave.,  N.,  Texas  City. 

Dunton,  E.  Frank,  ( Int. ) , 

108  Bonita  St.,  Galveston. 

Eames,  Daniel  H.,  525  Hwy.  348,  La  Marque. 
Earle,  Kenneth  M., 

133  San  Fernando,  Galveston. 

Eggers,  G.  W.  N.,  Jr., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Eggers,  George  W.  N., 

2201  Avenue  D,  Galveston. 

Emken,  Roy  Lee,  622  Hwy.  3,  La  Marque. 
Eng,  Marlene,  ( Int. ) , 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Evans.  Ernest  Burke, 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Felton,  Harriet  M., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Fisher,  William  C,  ( Hon. ) , 

505  S.  Prairieville,  Athens. 

Flanagan,  James  C., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Fleming,  Ben  P.,  Box  1108,  Texas  City. 

Ford,  Charles  E„  8117  Hwy.  6,  Hitchcock. 
Ford,  G.  David,  525  Hwy.  348,  La  Marque. 
Ford,  Hamilton  F.,  John  Sealy  Hosp.,  Galveston. 
Forman,  Sol,  2212  Ave.  L,  Galveston. 


Fowler,  M.  Lake,  Jr., 

4508  Woodrow,  Galveston. 

Frank,  Theo.  M., 

American  Oil  Co.,  Texas  City. 

Fuchs,  Carl  J., 

511  9th  Avenue,  N.,  Texas  City. 

Futch,  Edward  D., 

611  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Gambrell,  William  M.,  Jr., 

831  5th  Ave.,  N.,  Texas  City. 

Garbade,  Francis  A.,  22nd  & Sealy,  Galveston. 
Garber,  E.  Peter,  1501  Broadway,  Galveston. 
Garza,  Marcelo,  Jr.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

George,  William  K.,  (Int.), 

513  12th  St.,  Galveston. 

Gibbs,  Reagan  H.,  1501  Broadway,  Galveston. 
Gingrich,  Wendell  D., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Grant,  David  Alan,  (Int.), 

800  Fifth  Ave.,  Fort  Worth. 

Green,  Robert  Paul, 

823  6th  Ave.,  N.,  Texas  City. 

Gregory,  Raymond  L., 

Med.  College,  Galveston. 

Haggard,  Mary  Ellen, 

John  Sealy  Hosp.,  Galveston. 

Hander,  William  W., 

St.  Marys  Infirmary,  Galveston. 

Harris,  Titus  H.,  John  Sealy  Hosp.,  Galveston. 
Harrison,  A.  Wilson, 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Hauser,  Robert  I.,  (Int.), 

142  San  Fernando,  Galveston. 

Headlee,  Robert  E., 

2018  16th  Ave.,  N.,  Texas  City. 
Hejtmancik,  Milton  R., 

816  Strand  St.,  Galveston. 

Henry,  Billy  W.,  (Mil.), 

USAF  Hosp.,  Sheppard  AFB. 

Herrmann,  George  R., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Holtzclaw,  Marjorie  L.,  ( Int. ) , 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Hooks,  Charles  A.,  816  Strand,  Galveston. 
Hopps,  Howard  C., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Jackson,  Ira  J., 

U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Jackson,  John  W.,  Jr.,  (Int.), 

John  Sealy  Hosp.,  Galveston. 

Jameson,  Grace  K., 

112  North  Blvd.,  Galveston. 

Jarrell,  Norman  D., 

822  Sixth  St.,  N„  Texas  City. 

Jarvis,  Garth  L., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Jinkins,  A.  J.,  2402  Sealy,  Galveston. 

Jinkins,  Julius  L.,  22nd  & Sealy,  Galveston. 
Jinkins,  Julius  L.,  Jr.,  906  22nd  St.,  Galveston. 
Jinkins,  Wiley  J.,  Jr., 

828  Avenue  E,  Galveston. 

Johnson,  James  E.,  Jr.,  (Mil.), 

20 ID  Nolan,  Galveston. 

Johnson,  Jesse  B.,  Jr., 

816  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Johnson,  John  E.,  Jr., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Jones,  Edgar  F.,  2402  Sealy,  Galveston. 

Joyner,  Roy  E,,  114  21st  Ave.,  N.,  Texas  City. 
Kamin,  Peter  B., 

216  Med.  Prof.  Bldg.,  San  Antonio. 
Kealey,  Edward  T., 

709  6th  St.,  N.,  Texas  City. 

Kirksey,  Oscar  T.,  Jr., 

419  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Klein,  Elihu  I., 

U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Klingman,  Walter  O., 

112  North  Blvd.,  Galveston. 

Kolb,  Weldon  G.,  421  S.  Oak,  La  Marque. 
Krohn,  Walter,  St.  Marys  Hosp.,  Galveston. 
Leavenworth,  William  M., 

816  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
LeBlanc,  Alvin  L.,  ( Int. ) , 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
LeBlanc,  Nolan  J.,  Box  398,  Cleveland. 
Lefeber,  Edward  J., 

611  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Levin,  William  C., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Levine,  Harry, 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Lewis,  Stephen  R.,  John  Sealy  Hosp.,  Galveston. 
Lionti,  Joseph  N., 

823  6th  Ave.,  N.,  Texas  City. 

Lockhart,  Leroy  D.,  (Int.), 

107  Dolphin,  Galveston. 

MacDonald,  Etta  Mae, 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Maddox,  Henry  E.,  Ill, 

103  Whiting,  Galveston. 

Magliolo,  Albert  M.,  Dickinson. 
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Magliolo,  Amedeo  A.,  Dickinson. 

Magliolo,  Andrew  J.,  Dickinson. 

Magliolo.  Joseph  C.,  Dickinson. 

Majors,  Irving  R., 

9th  Ave.  & 5th  St.,  N.,  Texas  City. 
Mantooth,  Gloria  E.  R.,  Dickinson. 

Marr,  William  L., 

611  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Martin,  Benson  L.,  Jr.,  (Int. ), 

Brackenridge  Hosp.,  Austin. 

Matlage,  William  T., 

9th  Ave.,  N.,  at  5th,  N.,  Texas  City. 
Mayfield,  Demmie  G.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
McDanald,  Eugene  C.,  Jr., 

112  North  Blvd.,  Galveston. 

McGanity,  William  J., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
McGivney,  John,  2202  Ave.  L,  Galveston. 
McGolrick,  Jack  B., 

222  Pocahontas  PI.,  Hampton,  Va. 
McKenna,  Lou  Tomlinson, 

1102  Avenue  E,  Galveston. 

McLarty,  E.  Sinks,  1906  21st  St.,  Galveston. 
McLarty,  E.  Sinks,  Jr., 

170  San  Marino,  Galveston. 

McReynolds,  George  S., 

615  North  Blvd.,  Galveston. 

Middleton,  John  W.,  900  Strand,  Galveston. 
Miehl,  Morris  S.,  (Int.), 

John  Sealy  Hosp.,  Galveston. 

Moore,  Robert  M.,  John  Sealy  Hosp.,  Galveston. 
Mosely,  Mack  J.,  Jr.,  (dead),  Galveston. 
Mullins,  J.  Fred,  927  Strand,  Galveston. 
Murphy,  Joseph  G., 

816  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Nau,  Carl  A.,  Jr.,  (Mil.), 

Letterman  Hosp.,  San  Francisco,  Calif. 
O’Bryant,  Julian  W., 

9th  Ave.,  N.,  at  5th,  N.,  Texas  City. 

Otto,  John  L.,  112  North  Blvd.,  Galveston. 
Parker,  James  P„  2430  Cedar  Dr.,  La  Marque. 
Parrish,  Beuford  R.,  1123  Tremont,  Galveston. 
Patterson,  Marcel, 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Pearson,  Daniel  B.,  Jr.,  (Int.), 

5119  Avenue  S,  Galveston. 

Poth,  Edgar  J., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Potter,  William  B.,  1801  Broadway,  Galveston. 
Powell,  L.  Charles, 

John  Sealy  Hosp.,  Galveston. 

Prujansky,  Nathan,  2201  Ave.  D,  Galveston. 
Quinn,  Clarence  F.,  822  6th  St.,  N.,  Texas  City. 
Ramsey,  Jack  D.,  (Int.), 

John  Sealy  Hosp.,  Galveston. 

Randall,  Edward,  Jr., 

205  Natl.  Hotel  Bldg.,  Galveston. 

Reeves,  John  P.,  820  10th  Ave.,  N.,  Texas  City. 
Renshaw,  Ralph  R.,  Jr.,  (Int.), 

Hermann  Hosp.,  Houston. 

Rigdon,  Raymond  H., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Riggs,  Stuart,  915  Strand,  Galveston. 

Ritchie,  Earl  B., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Robertson,  Gaynelle, 

2317  Broadway,  Galveston. 

Robinson,  H.  Reid,  (Hon.), 

810  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Rosenblad,  Joanna  M., 

830  10th  Ave.,  N.,  Texas  City. 
Rosenblad,  Lawrence  E.,  Box  171,  Texas  City. 
Ross,  Marcus  L.,  2402  Sealy,  Galveston. 

Ross,  William  R., 

City  Health  Dept.,  Galveston. 

Rowe,  Caroline  W., 

John  Sealy  Hosp.,  Galveston. 

Rowe,  Edward  B.,  John  Sealy  Hosp.,  Galveston. 
Ruskin,  Arthur, 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Sarris,  Arthur  L.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Sarwold,  Albert  N.,  1501  Broadway,  Galveston. 
Schleuse,  Louis  W.,  Jr.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Schmidt,  Henry  A., 

830  10th  Ave.,  N.,  Texas  City. 
Schneider,  Martin, 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Schofield,  Norman  D., 

John  Sealy  Hosp.,  Galveston. 

Schwab,  Edward  H., 

611  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Sharp,  William  B., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Singleton,  A.  O.,  Jr., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Slocum,  Harvey  C.,  (Mil.), 

Walter  Reed  Hosp.,  Washington  12,  D.  C. 
Smith,  Dan  R.,  2402  Sealy,  Galveston. 

Smith,  Eugene  L.,  (Inac.) , Box  526,  Hitchcock. 


Smith,  James  L.,  (Int.), 

106  Tarpon,  Galveston. 

Smith,  Neilson  A., 

Davis-Dudney  Clin.,  League  City. 

Smith,  Otto  O., 

9th  Ave.,  N.,  at  5th,  N.,  Texas  City. 
Snodgrass,  Samuel  R.,  800  Ave.  B,  Galveston. 
Spiller,  William  F.,  22nd  & Sealy,  Galveston. 
Stanton,  Elbert  M.,  501  Yi  25th  St.,  Galveston. 
Stephen,  Weldon  W.,  22nd  & Sealy,  Galveston. 
Stiernberg,  Douglas  D., 

702  Ninth  St.,  N.,  Texas  City. 
Stiernberg,  R.  Cam, 

126  20th  Ave.,  N.,  Texas  City. 

Stirling,  E.  Hopkins, 

28  South  Shore  Dr.,  Galveston. 

Stone,  Charles  T.,  Jr., 

U.  S.  Natl.  Bank  Bldg.,  Galveston. 

Stone,  Charles  T.,  2201  Ave.  D,  Galveston. 
Stubbs,  James  B.,  1501  Broadway,  Galveston. 
Sullivan,  Robert  E.,  Jr., 

421  South  Oak,  La  Marque. 

Sullivan,  William  W.,  (Int.), 

4510  Caduceus,  Galveston. 

Sykes,  Clarence  S.,  2201  Ave.  D,  Galveston. 
Thiel,  John  M., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Thoma,  George  W.,  Jr., 

St.  Marys  Infirmary,  Galveston. 
Thompson,  Edward  R., 

707  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Thornton,  William  R., 

5 Manor  Way,  Galveston. 

Towler,  Martin  L., 

John  Sealy  Hosp.,  Galveston. 

Townsend,  Frank  M.,  (Mil.), 

Sq.  Gr.  Hosp.,  AAF,  Washington,  D.C. 
Tree,  Herschel  G., 

831  5th  Ave.,  N.,  Texas  City. 

Truslow,  John  B., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Tucker,  John  R.,  ( Int. ) , 

John  Sealy  Hosp.,  Galveston. 

Tucker,  William  J.,  (Mil.), 

Fairfield  AFB,  Spokane,  Wash. 

Twidwell,  Leonard, 

715  10th  Ave.,  N.,  Texas  City. 

Verrett,  Richard  R., 

66  3rd  Ave.  Villas,  Texas  City. 
Vogelpohl,  Elmer  B.,  Jr.,  (Int.), 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Walker,  Joe  A., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Warren,  James  V., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 

Webb,  John  A., 

Univ.  of  Tex.  Med.  Br.,  Galveston. 
Weinert,  Herman,  Jr., 

710  U.  S.  Natl.  Bank  Bldg.,  Galveston. 
Weiss,  Victor  J.,  Jr.,  (Int.), 

John  Sealy  Hosp.,  Galveston. 

Wellman,  Garland  O., 

6th  St.  at  9th  Ave.,  Texas  City. 
Williams,  G.  Douglas, 

P.  O.  Box  487,  La  Marque. 

Williams,  Raymond  E.,  (Int.), 

John  Sealy  Hosp.,  Galveston. 

Williams,  Thomas  B.,  (Int.), 

John  Sealy  Hosp.,  Galveston. 

Wilson,  Charles  J.,  3801  Ave.  N,  Galveston. 
Wilson,  McClure, 

2704  Houston  Dr.,  S.,  La  Marque. 
Wilson,  William  A.,  Hotel  Galvez,  Galveston. 
Wilson,  William  P.,  1014  Strand,  Galveston. 
Wolma,  Fred  J.,  Jr., 

120  Barracuda  Ave.,  Galveston. 

Wright,  James  C.,  Jr., 

6713  Fairway  Dr.,  Galveston. 

Yen,  Moore, 

Univ.  of  Tex.  Med.  Sch.,  Galveston. 


LAVACA 

Boyle,  James  W.,  (Inac.), 

5015  Highland  Ct.,  Austin. 

Gaddis,  Herman  W., 

302  E.  Second,  Hallettsville. 

Marek,  Emil  H.,  Yoakum. 

Renger,  Harvey,  Hallettsville. 

Wagner,  John  D.,  Shiner  Clinic,  Shiner. 
Wagner,  Robert  J.,  Shiner  Clinic,  Shiner. 
Williams,  Robert  W.,  Shiner. 

Yates,  Loren  K.,  Box  434,  Hallettsville. 

VICTORIA-CALHOUN-GOLIAD 

Allen,  Richard  C.,  Jr., 

1702  N.  Laurent,  Victoria. 

Avant,  W.  Harold,  ( Mil. ) , 

1508  E.  Mimosa  St.,  Victoria. 

Bade,  Craig  P.,  2006  N.  Navarro,  Victoria. 
Bauer,  James  E.,  Box  3344,  Victoria. 
Bickford,  Colon  U.,  2007  N.  Laurent,  Victoria. 
Bolton,  Billy  F.,  2701  N.  Azalea,  Victoria. 


Botchers,  Charles  L., 

2006  N.  Navarro,  Victoria. 

Bridges,  Doye  R.,  2701  N.  Azalea,  Victoria. 
Cogswell,  Jack  W.,  2701  N.  Azalea,  Victoria. 
Cohen,  Kenneth,  (Mil.), 

Foster  AFB,  Victoria. 

Coleman,  James  L.,  Jr.,  Box  3346,  Victoria. 
Coleman,  Winton  L.,  2203  Retama,  Victoria. 
Constant,  George  A.,  306  N.  Moody,  Victoria. 
Crabtree,  Jerry  W.,  401  E.  Murray  St.,  Victoria. 
Crenshaw,  Earl  S.,  Box  500,  Point  Comfort. 
Dodson,  Pattie  May, 

1801  N.  Laurent  St.,  Victoria. 
Duckworth,  Frederick  L., 

2104  Loma  Vista,  Victoria. 

Ehlert,  Edward  A.,  Jr., 

121  VS  S.  Main,  Victoria. 

Gilliam,  Rochell  B.,  1801  N.  Laurent,  Victoria. 
Glover,  George  E.,  Jr., 

2008  N.  Navarro,  Victoria. 

Griffin,  John  W.,  117  Ash,  Port  Lavaca. 
Herbert,  Joseph  W„ 

2701  N.  Azalea  St.,  Victoria. 

Hicks,  William  M.,  Jr., 

2701  N.  Azalea  St.,  Victoria. 
Hilderbrand,  Harold  E.,  Box  502,  Goliad. 
Hopkins,  Joseph  V.,  (Hon.), 

420  Natl.  Bank  Bldg.,  Victoria. 

Horine,  Maurice  S.,  117  Ash  St.,  Port  Lavaca. 
Jones,  Lloyd  C.,  2701  N.  Azalea,  Victoria. 
Kleiman,  Harold,  2707  N.  Laurent,  Victoria. 
Lancaster,  York,  623  N.  Virginia,  Port  Lavaca. 
Lander,  Roy  S.,  1501E  N.  DeLeon,  Victoria. 
Lester,  Stanley  W., 

717  N.  Virginia,  Port  Lavaca. 

Logsdon,  Francis  M., 

P.  O.  Box  551,  Port  Lavaca. 

Martin,  Thomas  Lee, 

2701  N.  Azalea,  Victoria. 

McCollum,  C.  J.,  402  E.  Guadalupe,  Victoria. 
McGlothlen,  George  E.,  Box  3347,  Victoria. 
Messer,  Clarence  R.,  Seadrift. 

Mooney,  Ern  C.,  2008  N.  Navarro,  Victoria. 
Norton,  John  A.,  (Mil.) , Foster  AFB,  Victoria. 
Obert,  Paul  M., 

Citizens  Mem.  Hosp.,  Victoria. 

Reed,  Roy  G., 

Victoria  Co.  Health  Dept.,  Victoria. 
Reiner,  Robert  N.,  ( Mil. ) , 

Foster  AFB,  Victoria. 

Sale,  Walter  W.,  Natl.  Bank  Bldg.,  Victoria. 
Seger,  Eva  Y.,  108  E.  Loma  Vista,  Victoria. 
Seger,  Forrest  M.,  2008  N.  Navarro,  Victoria. 
Shields,  Allen  H.,  1301  N.  Bridge,  Victoria. 
Smith,  D.  Heaton,  1501A  N.  DeLeon,  Victoria. 
Smith,  William  G., 

206  S.  Guadalupe,  Port  Lavaca. 

Southern,  Jack,  (Mil.), 

548  S.  2nd  St.,  Bellaire. 

Sterne,  Thomas  L.,  2701  N.  Azalea,  Victoria. 
Stevenson,  Rufus  A.,  Jr., 

2005  N.  Navarro  St.,  Victoria. 

Story,  Joseph  R.,  1501D  N.  DeLeon,  Victoria. 
Walker,  John  H„ 

E.  I.  duPont  de  Nemours,  Victoria. 
Ward,  Rawley  W„ 

401  W.  Stayton  Ave.,  Victoria. 

White,  Ben  Henson,  1702  N.  Laurent,  Victoria. 
Wilhite,  Hilton  R.,  2601  N.  Azalea,  Victoria. 

WHARTON-JACKSON-MATAGORDA- 
FORT  BEND 

Amman,  Franz  E.,  806  3rd,  Rosenberg. 
Arbuckle,  Bertrand  D., 

201  E.  Jackson,  El  Campo. 

Avalos,  Sergio  A.,  806  Third  St.,  Rosenberg. 
Bader,  Joseph  N.,  Box  308,  Edna. 

Barbour,  J.  Lane,  2417  Avenue  G,  Bay  City. 
Barnes,  Harry  T.,  Jr.,  1015  Ave.  G,  Bay  City. 
Bauknight,  James  M.,  Ganado. 

Beavers,  Fred  W.,  1112  Second  St.,  Rosenberg 
Bishop,  Charles  L.,  Box  545,  Ganado. 

Black,  Vernon  A.,  105  Hawes  St.,  Wharton. 
Blasingame,  F.  J.  L„  (Hon.), 

535  N.  Dearborn  St.,  Chicago,  111. 
Boswell,  Samuel  R.,  P.  O.  Box  72,  Rosenberg. 
Brewer,  Earl  J.,  Jr.,  210  N.  Houston,  Wharton. 
Brewer,  Paul  L.,  Box  308,  Bay  City. 

Cannon,  Joseph  N.,  Jr.,  Box  1467,  Bay  City. 
Caraway,  Robert  B.,  105  Hawes  St.,  Wharton. 
Cowart,  James  E.,  Box  1467,  Bay  City. 

Doss,  George  W.,  Box  846,  Edna. 

Dye,  Fulton  E.,  2230  Avenue  F,  Bay  City. 
Fretz,  Howard  Z.,  105  Hawes  St.,  Wharton. 
Hadnott,  William  H.,  2500  Ave.  C,  Bay  City. 
Halamicek,  John  A.,  Box  167,  El  Campo. 
Halamicek,  John  F.,  Box  167,  El  Campo. 
Hoch,  Rodney,  600  N.  Wells,  Edna. 

Horton,  Granville  E., 

218  N.  Houston,  Wharton. 

Jackson,  Robert  H.,  Jr.,  2230  Ave.  F,  Bay  City. 
Johnson,  Leonard  B„  El  Campo. 

Johnson,  R.  G.,  New  Gulf. 
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Warner,  Clyde  M.,  ( Inac. ) , 

3256  Reba  St.,  Houston. 

Warner,  Lucien  M.,  ( Inac. ) , 
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P.  O.  Box  712,  Port  Arthur. 

Woodward,  John  F.,  Jr., 

905  Goodhue  Bldg.,  Beaumont. 

Young,  Isaac  T.,  (Inac.), 

P.  O.  Box  147,  Port  Arthur. 


LIBERTY-CHAMBERS 

Alexander,  James  H., 

P.  O.  Box  548,  Cleveland. 

Ashby,  Joe  M.,  Box  456,  Anahuac. 

Barnett,  William  L.,  P.  O.  Box  518,  Cleveland. 
Bellamy,  Richard  C.,  Box  1140,  Liberty. 

Castle,  Charles  W.,  717  San  Jacinto,  Liberty. 
Clements,  Richard  O.,  715  Main,  Liberty. 
Davidson,  Eli,  Liberty. 

Delaney,  Albert  L.,  Liberty. 

Fahring,  George  H.,  Anahuac. 

Fahring,  Thomas  L.,  Anahuac. 

Gibson,  Boyce  E.,  Hull. 

Griffin,  Frank  S.,  Liberty. 

Jordan,  Byron  Lee,  (Inac.),  Daisetta. 

Leggett,  Walter,  106  N Bonham,  Cleveland. 
Neff,  Louis  E.,  106  N.  Bonham,  Cleveland. 
Parkman,  Robert  L.,  Jr.,  Box  1140,  Liberty. 
Richter,  Ernest  R.,  Dayton. 

Schulz,  Donald  P.,  608  Travis,  Liberty. 
Wilson,  Reginald,  Dayton. 

NACOGDOCHES 

Allen,  James  I.,  Nacogdoches. 

Allen,  Walter  B.,  1301  Raguet,  Nacogdoches. 
Beall,  J.  Frank,  2516  North  St.,  Nacogdoches. 
Buchele,  Matthew  J.,  Box  R.,  San  Augustine. 
Coussons,  Charles  W.,  Box  482,  Nacogdoches. 
Ferguson,  Sarah,  1301  Raguet,  Nacogdoches. 
Haley,  Curtis  R.,  Baggett  Bldg.,  San  Augustine. 
Middlebrook,  George  F.,  (Inac.), 

Rt.  5,  Box  184,  Nacogdoches. 

Nelson,  Albert  L., 

422  E.  Hospital  St.,  Nacogdoches. 


Neuville,  Carroll  F., 

P.  O.  Box  907,  Nacogdoches. 

Pennington,  Thomas  J., 

820  N.  Mound,  Nacogdoches. 

Rogers,  Eugene  S.,  Nacogdoches. 

Snider,  L.  W.,  Box  G.,  Garrison. 

Taylor,  James  G.,  Jr., 

1301  Raguet,  Nacogdoches. 

Tucker,  F.  Henry,  Nacogdoches. 

Tucker,  Stephen  B.,  Nacogdoches. 

Williamson,  Tom  P., 

116  N Church  St.,  Nacogdoches. 

ORANGE 

Allen,  Rollie  E.,  1312  W.  Park  Ave.,  Orange. 
Bennett,  David  407  N.  Ninth  St.,  Orange. 
Cloud,  James  P.,  1212  W.  Park  Ave.,  Orange. 
Covington,  Chas.,  M., 

1005  W.  Green  Ave.,  Orange. 

Eastman,  George  L., 

1005  W.  Elm  Ave.,  Orange. 

Griffin,  Oscar  R.,  Box  750,  Orange. 

Harris,  Mattice  F.,  1301  Second  St.,  Orange. 
Hume,  Boyd  Douglas,  Jr., 

Box  258,  Bridge  City. 

Ingram,  Robert  A.,  P.  O.  Box  479,  Orange. 
James,  Wilson  E.,  1312  W.  Park  Ave.,  Orange. 
Jirouch,  Edwin  A.,  2202  McKee  Drive,  Orange. 
Kent,  Earl  H.,  Box  2032,  Orange. 

Key,  Harry  H.,  Box  950,  Orange. 

Kokkinis,  Hippocrates, 

1107  W.  Green,  Orange. 

McFadden,  Irma  M.,  P.  O.  Box  551,  Orange. 
Minkus,  Robert  F., 

2100  W.  Yupon  Rd.,  Orange. 

Pearce,  H.  Wynne,  707  W.  Main  St.,  Orange. 
Peters,  Leo  J.,  Jr.,  601  N.  4th,  Orange. 

Pollock,  Douglas  H.,  411  N.  Ninth  St.,  Orange. 
Pretz,  Earnest  C., 

1604  N.  Second  St.,  Orange. 

Schofield,  Elmer  C.,  (dead) , Orange. 

Seastrunk,  Oliver  C.,  306  N.  10th,  Orange. 
Shaddock,  Carroll  B.,  402  2nd  St.,  Orange. 
Siddon,  William  H.,  P.  O.  Box  2054,  Orange. 
Smith,  Loyd  C.,  Box  1205,  Vidor. 

Stewart,  Jeannine  E., 

2309  MacArthur  Dr.,  Orange. 

Stuntz,  Billie  W.,  304  N.  7th,  Orange. 

Stuntz,  Homer  C.,  304  N.  7th,  Orange. 
Thompson,  Louis  O.,  (Inac.), 

121  W.  1st  St.,  Biloxi,  Miss. 

Walsh,  John  K.,  609  W.  Park  Ave.,  Orange. 
Watson,  Arthur  R., 

2009  W.  Coronado  PL,  Orange. 

Watson,  Victor  D.,  Box  1806,  Vinton,  La. 
White,  Malcolm  E.,  207  N.  7th  St.,  Orange. 
Williams,  Howard  C., 

1006  Green  Ave.,  Orange. 

Wyllie,  James  J., 

V.  A.  Hospital,  Little  Rock.,  Ark. 

SHELBY-SAN  AUGUSTINE-SABINE 

Bridges,  James  P.,  Box  166,  Center. 

Hurst,  Thomas  L., 

503  Shelbyville  St.,  Center. 

Oates,  Laried  S.,  116  Cora  St.,  Center. 
Warren,  William  H.,  P.  O.  Box  72,  Center. 
Warren,  Wm.  Spencer,  Center. 

Windham,  John  H.,  (Hon.) , Shelbyville. 
Windham,  William  C.,  P.  O.  Box  666,  Center. 


ELEVENTH  DISTRICT 

Dr.  Robert  H.  Bell,  Palestine,  Councilor. 

ANDERSON-HOUSTON-LEON 

Bell,  Robert  H., 

109  E.  Angelina  St.,  Palestine. 

Bentley,  Bascom  W.,  Jr., 

700  N.  Sycamore  St.,  Palestine. 

Brown,  Adelbert  B.,  Jr.,  Box  942,  Crockett. 
Carter,  J.  Weldon,  Palestine. 

Cox,  Robert  G., 

804  S.  Sycamore  St.,  Palestine. 

Darsey,  Edward  S.,  Box  820,  Crockett. 

Dean,  John  L.,  Jr.,  407  East  Lamar,  Crockett. 
Felder,  Fred  E.,  Palestine. 

Goolsby,  Carl  B.,  Box  942,  Crockett. 

Griswold,  Culver  M.,  P.  O.  Box  672,  Crockett. 
Haverlah,  Harry  A.,  Palestine. 

Humphries,  John  T.,  Palestine. 

Hunter,  Ripley  H.,  Palestine. 

Jordan,  Curtis  R.,  103  Inwood  Drive,  Palestine. 
Joyce,  Claude  D.,  Jr.,  Palestine. 

Kay,  Royal  H.,  Palestine. 

King,  Marion  A.,  Frankston. 

Knowles,  William  R., 

205  E.  Neches,  Palestine. 

Mathis,  Lee  Roy,  Jr., 

107  Redland  Lane,  Palestine. 

Mathis,  Lucy  L.  E., 

107  Redland  Lane,  Palestine. 


Murray,  Carl  O..  Jr.,  Box  820,  Crockett. 

Powell,  Elisha  P.,  Centerville. 

Prince,  Homer  E.,  Rt.  1,  Box  109,  Crockett. 
Thompson,  Jack  R.,  205  E.  Neches,  Palestine. 
Van  Wev,  Archie  E.,  Buffalo. 

Wages,  A.  D.,  Palestine. 

Walkup,  Thomas  E., 

804  S.  Sycamore,  Palestine. 

CHEROKEE 

Adams,  Clyde,  Box  31.  Pineville,  La. 

Bailey,  Ralph  C., 

Matthewtown,  Inagua,  Bahamas. 

Bilbro,  Griff  W.,  1303  Hiilcrest,  Jacksonville. 
Boyd,  James  T.,  915  Hiilcrest,  Jacksonville. 
Brigham,  Floyd  H.,  Rusk. 

Chamness,  Daniel  E.,  Box  870,  Jacksonville. 
Cobble,  Thomas  H.,  606  N.  Main,  Rusk. 
Crawford,  Joe  D.,  Box  870,  Jacksonville. 
Davenport,  Harbert,  Jr., 

P.  O.  Box  1569,  Jacksonville. 

Fair,  Harry  E.,  Jr.,  Box  870,  Jacksonville. 
Gabbert,  W.  E.,  Rusk. 

Hancock,  Leslie  D.,  P.  O.  Box  318.  Rusk. 
Hilliard,  George  M.,  Box  870,  Jacksonville. 
Jones,  Ernest  W.,  (dead) , Rusk. 

Kreimeyer,  James  H.,  Rusk  State  Hosp.,  Rusk. 
Levin,  Gus,  Box  318,  Rusk. 

Mahon,  Edward  L.,  Jr.,  Box  870,  Jacksonville. 
Martin,  Don  E.,  Box  300,  Wichita  Falls. 
Newburn,  C.  L.,  Box  1269,  Jacksonville. 

Noble,  Roy  C.,  Rusk  State  Hosp.,  Rusk. 

Peek,  John  S.,  Box  318,  Rusk. 

Pryor,  Victor  W.,  555  So.  Jackson,  Jacksonville. 
Ralston,  Leslie  W.,  Box  870,  Jacksonville. 

Rives.  Hugh  F.,  Box  870,  Jacksonville. 

Roark,  Wilson  E.,  Box  870,  Jacksonville. 
Rossman,  Robert  E., 

4206  Tidewater  Dr.,  Houston. 

Rucker,  J.  Collier, 

1117  Avalon  Drive,  Jacksonville. 

Stacey,  Royal  K.,  Box  126,  Castroville. 

Stripling,  C.  H., 

555  S.  Jackson  St.,  Jacksonville. 

Travis,  John  M.,  Box  870,  Jacksonville. 

Travis,  L.  L.,  Box  870,  Jacksonville. 

Travis,  R.  T.,  Box  870,  Jacksonville. 
Verheyden,  Floyd  H., 

813  John  St.,  Jacksonville. 

FREESTONE 

Bonner,  Leslie  L.,  Box  157,  Fairfield. 
Buchmeyer,  Norris  D.,  P.  O.  Box  5,  Wortham. 
Cox,  Jack  R.,  Box  117,  Teague. 

Crossno,  Joe  D.,  Box  687,  Fairfield. 

Gage,  Maurice,  Box  278,  Teague. 

Halbert,  Bill  L„  315  Main  St.,  Teague. 

Keller,  John  H.,  Jr.,  Box  687,  Fairfield. 

Sneed,  William  N.,  (Hon.), 

Box  103,  Fairfield. 

HENDERSON 

Cockerell,  Lonnie  L.,  Athens. 

Geddie,  Nolen  D.,  Jr.,  Athens. 

Geddie,  Nolen  D.,  Athens. 

Haynes,  Clifford  R.,  Kilman  Hospital,  Malakoff. 
Henderson,  Roy  E.,  Athens. 

Holt,  Norris  E.,  P.  O.  Box  188,  Athens. 

Kilman,  Prather  T.,  Malakoff. 

Rosenbloom,  Joseph,  Trinidad. 

Wilcox,  Melvin  R.,  503  Bryson,  Athens. 

PANOLA 

Baker,  Charles  D.,  (Hon.), 

Ill  VS  N.  St.  Mary,  Carthage. 

Cooper,  Grundy,  808  N.  Daniel,  Carthage. 
Gerardy,  Carl  W.,  317  Panola,  Carthage. 
Hargrove,  Fred  T., 

217  N.  Pinewood  Dr.,  Carthage. 

Holland,  Virgil  M.,  313  W.  Panola,  Carthage. 
Johnson,  Glen  R.,  Box  818,  Carthage. 

Prince,  Kenneth  C., 

313  W.  Panola  St.,  Carthage. 

Smith,  William  C., 

313  W.  Panola  St.,  Carthage. 

RUSK 

Braswell,  Marlin  T., 

119  S.  Marshall,  Henderson. 

Deason,  Loyd,  300  Ragley,  Henderson. 
Hamilton,  James  M.,  Box  908,  Overton. 
Heiligman,  Haskell,  Overton. 

Hilbun,  Lynn,  119  S.  Marshall,  Henderson. 
Kennamer,  Harold  E.,  S.  Helen  St.,  Overton. 
McShan,  Chester  L.,  207B  N.  Main,  Henderson. 
Morris,  Alfred  E.,  119  S.  Marshall,  Henderson. 
Scaff,  Martin  C.,  120  S.  Marshall,  Henderson. 
Suehs,  Herbert  A., 

817  N.  Marshall,  Henderson. 

Suehs,  Paul  E.,  817  N.  Marshall,  Henderson. 
Wolfe,  Alfred  S.,  119  S.  Marshall,  Henderson. 
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SMITH 


Alexander,  J.  Ernest,  Jr.,  (Inac.), 

214  E.  Houston,  Tyler. 

Allen,  George  B.,  818  Clinic  Drive,  Tyler. 
Anderson,  Carter,  Jr.,  712  S.  Bois  D'Arc,  Tyler. 
Avent,  James  K.,  214  E.  Houston,  Tyler. 

Bailes,  Porter  M.,  Jr., 

932  Hospital  Drive,  Tyler. 

Baldwin,  Russell  E.  G., 

1015  Hospital  Drive,  Tyler. 

Bankhead,  Alexander  J., 

214  E.  Houston,  Tyler. 

Baskin,  T.  Grady,  214  E.  Houston,  Tyler. 

Betts,  Floyd  G.,  Jr.,  1020  Clinic  Drive,  Tyler. 
Birdwell,  J.  Weldon,  214  E.  Houston,  Tyler. 
Blakemore,  Henry  C.,  1 07 1/2  E.  Erwin,  Tyler. 
Bradford,  Sidney  W.,  2015  S.  College,  Tyler. 
Brelsford,  H.  Gates,  214  E.  Houston,  Tyler. 
Bridges,  Ben  F.,  214  E.  Houston,  Tyler. 

Brown,  George  W.,  305  W.  Rusk  St.,  Tyler. 
Brown,  Irving,  815  Peoples  Bk.  Bldg.,  Tyler. 
Bryant,  W.  Howard,  P.  O.  Box  600,  Tyler. 

Buie,  Loyce  C.,  324  Amherst,  Tyler. 

Buie,  Ralph  R.,  324  Amherst,  Tyler. 

Bundy,  David  T.,  (Hon.), 

County  Court  House,  Tyler. 

Burch,  George  W.,  908  Hospital  Drive,  Tyler. 
Caldwell,  Elbert  H.,  214  E.  Houston,  Tyler. 
Calley,  Clifford  R„  1006  Clinic  Drive,  Tyler. 
Cameron,  Harold  B.,  214  E.  Houston,  Tyler. 
Caplinger,  Robert  A.,  1100  S.  Beckham,  Tyler. 
Chenoweth,  Carlin  Velde, 

1016  Clinic  Drive,  Tyler. 

Clawater,  Earl  W.,  Jr., 

1016  Clinic  Drive,  Tyler. 

Daniels,  Herbert  B.,  Jr., 

911  S.  Beckham,  Tyler. 

DeCharles,  Patrick  M.,  200  E.  Houston,  Tyler. 
Duff,  Robert  L.,  908  Hospital  Drive,  Tyler. 
Edwards,  Martin  L., 

Edwards  Clinic  Hospital,  Hawkins. 

Etter,  Roscoe,  Arp. 

Faust,  John  J.,  903  S.  Beckham,  Tyler. 

Ferrell,  Oran  L.,  Jr.,  (Int.), 

Confederate  Mem.  Med.  Center, 

Shreveport,  La. 

Freiberg,  Milton,  932  Hospital  Drive,  Tyler. 
Gatti,  Robert  R.,  1000  Clinic  Drive,  Tyler. 
Goldfeder,  Jesse,  Box  2039,  Tyler. 

Goldsmith,  J.  Paul,  929  N.  Glenwood,  Tyler. 
Goss,  Vernon  V.,  908  Hospital  Drive,  Tyler. 
Green,  Frank  D.,  1012  E.  Lake  St.,  Tyler. 
Halbrooks,  Norman  E.,  Box  3143,  Tyler. 

Hart,  John  Garrett,  217  W.  Houston,  Tyler. 
Hughes,  Delbert  E.,  900  Hospital  Drive,  Tyler. 
Hughes,  Waunell  M., 

900  Hospital  Drive,  Tyler. 

Jones,  Joe  C.,  803  E.  Houston,  Tyler. 

Knight,  L.  Roger,  538  Douglas  Blvd.,  Tyler. 
Lamberth,  Ivey  E.,  P.  O.  Box  3066,  Tyler. 
Lauck,  Robert  E.,  1035  Clinic  Drive,  Tyler. 

Lee,  Madison  J.,  Jr.,  1100  S.  Beckham,  Tyler. 
Lyles,  Thomas  W.,  916  Hospital  Dr.,  Tyler. 
Marshall,  Robert  L.,  1100  S.  Beckham,  Tyler. 
McDonald  Conrad  C., 

900  Hospital  Drive,  Tyler. 

McMillan,  Bruce,  (Inac),  (dead),  Overton. 
Mitchell,  John  H.,  901  S.  Beckham,  Tyler. 
Moore,  Masters  H.,  612  S.  Bois  D’Arc,  Tyler. 
Mullowney,  James  P. 

926  Hospital  Drive,  Tyler. 

Muntz,  Hascall  H.,  938  Hospital  Drive,  Tyler. 
Neill,  J.  Lawrence,  803  E.  Houston,  Tyler. 
Neill,  Lex  T„  803  E.  Houston,  Tyler. 

Payne,  Donald  E.,  305  West  Rusk,  Tyler. 

Pirtle,  G.  William,  Jr., 

1000  Clinic  Drive,  Tyler. 

Pope,  Irvin,  Jr.,  118  S.  Bois  D’Arc,  Tyler. 
Rhine,  Leland  R.,  911  S.  Beckham,  Tyler. 

Rice,  Elbert  D.,  (Hon.),  434  S.  Spring,  Tyler. 
Rice,  Robert  D.,  1100  S.  Beckham,  Tyler. 
Roosth,  Wiley,  1025  Hospital  Drive,  Tyler. 
Roper,  Marjorie  Ferrell,  Bullard. 

Rowe,  Ralph  W„ 

Douglas  Blvd.  at  E.  Houston,  Tyler. 

Rowe,  William  E.,  833  S.  Beckham,  Tyler. 
Seaman,  James  B.,  Box  2003,  Tyler. 

Selman,  Joseph,  1020  Clinic  Drive,  Tyler. 
Shirley,  T.  Clayton,  911  S.  Beckham,  Tyler. 
Smyth,  William  C.,  1100  S.  Beckham,  Tyler. 
Spence,  Julius  H.,  3023  Jan  Ave.,  Tyler. 
Stephens,  William  C.,  818  Clinic  Drive,  Tyler. 
Stough,  Dowling  B.,  Ill, 

1009  Hospital  Drive,  Tyler. 

Taliaferro,  Theodore  J.,  1106  Trezevant,  Tyler. 
Taylor,  Phillip  W.,  833  S.  Beckham,  Tyler. 
Thompson,  Cone  J.,  810  Clinic  Drive,  Tyler. 
Topperman,  Samuel, 

East  Texas  TB  Hospital,  Tyler. 

Turner,  John  C.,  Jr.,  1100  S.  Beckham,  Tyler. 
Vaughn,  Edgar  H.,  830  S.  Beckham,  Tyler. 
Vaughn,  James  M.,  830  S.  Beckham,  Tyler. 


Warren,  Frederick  M.,  Jr., 

1012  E.  Lake  St.,  Tyler. 

Whitten,  Samuel  J.,  Troup. 

Wilcox,  Leland  G.,  833  S.  Beckham,  Tyler. 
Wiles,  Jack,  1015  Hospital  Drive,  Tyler. 
Williams,  Frank  E.,  305  Vi  N.  Spring,  Tyler. 
Willingham,  Chas.  E.  911  S.  Beckham,  Tyler. 
Wilson,  Benjamin  N„  1100  S.  Beckham,  Tyler. 
Wimberley,  Norris  A.,  Jr., 

1001  S.  Fleishel,  Tyler. 

Windham,  Lynn  B.,  Rt.  5,  Box  110,  Tyler. 
Wood,  James  E„  929  N.  Glenwood,  Tyler. 
Zuckerman,  William,  Box  2003,  Tyler. 

WOOD 

Lane,  Richard  P.,  Quitman. 

Mathis,  James  Ross,  408  S.  Main,  Winnsboro. 
Merritt,  Benjamin  F., 

106  W.  Bermuda,  Quitman. 

Moore,  Roscoe  O.,  802  N.  Pacific,  Mineola. 
Peterson,  Thomas  H.,  Mineola. 

Reed,  Theodore  B.,  Mineola. 

Robbins,  Virgil  E.,  Box  445,  Quitman. 
Williams,  James  W.,  Mineola. 


TWELFTH  DISTRICT 

Dr.  Tom  M.  Oliver,  Waco,  Councilor. 

BELL 

Alexander,  John  S.,  (Int.), 

Scott  & White  Clinic,  Temple. 

Althaus,  John  W.  A., 

McCloskey  V.  A.  Hospital,  Temple. 

Anderson,  Harold  B., 

Scott  & White  Hospital,  Temple. 

Baden,  Wayne  F., 

Scott  & White  Clinic,  Temple. 

Bain,  George  P.,  Scott  & White  Clinic,  Temple. 

Bartels,  Robert  N..  304  S.  22nd  St.,  Temple. 

Bassel,  Paul  M., 

Scott  & White  Clinic,  Temple. 

Batch,  Joseph  W.,  (Mil), 

U.  S.  Army  Hospital,  Fort  Hood. 

Best,  Edward  B.,  (Int.), 

414  N.W.  36th  Dr.,  Gainesville,  Fla. 

Bonnet,  John  D. 

Scott  & White  Clinic,  Temple. 

Bradfield,  Eldon  O., 

Scott  & White  Clinic,  Temple. 

Brindley,  George  V., 

Scott  & White  Clinic.  Temple. 

Brindley,  George  V.,  Jr., 

Scott  & White  Clinic,  Temple. 

Brindley,  Hanes  H., 

Scott  & White  Clinic,  Temple. 

Broders,  Albert  C., 

Scott  & White  Clinic,  Temple. 

Broders,  Albert  C.,  Jr., 

Scott  & White  Clinic,  Temple. 

Broders,  Charles  W., 

Scott  & White  Clinic,  Temple. 

Brown,  Jesse  B., 

Kings  Daughters  Clinic,  Temple. 

Bruce,  William  J.,  916  S.  45th,  Temple. 

Bryson,  John  B.,  Box  516,  Belton. 

Buchanan,  Arren  C.,  (Mil), 

U.  S.  Army  Hospital,  Fort  Hood. 

Burow,  F.  Paul,  Burow  Clin.  & Hosp.,  Killeen. 

Bushey,  Robert  H.,  (Int.), 

Scott  & White  Hospital,  Temple. 

Carabasi,  Robert  J., 

Scott  & White  Clinic,  Temple. 

Chernosky,  William  A., 

Kings  Daughters  Clinic,  Temple. 

Christian,  John  J., 

Scott  & White  Clinic,  Temple. 

Cochran,  Leroy  M.,  V.  A.  Center,  Temple. 

Cox,  Charles  H.,  Jr.,  317  N.  Second,  Temple. 

Cramm,  Carl  J.,  Jr., 

Scott  & White  Clinic,  Temple. 

Curtis,  Raleigh  R.,  3617  W.  6th,  Topeka,  Kan. 

Debord,  Bert  A.,  2110  N.  15th,  Temple. 

Dysart,  Donald  N., 

Scott  & White  Clinic,  Temple. 

Eanes,  David  F.  S.,  518  N.  5th  St.,  Temple. 

Eiband,  John  M.,  (Int.) , 

Scott  & White  Clinic,  Temple. 

Ellis,  IraD.,  (Hon.),  Troy. 

Fillmore,  Rollin  S.,  Jr., 

Kings  Daughters  Clinic,  Temple. 

Ford,  Joseph  C.,  (Mil.), 

USA  Disp.  40521/2,  Fort  Bliss. 

Fowler,  Joe  A.,  310  E.  Ave  B,  Killeen. 

Frey,  Harry,  { Inac) , 

107  Via  Mentone,  Newport  Beach,  Cal. 

Gerdine,  Park  L., 

1402  E.  Rancier  Ave.,  Killeen. 

Gillespie,  Charles  H., 

Scott  & White  Clinic,  Temple. 

Gober,  Olin  B.,  Scott  & White  Clinic,  Temple. 

Gordon,  Grady  C.,  V.A.  Center,  Temple. 


Greenwood,  Joseph  H., 

Scott  & White  Hospital.  Temple. 

Grossman,  Alex,  V.  A.  Hospital,  Temple. 

Haines,  Richard  D., 

Scott  & White  Hospital,  Temple. 

Hamilton,  Dixie  G.,  Jr., 

710  W.  Rancier,  Killeen. 

Hammond,  Fred  M.,  Jr., 

Scott  & White  Clinic,  Temple. 

Harlan,  Rudolph  K., 

Kings  Daughters  Hospital,  Temple. 

Hightower,  Nicholas  C., 

Scott  & White  Clinic,  Temple. 

Hill,  Thomas  L.,  V.  A.  Center,  Temple. 

Howell,  Floyd  W.,  ( dead ) , Temple. 

Ibarra,  Jesse  D.,  Jr., 

Scott  & White  Clinic,  Temple. 

Jarvis,  Walter  H.,  Jr., 

Scott  & White  Clinic,  Temple. 

Jenkins,  Jesse  G.,  (Hon.),  Rt.  1,  Temple. 

Jones,  Elmer  A.,  V.  A.  Center,  Temple. 

Keil,  Ernest  W.,  518  N.  Fifth,  Temple. 

Kirkley,  A.  Rex,  P.  O.  Box  240,  Belton. 

Laurens,  Henry,  Jr., 

Scott  & White  Clinic,  Temple. 

LaZarz,  Donald  T.,  ( Int. ) , 

Scott  & White  Clinic,  Temple. 

Lea,  Walker  A.,  Jr., 

Scott  & White  Clinic,  Temple. 

Lindsey,  Sherman  B., 

Scott  & White  Clinic,  Temple. 

Long,  William  B„  205  N.  Pearl,  Belton. 

Lynch,  Donald  J., 

Scott  & White  Clinic,  Temple. 

McCelvey,  John  S.,  304  S.  22nd  St.,  Temple. 

McKenney,  John  F.,  Jr., 

Scott  & White  Clinic,  Temple. 

McKibben,  Byron  G., 

Scott  & White  Clinic,  Temple. 

McRoberts,  Marcus  L., 

710  W.  Rancier  Ave.,  Killeen. 

Milam,  Robert  W., 

Scott  & White  Clinic,  Temple. 

Millhon,  William  A.,  (Mil) , 

U.  S.  Army  Hospital,  Fort  Hood. 

Moore,  James  C„  (Int.) , 

Scott  & White  Hospital,  Temple. 

Murray,  Robert  A., 

Scott  & White  Clinic,  Temple. 

Nelson,  George  C.,  (Int.), 

Scott  tic  White  Hospital,  Temple. 

Padgett,  John  W.,  310  Ave.  B,  Killeen. 

Pettigrew,  James  A., 

Scott  & White  Hospital,  Temple. 

Pittman,  John  W.,  325  N.  Main,  Belton. 

Plasek,  William  W„  317  N.  2nd  St.,  Temple. 

Potter,  Claudia,  (Hon.), 

707  S.  3rd  St.,  Temple. 

Powell,  William  N., 

Scott  & White  Clinic,  Temple. 

Robinson,  E.  Arthur,  (Mil.), 

U.  S.  Army  Hospital,  Fort  Hood. 

Rodarte,  Jose  G.,  Scott  & White  Clinic,  Temple. 

Ross,  Warran  A.,  (Int.), 

Scott  tic  White  Hospital,  Temple. 

Schroeder,  Henry  F.,  (Mil.), 

48th  Med.  Bn.,  Fort  Hood. 

Schubert,  Herbert  A.,  V.  A.  Hospital,  Temple. 

Sewell,  Harvey  W.,  Belton. 

Sewell,  Julian  G.,  Belton. 

Shelton,  Walter  B.,  Jr., 

317  N.  2nd  St.,  Temple. 

Sherman,  Cyril  F.,  V.  A.  Center,  Temple. 

Shibler,  Samuel  W., 

Kings  Daughters  Clinic,  Temple. 

Sommer,  Arno  W., 

Scott  & White  Hospital,  Temple. 

Speed,  Terrell,  Scott  & White  Hospital,  Temple. 

Spillar,  Bliss  R.,  Jr., 

Scott  & White  Clinic,  Temple. 

Spillar,  Edna  M.  H„  2901  W.  Ave.  R,  Temple. 

Stinson,  James  C.,  213  W.  Ave.  G,  Temple. 

Stokdyk,  Glenn  A.,  V.  A.  Center,  Temple. 

Sunbury,  Thomas  R., 

Scott  & White  Clinic,  Temple. 

Talley,  J.  Bartow,  S.  P.  J.  S.  T.  Bldg.,  Temple. 

Talley,  Lewis  R., 

Kings  Daughters  Hospital,  Temple. 

Thompson,  John  Q., 

Scott  & White  Clinic,  Temple. 

Todd,  James  G.,  Jr.,  (Mil.), 

U.  S.  Army  Hospital,  Fort  Hood. 

Veirs,  Everett  R., 

Scott  & White  Clinic,  Temple. 

Wahle,  George  Henry, 

304  S.  22nd  St.,  Temple. 

Ward,  Wendell  P„ 

912  1st  Natl.  Bk.  Bldg.,  Temple. 

Weeks,  Bertram  A.,  (Mil.) , 

U.  S.  Army  Hospital,  Fort  Hood. 

Weinblatt,  Jack  S.,  518  N.  5th  St.,  Temple. 

Wells,  Cora  V.,  Rogers. 

White,  Raleigh  R., 

Scott  & White  Clinic,  Temple. 
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Whitten,  RondaJd  J., 

1402  E.  Rancier  Ave.,  Killeen. 

Williams,  Bill  Henry, 

Scott  & White  Clinic,  Temple. 

Williams,  Marjorie  J.,  V.  A.  Hospital,  Temple. 
Wilson,  James  D., 

Kings  Daughters  Clinic,  Temple. 

Wolf,  A.  Ford,  Scott  & White  Clime,  Temple. 
Woodson,  W.  Burbank, 

103  E.  Central,  Temple. 

BOSQUE-HAMILTON 


Blankenship,  W.  W.,  Mosheim. 

Cleveland,  Chas.  C.,  Hamilton. 

Gomez,  Frank,  Box  348,  Evant. 

Goodall,  Van  D.,  Clifton. 

Holder,  Wiseman  T.,  Clifton. 

Key,  William  F„  Jr.,  71?  W.  11th,  Clifton. 
Kooken,  Robert  A.,  Hamilton. 

Long,  Austin  M.,  Valley  Mills. 

Schadler,  John  A.,  123  E.  Henry,  Hamilton. 
Selman,  Forrest  B.,  500  Rice  St.,  Hamilton. 
Witcher,  Seth  L„  Clifton. 


BRAZOS-ROBERTSON 


Andres,  Dwight  W.,  3501  Texas  Ave.,  Bryan. 
Baur,  Paul  S.,  503  W.  28th  St.,  Bryan. 

Benbow,  Robert  H.,  408  W.  28th  St.,  Bryan. 
Boyd,  Elvin  M„  1208  Live  Oak,  Hearne. 

Cole,  Charles  M„  Box  747,  Bryan. 

Cooper,  James  F.,  308  W.  28th  St.,  Bryan. 
Cooper,  Oliver  C.,  408  W.  28th  St.,  Bryan. 
Cox,  Joseph  M.,  202  E.  27th  St.,  Bryan. 

Cruse,  Ray,  1208  Live  Oak,  Hearne. 

Fleming,  James  P.,  Jr.,  710  Magnolia,  Hearne. 
Gallagher,  Joseph  C.,  Box  753,  Hearne. 
Geppert,  Joseph  W.,  202  E.  27th  St.,  Bryan. 
Grant,  Richard  B.,  Jr.,  308  W.  28th  St.,  Bryan. 
Harris,  Nena  A.,  624  Mary  Lake  Drive,  Bryan. 
Harrison,  R.  Henry,  109  Porter  Bldg.,  Bryan. 
Harrison,  Richard  H.,  Ill, 

109  Porter  Bldg.,  Bryan. 

Kemp,  Clarence  S.,  905  Mitchell  St.,  Bryan. 
Lindsay,  James  I.,  3501  Texas  Ave.,  Bryan. 
Marsh,  John  E„  Jr.,  701  S.  College  Ave.,  Bryan. 
Marsh,  John  E.,  Sr.,  3514  Cavitt  St.,  Bryan. 
Martin,  Jay  W.,  Jr.,  2111  Vinewood,  Bryan. 
McGill,  Albert  G.,  512  Varisco  Bldg.,  Bryan. 
McQuaide,  Henry  C.,  3501  Texas,  Bryan. 
Melcher,  Truman  O.,  202  E.  27th,  Bryan. 
Nelson,  Kenneth  L„  Box  931,  College  Station. 

Pope,  Henry  D.,  Jr.,  (Int.)  , 

H.  P.  Long  Char.  Hospital,  Pineville,  La. 


Reed,  James  E.,  Jr., 

603  S.  Madison,  Madisonville. 

Richardson,  S.  C,  (Hon.),  Bryan. 

Roman,  William  B.,  Jr., 

624  Mary  Lake  Drive,  Bryan. 

Russell,  Robert  M„  202  E.  27th  St.,  Bryan. 
Sanders,  Jewell  G.,  Bremond. 

Searcy,  R.  M.,  Bryan. 

Searcy,  Thos.  A.,  Hearne. 

Smith,  Roy  L.,  3501  Texas  Ave.,  Bryan. 

Taylor,  William  C.,  Jr.,  Calvert. 

Tempesta,  James  E.,  717  Broadmoor  St.,  Bryan. 
Walton,  Thomas  O.,  Box  434,  College  Station. 
Walton,  Thos.  T.,  Bryan. 

Wilkerson,  Lonnie  O.,  P.  O.  Box  1147,  Bryan. 
Willingham,  J.  Roy, 

1208  Live  Oak  St.,  Hearne. 


CORYELL 

Brown,  John  T.,  200  N.  Lutterloh,  Gatesville. 
Jones,  Kermit  R.,  Gatesville. 

Lowrey,  E.  Elworth, 

116  N.  Lutterloh,  Gatesville. 

Lowrey,  O.  Wendell,  Gatesville. 

Pack,  Leonard  C.,  104  N.  7th  St.,  Gatesville. 

ERATH-HOOD-SOMERVELL 

Altar  as,  Leon  M„  Box  2,  Stephenville. 

Bryan,  T.  F.,  (Hon.), 

121  E.  Black  Jack,  Dublin. 

Cedars,  Nathan, 

441  N.  Belknap  St.,  Stephenville. 

Cole,  Charles  T.,  122  N.  Grafton  St.,  Dublin. 
Hafer,  Wm.  Fred,  Box  507,  Hico. 

Hearn,  R.  E„  P.  O.  Box  513,  Stephenville. 
Hedges,  Homer  V.,  Hico. 

Herrin,  Bob  J.,  Hico  Clinic,  Hico. 

Jordan,  Carl  A.,  109  N.  Grafton  St.,  Dublin. 
Lancaster,  Gus  N.,  (Inac.),  Granbury. 

Pate,  Joe  J.,  Ill  W.  Black  Jack,  Dublin. 
Reynolds,  Avery  M., 

DeLeon  Man.  Hospital,  DeLeon. 
Richardson,  Darwin  L., 

405  S.  Texas  Ave.,  DeLeon. 


Terrell,  James  C., 

411  N.  Belknap,  Stephenville. 

Terrell,  Vance,  Box  371,  Stephenville. 

Terrill,  Bruce  S.,  411  N.  Belknap,  Stephenville. 
Wells,  Buford  A., 

411  N.  Belknap,  Stephenville. 

Wier,  David  T.,  120  Texas  St.,  DeLeon. 

FALLS 

Barnett,  John  B.,  Torbett  Clinic,  Marlin. 

Bennett,  Alfred  C.,  Torbett  Clinic,  Marlin. 
Brown,  James  M.,  Torbett  Clinic,  Marlin. 

Buie  Neil  D.,  Buie  Clinic,  Marlin. 

Bussell,  James  S.,  Torbett  Clinic,  Marlin. 
Cornwell,  Charles  H„  Buie  Clinic,  Marlin. 
Davison,  Milton  A., 

407  Chambers  St.,  Marlin. 

Giles,  Roy  G.,  (Hon.),  417  Houghton,  Marlin. 
Glass,  Thomas  G.,  Buie  Clinic,  Marlin. 

Green,  John  E.,  Sr.,  714  Coleman  St.,  Marlin. 
Hawkins,  E.  W.,  (Hon.), 

120  Agarita  Drive,  Marlin. 

Hughes,  Sidney  W.,  Torbett  Clinic,  Marlin. 
Hutchings,  Edgar  P.,  Torbett  Clinic,  Marlin. 
McDowell,  Thomas  A., 

229  Coleman  St.,  Marlin. 

McKinley,  W.  Frank,  Jr., 

Torbett  Clinic,  Marlin. 

Reese,  Walter  L.,  407  Chambers  St.,  Marlin. 
Smith,  Howard  Lee,  Torbett  Clinic,  Marlin. 
Smith,  Howard  O.,  Torbett  Clinic,  Marlin. 

Smith,  Walter  S.,  Torbett  Clinic,  Marlin. 
Swepston,  Happy  J.,  Rosebud. 

Swetland,  Douglas  R.,  Torbett  Clinic,  Marlin. 
Useda,  Domingo,  300  Coleman  St.,  Marlin. 

HILL 

Barnes,  Livingston,  (Hon.),  Hubbard. 

Barton,  James  G.,  Whitney  Clinic,  Whitney. 
Beskow,  Richard  N.,  217  Craig  St.,  Hillsboro. 
Bradford,  Andrew  L.,  (Hon.),  Coolidge. 

Buie,  James  Morgan,  206  E.  Elm,  Hillsboro. 
Campbell,  Clark  C.,  Itasca. 

Cason,  Dick  K.,  217  Craig,  Hillsboro. 

Garrett,  Charles  A.,  300  Carr  St.,  Hillsboro. 
Grant,  Silas  W.,  206  E.  Elm,  Hillsboro. 

Guffy,  Joseph  L.,  Hillsboro. 

Jenkins,  Gaines  H.,  (Hon.), 

7629  Circle  Dr.,  Lemon  Grove,  Calif. 
Latham,  John  E.,  Jr.,  Whitney. 

McDonald,  Hendley  A., 

206  N.  Abbott  St.,  Hillsboro. 

Montgomery,  John  M. 

206  E.  Elm  Sc.,  Hillsboro. 

Morris,  Thomas  M.,  Mount  Calm. 

Sammons,  Howard  P.,  Hubbard. 

Shirey,  Robert  W.,  Hillsboro. 

Smith,  Neliins  C.,  1107  Park  Drive,  Hillsboro. 

JOHNSON 

Allen,  Charles  G.,  123  W.  Main  St.,  Itasca. 

Ball,  William  P.,  Cleburne. 

Barker,  Gates  R.,  214  N.  Caddo,  Cleburne. 
Bradford,  Charles  C.,  Box  21,  Burleson. 

Clark,  Elmer  L.,  214  N.  Caddo,  Cleburne. 
English,  Robert  D.,  Glen  Rose. 

Filardi,  Hector  H., 

310  W.  Chambers,  Cleburne. 

Hamilton,  Con  D.,  Jr.,  Cleburne. 

Hoehn,  Bernice  A.,  Box  218,  Keene. 

Jowell,  Charlie  C.,  Cleburne. 

Kimbro,  Robert  W., 

310  W.  Chambers,  Cleburne. 

Knox,  Marshall  T.,  Cleburne. 

Little,  John  G.,  Cleburne. 

Marks,  Roger  E.,  Glen  Rose. 

Peters,  Joseph  F.,  Jr.,  Box  431,  Alvarado. 
Pickens,  J.  Wendell,  Cleburne. 

Rice,  John  S.,  Jr.,  Kimbro  Clinic,  Cleburne. 
Shiflett,  Roland  M.,  624  N.  Main,  Cleburne. 
Smyth,  Olin  T„  Jr., 

111S.  Anglin  St.,  Cleburne. 

Thomas,  Vernon  L., 

Grandview  Clinic,  Grandview. 
Whitehouse,  Wm.  R., 

310  W.  Chambers,  Cleburne. 
Wiedenbauer,  Margaret, 

310  W.  Chambers,  Cleburne. 

Wright,  Glenn  R., 

310  W.  Chambers,  Cleburne. 

Yater,  Tolbert  F.,  Cleburne. 

LIMESTONE 

Barger,  Marius  I.,  216  N.  Sherman,  Mexia. 
Brewster,  Charles  H.,  216  N.  Sherman,  Mexia. 
Carrington,  Wm.  L.,  Mexia. 

Christoffer,  O.  T.,  Mexia. 

Cox,  Stanley,  Groesbeck. 

Edgar,  Cecil  C.,  Mexia. 

McKenzie,  Casimir  P.,  Mexia. 


Standefer,  Joe  M.,  Mexia  State  School,  Mexia. 
Williford,  Carl  Ed,  216  N.  Sherman,  Mexia. 
Wilson,  Thelbert  R.,  311  N.  Tyus,  Groesbeck. 

Mclennan 


Alexander,  Boyd  D., 

1105  Washington  Ave,  Waco. 

Alexander,  Robert  B.,  1105  Washington,  Waco. 
Allen,  Homer  B.,  Jr.,  400  Main  St.,  McGregor. 
Anderson,  Gilbert  I.,  1609  S.  12th  St.,  Waco. 
Anspach,  Harold  M.,  1316  Austin  Ave.,  Waco. 
Atkins,  Neal  M.,  605  Columbus  St.,  Waco. 
Avent,  Woodrow  M., 

1624  Colcord  Ave.,  Waco. 

Aynesworth,  Horace  T.,  (Hon.), 

Box  157,  Port  Neches. 

Aynesworth,  M.  Brian,  105  S.  18th  St.,  Waco. 
Barnes,  Maurice  C.,  1310  Austin  Ave.,  Waco. 
Baskin,  Roy  H.,  Box  3278,  Waco. 

Bellegie,  Nicholas  J.,  Box  3278,  Waco. 

Berry,  George  W.,  107  S.  18th  St.,  Waco. 
Braithwaite,  Alfred  T.,  229  Clifton  St.,  Waco. 
Brewer,  Jesse  H.,  Jr.,  3803  N.  22nd  St.,  Waco. 
Brooks,  Cleveland  H.,  (Hon.), 

1104  Amicable  Bldg.,  Waco. 

Brothers,  Joe  F„  1205  N.  25th  St.,  Waco. 
Brown,  Chadwick  G.,  211  N.  Carpenter,  Mart. 
Brown,  William  W.,  Jr., 

2224  Washington,  Waco. 

Bryant,  George  C,  (Int.), 

1525  N.  15th  St.,  Waco. 

Burgess,  John  L.,  1314  Austin  Ave.,  Waco. 
Butler,  Jack,  3803  N.  22nd  St.,  Waco. 

Carlisle,  Margil  C.,  1410  Austin  Ave.,  Waco. 
Carter,  Marion  I.,  1905  N.  25th,  Waco. 

Catto,  C.  Gray,  1010  Professional,  Waco. 

Coffelt,  Ralph  L.,  2320  Columbus,  Waco. 
Coleman,  James  A.,  Jr.,  1901  N.  25th,  Waco. 
Colgin,  James  H.,  2320  Columbus  Ave.,  Waco. 
Colgin,  Merchant  W., 

2320  Columbus  Ave.,  Waco. 

Collins,  C.  T.,  2320  Columbus  Ave.,  Waco. 
Collins,  Lawrence  D.,  2226  Washington,  Waco. 
Connally,  H.  Frank,  1716  Colcord  Ave.,  Waco. 
Corbett,  Joseph  H.,  2226  Washington,  Waco. 
Crosthwait,  R.  Wilson,  107  S.  18th  St.,  Waco. 
Crosthwait,  Wm.  L.,  (Hon.), 

107  S.  18th  St.,  Waco. 

Cunningham,  Perry  J., 

1806  Austin  Ave.,  Waco. 

Dudgeon,  Howard  R.,  Jr., 

2226  Washington.  Waco. 

Dulaney,  Charles  H.,  Box  3265,  Waco. 

Dunlap,  John  C.,  2320  Columbus  Ave.,  Waco. 
Fadal,  Richard  G.,  2425  Ethel  Ave.,  Waco. 
Fenno,  Richard  M.,  (Mil.), 

4317  N.  19th  St.,  Waco. 

Fine,  Eldon  B.,  Professional  Bldg.,  Waco. 
Flowers,  Jack  W.,  2524  Washington,  Waco. 
Ford,  Walter  L.,  V.  A.  Hospital,  Waco. 

Forsythe,  John  R.,  115  S.  18th  St.,  Waco. 

Foy,  James  D.,  1609  S.  12th  St.,  Waco. 
Friedman,  Carl,  604  Med.  Arts  Bldg.,  Waco. 
Friedman,  Leo,  2505  Washington,  Waco. 
Gamble,  Charles  E.,  2524  Washington,  Waco. 
Gandy,  William  M.,  1710  Colcord  Ave.,  Waco. 
Garrett,  James  M.,  1408  Austin  Ave.  Waco. 
Gassier,  Robert  K.,  1710  Colcord,  Waco. 
Gidney,  William  H.,  West. 

Goodman,  Aubrey  L.,  2216  Austin  Ave.,  Waco. 
Granger,  W.  Hanson,  1316  Austin  Ave.,  Waco. 
Gunter,  Marion  B.,  Mart. 

Hanks,  Robert  J.,  702  Prof.  Bldg.,  Waco. 
Harrell,  Joe,  1806  Austin  Ave.,  Waco. 

Harris,  Edwin  B.,  1316  Austin  Ave.,  Waco. 
Hejtmancik,  James  H., 

2313  Washington,  Waco. 

Hipps,  Herbert  E.,  1612  Columbus  Ave.,  Waco. 
Hoehn,  F.  William, 

2320  Columbus  Ave.,  Waco. 

Howard,  Stanley  P.,  312  S.  8th  St.,  Waco. 
Husbands,  Tom  L.  1914  Colcord  Ave.,  Waco. 
Jaworski,  H.,  425  Austin  Ave.,  Waco. 

Johnson,  Ernest  A.,  1710  Colcord,  Waco. 

Kee,  John  L„  805  Amicable  Bldg.,  Waco. 
King,  Walter  B„  Jr., 

2320  Columbus  Ave.,  Waco. 

Kingsbery,  Lloyd  B., 

75  White  Oak  St.,  Franklin,  N.  C. 

Klatt,  Wesley  W.,  Hillcrest  Hospital,  Waco* 
Kleiman,  Richard  B„  1612  Colcord  Ave.,  Waco. 
Kochman,  Walter  P., 

1717  Columbus  Ave..  Waco. 

Lattimore,  John  E.  Amicable  Bldg.,  Waco. 
Locke,  Corbet  C.,  Jr.,  Box  3157,  Waco. 
MacRae,  Malcolm  M.,  1905  N.  25th,  Waco. 
Magid,  Moreton  A.,  1525  Colcord  Ave.,  Waco. 
Manske,  Arnold  O.,  1917  Austin  Ave.,  Waco. 
Marstaller,  Wm.  E.,  Box  3265,  Waco. 
McMahan,  George  T„  V.  A.  Center,  Waco. 
Mewshaw,  R.  E.  L.,  (Hon.), 

1717  S.  9th  St.,  Waco. 

Milam,  E.  A.,  (Hon.), 

1412  Austin  Ave.,  Waco. 
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Miller,  Claire  F.,  Box  1338,  Waco. 

Mitchell,  Holland  C.,  V.  A.  Hospital,  Waco. 
Montgomery,  Hazel  I.,  (Int.), 

3724  N.  Versailles,  Dallas. 

Morrison,  S.  Bergen,  2317  Washington,  Waco. 
Murphey,  Paul  C.,  2320  Columbus  Ave.,  Waco. 
Nichols,  Ace  E.,  2508  Austin,  Waco. 

Oliver,  Tom  M„  1722  Colcord  Ave.,  Waco. 
Power,  Paul  H.,  (Hon.), 

1011  Prof.  Bldg.,  Waco. 

Reese,  Clarence  H.,  Professional  Bldg.,  Waco. 
Richey,  Harvey  M.,  1722  Colcord  Ave.,  Waco. 
Robertson,  Lester  E., 

416  W.  2nd  St.,  McGregor. 

Roche,  Buell  P.,  711  Prof.  Bldg.,  Waco. 

Roddy,  William  N.,  115  S.  18th  St.,  Waco. 
Ross,  Philip  H.,  3.323  Brook  Circle,  Waco. 
Rottner,  Mark  H.,  2223  Austin  Ave.,  Waco. 
Sadler,  Leslie  R.,  2320  Columbus  Ave.,  Waco. 
Scanio,  Thomas  J., 

3321  Hillcrest  Drive,  Waco. 

Schwartze,  Erich  W„  1609  S.  12th  St.,  Waco. 
Scruggs,  James  H.,  Jr., 

2223  Austin  Ave.,  Waco. 

Shellenberger,  C.  G.,  2524  Washington,  Waco. 
Shipp,  John  R.,  Professional  Bldg.,  Waco. 
Shipp,  W.  R.  F.,  (Hon.),  Lorena. 

Simpson,  Neill  O.,  111  S.  18th  St.,  Waco. 
Slade,  Harry  W.,  2224  Washington,  Waco. 
Sloan,  Jack  Q.,  1901  N.  25th,  Waco. 

Smith,  C.  Collom,  1804  Austin  Ave.,  Waco. 
Souther,  William  L.,  (Hon.), 

811  Prof.  Bldg.,  Waco. 

Spark,  Milton,  121  Dallas,  Waco. 

Spencer,  Shelby  C,  (Hon.), 

Professional  Bldg.,  Waco. 

Spencer,  W.  Bruce,  2226  Washington,  Waco. 
Stanislav,  F.  J.,  (Hon.),  1820  Colonial,  Waco. 
Stewart,  Howard  R., 

3001  Bellmead  Drive,  Waco. 

Tabb,  K.  Stewart,  1616  Colcord  Ave.,  Waco. 
Tabb,  T.  Edgar,  Co.  Health  Dept.,  Waco. 
Talley,  John  E.,  2317  Washington,  Waco. 
Thompson,  John  E.,  McGregor. 

Traylor,  Clayton  J., 

2320  Columbus  Ave.,  Waco. 

Trippet,  Horace  H., 

2320  Columbus  Ave.,  Waco, 
van  den  Sigtenhorst,  Andries, 

2320  Columbus  Ave.,  Waco. 

Wagnon,  William  E.,  Jr., 

2220  Austin  Ave.,  Waco. 

Warren,  Daniel  D.,  1722  Colcord  Ave.,  Waco. 
Weekley,  F.  Clay,  Box  3147,  Waco. 

Wilson,  Loyal  K.,  1726  Colcord  Ave.,  Waco. 
Witts  truck,  Kenneth  P., 

Providence  Hospital,  Waco. 

Wood,  James  K.,  2505  Morrow  Ave.,  Waco. 
Wood,  R.  Spencer,  (Hon.), 

Professional  Bldg.,  Waco. 

Woodward,  Joseph  W. 

2220  Austin  Ave.,  Waco. 

Woolsey,  FI  eta  G.,  210  N.  7th  St.,  Waco. 
Woolsey,  Henry  U.,  210  N.  7tli  St.,  Waco. 
Woolsey,  William  J.,  210  N.  7th  St.,  Waco. 
Wybourn,  Robert  C., 

1316  Austin  Ave.,  Waco. 

MILAM 

Barkley,  Thomas  S.,  Box  1487,  Rockdale. 
Crump,  Thos.  E.,  Cameron. 

Green,  Travis  C., 

730  W.  Cameron  St.,  Rockdale. 

Halbert,  Horace  B.,  Jr.,  Box  513,  Rosebud. 
Hamilton,  Lawrence  E.,  Rogers. 

Newton,  William  R.,  Cameron. 

Richards,  John  T.,  602  N.  Main  St.,  Rockdale. 
Richardson,  Sidney  H„ 

P.  O.  Drawer  270,  Cameron. 

Selden,  Lawrence  E.,  602  N.  Main,  Rockdale. 
Shapiro,  David,  Cameron. 

Smith,  Elmer  O.,  Jr.,  Cameron. 

Swift,  Clifford  G.,  Cameron. 

Young,  Philip  M.,  602  N.  Main,  Rockdale. 

NAVARRO 

Barnebee,  James  H.,  Jr., 

205  South  15th,  Corsicana. 

Bone,  Robert  D.,  Box  841,  Corsicana 
Brown,  Charles  II.,  Jr., 

401  W.  Collin,  Corsicana. 

Burnett,  Samuel  H.,  (Hon.), 

Box  168,  Corsicana. 

Campbell,  C.  David,  205  S.  15th  St.,  Corsicana. 
Campbell,  Robert  L.,  205  S.  15th  St.,  Corsicana. 
Carter,  William  W.,  (Hon.), 

328  S.  31st  St.,  Corsicana. 

David,  J.  Wilson,  401  W.  Collin,  Corsicana. 
Egyed,  Miklos  H.,  Box  527,  Corsicana. 

Gary,  Charles  L.,  Jr.,  Box  633,  Corsicana. 
Gibson,  Louis  E.,  Box  841,  Corsicana. 


Griffin,  Ben  H.,  Frost. 

Griffin,  John  W.,  Box  841,  Corsicana. 

Grizzaffi,  Anthony  L., 

205  S.  15th  St.,  Corsicana. 

Hamiil,  Dan  B.,  Box  1356,  Corsicana. 

Hansford,  David  P., 

Med.  Arts  Clinic,  Corsicana. 

Karn,  Willard  R.,  Jr.,  Box  841,  Corsicana. 

Kelton,  Leslie  E.,  Jr.,  Box  583,  Corsicana. 

Logsdon,  William  K.,  Box  598,  Corsicana. 

Mayfield,  William  B., 

205  S.  15th  St.,  Corsicana. 

McGary,  Lester  E„  Jr., 

401  West  Collin,  Corsicana. 

McGary,  Lester  E.,  Sr., 

Navarro  Co.  Mem.  Hosp.,  Corsicana. 

Megarity,  Andrew  L.,  Jr., 

413  N.  38th  St.,  Corsicana. 

Mertz,  Robert  D.,  Box  841,  Corsicana. 

Miller,  Will  M.,  Box  1135,  Corsicana. 

Mitchell,  Paul  H„ 

218  W.  Second  Ave.,  Corsicana. 

Neese,  George  E.,  Frost. 

Newton,  Earl  H.,  (Hon.),  Box  394,  Corsicana. 

Pannill,  Fitzhugh  C.,  Jr., 

Hahnemann  Med.  Col.,  Philadelphia,  Pa. 

Rosen,  Bernard,  1205  Columbia  Cir.,  Corsicana. 

Sanders,  Gurley  H.,  Kerens. 

Sanders,  Ivan  T.,  Kerens. 

Shell,  William  T.,  Jr.,  Box  527,  Corsicana. 

Sneed,  William  R.,  401  W.  Collin,  Corsicana. 


THIRTEENTH  DISTRICT 

Dr.  Travis  Smith,  Abilene,  Councilor 

BAYXOR-KNOX-HASKELL 

Balch,  Edwin  H.,  Seymour. 

Bunkiey,  E.  P.,  (Hon.),  Stamford. 

Edwards,  T.  S.,  Knox  City. 

Eiland,  David  C.,  Munday. 

Frizzell,  Thos.  P.,  Knox  City. 

Markward,  Chas.  G., 

Knox  City  Clinic,  Knox  City. 

Massa,  Joseph  A., 

407  N.  Washington,  Seymour. 

Middleton,  Robert  A.,  Haskell. 

Newsom,  Robert  L.,  Munday. 

Randal,  Chas.  M,,  Jr,,  Seymour. 

Rogers,  Madison  W.,  (Hon.),  Rule. 

Scott,  Frank  C.,  Haskell. 

Taylor,  William  M.,  (Hon.),  Goree. 
Williams,  Temple  W.,  Haskell. 

CLAY-MONTAGUE-WISE 

Bryant,  David  W.,  Box  428,  Bridgeport. 
Crumpler,  Hulen  P.,  Bowie. 

Crumpler,  Prentice,  Jr.,  Bowie. 

Darwin,  James  T.,  Decatur. 

Harris,  Ewing  P.,  Bowie  Clin.  Hosp.,  Bowie. 
Huddleston,  William  E., 

Bridgeport  Hosp.,  Bridgeport. 

Hurn,  Robert  E.,  Henrietta. 

Inabnett,  W.  T.,  Decatur. 

Major,  A.  D.,  Box  239,  Nocona. 

Major,  John  W.,  Box  239,  Nocona. 

Merritt,  Ben  C.,  Jr., 

Rogers  Hospital,  Decatur. 

Pesek,  Edward  F„  (Mil.), 

437  Surg.  Hosp.,  San  Francisco,  Calif. 
Rogers,  Thomas  G.,  Decatur. 

Squyres,  Berry  N.,  Tarrant  at  Lindsey,  Bowie. 
Strickland,  George  E., 

316  West  Omega,  Henrietta. 

Valcik,  John  H.,  Decatur. 

Wharram,  Kenneth  J.,  Box  207,  Nocona. 

EASTLAND-CALLAHAN-STEPHENS- 

SHACKELFORD-THROCKMORTON 

Addy,  Ervin  E„  Jr.,  1106  W.  6th,  Cisco. 
Alexander,  Billy  Bob,  Petroleum  Bldg.,  Eastland. 
Ball,  D.,  Cisco. 

Ballew,  Charles  H.,  900  W.  8th  St.,  Cisco. 
Bradley,  Ben  H.,  Rising  Star  Hosp.,  Rising  Star. 
Brogdon,  William  M., 

Blackwell  Hosp.,  Gorman. 

Brown,  Audie  A.,  Gorman. 

Bulgerin,  Harold  J., 

507  Connelle  St.,  Eastland. 

Caton,  James  H.,  (Hon.), 

700  W.  Moss  St.,  Eastland. 

Goodall,  Edwin,  109  E.  Dyer,  Breckenridge. 
Graham,  Emmett  L„  Cisco. 

Howie,  Thomas  M.,  Post  Office  Bldg.,  Albany. 
Lawrence,  Jim  T.,  Breckenridge. 

Mims,  Douglas  L.,  211  N.  Austin,  Ranger. 
Mitchell,  Otis  C.,  3875  Kenneth  St.,  Beaumont. 
Payne,  Frank  C„  111  S.  Miller,  Breckenridge. 
Stubblefield,  M.  L.,  Box  1046,  Baird. 
Townsend,  Edwin  R.,  Eastland. 


Treadwell,  Mose  A.,  Jr., 

404  W.  Commerce,  Eastland, 

Watkins,  Writer  P., 

% The  Ranger  CL,  Ranger. 

Whittington,  James  C.,  Eastland. 

PALO  PINTO-PARKER- YOUNG- 
JACK-ARCHER 

Abney,  Thomas  B.,  1016  S.  Main,  Weatherford. 
Allen,  Platt  L.,  Weatherford. 

Allensworth,  John  C., 

208  NW  2nd  St.,  Mineral  Wells. 
Allensworth,  William  B., 

208  NW  2nd  St.,  Mineral  Wells. 

Conner,  Paul  K.,  Drawer  2,  Jacksboro. 

Divine,  Blaine,  Graham. 

Eidson,  Jack  L., 

614  Palo  Pinto  St.,  Weatherford. 

Gafford,  Gordon  M., 

415  NW  2nd  St.,  Mineral  Wells. 

Gowan,  R.  E,  L.,  Graham. 

Griffin,  B.  B.,  Graham. 

Griffin,  H.  E.,  Graham 

Jordan,  Jack,  237  W.  Archer,  Jacksboro. 

Kenner,  Joanne, 

208  NW  Second  St.,  Mineral  Weils. 
Lasater,  Waldo  B.,  Box  77,  Mineral  Wells. 
Mask,  William  G.,  237  W.  Archer,  Jacksboro. 
McCall,  James  D., 

Baker  Hotel  Bldg.,  Mineral  Wells. 
McCloud,  Ben  L„  Mineral  Wells. 

McClure,  C.  C.,  108  S.  Seventh,  Jacksboro. 
McDaniel,  Robert  G.,  Box  209,  Graham. 
McKinney,  Hugh  C„  (Hon.),  Olney. 

Merrick,  John  B.,  Weatherford. 

Nelson,  Joe  T.,  Weatherford. 

Oates,  K.  D.,  Graham. 

O'Quin,  William  A., 

Baker  Hotel  Bldg.,  Mineral  Wells. 

Padgett,  W.  O.,  Graham. 

Parker,  Philip  J.,  805  Cherry  St.,  Graham. 
Patterson,  Andrew  M.,  Box  70,  Mineral  Wells. 
Pedigo,  Paul  C.,  Strawn. 

Roan,  John  L„  106  South  Main,  Weatherford. 
Roberson,  John  F.,  (Hon.),  Gordon. 

Rosser,  V.  O.,  Jr.,  614  Third  St.,  Graham. 
Russell,  Eaxi  M.,  Weatherford. 

Smith,  John  E.,  Box  248,  Weatherford. 

Smith,  Robert  H.,  Palo  Pinto. 

Spears,  Jean  Wiley,  Graham. 

Whalen,  Carl  H.,  Weatherford. 

Wheelis,  Brewer  D.,  Drawer  2,  Jacksboro. 
Williams,  Charles  R.,  Mineral  Wells. 

Yeager,  Edward  F., 

Baker  Hotel  Bldg.,  Mineral  Wells. 

TARRANT 

Adams,  Kenneth  P., 

1300  Fielder  Rd.,  Arlington. 

Alliston,  Wiley  S.,  Jr., 

701  5th  Ave.,  Fort  Worth. 

Anderson,  Herman  W.,  Jr., 

612  Eighth  Ave.,  Fort  Worth. 

Andujar,  John  J., 

2951  Benbrook  Blvd.,  Fort  Worth. 
Anthony,  Ernest  E.,  Jr., 

409  Med.  Arts.  Bldg.,  Fort  Worth. 
Anthony,  Walter  P.,  Jr., 

705  Fifth  Ave.,  Fort  Worth. 

Archer,  Maurice  C., 

800  Fifth  Ave.,  Fort  Worth. 

Armstrong,  Wm.  F., 

1400  8th  Ave.,  Fort  Worth. 

Aurin,  Fred  B., 

1216  Pennsylvania,  Fort  Worth. 
Auringer,  Arthur  J.,  410  W.  Abram,  Arlington. 
Austin,  Carl  M.,  1325  S.  Main,  Fort  Worth. 
Avery,  Jack  W.,  515  S.  Summit,  Fort  Worth. 
Axtell,  Earl  C.,  (Hon.), 

5741  Electric  Ave.,  LaJolla,  Calif. 

Bailey,  Noel  R., 

1506  W.  Terrell  St.,  Fort  Worth. 

Baker,  Robert  G„ 

715  Med.  Arts  Bldg.,  Fort  Worth. 

Ball,  Bert  C„  604  Doctors  Bldg.,  Fort  Worth. 
Ballinger,  T.  Irwin, 

3309  N.E.  28th  St.,  Fort  Worth. 

Banker,  Harry  W.,  Box  1719,  Fort  Worth. 
Barcus,  James  R., 

708  S.  Henderson,  Fort  Worth. 

Barcus,  Wm.  Shelton, 

708  S.  Henderson,  Fort  Worth. 

Barker,  Robert  C.,  1501  Summit,  Fort  Worth. 
Barnes,  Chas.  K., 

Neil  P.  Anderson  Bldg.,  Fort  Worth. 
Barrett,  Isaac  P., 

3210  W.  Lancaster,  Fort  Worth. 

Barrier,  Chas.  W., 

Medical  Arts  Bldg.,  Fort  Worth. 

Bean,  George  W.,  / 15  Fifth  Ave.,  Fort  Worth, 
Beard,  Bruce  H.,  921  Eighth  Ave.,  Fort  Worth. 
Beasley,  C.  Harold 

1201  W.  Presidio,  Fort  Worth. 
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Beasley,  Grace  A.,  Box  9223,  Fort  Worth. 
Beaton,  Hugh, 

1316  Med.  Arts  Bldg.,  Fort  Worth. 
Begley,  Grant  F., 

1415  Pennsylvania,  Fort  Worth. 

Bell,  J.  Ardis, 

72H  Grapevine  Hwy.,  Fort  Worth. 

Bendel,  Henry  W.,  Jr., 

607  E.  Abram,  Arlington. 

Bennett,  Jerrell,  650  S.  Henderson,  Fort  Worth. 
Bertram,  Harold  F„ 

650  Fifth  Ave.,  Fort  Worth. 

Bibby,  Douglas  E., 

1217  W.  Cannon,  Fort  Worth. 

Bickel,  Robert  D., 

Professional  Bldg.,  Fort  Worth. 

Bida,  John  F.,  715  W.  Abram,  Arlington. 
Binion,  Warren  W., 

1201  W.  Presidio,  Fort  Worth. 

Birdsong,  Karl  K., 

4012  Harlanwood  Dr.,  Fort  Worth. 

Bird  well,  Henry  V.,  Jr., 

1501  Summit,  Fort  Worth. 

Bishop,  Alton  A., 

2501  W.  Berry  St.,  Fort  Worth. 

Black,  Thos.  W.,  808  8th  Ave,  Fort  Worth. 
Blaha,  Frank  J., 

2404  W.  Seminary  Dr.,  Fort  Worth. 

Bobo,  Zack,  Jr.,  311  S.  Center,  Arlington. 
Bolch,  Alfred  P„ 

413  4th  St.,  N.W.,  Independence,  Iowa. 
Boles,  Truett  C., 

600  W.  Park  Row,  Arlington. 

Boluch,  John  J.,  121  W.  Pipeline  Rd.,  Hurst. 
Bond,  Tom  B., 

815  Med.  Arts  Bldg.,  Fort  Worth. 

Bonelli,  Victor  E.,  (Inac.), 

611  W.  4th  St.,  Fort  Worth. 

Bontley,  Paul  T.,  909  Briarwood,  Arlington. 
Booth,  Earnest,  St.  Josephs  Hosp,  Fort  Worth. 
Boren,  Darrell  W., 

334 1-A  Winthrop,  Fort  Worth. 

Borg,  Fritz  H.,  800  Fifth  Ave.,  Fort  Worth. 
Borum,  Valington  F., 

312  Crest  wood  Dr.,  Fort  Worth. 

Boston,  Don  Wayne, 

4012  S.  Freeway,  Fort  Worth. 

Bowden,  Andy  J.,  Jr., 

650  S.  Henderson,  Fort  Worth. 

Boyd,  Craig  H.,  800  Fifth  Ave.,  Fort  Worth. 
Bradshaw,  Wilber  V.,  Jr., 

1800  University  Dr.,  Fort  Worth. 
Braselton,  Chas.  W.,  Jr., 

1050  W.  Dashwood,  Fort  Worth. 

Brasher,  Ray  V., 

1000  W.  Petersmith,  Fort  Worth. 
Brentlinger,  Robert  W., 

1005  Sherwood,  Arlington. 

Brock,  Bill  L.,  307  New  York,  Arlington. 
Brock,  Ernest  H.,  (Inac.), 

707  Hawkins,  Fort  Worth. 

Bronstad,  Morris  T.,  Jr., 

3101  Winthrop,  Fort  Worth. 

Brooks,  Donald  A., 

2200  Evans  Ave.,  Fort  Worth. 

Brooks,  James  W.,  5182  Ollie,  Fort  Worth. 
Brooks,  Marion  J., 

2200  Evans  Ave.,  Fort  Worth. 

Brous,  Marion  W., 

1012  S.  Henderson,  Fort  Worth. 

Brown,  Arthur,  1015  Lamar,  Fort  Worth. 
Brown,  Clarence  E., 

209  Waters  St.,  Mansfield. 

Brown,  Robert  W.,  811  Fifth  Ave,  Fort  Worth. 
Brown,  W.  Porter, 

1106  Med.  Arts  Bldg.,  Fort  Worth. 
Brownfield,  Jack  D., 

806  S.  Lake  St.,  Fort  Worth. 

Bruner,  Cavan  B.,  510  S.  Ballinger,  Fort  Worth. 
Burgess,  Richard  M., 

3226  E.  Rosedale,  Fort  Worth. 

Burnett,  Jesse  M.,  415  East  Sixth,  Fort  Worth. 
Bursey,  Leroy  3101  Winthrop,  Fort  Worth. 
Bussey,  Joe  L.,  1201  W.  Presidio,  Fort  Worth. 
Bussey,  Thomas  B., 

1101  Med.  Arts  Bldg.,  Fort  Worth. 
Butler,  Alan  W.,  Jr., 

1001  5th  Ave.,  Fort  Worth. 

Bynum,  Frank  L.,  650  Fifth  Ave.,  Fort  Worth. 
Cameron,  Robert  P., 

800  Fifth  Ave.,  Fort  Worth. 

Campbell,  J.  Franklin, 

1410  Pruitt,  Fort  Worth. 

Campbell,  Ralph  E.,  (Mil.), 

Ireland  Army  Hosp,  Fort  Knox,  Ky. 

Caroe,  A.  Edward,  611  E.  Abram,  Arlington. 
Carpenter,  Nathan  C., 

Fort  Worth  Natl.  Bank  Bldg.,  Fort  Worth. 
Carr,  Robert  E.,  800  Fifth  Ave.,  Fort  Worth. 
Carter,  Peter  J., 

6721  Telephone  Rd.,  Fort  Worth. 

Carter,  Willis  H.,  800  Fifth  Ave.,  Fort  Worth. 


Cayce,  John  H., 

1015  Pennsylvania,  Fort  Worth. 

Chalmers,  William  D., 

306  W.  Broadway,  Fort  Worth. 

Chambers,  James  O., 

1519  Pennsylvania,  Fort  Worth. 

Chapman,  Martha  J., 

5808  E.  Belknap,  Fort  Worth. 

Chapman,  Robert  E., 

5808  E.  Belknap,  Fort  Worth. 

Childs,  Tilden  L.,  Jr., 

3102  Greene,  Fort  Worth. 

Chorn,  Echeredge  H., 

554  S.  Summit,  Fort  Worth. 

Church,  John  M., 

1221  W.  Lancaster,  Fort  Worth. 

Claunch,  DeWitt,  900  Eighth  Ave.,  Fort  Worth. 

Clayton,  Chas.  F., 

1100  W.  Cannon,  Fort  Worth. 

Clayton,  Irvin,  1100  W.  Cannon,  Fort  Worth. 

Clifford,  William  S., 

1017  Pennsylvania,  Fort  Worth. 

Cochran,  J.  Robert,  717  5th  Ave.,  Fort  Worth. 

Cohen,  Frank,  712  S.  Henderson,  Fort  Worth. 

Cohn,  Robert  L.,  312  W.  Hurst  Blvd.,  Hurst. 

Coleman,  Thos.  J., 

1221  W.  Lancaster,  Fort  Worth. 

Collier,  Julius  W., 

4012  S.  Freeway,  Fort  Worth. 

Colvin,  Joseph  W., 

5201  Camp  Bowie  Blvd.,  Fort  Worth. 

Compere,  Dolphus  E., 

1415  Pennsylvania,  Fort  Worth. 

Conner,  Cooper  M., 

1055  West  Terrell,  Fort  Worth. 

Cook,  Percy  L.,  209  Waters,  Mansfield. 

Cook,  Willis  G.,  (Hon.), 

3625  Park  Hill  Dr.,  Fort  Worth. 

Council,  Francis  E., 

1404  Pennsylvania,  Fort  Worth. 

Council,  Frank  C.,  Jr., 

705  Randol  Mill  Rd.,  Arlington. 

Crabb,  McKinley,  H., 

1710  Med.  Arts  Bldg.,  Fort  Worth. 

Crawford,  William  M., 

612  Sixth  Ave.,  Fort  Worth. 

Cristol,  David  A.,  800  Fifth  Ave.,  Fort  Worth. 

Cross,  Thomas  J., 

1414  Pennsylvania,  Fort  Worth. 

Cunningham,  Ernest  S., 

921  8th  Ave,  Fort  Worth. 

Daly,  Jack  E.,  (Hon.), 

2200  Huntington,  Fort  Worth. 

Darnell,  Ruth  Little, 

3125  Handley  Dr.,  Fort  Worth. 

Daugherty,  Frank  J., 

515  South  Summit,  Fort  Worth. 

Davenport,  Emory,  Box  1719,  Fort  Worth. 

Davis,  Charles  P.,  918  Eighth  Ave.,  Fort  Worth. 

Day,  Giles  W.,  910  Eighth  Ave.,  Fort  Worth. 

Deaton,  Hobart  O.,  616  Sixth  Ave.,  Fort  Worth. 

DeBusk,  Jack  S., 

1001  Pennsylvania,  Fort  Worth. 

Dees,  Doyce  B.,  Jr.,  (Mil.), 

3812  Kimberly  Lane,  Fort  Worth. 

Dingwerth,  Frank  S., 

1300  Fielder  Rd,  Arlington. 

Ditto,  Hugh  H.,  510  S.  Ballinger,  Fort  Worth. 

Doss,  A.  Keller,  800  Fifth  Ave.,  Fort  Worth. 

Doss,  Doyle  J.,  3427  E.  Lancaster,  Fort  Worth. 

Douthit,  Thomas  E.,  Jr., 

2327  N.  Riverside,  Fort  Worth. 

Duffy,  Jack  G., 

3750  S.  University,  Fort  Worth. 

Dunn,  Nelson  L.,  (Inac.), 

Medical  Arts  Bldg.,  Fort  Worth. 

Duringer,  William  C.,  (Hon.), 

3729  Lenox  Drive,  Fort  Worth. 

Edwards,  Walter  T., 

4104  E.  Lancaster,  Fort  Worth. 

Ellis,  Joe  B.,  (Int.), 

1300  W.  Cannon,  Fort  Worth. 

Emery,  Oscar  J.,  Box  1926,  Fort  Worth. 

Eschenbrenner,  John  W., 

Vet.  Adm.  Center, .Shreveport,  La. 

Estes,  Ben  P.,  900  Eighth  Ave.,  Fort  Worth. 

Etier,  Edgar  L.,  Jr., 

650  Fifth  Ave.,  Fort  Worth. 

Ezell,  Edgar  S.,  Box  1719,  Fort  Worth. 

Fain,  Harold  B.,  P.  O.  Box  100,  Fort  Worth. 

Farley,  James  A.,  1000  Fifth  Ave.,  Fort  Worth. 

Farris,  Chester  A.,  Jr., 

1832  E.  Abram,  Arlington. 

Fershtand,  John  B.,  1501  Summit,  Fort  Worth. 

Fitzwilliam,  C.  Dennis, 

800  Fifth  Ave.,  Fort  Worth. 

Flood,  William  E., 

Medical  Arts  Bldg.,  Fort  Worth. 

Funk,  Theron  H.,  501  S.  Summit,  Fort  Worth. 
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1226  Pennsylvania,  Fort  Worth. 

Thompson,  Burl  V., 

1400  8th  Ave.,  Fort  Worth. 

Tipps,  D.  Conway, 

900  Eighth  Ave.,  Fort  Worth. 

Toppin,  Bruce  E., 

3427  E.  Lancaster,  Fort  Worth. 

Tottenham,  John  W.,  (Hon.), 

4016  W.  6th  St.,  Fort  Worth. 

Tottenham,  John  W.,  Jr., 

3706  Tulsa  Way,  Fort  Worth. 

Touzel,  Cecil  S.  E., 

1111  Pennsylvania,  Fort  Worth. 

Tucker,  John  T., 

404  West  3rd  St.,  Fort  Worth. 

Tucker,  John  T.,  Jr., 

404  West  3rd  St.,  Fort  Worth. 

Tunstill,  James  W„ 

1501  Summit,  Fort  Worth. 

Turner,  Jack  L., 

515  S.  Summit,  Fort  Worth. 

Van  Zandt,  Isaac  L.,  915  5th  Ave.,  Fort  Worth. 

Viard,  Walter  S„  Jr., 

800  Fifth  Avenue,  Fort  Worth. 

Walker,  James  N., 

5216  W.  Freeway,  Fort  Worth. 

Walker,  Webb, 

703  Med.  Arts  Bldg.,  Fort  Worth. 

Wallace,  E.  Frank,  715  W.  Abram,  Arlington. 

Wallace,  John  L„  Jr., 

P.  O.  Box  11435,  Fort  Worth. 

Walsh,  Edmund  N., 

1410  Pruitt,  Fort  Worth. 

Ware,  Drue  O.  D., 

1302  W.  Magnolia,  Fort  Worth. 

Watson,  Asa  C.,  Jr., 

815  5th  Ave.,  Fort  Worth. 

Wesc,  Walter  B., 

951  W.  Magnolia,  Fort  Worth. 

Westfall,  Cad  B.,  1501  Summit,  Fort  Worth. 


White,  James  B., 

1300  W.  Cannon,  Fort  Worth. 

White,  Richard  J., 

W.  T.  Waggoner  Bldg.,  Fort  Worth. 

Wier,  Edward  M., 

1401  W.  Rio  Grande,  Fort  Worth. 

Wiggins,  J.  Kenneth, 

800  Fifth  Avenue,  Fort  Worth. 

Wiggins,  John  A., 

1105  Pennsylvania,  Fort  Worth. 

Willess,  Hersel,  F.,  800  Fifth  Ave.,  Fort  Worth. 

Williams,  Claude,  622  E.  Abram,  Arlington. 

Williams,  Marion  F., 

1017  Pennsylvania,  Fort  Worth. 

Willis,  Selwyn  A., 

Third  & Southwest,  Arlington. 

Willis,  Virginia  G., 

2208  Timberline  Dr.,  Fort  Worth. 

Wilson,  Edwin  B.,  Jr., 

1501  Summit,  Fort  Worth. 

Wilson,  Stephen  W., 

914  Med.  Arts  Bldg.,  Fort  Worth. 

Winterringer,  James  R., 

800  Fifth  Ave.,  Fort  Worth. 

Wise,  Joe  R., 

1519  Pennsylvania,  Fort  Worth. 

Witt,  Roger  W., 

312  Crestwood  Dr.,  Fort  Worth. 

Wollenman,  Oscar  J.,  Jr., 

1724  Martel,  Fort  Worth. 

Womack,  Harry  H., 

1424  W.  Peter  Smith,  Fort  Worth. 

Womble,  Joe  D„ 

1300  Fielder  Rd.,  Arlington. 

Wood,  William  W„  Jr., 

811  Med.  Arts  Bldg.,  Fort  Worth. 

Woodward,  Cicero  S., 

Knights  Templar  Hosp.,  Arlington. 

Woodward,  Valin  R.,  (Inac.), 

P.  O.  Box  1172,  Austin. 

Worrall,  Cyrus  L.,  800  5th  Ave.,  Fort  Worth. 

Wyss,  Herbert  E„  Keller. 

Zimmerman,  Ben  E., 

4720  E.  Lancaster,  Fort  Worth. 

TAYLOR-JONES 

Adams,  Clinton  E.,  1436  N.  4th  St.,  Abilene. 

Adamson,  William  B., 

1434  N.  4th  St.,  Abilene. 

Ailts,  Bernard  H.,  4755  Hartford,  Abilene. 

Anderson,  F.  Katherine, 

1026  N.  21st  St.,  Abilene. 

Andrus,  Allen  G.,  Pittard  Bldg.,  Anson. 

Arrant,  Arthur  G.,  868  Hickory  St.,  Abilene. 

Barker,  Frank  R., 

1237  N.  Mockingbird,  Abilene. 

Barron,  Stanton  J., 

1241  N.  Mockingbird,  Abilene. 

Bessire,  Milton  C.,  1325  Hickory  St.,  Abilene. 

Bowyer,  Mack  F„  1101  N.  19th  St.,  Abilene. 

Boyd,  Virginia  H.,  Box  333,  Abilene. 

Bray,  Willis  J.,  1325  Hickory  St.,  Abilene. 

Bridge,  Harry  R., 

1229  N.  Mockingbird,  Abilene. 

Bunkley,  Thomas  A.,  Stamford  San.,  Stamford. 

Burditt,  Jesse  N.,  Clinic  Bldg.,  Abilene. 

Burditt,  Tom  C.,  1442  N.  3rd  St.,  Abilene. 

Burns,  Coleman  C.,  1026  N.  21st  St.,  Abilene. 

Buzbee,  H.  Ray,  1101  N.  19th  St.,  Abilene. 

Cadenhead,  James  F.,  Haskell. 

Cash,  W.  Auda  V.,  (Inac.), 

901  Albany  St.,  Abilene. 

Chapel,  James  P., 

1442  N.  3rd  St.,  Abilene. 

Clark,  J.  Frank,  1229  S.  7th  St.,  Abilene. 

Cochran,  William  E.,  P.  O.  Box  451,  Abilene. 

Cockerell,  Earl  R.,  Clinic  Bldg.,  Abilene. 

Colbert,  Robert  E.,  Rule  Clinic,  Rule. 

Crow,  Jack  A.,  1825  Hickory,  Abilene. 

Dawson,  George  A., 

1235  N.  Mockingbird,  Abilene. 

Day,  Wm.  Kenneth,  4755  Hartford,  Abilene. 

Domm,  Bill  M.,  1325  Hickory,  Abilene. 

Donnell,  Ralph  E.,  Jr., 

1133  N.  19th  St.,  Abilene. 

Duff,  J.  C.,  1054  12th  St.,  Anson. 

Estes,  Bobby  Jack,  641  Hickory  St.,  Abilene. 

Estes,  Jack  M.,  641  Hickory,  Abilene. 

Estes,  Sol  B.,  1502  N.  2nd  St.,  Abilene. 

Evans,  Robert  W.,  Clyde. 

Fox,  W.  Irby,  1227  N.  Mockingbird,  Abilene. 

Gardner,  Chester  B.,  Merkel. 

Gibson,  John  P.,  202  Grape  St.,  Abilene. 

Guerra,  Jose  J.,  Box  451,  Abilene. 

Hamilton,  Hinton  H., 

4755  Hartford  St.,  Abilene. 

Harper,  Orville  E.,  1101  N.  19th  St.,  Abilene. 

Hawkins,  Elmer  J.,  Hamlin. 

Haynes,  Jack  S.,  725  Leggette  Dr.,  Abilene. 

Hollis,  Scott  W„  1725  Hickory  St.,  Abilene. 

Hooks,  Jim  M.,  1133  N.  19th  St.,  Abilene. 

Hudson,  F.  E.,  (Hon.),  Stamford. 

Hudson,  Isaac  F.,  Stamford. 


Jensen,  Meredith  N., 

1101  N.  19th  St.,  Abilene. 

Johns,  Richard  B„  802  Mulberry  St.,  Abilene. 

Johnson,  Dale  F.,  4755  Hartford,  Abilene. 

Johnson,  Laurence  F.,  Clinic  Bldg.,  Abilene. 

Magee,  Jefferson  D.,  Jr., 

1101  N.  19th  St.,  Abilene. 

McDonald,  Donald  H.,  Clinic  Bldg.,  Abilene. 

McFadden,  C.  Alfred, 

1325  Hickory  St.,  Abilene. 

Merrick,  J.  Estes,  851  Orange  St.,  Abilene. 

Metz,  Louis  F.,  (dead),  Stamford. 

Middleton,  Edwin  E.,  1442  N.  3rd  St.,  Abilene. 

Morgan,  Clyde  N.,  2073  Cedar,  Abilene. 

Murtha,  Carroll  E.,  3333  S.  11th  St.,  Abilene. 

Nystrom,  Robert  E.,  1442  N.  3rd  St.,  Abilene. 

Palasota,  Pete  C,  254  Leggett  Dr.,  Abilene. 

Pate,  Virgil  A.,  Jr.,  1101  N.  19th  St.,  Abilene. 

Pattillo,  Guy  L.,  2073  Cedar  St„  Abilene. 

Perrin,  E.  Douglas,  Hamlin. 

Petty,  Preston  D.,  1325  Hickory,  Abilene. 

Pittard,  Knox  J.,  1054  12th  St.,  Anson. 

Pope,  Andrew  J.,  (Inac.), 

1834  S.  7th  St.,  Abilene. 

Porterfield,  D.  G., 

1231  N.  Mockingbird,  Abilene. 

Prichard,  Clarence  L.,  (Inac.), 

2042  S.  8th,  Abilene. 

Pruet,  Royce  W.,  1325  Hickory,  Abilene. 

Pryor,  George  E.,  Jr.,  Stamford. 

Pugh,  David  F., 

426  N.  Terrace  Dr.,  Wichita,  Kansas. 

Ramsey,  Wayne  V.,  1725  Hickory  St.,  Abilene. 

Ramsey,  Wayne  V.,  Jr., 

1101  N.  19th  St.,  Abilene. 

Rode,  R.  Lee  Henry,  1101  N.  19th  St.,  Abilene. 

Roe,  Maurice  A.,  2241  S.  19th  St.,  Abilene. 

Sadler,  William  T.,  Merkel. 

Seale,  Hubert  J.,  1325  Hickory,  Abilene. 

Seale,  W.  Hubert,  1325  Hickory,  Abilene. 

Sellers,  Erie  D.,  Clinic  Bldg.,  Abilene. 

Selmon,  Tony  B.,  Stamford. 

Shoultz,  V.  H.,  1101  N.  19th  St.,  Abilene. 

Sibley,  William  R.,  Jr., 

1101  N.  19th  St.,  Abilene. 

Smith,  Marshall  L.,  Hamlin. 

Smith,  Travis,  1442  N.  3rd  St.,  Abilene. 

Snow,  Joseph  C.,  851  Orange,  Abilene. 

Steward,  Mary  Booth,  773  Cypress,  Abilene. 

Strole,  Donald  G.,  1026  N.  21st,  Abilene. 

Taylor,  Floyd  D.,  4755  Hartford,  Abilene. 

Thigpen,  Joe  E.,  1417  N.  1st  St.,  Haskell. 

Thurman,  George  D., 

1101  N.  19th  St.,  Abilene. 

Trotter,  Billy  Bob, 

Hendrick  Mem.  Hosp.,  Abilene. 

Tull,  Raymond  H„  1142  N.  13th  St.,  Abilene. 

Turnbull,  Marshall  D., 

1026  N.  21st  St.,  Abilene. 

Varner,  Roy  W.,  1026  N.  21st  St.,  Abilene. 

Warren,  Donald  W., 

Sadler  Clinic  Hospital,  Merkel. 

Webster,  L.  J.,  1101  N.  19th  St„  Abilene. 

Williams,  Charles  F.,  H6V2  Chestnut,  Abilene. 

Williams,  Jarrett  E„  1101  N.  19th  St.,  Abilene. 

Williams,  William  H., 

1325  Hickory  St.,  Abilene. 

Williamson,  Lee,  4755  Hartford,  Abilene. 

WICHITA 

Acker,  Julian  H., 

1300  8th  St.,  Wichita  Falls. 

Adams,  Jerome  M., 

121  Hill  Top,  Burkburnett. 

Adams,  Walter  B.,  Jr., 

1100  8th  St.,  Wichita  Falls. 

Adams,  Walter  B.,  Sr., 

1100  8th  St.,  Wichita  Falls. 

Alexander,  Howard  G., 

Wichita  State  Hosp.,  Wichita  Falls. 

Allen,  David  H., 

Medical  Arts  Bldg.,  Wichita  Falls. 

Arrington,  John  H., 

1411  9th  St.,  Wichita  Falls. 

Bates,  Charles  R., 

1501  5th  St.,  Wichita  Falls. 

Bates,  Harriet  H.,  (Int.), 

Wichita  Gen.  Hosp.,  Wichita  Fails. 

Bebb,  Edwin  C.,  5th  & Broad,  Wichita  Falls. 

Bebb,  Kenneth  C„  1518  10th  St.,  Wichita  Falls. 

Berg,  Owen  C.,  1300  8th  St„  Wichita  Falls. 

Bondurant,  Dtewry  C., 

4811  Lake  Park  Dr.,  Wichita  Falls. 

Bradford,  Clarence  T.,  (Hon.), 

1404  Hayden,  Amarillo. 

Brown,  Charles  H., 

1418  Eighth  St.,  Wichita  Falls. 

Browne,  Frank  S., 

Medical  Arts  Bldg.,  Wichita  Falls. 

Buchanan,  Martha  B.,  700  Brook,  Wichita  Falls. 

Burleson,  James  W., 

2502  Tenth  St.,  Wichita  Falls. 

Burross,  D.  Clifford, 

4007  Faith  Road,  Wichita  Falls. 
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Carpenter,  Philip  A.,  Burkburnett. 

Carson,  John  D„  1518  Tenth  St.,  Wichita  Falls. 

Caskey,  Marion  W., 

311  Hamilton  Bldg.,  Wichita  Falls. 

Clark,  Gordon  G.,  Iowa  Park. 

Coleman,  Blair  P., 

1300  8th  St.,  Wichita  Falls. 

Collins,  R.  Paul,  500  Broad  St.,  Wichita  Falls. 

Cook,  Hulen  J.,  Jr.,  1500  8th  St.,  Wichita  Falls. 

Cox,  E.  Aubrey,  5th  & Broad  Sts.,  Wichita  Falls. 

Crump,  William  E., 

1300  8th  St.,  Wichita  Falls. 

Daily,  Robert  L., 

115  Med.  Arts  Bldg.,  Wichita  Falls. 

Davey,  Joseph  A.,  617  Ave.  D.,  Burkburnett. 

Dean,  Garland  R., 

1500  W.  8th  St.,  Wichita  Falls. 

Dees,  Kenneth  H., 

4007  Faith  Rd.,  Wichita  Falls. 

Donnelly,  Allen  D.,  Box  300,  Wichita  Falls. 

Dorbandt,  Barton  W., 

1411  9th  St.,  Wichita  Falls. 

Dryden,  Charles  B.,  Jr., 

1511  Tenth  St.,  Wichita  Falls. 

Egdorf,  Otto  C., 

225  Hamilton  Bldg.,  Wichita  Falls. 

Eyres,  James  A.  Box  300,  Wichita  Falls. 

Fish,  Pascal  E.,  419  N.  Waggoner  St.,  Electra. 

Fletcher,  Donald  E., 

1600  8th  St.,  Wichita  Falls. 

Fuller,  Colonel  B.,  504  Flood  St.,  Wichita  Falls. 

Geyer,  C.  Mac, 

102  Med.  Arts  Bldg.,  Wichita  Falls. 

Hall,  Joseph  D„ 

1500  8th  St.,  Wichita  Falls. 

Hargrave,  Robert  L., 

218  Hamilton  Bldg,  Wichita  Falls. 

Harkins,  Thomas  A.,  Box  300,  Wichita  Falls. 

Harrell,  Fred  S.,  Olney. 

Hathorn,  Jerome  B.,  Jr., 

2400  Rushing,  Wichita  Falls. 

Heymann,  Julius  A., 

1518  10th  St.,  Wichita  Falls. 

Higgs,  Robert  E.,  1511  10th  St.,  Wichita  Falls. 

Holt,  Joseph  G.,  1518  10th  St.,  Wichita  Falls. 

Horany,  Melvin,  Box  858,  Archer  City. 

Huff,  Mark  E„  2502  10th  St.,  Wichita  Falls. 

Humphrey,  Irving  L.,  Jr., 

1300  8th  St.,  Wichita  Falls. 

Humphrey,  T.  Roger, 

2400  Rushing  St.,  Wichita  Falls. 

Irvine,  Eleanor  S.,  1505  10th  St.,  Wichita  Falls. 

Irvine,  Everett  W.,  Jr., 

1505  10th  St.,  Wichita  Falls. 

Jackson,  John  L.,  Ill, 

1314  9th  St.,  Wichita  Falls. 

Johnson,  James  A., 

Hamilton  Bldg.,  Wichita  Falls. 

Jones,  Eldo  M„  710  Brook  St.,  Wichita  Falls. 

Kable,  Warren  T.,  Jr., 

1300  8th  St.,  Wichita  Falls. 

Kanatser,  Joseph  E., 

1518  10th  St.,  Wichita  Falls. 

Knight,  Ralph  W.,  710  Brook,  Wichita  Falls. 

Knox,  Roland  F.,  1300  8th  St.,  Wichita  Falls. 

Krecke,  Charles  F.,  ( Mil. ) , 

3750th  USAF  Hosp.,  Sheppard  AFB. 

Landon,  Fred  R.,  (Hon.), 

2410  Ellingham  Drive,  Wichita  Falls. 

LeBeau,  George  L.,  Jr., 

1318  10th  St.,  Wichita  Falls. 

Ledbetter,  W.  Harry, 

1518  10th  St.,  Wichita  Falls. 

Lee,  Frank  J„  1300  8th  St.,  Wichita  Falls. 

Lee,  James  T.,  1300  8th  St.,  Wichita  Falls. 

Ligon,  C.  Wayne,  (Mil.), 

4415  McCrory,  Wichita  Falls. 

Little,  James  A.,  Staley  Bldg.,  Wichita  Falls. 

Lovett,  James  P.,  Olney. 

Lovett,  Raymond  E.,  Olney. 

Lowry,  William  P., 

1502  8th  St,,  Wichita  Falls. 

Lynch,  Thomas  C.,  (Hon.), 

1704  Austin,  Wichita  Falls. 

Manar,  Roger  W.,  1400  8th  St.,  Wichita  Falls. 

Mansur,  Harl  D.,  Jr., 

1400  8th  St.,  Wichita  Falls. 

Martinez  A,  Augustin,  Box  300,  Wichita  Falls. 

Maxfield,  Jack  E.,  1300  8th  St.,  Wichita  Falls. 

McCall,  J,  Preston, 

1300  8th  St.,  Wichita  Falls. 

McFatridge,  Keith  W., 

1617  10th  St.,  Wichita  Falls. 

McKinney,  James  R., 

2100  Taft  St.,  Wichita  Falls. 

Meredith,  E.  Filmore,  306  W.  Main,  Olney. 

Moffitt,  O.  Peyton,  1300  8th  St.,  Wichita  Falls. 

Morrison,  G.  Cameron, 

702  Brook,  Wichita  Falls. 

Munro,  L.  Alton,  1300  8th  St.,  Wichita  Falls. 

Nail,  James  B.,  1410  8th  St.,  Wichita  Falls. 

Nail,  James  B.,  Jr.,  1410  8th  St.,  Wichita  Falls. 


Nelson,  Richard  L., 

W.  F.  Clinic  Hosp.,  Wichita  Falls. 

Nilasena,  Samuel  S.,  702  Brook,  Wichita  Falls. 

Ogden,  William  H„  (Hon.),  Electra. 

Owens,  Henry  B.,  1600  8th  St.,  Wichita  Falls. 

Pace,  Robert  E.,  Jr., 

300  Broad  St.,  Wichita  Falls. 

Parker,  William  L„  1300  8th  Sc.,  Wichita  Falls. 

Parsons,  Clyde  W.,  1300  8th  St.,  Wichita  Falls. 

Perry,  John  H.,  Jr., 

Med.  Arts  Bldg.,  Wichita  Falls. 

Pierce,  Alexander  W., 

1518  10th  St.,  Wichita  Falls. 

Pillsbury,  Curtis  B.,  4916  Earl,  Wichita  Falls. 

Powers,  Stephen  A., 

5th  & Broad  Sts.,  Wichita  Falls. 

Powers,  William  L., 

1518  10th  St.,  Wichita  Falls. 

Reagan,  John  R„  1511  10th  St.,  Wichita  Falls. 

Rector,  William  L., 

1518  10th  St.,  Wichita  Falls. 

Reser,  Wayne  A.,  1504  8th  St.,  Wichita  Falls. 

Rodriguez,  Juan  A.,  (Mil.) , 

10708  Dunaway  Drive,  Dallas. 

Rosenblatt,  William, 

1504  8th  St.,  Wichita  Falls. 

Rosewall,  Charles  R., 

Box  767,  Monterey,  Calif. 

Scofield.  James  A.,  Jr., 

1500  8th  St.,  Wichita  Falls. 

Seibold,  George  J., 

702  Brook  St.,  Wichita  Falls. 

Shaw,  Clinton  M.,  Jr., 

1518  10th  St.,  Wichita  Falls. 

Shepley,  Felix  R„  1518  10th  St.,  Wichita  Falls. 

Simmons,  Lillard  N., 

1518  10th  St.,  Wichita  Falls. 

Slaughter,  George  W.,  Ill, 

1300  8th  St„  Wichita  Falls. 

Smith,  Percy  K., 

W.  F.  Clinic  Hosp.,  Wichita  Falls. 

Speakman,  Walter  F., 

812  Denver  St.,  Wichita  Falls. 

Steed,  Joe  D„  1300  8th  St.,  Wichita  Falls. 

Sullivan,  Harley  C., 

500  Broad  St.,  Wichita  Falls. 

Taylor,  Fred  W„  1511  10th  St.,  Wichita  Falls. 

Terrell,  James  Wm, 

4000  Jacksboro  Hwy.,  Wichita  Falls. 

Terry,  Houston  H,,  (Hon.), 

3205  Montague,  Fort  Worth. 

Theimer,  Louis  M., 

115  Med.  Arts  Bldg.,  Wichita  Falls. 

Thompson,  John  G.,  Electra. 

Thornton,  Gail,  Jr., 

1502  8th  St.,  Wichita  Falls. 

Trimble,  Orman  H., 

110  Med.  Arts  Bldg.,  Wichita  Falls. 

VanDeventer,  Loyd  R., 

1702  7th  St.,  Wichita  Falls. 

Walker,  William  J., 

P.  O.  Box  300,  Wichita  Falls. 

Watson,  Earl  F.,  (Mil.), 

2355  Capri  Drive,  Fort  Worth. 

Whiting,  Walter  B., 

1300  8th  St.,  Wichita  Falls. 

Wilson,  Charles  H., 

1300  8th  St.,  Wichita  Falls. 

Wilson,  Claude  D„ 

1300  8th  St„  Wichita  Falls. 

Wilson,  Oscar  W,, 

214  Hamilton  Bldg.,  Wichita  Falls. 

Worthen,  John  E.,  Jr., 

Parker  Sq.  Clinic,  Wichita  Falls. 

Yeager,  Ben  G,, 

Wichita  Falls  State  Hosp.,  Wichita  Falls. 

Yero,  Oscar,  Box  300,  Wichita  Falls. 


WILBARGER 

Borchardt,  Alvin  L.,  Vernon. 

Coleman,  William  C,  Vernon. 

Featherston,  Elmer  W., 

Med.  & Surg.  Clinic,  Vernon. 

Hardin,  John  B.,  1912  Pease  St.,  Vernon. 
Hollar,  Emory  D,,  1525  Houston  St.,  Vernon. 
Lemee,  Raymond  A.,  Vernon. 

Miller,  Bradford  W., 

Herring  Natl.  Bk.  Bldg.,  Vernon. 
Mulrhead,  James  J.,  Vernon. 

Rogers,  Albert  C,  Vernon. 

Slaugenhop,  James  J., 

2805  Wilbarger  St.,  Vernon. 

Spaar,  Albert  P.,  Vernon. 

Steele,  Franklin  B,, 

Herring  Bk.  Bldg.,  Vernon. 


FOURTEENTH  DISTRICT 

Dr.  R.  Mayo  Tenery,  Waxahachie,  Councilor 

COLLIN 

Allison,  Thomas  H.,  Farmersville. 
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Kresh,  Herbert,  9105  Diceman  Drive,  Dallas. 

Kreymer,  George  C., 

1322  Med.  Arts  Bldg.,  Dallas. 

Krusen,  Edward  M.,  Jr.,  Baylor  Hosp.,  Dallas. 

Krusen,  Ursula  M.  L., 

3500  Coalgate  Ave.,  Dallas. 

Kugler,  Joseph  S.,  109  S.  Delaware,  Irving. 

Kurilecz,  Michael,  8215  Westchester,  Dallas. 

Kurilecz,  Peter,  Jr., 

635  Med.  Arts  Bldg.,  Dallas. 

Lair,  Nard,  10710  Shiloh  Rd.,  Dallas. 

Laird,  Paul  C.,  Box  515,  Irving. 

Lancaster,  Mary  Agnes, 

1434  Med.  Arts  Bldg.,  Dallas. 

Landress,  J.  Byron,  203  S.  8th,  Garland. 

Langley,  Welborn  J., 

10809  Garland  Rd.,  Dallas. 

Langston,  William  G.,  3707  Gaston,  Dallas. 

Lanier,  Jack  E.,  9528  Lemmon  Ave.,  Dallas. 

Lanius,  John  W.,  220  Med.  Arts  Bldg.,  Dallas. 

Lankford,  Livius  L.,  4105  Live  Oak,  Dallas. 

La  Prade,  William  H., 

9323  Garland  Rd.,  Dallas. 

LaRue,  Kenneth  W.,  1001  St.  Joseph,  Dallas. 

Lauderdale,  Robert  A.,  (Int.), 

Methodist  Hosp.,  Dallas. 

Laugenour,  Dudley  P,,  4338  Lemmon,  Dallas. 

Launey,  George  V.,  4536  S.  Lindhurst,  Dallas. 

Lee,  Dorothy,  (Int.), 

St.  Pauls  Hospital,  Dallas. 

Lee,  Ridings  E.,  3606  Maple  Ave.,  Dallas. 

Legg,  Eugene  P.,  3707  Gaston,  Dallas. 

Leggett,  L.  Waldo,  233  W.  10th,  Dallas. 

Lehman,  Irwin,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Leib,  Luis,  ( Mil.) , 

ARDC  Holliman  AFB,  Alamogordo,  N.M. 

Leland,  Glen  V.,  Jr., 

1 10-G  Walnut  Hill  Village,  Dallas. 

LeMaistre,  Charles  A.,  3819  Maple  Ave.,  Dallas. 

LeMay,  Sonley  R.,  Jr.,  (Mil.), 

USA  Disp.,  Ft.  Sam  Houston. 

Lemmon,  Mark  L., 

1122  Med.  Arts  Bldg.,  Dallas. 

Leon,  Robert  L.,  5323  Harry  Hines,  Dallas. 

Letteri,  Michael  F.,  ( Int. ) , 

St.  Paul  Hosp.,  Dallas. 

Leventhal,  Milton,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Levin,  Paul  M.,  Med.  Arts  Bldg.,  Dallas. 

Lewis,  Elbert  H., 

Wynnewood  Prof.  Bldg.,  Dallas. 

Lewis,  Jerry  M.,  1420  Med.  Arts  Bldg.,  Dallas. 

Lieberman,  Philip  H.,  (Int.), 

993  E.  8th  St.,  Brooklyn,  N.  Y. 

Lieberman,  Zelig  H., 

712  N.  Washington,  Dallas. 

Liebes,  George  J.,  Jr.,  8215  Westchester,  Dallas. 

Lifson,  William  L.,  (Mil.) , 

Tripler  Army  Hosp.,  Honolulu,  Hawaii. 

Light,  Flominda,  7306  Ferguson,  Dallas. 

Liles,  John  H.,  Jr., 

705  W.  Randol  Mill  Rd.,  Arlington. 

Lindsay,  Joseph  H., 

315  W.  Preston  For.,  Dallas. 

Lindsey,  William  H.,  P.  O.  Box  2699,  Dallas. 

Linsey,  Ralph  M., 

Rockwall  Med.  Hosp.,  Rockwall. 

Lippas,  John,  1717  Pacific,  Dallas. 

Livingston,  Shields  O., 

712  N.  Washington,  Dallas. 

LoBello,  Leon  C.,  3601  Swiss  Ave.,  Dallas. 

Lodowski,  Charles  H., 

2317  Mt.  Lake  Rd.,  Dallas. 

Loeb,  Ellen,  4318  Briar  Creek,  Dallas. 

Loftis,  Earl  L.,  3707  Gaston,  Dallas. 

Loiselle,  Albert  O.,  2601  Welborn,  Dallas. 

Long,  Gerald  D.,  4338  Lemmon,  Dallas. 

Long,  Troy  F.,  1510  Med.  Arts  Bldg.,  Dallas. 

Looney,  W.  W„  738  W.  10th  St.,  Dallas. 

Love,  Horace  G.,  Jr.,  (Mil), 

U.  S.  Naval  Hosp.,  Portsmouth,  Va. 

Lowry,  James  S.,  3601  Swiss,  Dallas. 

Lu,  Jen  Lung,  201  W.  10th,  Dallas. 

Ludden,  Keene  F.,  Ill  E.  Woodin,  Dallas. 

Luecke,  P.  E.,  Sr.,  Box  28,  Dallas. 

Luecke,  Percy  E.,  Jr.,  4105  Live  Oak,  Dallas. 

Luhn,  Nellie  R.,  Parkland  Hosp.,  Dallas. 

Lukeman,  Herman  J., 

9323  Garland  Rd.,  Dallas. 

Lumpkin,  Forrest  E.,  Jr., 

8215  Westchester,  Dallas. 

Lumpkin,  Walter  L.,  (Mil),  Dallas. 

Lyday,  Victor  I.,  516  Med.  Arts  Bldg.,  Dallas. 

MacDonald,  Paul  C.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Machen,  Robert  N., 

Wynnewood  Prof.  Bldg.,  Dallas. 

Madison,  Leonard  L.,  2211  Oak  Lawn,  Dallas. 


Maffett,  Minnie  L., 

416  Med.  Arts  Bldg.,  Dallas. 

Magee,  Robert  V.  G., 

2606  S.  Garland  Rd.,  Garland. 

Magers,  Morris  E.,  4105  Live  Oak,  Dallas. 

Mahaney,  Charles  L.,  6003  Victor,  Dallas. 

Mahon,  Ralph  D.,  Jr.,  6003  Victor,  Dallas. 

Mallams,  John  T.,  712  N.  Washington,  Dallas. 

Maniotis,  James  G.,  811  S.  Windomere,  Dallas. 

Marchman,  Oscar  M.,  Jr., 

1314  Med.  Arts  Bldg.,  Dallas. 

MarDock,  Julian,  3418  S.  Beckley,  Dallas. 

Marshall,  James  H.,  (Hon.), 

6006  Stefani,  Dallas. 

Martin,  Charles  L.,  3501  Gaston  Ave.,  Dallas. 

Martin,  Jack,  5323  Harry  Hines,  Dallas. 

Martin,  James  A.,  3501  Gaston,  Dallas. 

Martin,  John  G.,  1511  N.  Beckley,  Dallas. 

Martin,  Thomas  A.,  Jr., 

832  Med.  Arts  Bldg.,  Dallas. 

Martin,  Wayne  E.,  10023  Garland  Rd.,  Dallas. 

Martinak,  Richard  E.,  4206  Swiss,  Dallas. 

Martinez,  Daniel  M., 

174  Wynnewood  Prof.,  Dallas. 

Mason,  Eugene  E.,  3707  Gaston  Ave.,  Dallas. 

Mason,  Porter  K.,  Med.  Arts  Bldg.,  Dallas. 

Massad,  Eugene  M., 

13545  Webbs  Chapel  Rd„  Dallas. 

Mathews,  Paul  W.,  (Hon.) , 

5951  Sherry  Lane,  Dallas. 

Mathis,  John  P.,  712  N.  Washington,  Dallas. 

Mattson,  Harold  A.,  Box  4296,  Dallas. 

Mauk,  Ferald  D., 

Box  6210,  Terminal  Annex,  Dallas. 

Maxfield,  G.  S.  Jack, 

2711  Oak  Lawn  Ave.,  Dallas. 

Maxfield,  James  R.,  Jr., 

2711  Oak  Lawn  Ave.,  Dallas. 

Maxfield,  William  S.,  (Int.), 

Johns  Hopkins  Hosp.,  Baltimore,  Md. 

Maxwell,  Hal  W„  624  Med.  Arts  Bldg.,  Dallas. 

May,  James  L.,  212  S.  Main,  Irving. 

May,  James  S.,  Jr.,  3113  Routh  St.,  Dallas. 

Mayfield,  Imogene,  121  S.  Zangs,  Dallas. 

McAlister,  James  R., 

532  Med.  Arts  Bldg.,  Dallas. 

McAnally,  Billie  H., 

2341  Gus  Thomasson,  Dallas. 

McBee,  James  W.,  (Int.) , V.  A.  Hosp.,  Dallas. 

McBride,  Dayton  C.,  3330  Douglas  St.,  Dallas. 

McBride,  Robert  B.,  3330  Douglas  St.,  Dallas. 

McCall,  Robert  A.,  410  Med.  Arts  Bldg.,  Dallas. 

McCarley,  Ben  P.,  203  W.  Tyler,  Richardson. 

McCarville,  John  R„  Bryan. 

McCauley,  H.  Leake,  Jr.,  (Int.) , 

1028  W.  Boyd,  Norman,  Okla. 

McCleskey,  Ottis  L.,  (Int.) , 

Baylor  Med.  Center,  Dallas. 

McClung,  Hugh  L., 

1526  Med.  Arts  Bldg.,  Dallas. 

McCreary,  Howell  S.,  (Int.), 

3500  Gaston  Ave.,  Dallas. 

McCrory,  Thomas  M.,  3707  Gaston,  Dallas. 

McCullough,  John  H., 

182  Casa  Linda  Pla.,  Dallas. 

McDonald,  Viola  Y., 

1449  San  Rafael  Drive,  Dallas. 

McFarland,  Gordon  B., 

3701  Fairmount,  Dallas. 

McGinnis,  Albert,  (Int.), 

109  Walnut  Hill  Village,  Dallas. 

McGuire,  Donald  E.,  Jr., 

712  N.  Washington,  Dallas. 

McGuire,  Joseph  H.,  (dead) , Dallas. 

Mclver,  Julius,  4029  Lemmon,  Dallas. 

McKinney,  James  M.,  8215  Westchester,  Dallas. 

McLaurin,  Hugh  L.,  (Hon.), 

5036  Seneca  Drive,  Dallas. 

McNamara,  James  C.,  Jr., 

5221  Locksley,  Dallas. 

McNeill,  Arch  J.,  Med.  Arts  Bldg.,  Dallas. 

McNeill,  Joseph  P.,  3707  Gaston,  Dallas. 

McRee,  Cecil  A.,  (Int.),  Baylor  Hosp.,  Dallas 

McReynoIds,  Benjamin  A., 

3707  Gaston  Ave.,  Dallas. 

Meisenbach,  Albert  E.,  Jr., 

317  Med.  Arts  Bldg.,  Dallas. 

Mendel,  E.  B.,  3702  Worth  St.,  Dallas. 

Mendenhall,  Elliott, 

1217  Med.  Arts  Bldg.,  Dallas. 

Merrick,  Ben  A.,  3520  Cedar  Springs,  Dallas. 

Metz,  M.  Hill,  4319  Oak  Lawn,  Dallas. 

Mewhinney,  Logan  U.,  6115  Lavista,  Dallas. 

Michael,  Ludwig  A.,  3707  Gaston  Ave.,  Dallas. 

Miller,  Alan  N.,  H,  2028  W.  Grauwyler,  Irving. 

Miller,  Donald  B., 

1005  SW  3rd  St.,  Grand  Prairie. 

Miller,  Ed  Crow,  8215  Westchester,  Dallas. 

Miller,  Ervin  Ray,  3330  S.  Lancaster,  Dallas. 

Miller,  J.  E.,  6407  Forest  Lane,  Dallas. 

Miller,  John  F.,  1511  N.  Beckley,  Dallas. 

Miller,  Tate,  Med.  Arts  Bldg.,  Dallas. 

Miller,  William  F.,  S.  W.  Med.  Schl,  Dallas. 

Mills,  E.  Grady,  2353  Gus  Thomasson,  Dallas. 


642 


TEXAS  State  Journal  of  Medicine,  JULY,  1960 


MEMBERSHIP  LIST,  1960— Continued 

Mills,  James  T.,  3707  Gaston,  Dallas. 

Millwee,  Robert  H., 

1400  Stemmons  Ave.,  Dallas. 

Mims,  Harold  M.,  3707  Gaston  Ave.,  Dallas. 
Minnett,  John  S.,  2929  Welborn,  Dallas. 
Mitchel,  Ben  F.,  3707  Gaston  Ave.,  Dallas. 
Mitchell,  Harry  J.,  915  St.  Joseph,  Dallas. 
Mitchell,  Joseph  D.,  Jr.,  3707  Gaston,  Dallas. 
Mitz,  Robert,  308  NW  2nd,  Grand  Prairie. 
Mobley,  Henry  B.,  (Int.), 

2345  52nd  St.,  Dallas. 

Monahan,  Eugene  T.,  3330  S.  Lancaster,  Dallas. 
Montgomery,  Henry  G.,  Box  28,  Dallas. 
Montgomery,  John  C.,  911  St.  Joseph,  Dallas. 
Montgomery,  Philip  O’B. 

9039  Devonshire,  Dallas. 

Moody,  Joe  V.,  1511  N.  Beckley,  Dallas. 
Mooney,  Ken,  1528  Med.  Arts  Bldg.,  Dallas. 
Moore,  Halcuit,  4105  Live  Oak,  Dallas. 

Moore,  Kendall  H.,  9323  Garland  Rd.,  Dallas. 
Moore,  Ramsay  H.,  8215  Westchester,  Dallas. 
Moore,  Robert  L.,  3403  Hall  St.,  Dallas. 

Moore,  William  T.,  3911  Maple  Ave.,  Dallas. 
Morgan,  Bill  C.,  6003  Victor,  Dallas. 

Morris,  A.  Truett,  4224  Swiss  Ave.,  Dallas. 
Morris,  Charles  R.,  8215  Westchester,  Dallas. 
Morris,  Donald  P.,  911  St.  Joseph,  Dallas. 
Morrison,  Donald  D.,  6206  Lavendale,  Dallas. 
Mueller,  Helmut  A., 

813  N.  Zangs  Blvd.,  Dallas. 

Mullikin,  Gerald  G.,  4206  Swiss  Ave.,  Dallas. 
Munsell,  Donald  W.,  3607  Gaston,  Dallas. 
Murillo,  Sergio  L.,  3116  Fairmount,  Dallas. 
Murley,  Warren  T.,  Jr.,  (Mil.), 

Box  621,  Harlingen  AFB. 

Murphy,  Joseph  B.,  4101  Hanover,  Dallas. 
Murphy,  Thomas  P.,  Jr.,  (Int.), 

Childrens  Med.  Center,  Dallas. 

Murray,  Hugh  D.,  317  N.  Zangs,  Dallas. 
Mustain,  Rhoads,  3607  Gaston  Ave.,  Dallas. 
Nabors,  G.  Cooley,  9429  El  Centro,  Dallas. 
Nash,  Gloria  H.,  1100  N.  Canterbury,  Dallas. 
Nash,  Tom  M.,  729  Med.  Arts  Bldg.,  Dallas. 
Neal,  Leroy  J„  (Mil.), 

U.  S.  Naval  Depot,  Seal  Beach,  Calif. 
Needham,  Perry  Q.,  Med.  Arts  Bldg.,  Dallas. 
Neel,  Joseph  C.,  Med.  Arts  Bldg.,  Dallas. 
Nelson,  Arthur  G.,  9323  Garland  Rd.,  Dallas. 
Nelson,  Marion  H.,  (Int.), 

1611  Ridgemont,  Austin. 

Nelson,  Oscar  T.,  6003  Victor,  Dallas. 

Nesbit,  Harold  T.,  3707  Gaston  Ave.,  Dallas. 
Nesbitt,  Irene  T.,  4335  Lemmon,  Dallas. 
Neuman,  Albert,  3829  Hall,  Dallas. 

Newell,  Edward  A.,  1511  N.  Beckley,  Dallas. 
Newell,  Philip  D.,  930  N.  Edgefield,  Dallas. 
Newsom,  Asa  A.,  3707  Gaston,  Dallas. 
Newsom,  Asa  A.,  Jr.,  3707  Gaston  Ave.,  Dallas. 
Newton,  Frank  H.,  209  Med.  Arts  Bldg.,  Dallas. 
Niblo,  Grady,  Jr.,  351  W.  Jefferson,  Dallas. 
Nicolaou,  George  T.,  911  St.  Joseph,  Dallas. 
Nitsche,  Ernest  W.,  (Hon.), 

5749  Gaston,  Dallas. 

Noonan,  Richard  L., 

Ill  N.  E.  11th  St.,  Grand  Prairie. 
Norman,  Floyd  A.,  4143  Cole  Ave.,  Dallas. 
Noteboom,  Gerard, 

1142  Edgefield  Ave.,  Dallas. 

Nunnelley,  Emmett  C.,  Jr., 

3219  Turtle  Creek,  Dallas. 

Oberlin,  Donald  L.,  (Int.), 

Akron  City  Hosp.,  Akron,  Ohio. 

O’Brien,  Harold  A.,  3707  Gaston,  Dallas. 
O’Brien,  Justin  D., 

1135  Med.  Arts  Bldg.,  Dallas. 

Ogle,  Joseph  C,  737  N.  Bishop,  Dallas. 
Olinger,  Sheff  D.,  Jr., 

712  N.  Washington,  Dallas. 

Oliver,  Billy  Byrd,  3707  Gaston  Ave.,  Dallas. 
Ossenfort,  William  F. 

5851  Del  Roy  Drive,  Dallas. 

Ossenfort,  Wm.  F.,  Jr.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Overton,  Philip  M.,  (Int.), 

Parkland  Hosp.,  Dallas. 

Pace,  John  M.,  428  Med.,  Arts  Bldg.,  Dallas. 
Palmer,  Robert  B.,  3707  Gaston  Ave.,  Dallas. 
Park,  Barton  E.,  1121  W.  Jefferson,  Dallas. 
Parker,  Edward  R.,  6115  La  Vista,  Dallas. 
Parnell,  Billy  Joe, 

1221  Med.  Arts  Bldg.,  Dallas. 

Passamonte,  Jane  A., 

1516  W.  Jefferson,  Dallas. 

Paternostro,  Chas.  J., 

Med.  Arts  Bldg.,  Dallas. 

Patman,  R.  Donald,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Patterson,  Casey  E., 

729  Med.  Arts  Bldg.,  Dallas. 

Patterson,  Cecil  O., 

1414  Med.  Arts  Bldg.,  Dallas. 

Patton,  Walter  H.,  6003  Victor,  Dallas. 


Paulson,  Donald  L.,  3810  Swiss  Ave.,  Dallas. 
Pauly,  A.  Nottingham, 

1035  N.  Zangs  Blvd.,  Dallas. 

Payne,  Frank  C.,  Jr.,  (Int.), 

6046  Sherry  Lane,  Dallas. 

Payne,  Virgil  M.,  Jr., 

1209  Med.  Arts  Bldg.,  Dallas. 

Pearcy,  Frank,  3929  Turtle  Creek,  Dallas. 

Peden,  James  K.,  1420  Med.  Arts  Bldg.,  Dallas. 
Pence,  Ludlow  M., 

210  N.  Westmoreland,  Dallas. 

Perkins,  Jack  F.  (Hon.), 

3526  Cedar  Springs,  Dallas. 

Perrin,  Robert  W.,  8215  Westchester,  Dallas. 
Perryman,  Ray  W., 

746  S.  Central  Expy.,  Richardson. 

Peyton,  John  B.,  Med.  Arts  Bldg.,  Dallas. 

Pharo,  Milam  B.,  8215  Westchester,  Dallas. 
Phillips,  James  R., 

308  N.  W.  2nd  St.,  Grand  Prairie. 
Phillips,  Roycerene  H., 

308  N.  W.  2nd  St.,  Grand  Prairie. 
Phillips,  Sam  H.,  Jr.,  3707  Gaston  Ave.,  Dallas. 
Pickard,  James  M.,  1936  Amelia,  Dallas. 

Pickett,  Taylor  T.,  5702  Goliad,  Dallas. 

Pickett,  William  H., 

922  Med.  Arts  Bldg.,  Dallas. 

Pickle,  Coy  R., 

1316  W.  Garland  Ave.,  Garland. 

Pierce,  Graham  L.,  4208  Swiss  Ave.,  Dallas. 
Pierce,  Robert  J.,  109  S.  Delaware,  Irving. 
Pierson,  Milton  A.,  9323  Garland  Rd.,  Dallas. 
Pinkston,  Lee  G.,  3305  Thomas  Ave.,  Dallas. 
Piranio,  Joe  C.,  606  Monssen  Drive,  Dallas. 
Pirrung,  Joey  M.,  Box  135,  Mesquite. 

Pizette,  Murray,  ( Int. ) , 

9323  Garland  Rd.,  Dallas. 

Popkess,  Fred  G.,  302  Preston  Royal,  Dallas. 
Porter,  George  L„  3707  Gaston,  Dallas. 

Porter,  Louis  H.,  II, 

712  N.  Washington,  Dallas. 

Portman,  Robert  K.,  737  N.  Bishop,  Dallas. 
Potts,  James  M.,  (Hon.) , 4100  Caruth,  Dallas. 
Potts,  Robert  J.,  P.  O.  Box  900,  Dallas. 

Potts,  William  H.,  Jr.,  Box  28,  Dallas. 

Poulos,  Ernest,  4429  Windsor,  Dallas. 

Powell,  Dudley  V.,  4207  Oakland,  Dallas. 
Powell,  Homer,  (Hon.), 

2635  W.  Mulberry,  San  Antonio. 

Powell,  Jay  W.,  2024  W.  Grauwyler,  Irving. 
Powell,  William  J., 

McKinney  At  Main,  Richardson. 

Powers,  Hugh  W.  S., 

8215  Westchester,  Dallas. 

Pratt,  Edward  L.,  3721  N.  Harwood,  Dallas. 
Prejean,  Oran  V., 

1317  N.  Washington,  Dallas. 

Preuss,  Fred  S.,  3607  Gaston  Ave.,  Dallas. 
Price,  Harry  S.,  351  W.  Jefferson,  Dallas. 
Pritchard,  Jack  A.,  5323  Harry  Hines,  Dallas. 
Puls,  Richard  J.,  610  Med.  Arts  Bldg.,  Dallas. 
Quinn,  Lester  H.,  4020  Junius,  Dallas. 
Rabinowitz,  Haskell  I.,  (Int.), 

3534  Maple,  Dallas. 

Race,  George  J.,  712  N.  Washington,  Dallas. 
Railsback,  George  D.,  Jr., 

2011  W.  Irving  Blvd.,  Irving. 

Ramsey,  John  D.,  (Int.), 

Parkland  Hosp.,  Dallas. 

Randel,  Joseph  C.,  ( Int. ) , 

Parkland  Mem.  Hosp.,  Dallas. 

Range,  N.  Haskell,  712  N.  Washington,  Dallas. 
Rao,  Mysore  N.,  4227  Herschel,  Dallas. 

Rattan,  Paul  M.,  Med.  Arts  Bldg.,  Dallas. 

Ray,  James  H.,  (Hon.),  Lewisville. 

Read,  Edwin  P., 

117  N.  E.  8th  St.,  Grand  Prairie. 

Reagan,  A.  Morriss, 

11  OH  Walnut  Hill  Village,  Dallas. 
Regnier,  Thomas  A.,  135  W.  10th  St.,  Dallas. 
Reid,  Allen  F.,  3145  Spur  Trail,  Dallas. 
Reisman,  David  D.,  3707  Gaston  Ave.,  Dallas. 
Renken,  Harry  J.,  Jr.,  3707  Gaston,  Dallas. 
Reuss,  G.  Thomas,  901  Texas  Bk.  Bldg.,  Dallas. 
Reynolds,  Claude  E.,  (Mil.), 

21503  Ct.  APO  50,  San  Francisco,  Calif. 
Reynolds,  Jack,  Parkland  Mem.  Hosp.,  Dallas. 
Reynolds,  Rolland  C.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Reynolds,  William  S., 

1537  Med.  Arts  Bldg.,  Dallas. 

Rhodes,  Edward  L., 

1728  Charlton,  Ann  Arbor,  Mich. 
Richardson,  Edward  R., 

220  Med.  Arts  Bldg.,  Dallas. 

Richburg,  Paul  L.,  3707  Gaston  Ave.,  Dallas. 
Richmond,  Marion  B.,  2525  Centerville,  Dallas. 
Ricketts,  Marion  M., 

Wynnewood  Prof.  Bldg.,  Dallas. 

Riddle,  Penn,  (Hon.), 

964  Sam  Dealy  Drive,  Dallas. 

Riedel,  Albert  F.,  Jr.,  (Int.) , 

P.  O.  Box  1769,  Dallas. 

Rippy,  Edwin  L.,  3622  Fairmount,  Dallas. 
Ritchey,  Lloyd  F„  8215  Westchester,  Dallas. 


Roach,  Joe  G.,  Jr.,  6046  Sherry  Lane,  Dallas. 
Robbins,  Jacob  H.,  354  Hillside  Village,  Dallas. 
Roberts,  Albert  D.,  Jr.,  (Int.), 

510  Med.  Arts  Bldg.,  Dallas. 

Roberts,  Joe  H.,  101  Iowa  St.,  Irving. 

Roberts,  Tom  Ray,  6331  Prospect,  Dallas. 
Robins,  Keith  I.,  2710  Valley  View,  Dallas. 
Robinson,  David  L.,  (Mil.), 

855th  Med.  Group,  Barksdale  AFB,  La. 
Robinson,  Fabian  J.,  (Inac.), 

6411  Bandera,  Dallas. 

Robinson,  Wayne  T.,  3814  Fairmount,  Dallas. 
Robison,  Leonard  J.,  6003  Victor,  Dallas. 
Rogers,  Fred  T.,  Box  28,  Dallas. 

Rogers,  Gene  W.,  3330  S.  Lancaster,  Dallas. 
Rogers,  Harriet  N.,  1936  Amelia  St.,  Dallas. 
Rogers,  Paul  A.,  806  Med.,  Arts  Bldg.,  Dallas. 
Romero,  Robert,  ( Int. ) , 

Parkland  Mem.  Hosp.,  Dallas. 

Rosenthal,  Raoul  S.,  (dead),  Dallas. 

Ross,  Edward  S.,  2929  Welborn,  Dallas. 

Ross,  James  K.,  208  Med.  Arts  Bldg.,  Dallas. 
Rosser,  Curtice,  710  Med.  Arts  Bldg.,  Dallas. 
Rothschild,  J.  E.,  3707  Gaston  Ave.,  Dallas. 
Rounsaville,  John  Q.  504  W.  10th,  Dallas. 
Rountree,  John  R., 

4 Richardson  Hts.,  Richardson. 

Rouse,  Milford  O , 

1414  Med.  Arts  Bldg.,  Dallas. 

Rowe,  J.  Forsythe,  (Hon  ), 

1402  Kings  Highway,  Dallas. 

Rowe,  Robert  J.,  3707  Gaston  Ave.,  Dallas. 
Royer,  Emmett  M.,  9323  Garland  Rd.,  Dallas. 
Russell,  Melvin  G.,  427  W.  10th,  Dallas. 
Russell,  Richard  R.,  4006  Urban,  Dallas. 

Sacher,  Clarence  B., 

817  Med.  Arts  Bldg.,  Dallas. 

Saldivar,  Julian  T.,  3300  Cole  Ave.,  Dallas. 
Salem,  Samuel  D., 

Wynnewood  Prof.  Bldg.,  Dallas. 

Sams,  Lewis  C.,  201  W.  10th  St.,  Dallas. 
Sanders,  Morris,  3607  Gaston  Ave,  Dallas. 
Sanders,  Wilford  M.,  Jr., 

721  Med.  Arts  Bldg,  Dallas. 

Sazama,  John  J.,  3707  Gaston,  Dallas. 

Scales,  John  G.,  400  W.  9th  St.,  Dallas. 
Scanland,  Viola  P.,  623  Med.  Arts  Bldg.,  Dallas. 
Schaefers,  J.  G.,  Jr., 

8215  Westchester,  Dallas. 

Schenewerk,  George  A., 

8215  Westchester,  Dallas. 

Schneider,  Peter  W.,  427  W.  10th  St.,  Dallas. 
Schnitzer,  Ben,  (Inr. ), 

Parkland  Mem.  Hosp.,  Dallas. 

Schnitzer,  Bernard,  10622  Garland  Rd.,  Dallas. 
Schoch,  Arthur  G.,  Med.  Arts  Bldg.,  Dallas. 
Schonfeld,  Murry  D.,  1203  Gordon  St.,  Dallas. 
Schorlemer,  Wendell  C.,  (Mil.), 

USAF  Hosp.,  Keesler  AFB,  Miss. 
Schreiber,  Gus,  Jr.,  4217  Herschel,  Dallas. 
Schroeder,  Charles  F., 

1810  S.  Westmoreland,  Dallas. 

Schroeder,  Glenn  E.,  (Int.), 

Methodist  Hosp.,  Dallas. 

Schuett,  Albert  J.,  (Hon.),  (Dead),  Dallas. 
Schwenkenberg,  Arthur  J., 

210  N.  Westmoreland,  Dallas. 

Scurry,  Maurice  M.,  3710  Swiss,  Dallas. 

Sears,  Alvin  D.,  3552  Villanova,  Dallas. 

Seay,  Frank  O.,  220  Med.  Arts  Bldg.,  Dallas 
Sebastian,  F.  J.,  3707  Gaston  Ave.,  Dallas. 
Seely,  M.  Stuart,  3911  Gaston  Ave.,  Dallas. 
Seidel,  Clifford  C., 

Wynnewood  Med.  Bldg.,  Dallas. 

Seldin,  Donald  W.,  2211  Oak  Lawn,  Dallas. 
Selecman,  Frank  A., 

410  Med.  Arts  Bldg.,  Dallas. 

Sellars,  William  A.,  638  W.  10th  St.,  Dallas. 
Sellers,  Lyle  M.,  3707  Gaston,  Dallas. 

Sellman,  Willard  C., 

922  Med.  Arts  Bldg.,  Dallas. 

Semones,  Earl  L.,  (Int.), 

1360  N.  Lakeshore  Dr.,  Chicago,  111. 
Sewell,  James  W., 

221  Pleasant  Gr.  S.  C.,  Dallas. 

Shane,  J.  Howard, 

1421  Med.  Arts  Bldg.,  Dallas. 

Shannon,  Arthur  W.,  Jr., 

220  Med.  Arts  Bldg.,  Dallas. 

Shannon,  Hall,  808  Southland  Cen.,  Dallas. 
Shannon,  Manning  B.,  4000  Junius,  Dallas. 
Sharp,  Doyle  L.,  3330  S.  Lancaster,  Dallas. 
Shaw,  Marie  L.,  712  N.  Washington,  Dallas. 
Shaw,  Robert  R.,  3810  Swiss,  Dallas. 
Shelburne,  Samuel  A.,  3707  Gaston,  Dallas. 
Sheldon,  Lawrence  B.,  Med.  Arts  Bldg.,  Dallas. 
Shelmire,  J.  Bedford, 

1410  Med.  Arts  Bldg.,  Dallas. 

Shelmire,  J.  Bedford,  Jr., 

1410  Med.  Arts  Bldg.,  Dallas. 

Shelton,  George  L.,  Jr.,  4303  Oakland,  Dallas. 
Shelton,  William  P.,  8215  Westchester,  Dallas. 
Shepard,  Marvin  G., 

722  Med.  Arts  Bldg.,  Dallas. 
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Shinn,  Bonner  L.,  1326  Stemmons  Ave.,  Dallas. 

Shires,  George  Thomas, 

5323  Harry  Hines,  Dallas. 

Shires,  Robbie  Jo,  10023  Garland  Rd.,  Dallas. 

Shoecraft,  Warren  A.,  135  W.  10th  St.,  Dallas. 

Short,  Robert  F.,  Med.  Arts  Bldg.,  Dallas. 

Shortal,  William  W.,  4217  Swiss,  Dallas. 

Shropulos,  George  P.,  (Int.) , 

Parkland  Mem.  Hosp.,  Dallas. 

Shuster,  Donald  W.,  4105  Live  Oak,  Dallas. 

Sibley,  George  W.,  1217  N.  Clinton,  Dallas. 

Siebel,  Eldon  K.,  201  W.  10th  St.,  Dallas. 

Siegel,  Robert  M., 

110-D  Walnut  Hill  Village,  Dallas. 

Sigel,  Zundel,  1900  Forest  Ave.,  Dallas. 

Sigler,  Howard  Y.,  4217  Swiss,  Dallas. 

Sikora,  David,  2710  Valley  View,  Dallas. 

Sills,  E.  Garrett,  V.  A.  Hosp.,  Dallas. 

Simmons,  Belvin  A.,  (Int.) , 

P.  O.  Box  1769,  Dallas. 

Simmons,  Charles  E., 

Southwest  Med.  Schl.,  Dallas. 

Simmons,  Robin  E.,  Box  248,  Richardson. 

Singleton,  John  D.,  3704  Dickason,  Dallas. 

Siperstein,  Marvin  D., 

5323  Harry  Hines,  Dallas. 

Slaughter,  B.  Celia,  Box  28,  Dallas. 

Slaughter,  Manuel  O., 

2011  W.  Irving  Blvd.,  Irving. 

Sloan,  Charles  M.,  206  W.  Colorado,  Dallas. 

Smale,  John  S.,  2722  Shelby  Court,  Garland. 

Small,  Andrew  B.,  3707  Gaston,  Dallas. 

Smart,  Don  M.,  9323  Garland  Road,  Dallas. 

Smith,  Alice  L.,  3326  Blackburn,  Dallas. 

Smith,  C.  Robt.,  9323  Garland  Rd.,  Dallas. 

Smith,  Charles  L., 

2806  Fairfax  Dr.,  Garland. 

Smith,  Elsie  A.,  4922  Greenville,  Dallas. 

Smith,  Lois  W„  3524  Fairmount,  Dallas. 

Smith,  Louis  S.,  P.  O.  Box  57,  Dallas. 

Smith,  Ralph  C.,  V.  A.  Hosp.,  Dallas. 

Smith,  Richard  M.,  Box  28,  Dallas. 

Smith,  Robert  W., 

7805  Lake  June  Rd.,  Dallas. 

Smith,  Sydnie  G.,  3707  Gaston  Ave.,  Dallas. 

Smith,  Tom  E.,  2600  Welborn,  Dallas. 

Smith,  Vinny  L.,  (Hon.), 

3337  Mockingbird,  Dallas. 

Smith,  Wright  K., 

221  Pleasant  Grove  S.  C.,  Dallas. 

Somer,  Joseph,  (Int.), 

3707  Gaston  Ave.,  Dallas. 

Sorrells,  Chas.  C.,  (Hon.), 

619  N.  Mont  Clair,  Dallas. 

Sowers,  Harry  B„  4618  San  Jacinto,  Dallas. 

Sparkman,  Robert  S., 

1004  N.  Washington,  Dallas. 

Sparr,  Richard  A., 

10801  Garland  Rd.,  Dallas. 

Speegle,  Jackson  H., 

210  N.  Westmoreland,  Dallas. 

Speegle,  Robert  E., 

1002  N.  Marion  Dr.,  Garland. 

Spegal,  Doris  V.,  6115  La  Vista,  Dallas. 

Spence,  Harry  M.,  4105  Live  Oak,  Dallas. 

Stack,  John  W.,  Box  135,  Mesquite. 

Standlee,  Earle,  3535  W.  Lawther  Dr.,  Dallas. 

Stanley,  E.  Stephen, 

610  Preston  Forest  Cen.,  Dallas. 

Stanton,  Elbert  H.,  3400  Irving  Blvd.,  Irving. 

Stapp,  William  F.,  (Int.), 

1912  E.  Beach  St.,  Gulfport,  Miss. 

Stayer,  David  S., 

606  Med.  Arts  Bldg.,  Dallas. 

Stayer,  Glenn  C„  427  W.  10th  St.,  Dallas. 

Stayer,  Irene  M.,  Box  295,  Irving. 

Stell,  Cecil  I.,  3617  Fairmount,  Dallas. 

Stembridge,  Vernie  A., 

5323  Harry  Hines,  Dallas. 

Steph,  Donal  W.,  (Int.), 

214  E.  Houston,  Tyler. 

Stephenson,  James  H.,  (Hon.), 

6932  Lavendale,  Dallas. 

Stephenson,  Martin  L.,  Jr., 

4500  S.  Lancaster,  Dallas. 

Stephenson,  W.  O.,  (Hon.), 

4005  Hall,  Dallas. 

Stevenson,  Stanley  L.,  5221  Locksley,  Dallas. 

Stewart,  Robert  D.,  135  Melba,  Dallas. 

Stiles,  Wendel  A.,  Med.  Arts  Bldg.,  Dallas. 

Strauss,  Elias,  3707  Gaston,  Dallas. 

Streitmatter,  David  E., 

302  Preston  Royal,  Dallas. 

Strickland,  Wm.  M.,  Jr., 

Parkland  Mem.  Hosp.,  Dallas. 

Stringer,  Charles  F., 

746  S.  Central  Expressway,  Richardson. 

Strong,  James  C., 

1213  Walnut  St.,  Wilmington,  Dela. 

Strother,  Wm.  K.,  Jr., 

1311  N.  Washington,  Dallas. 

Stuart,  John  A.,  Jr., 

712  N.  Washington,  Dallas. 


Stubblefield,  Robt.  L., 

5323  Harry  Hines,  Dallas. 

Super,  Archie  R., 

418  Med.  Arts  Bldg.,  Dallas. 

Susong,  William  A.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 
Sutherland,  Dan  R„  2618  Welborn,  Dallas. 
Sutherland,  Donald  A., 

4033  Lawther  Dr.,  Dallas. 

Suttle,  R.  Courtney, 

3406  McFarlin  Blvd.,  Dallas. 

Sweeney,  J.  Shirley, 

4005  St.  Andrews  Dr.,  Dallas. 
Talkington,  Perry  C., 

1420  Med.  Arts  Bldg.,  Dallas. 

Tandy,  Charles  C.,  206  W.  Colorado,  Dallas. 
Taylor,  H.  Earl, 

220  Med.  Arts  Bldg.,  Dallas. 

Taylor,  Harold  F., 

S.W.  Med.  School,  Dallas. 

Taylor,  Vann  S.,  712  N.  Washington,  Dallas. 
Teel,  Theodore  T.,  Jr., 

221  Pleasant  Grove  S.  C.,  Dallas. 

Temple,  Bobby  L.,  (Int.), 

3330  Douglas  St.,  Dallas. 

Teng,  Hsi  Ching,  3707  Gaston  Ave.,  Dallas. 
Terry,  J.  Glenn,  1001  St.  Joseph,  Dallas. 
Terry,  Jack  S., 

220  Med.  Arts  Bldg.,  Dallas. 

Thomas,  Harold  R.,  9323  Garland  Rd.,  Dallas. 
Thomas,  Paul  J.,  3707  Gaston,  Dallas. 
Thomas,  W.  Maxwell,  3707  Gaston,  Dallas. 
Thomasson,  A.  R.,  Jr.,  Med.  Arts  Bldg.,  Dallas. 
Thomasson,  A.  R.,  Sr.,  (Hon.), 

Med.  Arts  Bldg.,  Dallas. 

Thompson,  Barrett  M.,  Box  686,  Irving. 
Thompson,  Jesse  E., 

1008  N.  Washington,  Dallas. 

Thompson,  L.  S.,  726  Med.  Arts  Bldg.,  Dallas. 
Thompson,  L.  S.,  Jr., 

726  Med.  Arts  Bldg.,  Dallas. 

Tigertt,  W.  D.,  (Mil.),  Dallas. 

Timken,  Kenneth  R.,  (Int.), 

St.  Paul  Hospital,  Dallas. 

Tirmenstein,  Martine  G., 

206  W.  Colorado,  Dallas. 

Tittle,  Guy  A.,  3600  Fairmount,  Dallas. 
Tobey,  Nathan  G.,  521  N.  Washington,  Dallas. 
Tobolowsky,  Dave, 

Wynnewood  Prof.  Bldg.,  Dallas. 

Tocker,  Albert  M.,  8215  Westchester,  Dallas. 
Tomkies,  James  S.,  Med.  Arts  Bldg.,  Dallas. 
Tomlinson,  Jack  R.,  233  W.  10th,  Dallas. 
Tompsett,  Ralph  R.,  3500  Gaston  Ave.,  Dallas. 
Touchstone,  Jay  L., 

606  Med.  Arts  Bldg.,  Dallas. 

Tromly,  Robert  G.,  135  Melba,  Dallas. 
Tschumy,  William  O.,  Jr., 

1616  Med.  Arts  Bldg.,  Dallas. 

Tsukahara,  William,  1400  Forest  Ave.,  Dallas. 
Tubb,  Cullen  L„  220  Med.  Arts  Bldg.,  Dallas. 
Turbeville,  Louis  R.,  9323  Garland  Rd.,  Dallas. 
Uhler,  Claude,  226  S.  Edgefield,  Dallas. 
Ulevitch,  Herman,  915  St.  Joseph,  Dallas. 
Underwood,  George  M.,  Box  28,  Dallas. 
Vanatta,  John  C.,  Ill, 

Southwestern  Medical  School,  Dallas. 

Van  Burkleo,  Julia  B.,  (Int.), 

4804  Manette  St.,  Dallas. 

Van  Cleave,  Charles  E„  202  W.  10th,  Dallas. 
Vanderpool,  B.  David,  Jr.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Vardy,  Richard  L.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Vassallo,  Alfred  L.,  6738  Glendora.  Dallas. 
Vassallo,  Harry  R.,  4101  Lemmon,  Dallas. 
Veninga,  Frederick  W., 

3520  Cedar  Springs,  Dallas. 

Vermooten,  Vincent,  3607  Gaston  Ave.,  Dallas. 
Vieaux,  Jules  W.,  712  N.  Washington,  Dallas. 
Vineyard,  John  P.,  Jr.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Votteler,  Theodore  P.,  3524  Fairmount,  Dallas. 
Vowell,  Billy  S.,  (Int.), 

109  S.  Delaware,  Irving. 

Waddell,  O.  Jay,  220  Med.  Arts  Bldg.,  Dallas. 
Wade,  T.  W.,  4500  Lancaster,  Dallas. 
Wagner,  Wilson  O.,  Carrollton. 

Wagoner,  Roy  D.,  182  Casa  Linda  PL,  Dallas. 
Waldman,  Morris  F., 

5414  W.  University,  Dallas. 

Waldron,  W.  Doyle,  1315  W.  Jefferson,  Dallas. 
Walker,  Jack  Earl,  (Inac. ), 

Baptist  T.B.  Hosp.,  Mbeya,  East  Africa. 
Walker,  Price  M.,  (Hon.), 

2225  Bellefontaine,  Houston. 

Walker,  Tommy  R.,  3607  Gaston  Ave.,  Dallas. 
Wallace,  Gordon  K.,  Med.  Arts  Bldg.,  Dallas. 
Warden,  Don  P.,  (Int.), 

5007  Wenonah  Dr.,  Dallas. 

Ware,  Elgin  W.,  Jr.,  3707  Gaston,  Dallas. 
Ware,  F.  Leon,  2618  Welborn,  Dallas. 
Warkentin,  Harold  J.,  3605  Routh  St.,  Dallas. 
Warren,  Charles  H., 

506  Med.  Arts  Bldg.,  Dallas. 


Wasserman,  Eugene,  3607  Gaston,  Dallas. 

Waterman,  William  E.,  (Int.), 

Mass.  Mem.  Hosp.,  Boston,  Mass. 

Watkins,  A.  B.,  725  N.  Kaufman,  Seagoville. 

Watkins,  Margaret,  3503  Fairmount,  Dallas. 

Weary,  Willard  B.,  3607  Gaston,  Dallas. 

Weatherby,  Marvine, 

914  Med.  Arts  Bldg.,  Dallas. 

Webb,  Robert  W.,  4338  Lemmon,  Dallas. 

Weed,  Olga,  2211  Stutz  Dr.,  Dallas. 

Weiner,  Bernard  S., 

113  N.  Center,  Grand  Prairie. 

Weiner,  David  O.,  3707  Gaston  Ave.,  Dallas. 

Weisz,  Stephen,  1637  Med.  Arts  Bldg.,  Dallas. 

Welch,  Mark  L.,  908  Med.  Arts  Bldg.,  Dallas. 

Wells,  James  T.,  (Hon.), 

5350  Vickery  Blvd.,  Dallas. 

West,  Ann,  808  Med.  Arts  Bldg.,  Dallas. 

Whalley,  Peggy  Joyce,  ( Int. ) , 

Parkland  Mem.  Hosp.,  Dallas. 

Wharton,  Turner  A.,  1936  Amelia,  Dallas. 

White,  Claud  V., 

3535  Cedar  Springs  Rd.,  Dallas. 

White,  Edward,  523  Med.  Arts  Bldg.,  Dallas. 

White,  Edward,  Jr.,  (Int.), 

3086  Newcastle,  Dallas. 

White,  Hugh  D.,  (Hon.), 

3429  University  Blvd.,  Dallas. 

White,  Robert  F.,  Med.  Arts  Bldg.,  Dallas. 

White,  Roland  L.,  10023  Garland  Rd.,  Dallas. 

Whitney,  David  G., 

4922  Greenville  Ave.,  Dallas. 

Whitten,  Merritt  B., 

1430  Med.  Arts  Bldg.,  Dallas. 

Whittlesey,  P.  E„  Jr., 

Wynnewood  Med.  Bldg.,  Dallas. 

Wiedeman,  John  E.,  SMU  Health  Cen.,  Dallas. 

Wilder,  Felix  F.,  925  Med.  Arts  Bldg.,  Dallas. 

Wilke,  Joseph  E.,  Jr.,  206  W.  10th  St.,  Dallas. 

Wilkinson,  Wallace  B.,  101  N.  Zangs,  Dallas. 

Willbanks,  Otto  L„  Jr.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Willeford,  Carl  A.,  Ill  E.  Woodin,  Dallas. 

Williams,  Bryan,  3710  Swiss,  Dallas. 

Williams,  G.  Raworth, 

616  Med.  Arts  Bldg.,  Dallas. 

Williams,  J.  O.,  Jr.,  (Mil.), 

Dyess  AFB,  Abilene. 

Williams,  Joseph  R., 

2918  Thomas  Ave.,  Dallas. 

Williams,  Oscar  B.,  Jr., 

3607  Gaston  Ave.,  Dallas. 

Williams,  Owen  Dale,  (Mil.), 

3650th  USAF  Hosp.,  Webb  AFB. 

Williams,  Paul  C.,  3607  Gaston,  Dallas. 

Willis,  Kathryn  W.,  5323  Harry  Hines,  Dallas. 

Wilson,  Ben  J., 

2232  N.  7th  St.,  Grand  Junction,  Colo. 

Wilson,  Bruce  F.,  (Int.), 

443  Elmhurst,  San  Antonio. 

Wilson,  Charles  M., 

712  N.  Washington,  Dallas. 

Wilson,  Hugh  E.,  Ill, 

5323  Harry  Hines,  Dallas. 

Winans,  Henry  M.,  2703  Oak  Lawn,  Dallas. 

Winans,  Henry  M.,  Jr., 

2703  Oak  Lawn  Ave.,  Dallas. 

Winborn,  Claude  D.,  3707  Gaston,  Dallas. 

Windmiller,  Joan,  (Int.), 

Children’s  Med.  Cen.,  Dallas. 

Winkelbauer,  Rudolf  G.,  (Mil.), 

5th  Gen.  Hosp.,  APO  154,  N.Y.,  N.  Y. 

Winn,  Robert  E.,  8215  Westchester,  Dallas. 

Winn,  Watt  W„  2606  Welborn,  Dallas. 

Wolfe,  Joseph,  3609  Cedar  Springs,  Dallas. 

Wolff,  Paul  M.,  (Inac.), 

6414  Blanch  Cir.,  Dallas. 

Wolford,  Robert  B.,  (Hon.), 

3819  Moler  St.,  Dallas. 

Wolfram,  Julius,  3707  Gaston  Ave.,  Dallas. 

Womack,  Jack  I.,  10753  Preston  Rd.,  Dallas. 

Wood,  Joe  B.,  712  N.  Washington,  Dallas. 

Wood,  Thomas  P.,  Jr.,  (Mil.), 

Box  P,  Jacksboro. 

Wood,  William  A., 

9528  Webbs  Chapel  Rd.,  Dallas. 

Woodard,  Gay  T.,  233  W.  10th  St.,  Dallas. 

Woodard,  T.  Leroy, 

207  Med.  Arts  Bldg.,  Dallas. 

Woodard,  William  C., 

324  Med.  Arts  Bldg.,  Dallas. 

Woods,  Channing,  4105  Live  Oak,  Dallas. 

Woods,  Ozro  T.,  4105  Live  Oak,  Dallas. 

Woolf,  Jack  I.,  3607  Gaston,  Dallas. 

Worsham,  A.  Gordon,  4143  Cole  Ave.,  Dallas. 

Wynne,  Buck  Jim,  Jr., 

628  Med.  Arts  Bldg.,  Dallas. 

Yeager,  Henry,  Jr.,  (Int.), 

Parkland  Mem.  Hosp.,  Dallas. 

Yeary,  Robert  A.,  1002  Marion  Dr.,  Garland. 

Young,  John  G.,  4005  St.  Andrews,  Dallas. 

Youngblood,  J.  Wade, 

8215  Westchester,  Dallas. 

Ziff,  Morris,  5323  Harry  Hines,  Dallas. 
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DENTON 

Adami,  Gilbert  E.,  500  W.  Oak,  Denton. 

Boyd,  Dickson  K.,  525  S.  Locust,  Denton. 
Burgess,  H.  M., 

Normal  & Scripture,  Denton. 

Davis,  Bert  E.,  Denton. 

Finlay,  Alexander  M.,  Jr., 

909  Edgewood  St.,  Denton. 

Glass,  Paul  F.,  Jr.,  Normal  & Scripture,  Denton. 
Gochnour,  Runnald  W.,  Justin. 

Haggard,  Scott,  121  Piner  St.,  Denton. 

Hayes,  Lindley  O.,  Denton. 

Holland,  Joseph  W.,  525  S.  Locust,  Denton. 
Jones,  James  H.,  Normal  & Scripture,  Denton. 
Kinard,  Conrad  L., 

Normal  & Scripture,  Denton. 

Lee,  Robert  Joe,  Normal  & Scripture,  Denton. 
Lockwood,  Robert  M.,  526  N.  Locust,  Denton. 
Maddox,  Wm.  Gordon, 

Med.  Arts  Bldg.,  Denton. 

McClendon,  Harry  M.,  Denton. 

Miller,  Walter  S.,  Jr.,  420  Normal,  Denton. 
Moreland,  Virginia  L.,  526  N.  Loaist,  Denton. 
Norgaard,  Hal  V.,  420  Normal,  Denton. 
Patterson,  Thomas  V.,  502  W.  Oak,  Denton. 
Pedigo,  Smith  J.,  2025  Crestwood,  Denton. 
Rainone,  Frank  A.,  Jr., 

210  N.  Poydras,  Lewisville. 

Remley,  William  A.,  525  S.  Locust,  Denton. 
Schedler,  Paul  W.,  120  W,  Oak,  Denton. 
Schlegel,  Harold  F., 

220  N.  Poydras  St.,  Lewisville. 

Shirley,  Geraldine  W.  S„  T.S.C.W.,  Denton. 
Short,  Bobby  J.,  (Inac. ),  Denton. 
Silverthorne,  M.  Clark,  526  N.  Locust,  Denton. 
Tatum,  James  E.,  Jr.,  1403  N.  Elm,  Denton. 
Thomas,  J.  David,  2017  Brown  Dr.,  Denton. 
Weathers,  Paul  E., 

1005  Decatur  Dr.,  W.,  Denton. 

Wyss,  Albert  E.,  123  Finer  St.,  Denton. 

ELUS 

Baker,  Edmund  F.,  Ennis. 

Calloway,  Arrhur  E., 

712  E.  Jefferson,  Waxahachie. 

Clark,  J.  Lawrence,  710  N.  Preston  St.,  Ennis. 
Compton,  John  G.,  Jr., 

201  Ferris  Ave.,  Waxahachie. 

Curby,  John  FL,  (Hon.),  Maypearl. 

Donnell,  Herbert,  507  W.  Main,  Waxahachie. 
Dykes,  Arthur  O.,  Italy. 

Estes,  Ted  G.,  Waxahachie. 

Gough,  Edgar  F.,  ( Hon. ) , Waxahachie. 

Gray,  Clarence  E.,  ( Hon. ) , Ennis. 

Hastings,  Miles  E., 

106  S.  Grand  Ave.,  Waxahachie. 

Jeter,  James  R,,  Ennis. 

Jones,  Nelson  W., 

1410  W.  Jefferson,  Waxahachie. 

King,  John  D„ 

1312  W.  Jefferson,  Waxahachie. 
Kochevar,  Gerald  J.,  Midlothian. 

McCall,  Walter  P.,  Ennis. 

McLean,  Raymond  N.,  201  Ferris,  Waxahachie. 
Munsell,  John  D.,  Box  29,  Milford. 

Silman,  James  B., 

Water  & Ferris,  Waxahachie. 

Skrivanek,  Daniel  A., 

903  W.  Lampasas,  Ennis. 

Skrivanek,  Ervin  J.,  903  W.  Lampasas,  Ennis. 
Stein,  Ben,  Ferris. 

Story,  Fred  L„  Ennis. 

Swanson,  Laverne  R.,  Box  488,  Ferris. 

Tenery,  R.  Mayo, 

819  W.  Main  St.,  Waxahachie. 

Tenery,  William  C.,  Waxahachie. 

Thomas,  Anton  L.,  (Hon.),  Ennis. 

Watson,  Seaborn  H.,  (dead),  Waxahachie. 
West,  Norman  L.,  201  Ferris  Ave.,  Waxahachie. 

FANNIN 

Biggers,  Lawton  C.,  200  W.  5th,  Bonham. 
Donaldson,  James  M.,  (Inac.), 

131  Routt  St.,  San  Antonio. 

Morgan,  Lewie  F...  200  W.  5th,  Bonham. 
Kisser,  Joe  A.,  Bonham. 

Stevens,  Joe  L.,  200  W.  5th,  Bonham. 
Williams,  Ethelbert  C,  200  W.  5th,  Bonham. 

GRAYSON 

Ackert,  Joseph  W., 

114  S.  Mirick  Ave.,  Denison. 

Bates,  I.  G.,  202  N.  Walnut  St.,  Sherman. 
Bilder,  Joseph,  Jr., 

2301  S.  Austin  Ave.,  Denison. 
Blassingame,  W.  Doak,  Box  131,  Denison. 
Bonner,  Dickson  F,, 

207  W.  Mulberry,  Sherman. 


Boyd,  Arthur  M.,  Box  177,  Sherman. 

Brandt,  Donald  H.,  213  N.  Barrett,  Denison. 
Britton,  Morris  L., 

600  N.  Highland  Ave.,  Sherman. 

Brown,  Hubert:  L.,  207  W.  Mulberry,  Sherman. 
Brown,  W,  Herbert,  10 6Y2  S.  Rusk,  Denison. 
Carter,  Wilbur,  207  W.  Mulberry,  Sherman. 
Clayton,  Stanley  L.,  2301  S.  Austin,  Denison. 
Duncan,  Robert  W.,  106  Vi  S.  Rusk,  Denison. 
Eilis,  John  W.,  Med.  Arts  Clinic,  Sherman. 
Enloe,  David  C.,  M & P Bank  Bldg.,  Sherman. 
Essin,  Emmett  M., 

600  N.  Highland  Ave.,  Sherman. 

Etter,  Edward  F,,  207  W.  Mulberry,  Sherman. 
Fowler,  Forrest  F.,  Box  657,  Denison. 

Freeman,  Don  W., 

2301  S.  Austin  Ave.,  Denison. 

Frietsch,  Werner  H.,  Barrett  Bldg.,  Denison. 
Fry,  Wilburn  S.,  Jr.,  2301  S.  Austin,  Denison. 
Geers,  Paul  E.,  Whitewright. 

Gerard,  Rene  G.,  509  S.  Mirick,  Denison. 
Gleckler,  Arthur,  207  W.  Mulberry,  Sherman. 
Gleckler,  John  D., 

211  N.  Fannin  Ave.,  Denison. 

Hailey,  Eugene  L.,  ( Flon. ) , 

Barrett  Bldg.,  Denison. 

Hardy,  John  M., 

600  N.  Highland  Ave.,  Sherman. 

Jackson,  Van  R., 

600  N.  Highland  Ave.,  Sherman. 

Jensen,  Andrew  O,,  103  Barrett  Bldg.,  Denison. 
Jones,  Reed  W.,  Jr.,  2301  S.  Austin,  Denison. 
Lay,  James  V.  M.,  207  W.  Mulberry,  Sherman. 
Mize,  William  B.,  207  W.  Mulberry,  Sherman. 
Monroe,  Stanley  E., 

600  N.  Highland  Ave.,  Sherman. 

Moore,  Walter  D.,  Jr., 

811  Blanton  Dr.,  Sherman. 

Moorman,  Thomas  A.,  2301  S.  Austin,  Denison. 
Norman,  Lois  L., 

203  M & P Bank  Bldg.,  Sherman. 

Phelps,  C.  Ray,  Route  3,  Denison. 

Reid,  Creighton, 

600  N.  Highland  Ave.,  Sherman. 
Roberson,  Wilbur  G., 

301  M & P Bank  Bldg.,  Sherman. 
Robinson,  Dean  G.,  Van  Alstyne. 

Rowland,  Robt.  H., 

600  N.  Highland  Ave.,  Sherman. 
Saunders,  John  C.,  101  Barrett  Bldg.,  Denison. 
Shelton,  Fred  W., 

600  N.  Highland  Ave.,  Sherman. 

Shytles,  Harry  M., 

600  N.  Highland  Ave.,  Sherman. 
Southerland,  Wm.  I., 

207  W.  Mulberry,  Sherman. 

Sporer,  Frank  M.,  Van  Alstyne. 

Stoolfire,  Arthur  W., 

Med.  Arts  Clinic,  Sherman. 

Stout,  Joseph  FI., 

301  M & P Bank  Bldg.,  Sherman. 
Strother,  Coble  D., 

M & P Bank  Bldg.,  Sherman. 

Townsend,  Shirley  E., 

207  W.  Mulberry  St.,  Sherman. 

Triplett,  M.  Neal,  207  W.  Mulberry,  Sherman. 
Tuck,  Vernon  L., 

300  M & P Bank  Bldg.,  Sherman. 
Weisberg,  Maurice  A.,  Barrett  Bldg.,  Denison. 
Woodward,  Max  R., 

203  M & P Bank  Bldg.,  Sherman. 

HOPKINS-FRANKLIN 
Hanna,  W.  Ray, 

525  Church  St.,  Suphur  Springs. 

Hodges,  Lester  A., 

395  Houston,  Sulphur  Springs. 
Kirkpatrick,  Omer  F., 

395  Houston,  Sulphur  Springs. 

Longino,  Joseph  B., 

530  N.  Davis,  Sulphur  Springs. 

Longino,  S.  Byrd, 

530  N.  Davis,  Sulphur  Springs. 

Longino,  Stephen  B.,  Jr., 

530  N.  Davis,  Sulphur  Springs. 

Stirling,  Earl,  Sulphur  Springs. 

Swindell,  Samuel  W., 

525  Church,  Sulphur  Springs. 

Walling,  Otto  C.,  Jr., 

501  N.  Kaufman,  Mt.  Vernon. 

FTUNT-ROCKW  ALL-RAINS 

Becton,  Joseph  D.,  4200  Stuart  St.,  Greenville. 
Carruthers,  F.  S,,  3714  Lee  St„  Greenville. 
Cassidy,  John  M.,  (Inac.), 

5606  Wesley  St.,  Greenville. 

Connor,  Marvin  M.,  Commerce. 

Cooper,  John  S.,  (Hon.), 

Citizens  Bank  Bldg.,  Greenville. 

Grim,  E.  Traett,  4005  Wesley  St.,  Greenville. 
Davis,  James  W.,  Box  248,  Leonard. 

Fair,  Richard  H.,  4200  Stuart,  Greenville. 
Hinkle,  Richard  A.,  3724  O'Neal,  Greenville. 


Jackson,  Curtis  M., 

Rockwall  Med.  Clinic,  Rockwall. 

Jones,  Robert  F.,  Commerce. 

Leberman,  Lowell  H.,  Commerce. 

McConnell,  Bernard  E., 

Natl.  Exch.  Bank,  Greenville. 

Mehmert,  Henry  E., 

3724  O'Neal  St.,  Greenville. 

Morris,  John  W.,  3410  Wesley,  Greenville. 
Philips,  William  P., 

3724  O’Neal  St.,  Greenville. 

Reeser,  Wayne,  3502  Lee,  Greenville. 

Savage,  Carroll  D.,  4005  Wesley,  Greenville. 
Seyler,  Louis  W.,  Commerce. 

Sheldon,  Clifford  C.,  4200  Stuart,  Greenville. 
Strickland,  Thos.  C.,  Box  1045,  Greenville. 
Stroble,  Rosser  J.,  Jr., 

Rockwall  Med.  Clinic,  Rockwall. 
Trentham,  J.  C.,  203  Medical  Arts,  Greenville. 
Turbeville,  Fred  M.,  Box  421,  Greenville. 
Valiancey,  John  C., 

4005  Wesley  St.,  Greenville. 

Weis,  Charles  B,,  4005  Wesley,  Greenville. 
Whitten,  Samuel  D.,  (Hon.), 

Greenville  Natl.  Bank,  Greenville. 

KAUFMAN 

Alexander,  Gough  H.,  507  Third  St.,  Terrell. 
Bowman,  Ralph  F.,  Jr.,  202  W.  Nash,  Terrell. 
Conradt,  Louis  W.,  Alexander  Hosp.,  Terrell. 
deVlaming,  William,  Kaufman. 

Friddell,  Delmas  T.,  Terrell. 

Goode,  Emmett  P.,  P.  O.  Box  58,  Terrell. 
Hall,  Edward  I.,  Kaufman  Clinic,  Kaufman. 
Holton,  Robert  W.,  Sr.,  (Hon.),  Terrell. 
Horbaly,  William,  P.  O.  Box  58,  Terrell. 
Jackson,  Seaton  J.,  612  S.  Rockwall,  Terrell. 
Lane,  Early  D.,  201  N.  Catherine,  Terrell. 
Leinaxt,  O.  Scott,  Jr.,  300  W.  Nash,  Terrell. 
Otero,  Manuel  J.,  Terrell  State  Hosp.,  Terrell. 
Patteson,  James  L.,  Terrell  State  Hosp.,  Terrell. 
Riddle,  Napoleon  B., 

101  N.  Houston  St.,  Kaufman. 

Rowell,  Robert  C.,  Box  58,  Terrell. 

Shands,  Percy  C.,  ( Hon. ) , 

517  S.  Bryan,  Mesquite. 

Shaw,  Guy  G.,  Jr.,  101  N.  Houston,  Kaufman. 
Walker,  Christine  Z.,  Box  125,  Forney. 

LAMAR-DELTA 


Barker,  Carl  D.,  930  Clarksville,  Paris. 
Barker,  Nym  L.,  930  Clarksville,  Paris. 
Beachley,  Charles  E.,  Jr.,  811  Bonham  St.,  Paris. 
Breneman,  Fairfax  V., 

134  N.  19th,  Baton  Rouge,  La. 
Chancellor,  Harbert  C, 

Clayton  Bldg.,  Honey  Grove. 

Clifford,  James  L.,  856  Lamar  Ave.,  Paris. 
Cooke,  Lane  B.,  740  6th  St.,  S.W.,  Paris. 
Fitzpatrick,  William  W.,  ( Hon. ) , 

637  Clarksville  St.,  Paris. 

Frank,  Charles  H.,  811  Bonham  St.,  Paris. 
Gilmore,  Clarence  E.,  811  Bonham  St.,  Paris. 
Glover,  Thomas  H.,  Main  St.,  Deport. 
Hammond,  D.  Scott,  811  Bonham,  Paris. 
Hayden,  William  D.,  810  Lamar  Ave.,  Paris. 
Hunt,  Harold  E.,  150  8th  St.,  S.E.,  Paris. 
Hunt,  Thomas  E.,  ( Hon. ) , 

150  8th  St.,  S.E.,  Paris. 

Hunt,  Thomas  E.,  Jr.,  150  8th  St.,  S.E.,  Paris. 
Janes,  Olen  G.,  Janes  Hosp.  & Clin.,  Cooper. 
Janes,  Oscar  G.,  117  E.  Dallas,  Cooper. 

Janes,  Osier  Y„  Janes  Hosp.  & Clin.,  Cooper. 
Jopling,  Anna  H.,  811  Bonham  St.,  Paris. 
Jopling,  Julian  L.,  811  Bonham  St.,  Paris. 
Kerbow,  Dock  F.,  811  Bonham  St.,  Paris. 
Lewis,  Donald  R.,  811  Bonham  St.,  Paris. 
Lewis,  Robt.  L„  (Hon.), 

811  Bonham  St.,  Paris. 

Mann,  Lawrence  E.,  811  Bonham  St.,  Paris. 
McMillan,  Charles  D.,  810  Lamar  Ave.,  Paris. 
Miesch,  David  C.,  811  Bonham  St.,  Paris. 
O’Neill,  Owen  R.,  546  Pine  Bluff  St.,  Paris. 
Parchman,  Hugh  W„  810  Lamar,  Paris. 
Robinson,  Oscar  W., 

1st  Nad.  Bank  Bldg.,  Paris. 

Townsend,  Courtney  M.,  930  Clarksville,  Paris. 
Walker,  Marcellus  A.,  810  Lamar,  Paris. 
Woodfin,  George  S.,  811  Bonham,  Paris. 

VAN  ZANDT 

Baker,  Horace  A.,  Wills  Point. 

Cozby,  Raymond  W.,  Grand  Saline. 

Fry,  Harry  T.,  (Hon.),  Wills  Point. 

Garrett,  Wm.  J„  Van. 

Golladay,  Robert  M.,  Box  307,  Wills  Point. 
Hilliard,  Dan  R.,  Box  445,  Canton. 

Hilliard,  George  H.,  Jr.,  Canton. 

Marsh,  George  B.,  Jr.,  Grand  Saline. 
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BOWIE 

Baldridge,  Max,  721  Olive  St.,  Texarkana. 
Barnes,  Walter  C.,  401  E.  Fifth,  Texarkana. 
Bintliff,  Charles  V.,  520  Pine  St.,  Texarkana. 
Brunazzi,  Richard  R., 

6th  & Walnut  St.,  Texarkana. 

Calhoun,  John  G.,  Jr., 

2304  New  Boston  Rd.,  Texarkana. 
Carney,  Henry  M.,  619  Main  St.,  Texarkana. 
Chappell,  Robert  H.,  (Inac. ), 

Wadley  Bldg.,  Texarkana. 

Daniel,  Noble  B., 

317  State  Line  Ave.,  Texarkana. 

Davis,  Elmer  L., 

317  State  Line  Ave.,  Texarkana. 

Duncan,  Laurence  L.,  Box  1288,  Texarkana. 
Ellison,  Eugene  T.,  619  Main  St.,  Texarkana. 
Frost,  Jack  E.,  New  Boston. 

Gill,  John  E.,  Box  1873,  Texarkana. 

Goesl,  Andrew  G.,  3301  Pine  St.,  Texarkana. 
Good,  Louis  P.,  401  E.  Fifth  St.,  Texarkana. 
Harrell,  William  B., 

317  State  Line  Ave.,  Texarkana. 
Harrison,  Robert  K.,  916  Main,  Texarkana. 
Hawkins,  Henry  A.,  New  Boston. 

Hibbitts,  William, 

Texarkana  Natl.  Bank,  Texarkana. 
Hightower,  Robert  D.,  619  Main  St.,  Texarkana. 
Hughes,  Mary  Witt, 

2401  State  Line  Ave.,  Texarkana. 
Hughes,  Raymond  P., 

Texarkana  Natl.  Bank,  Texarkana. 

Jones,  John  W.,  401  E.  5th  St.,  Texarkana. 
Kitchens,  Chester  E.,  723  Main  St.,  Texarkana. 
Klein,  Cyrus  P„  1000  Pine  St.,  Texarkana. 
Maley,  Malcolm  C.,  520  Pine  St.,  Texarkana. 
McAdoo,  Hosea  W., 

3818  Glenmere,  N.  Little  Rock,  Ark. 
McGee,  Ellis  B.,  New  Boston. 

McGee,  Joel  R.,  (Hon.),  New  Boston. 

Parson,  George  W.,  Box  778,  Texarkana. 
Roberts,  A.  Warren, 

Texarkana  Natl.  Bank,  Texarkana. 
Robison,  James  T„ 

6th  & Walnut  Sts.,  Texarkana. 

Rorie,  Jean  E.,  619  Main  St.,  Texarkana. 
Schneble,  Richard  J.,  401  E.  5th  St.,  Texarkana. 
Shields,  William  E.,  619  Main  St.,  Texarkana. 
Short,  Harold  H., 

2304  New  Boston  Rd.,  Texarkana. 

Smith,  Charles  A.,  723  Wood  St.,  Texarkana. 
Smith,  Charles  G.,  525  Olive  St.,  Texarkana. 
Smart,  Charles  C.,  420  W.  6th  St.,  Texarkana. 
Tyson,  William  S.,  Jr.,  New  Boston. 

Ward,  Harold  L.,  Box  1017,  De  Kalb. 
Williams,  Marvin  L.,  916  Main  St.,  Texarkana. 

CAMP-MORRIS-TITUS 

Baber,  Dunbar  H.,  (Hon.),  Daingerfield. 
Ball,  James  E.,  1114  N.  Jefferson,  Mt.  Pleasant. 
Ellis,  John  M.,  Box  107,  Mt.  Pleasant. 

Fender,  Ernest  L.,  Jr., 

605  N.  Madison,  Mt.  Pleasant. 
Hardman,  Robert  L., 

1114  N.  Jefferson,  Mt.  Pleasant. 

Johnson,  Robert  L.,  Pittsburg. 

King,  William  A.,  P.  O.  Box  727,  Omaha. 
Lee,  James  F.,  Gen.  Del.,  Daingerfield. 
Leeves,  James  S.,  Naples. 

McKellar,  Lee  D., 

605  N.  Madison,  Mt.  Pleasant. 
Pendergrass,  Robert  K.,  Pittsburg. 

Philips,  Harry  O.,  Lone  Star. 

Reitz,  Percy  A.,  Pittsburg. 

Renfroe,  Thomas  W.,  Box  368,  Mt.  Pleasant. 
Rutledge,  Lowell  E.,  Daingerfield. 

Sexton,  U.  A.  Garred,  Box  148,  Lone  Star. 


Smith,  Donald  R.,  P.  O.  Box  956,  Daingerfield. 
Taylor,  Willis  A.,  (Hon.),  Mt.  Pleasant. 

Tom,  John  C.,  Jr.,  Box  184,  Mt.  Vernon. 
Wheat,  E.  Baxter,  (Hon.),  Daingerfield. 
Wise,  Charles  J.,  Naples. 


CASS-MARION 

Brooks,  Jesse  M.,  Atlanta. 

Brooks,  M.  James,  Jr.,  Altanta. 

DeWare,  Jesse  M„  III,  403  Vale,  Jefferson. 
Glenn,  Vernon  B.,  Jr.,  Box  32,  Linden. 
Grumbles,  Ernest  W.,  Atlanta. 

Joslin,  Blocker  H.,  Atlanta. 

Nichols,  Joe  D.,  Atlanta. 

Nichols,  Thomas  K.,  Atlanta. 

O'Banion,  Joe  C.,  322  E.  Hiram,  Atlanta. 
Pappas,  Peter,  Jr., 

922  Stirman  St.,  Corpus  Christi. 
Steed,  Thurmon  M„  Jr.,  Hughes  Springs. 
Taylor,  Orville  R.,  Jr.,  Linden. 

Terry,  William  S.,  Jefferson. 

Wilcox,  Louise  N., 

204  N.  Harrison,  Hughes  Springs. 
Woods,  Andrew  J.,  Jefferson. 


GREGG 

Adams,  James  N., 

210  Mobberly  Ave.,  Longview. 

Andres,  Ben,  6026C  Averill  Way,  Dallas. 
Await,  Elmer  W., 

324  Glover-Crim  Bldg.,  Longview. 
Bagley,  Jimmie  C.,  100  E.  Methvin,  Longview. 
Bloom,  Charles  S.,  Box  512,  Gladewater. 
Buckner,  Edwin  E.,  910  E.  Marshall,  Longview 
Cave,  Walter,  609  E.  Whaley,  Longview. 
Clanton,  Benj.  Reid,  Box  591,  Longview. 
Colquitt,  Landon  A., 

First  Natl.  Bank  Bldg.,  Longview. 
Crawford,  Ralph  C.,  408  Mobberly,  Longview. 
Dingier,  Clark  M.,  Jr., 

418  S.  Mobberly,  Longview. 

Dworin,  Jack  W., 

Med.  & Surg.  Clinic,  Longview. 

Elkins,  Oliver  W., 

211  Bramlette  Bldg.,  Longview. 

Farrar,  William  P.,  P.  O.  Box  2266,  Longview. 
Farrington,  Evan  S., 

318  1st  Natl.  Bank  Bldg.,  Longview. 
Hancock,  A.  R.,  Box  72,  Gladewater. 
Hardwick,  Robert  S., 

400  N.  Third  St.,  Longview. 

Hart,  Walter  F„ 

107  W.  Quitman  St.,  Gladewater. 
Harwell,  Gwyn  H.,  621  N.  4th  St.,  Longview. 
Hoover,  George  M., 

315  1st  Natl.  Bank  Bldg.,  Longview. 
Hudspeth,  Ray,  Box  272,  Gladewater. 

Hugman,  George  R.,  Jr.,  Box  952,  Gladewater. 
Johnson,  Cecil  A.,  621  N.  4th  St.,  Longview. 
Johnson,  James  H.,  Jr., 

200  N.  Fredonia  St.,  Longview. 

Jones,  Ernest  L., 

417  First  Natl.  Bank  Bldg.,  Longview. 
Kienzle,  William  K.,  703  Kay,  Longview. 
Langston,  William  B.,  Jr., 

418  1st  Natl.  Bank  Bldg.,  Longview. 
Leake,  Bain,  Box  952,  Gladewater. 

LeBus,  Howard  E.,  P.  O.  Box  809,  Gladewater. 
Loftis,  John  R.,  Jr.,  210  Mobberly,  Longview. 
Mack,  Sam,  621  N.  4th  St.,  Longview. 

Marsh,  Charles  W„  Jr., 

406  1st  Natl.  Bank  Bldg.,  Longview. 
Marshall,  B.  Neil, 

100  E.  Methvin  St.,  Longview. 

McCash,  Wray  B., 

1st  Natl.  Bank  Bldg.,  Longview. 
McDonald,  D.  D.,  406  N.  Center,  Longview. 
McGrede,  Henry  C,,  Jr., 

305  1st  Natl.  Bank  Bldg.,  Longview. 
McKellar,  G.  G.,  S.  W.  Reserve  Life,  Longview. 
McKenzie,  Charles  B.,  Box  512,  Gladewater. 
Mondrik,  Frank  V.,  603  N.  6th  St.,  Longview. 


Moser,  Emil  R.,  Box  272,  Gladewater. 
Nichols,  Carl,  Box  272,  Gladewater. 

Norman,  Wayman  B.,  Box  66,  Longview. 
Parrish,  Wilmer  E., 

Med.  & Surg.  Clinic,  Longview. 

Payton,  Calvin  W.,  Box  414,  Longview. 
Rappeport,  Joseph  H., 

621  N.  Fourth,  Longview. 

Robberson,  G.  W.  Jack, 

1006  Henderson  Blvd.,  Kilgore. 

Roberts,  Joe  D.,  Box  266,  Longview. 
Robertson,  Rowland  H.,  Jr., 

East  Main  St.,  Kilgore. 

Rushing,  Garland  S., 

Med.  & Surg.  Clinic,  Longview. 

Salmon,  David  D., 

611  S.  Green  St.,  Longview. 

Slade,  Robert  E.,  406  N.  Center,  Longview. 
Spalding,  James  C.,  104  E.  Hwy.  80,  Greggton. 
Stevens,  A.  C.,  Longview. 

Stolzar,  Irwin  H.,  Box  887,  Longview. 
Swinney,  Bluford  A.,  139Vi  E.  Tyler,  Longview. 
Vaughan,  John  R.  L., 

415  1st  Natl.  Bank  Bldg.,  Longview. 
Velinsky,  Morris,  Kilgore. 

Watkins,  E.  O.,  200  Pine  Tree  Rd.,  Greggton. 
Wensley,  John  E.,  2016  S.  High,  Longview. 
Williams,  Richard  B., 

611  S.  Green  St.,  Longview. 

Wood,  H.  A.,  Longview. 

HARRISON 

Allen,  Edgar  H„  Jr., 

405A  Pinecrest  Dr.,  Marshall. 

Bennett,  George  E.,  402  S.  Bolivar,  Marshall. 
Cariker,  Mildred,  Kahn  Mem.  Hosp.,  Marshall. 
Carter,  Ray  H.,  406  W.  Austin,  Marshall. 
Conerly,  Fred  S.,  P.  O.  Box  272,  Marshall. 
Crayton,  Philip  L.,  210  N.  Lafayette,  Marshall. 
Ditste,  Antonio,  P.  O.  Box  272,  Marshall. 
Farquhar,  George  A„ 

Kahn  Mem.  Hosp.,  Marshall. 

Granbery,  Richard  G.,  402  S.  Bolivar,  Marshall. 
Graves,  Johnson  P., 

401  S.  Bolivar  St.,  Marshall. 

Harmon,  Roger  Q.,  Jr., 

401  Pinecrest  Dr.,  E.,  Marshall. 

Harris,  James  H.,  402  S.  Bolivar,  Marshall. 
Heidelberg,  Charles  H., 

401  Pinecrest  Dr.,  E.,  Marshall. 

Jones,  Robert  E.,  402  S.  Bolivar,  Marshall. 
Kemper,  Thomas  W„ 

401  Pinecrest  Dr.,  E.,  Marshall. 

Littlejohn,  Frank  S.,  (Hon.), 

203  N.  Washington,  Marshall. 

McNatt,  Malcolm,  210  N.  Lafayette,  Marshall. 
Murphy,  Maurice  H.,  402  S.  Bolivar,  Marshall. 
Padgett,  Harold  O.,  Box  749,  Marshall. 

Potts,  Steve  E., 

Thiokol  Chem.  Corp.,  Marshall. 
Redding,  Leman  M.,  300  N.  Alamo,  Marshall. 
Tenney,  Samuel  W.,  402  S.  Bolivar,  Marshall. 
Wyatt,  Charles  A., 

1501  S.  Washington,  Marshall. 

RED  RIVER 

Atkinson,  Charles  N., 

210  Pierce  St.,  Clarksville. 

Brooks,  Earl  E.,  Bogata. 

Edwards,  Rex  L.,  504  N.  Walnut,  Clarksville. 
Marx,  Melvin,  Jr.,  Clarksville. 

Payne,  Ross  W.,  Clarksville. 

Reed,  Charles  B.,  Clarksville. 

Wright,  James  L.,  Clarksville. 

UPSHUR 

Cain,  Julius  C.,  200  W.  Cass  St.,  Gilmer. 
Daniels,  John  G.,  Gilmer. 

Fenlaw,  Joseph  L.,  Gilmer. 

Ford,  Tedroe  J.,  Jr., 

Ragland-Fenlaw  Clinic,  Gilmer. 

Ragland,  Hugh  M.,  Gilmer. 

Ragland,  Madison  S.,  Gilmer. 
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Occupational  Health 

By  simply  caring  for  patients  who  are  employees,  most 
physicians  are  concerned,  directly  or  indirectly,  with  occu- 
pational health.  Since  the  majority  of  employees  in  this 
country  work  in  small  plants  which  do  not  have  medical 
supervision,  practicing  physicians,  especially  in  industrial 
areas,  should  take  interest  in  specific  occupational  health 
problems  of  these  patients.  This  means  that  the  physician 
should  acquaint  himself  with  the  working  environment  and 
manufacturing  processes  of  these  plants.  He  should  be  pre- 
pared to  conduct  examinations  such  as  preplacement,  peri- 
odic, return-to-work,  hazardous  employment,  and  preretire- 
ment. Most  important,  he  should  know  enough  about  plant 
conditions  to  give  necessary  health  counseling  and  guidance 
to  maintain  the  health  of  employees. 

This  is  indeed  a large  order,  and  most  practicing  physi- 
cians justifiably  might  resist  adding  so  much  to  their  already 
heavy  burden.  However,  they  will  find  that  improved  pa- 
tient relationship  and  more  accurate  diagnosis  are  particu- 
larly worthwhile  and  rewarding.  In  fact,  to  diagnose  accu- 
rately many  occupational  diseases  the  physician  must  have 
at  least  a general  knowledge  of  environmental  hazards  in- 
volved. 

I do  not  propose  that  all  physicians  undertake  industrial 
practice.  I only  wish  to  make  physicians  aware  of  the  health 
aspects  of  occupational  environment.  The  AMA  House  of 
Delegates  at  its  June,  I960,  meeting  adopted  the  revised 
"Scope,  Objectives  and  Functions  of  Occupational  Health 
Programs,”  first  outlined  in  June,  1957.  The  statement  con- 
tains no  fundamental  alterations  in  AMA  policy,  but  it 
adds  new  material,  including: 
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1.  Greater  emphasis  on  preventive  medical 
and  health  maintenance  concepts  of  occupa- 
tional health  programs. 

2.  A more  positive  statement  of  organized 
medicine’s  obligation  to  provide  leadership  in 
improvement  and  extension  of  occupational 
health  services,  for  example,  encouraging  the 
participation  of  physicians  part-time  in  serving 
small  plants. 

Much  reference  material  and  many  agencies 
are  available  to  assist  the  physician.  The  physi- 
cian interested  in  serving  employee  patients 
more  adequately  is  urged  to  familiarize  himself 
with  the  industrial  environment  involved  and 
to  write  his  medical  society’s  committee  on 
industrial  health  and  the  Council  on  Occupa- 
tional Health  of  the  American  Medical  Associ- 
ation. 

— V.  C.  Baird,  M.D.,  Houston. 

Insurance  for  Athletic  Injuries 

A primary  need  today  is  an  adequate  insur- 
ance program  which  will  provide  hospitaliza- 
tion for  injured  athletes,  regardless  of  extent 
or  seriousness  of  such  injuries.  Football  is  a 
contact  sport,  and  it  is  inevitable  that  there 
will  be  many  injuries  occurring  in  this  sport. 
These  injuries  vary  from  minor  contusions  to 
severe  cerebral  and  orthopedic  disabilities.  The 
principal  purpose  of  athletic  insurance  is  to 
take  care  of  these  injuries  on  a financial  basis 
which  is  fair  and  equitable  to  both  the  school 
and  the  patient. 

At  present,  the  expense  of  insurance  cover- 
age of  individual  athletes  and  team  has  been 
kept  minimal  because  of  existing  policies  and 
agreements  with  the  participating  insurance 
carriers.  In  instances,  it  has  become  necessary 
for  expenses  to  be  shared  collectively  by  the 
persons  and  school  concerned.  When  injury  is 
severe  and  hospitalization  prolonged,  adjust- 
ment in  expenses  are  made  if  insurance  cover- 
age is  not  adequate.  Insurance  coverage  is  in- 
adequate and  costly  to  cover  long  hospitaliza- 


tion periods.  At  present,  financial  and  medical 
assistance  is  obtained  frequently  without  reim- 
bursement to  physician  or  hospital  to  assist  the 
family  of  the  injured  athlete. 

Sports  are  a community  program  and  as 
such  should  be  the  responsibility  of  the  com- 
munity. Negotiations  are  now  in  progress  to 
obtain  adequate,  reasonable  insurance  coverage 
for  high  school  and  collegiate  athletes  to  allevi- 
ate financial  and  medical  crises  which  may 
arise. 

— R.  G.  McCorkle,  M.D.,  Austin, 

Texas  Society  of  Athletic  Team  Physicians. 

Nueces  Society  Scholarship 

The  scholarship  being  offered  for  the  first 
time  this  fall  by  the  Nueces  County  Medical 
Society  will  be  one  of  five  county  medical 
society  projects  presented  at  the  September, 
I960,  Public  Relations  Conference  of  the  Texas 
Medical  Association.  The  grant,  reputedly  the 
second  of  its  kind  to  be  offered  by  a county 
medical  society,  is  a splendid  example  of  what 
a local  medical  society  can  accomplish  by  con- 
certed action. 

The  winner  of  the  scholarship,  a resident  of 
the  Corpus  Christi  area,  will  receive  $1,000  a 
year  as  long  as  he  continues  to  merit  it  for  a 
total  of  4 years  of  advanced  training.  Eventu- 
ally, the  county  society  plans  to  sponsor  four 
students  simultaneously,  with  one  scholarship 
recipient  in  each  class. 

Fund  raising  campaigns  such  as  the  one  for 
the  American  Medical  Education  Foundation 
are  worthy  of  support,  and  much  good  is  ac- 
complished by  unified  programs  of  this  type. 
Nevertheless,  the  example  of  the  Nueces  Coun- 
ty Society  is  laudable,  since  it  represents  an 
example  of  collective  effort  within  a limited 
area.  Such  a project  enhances  the  standing  of 
the  medical  society  and  county,  thus  providing 
an  effective  means  of  public  relations. 

Other  county  medical  societies  with  adequate 
financial  resources  might  well  consider  the 
establishment  of  similar  scholarship  funds. 
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Governor’s  Conference  on  Aging 

The  problem  of  aging  is  not  new.  Today, 
members  of  the  medical  profession  are  finding 
it  necessary  to  assume  new  responsibilities  with 
regard  to  care  of  the  aged.  Improved  tech- 
niques, new  drugs,  advances  in  medical  educa- 
tion are  among  the  factors  that  have  helped 
to  increase  longevity.  Diligent  planning  is  re- 
quired to  provide  medical  care  for  the  larger 
portion  of  aged  persons  in  the  population. 
Health  is  the  physician’s  great  domain.  Ours 
is  the  healthiest  nation  in  the  world,  at  least 
physically.  Yet,  there  has  been  a tremendous 
increase  in  the  number  of  patients  with  neu- 
roses, functional  reactions,  and  psychoses.  These 
are  probably  the  conditions  seen  most  fre- 
quently in  the  aged.  Physicians  have  controlled 
fetal  death  and  early  mortality  from  infectious 
conditions  so  rampant  two  decades  ago,  and 
thus  the  rate  of  the  aged  population  has  in- 
creased rapidly.  What  is  more  alarming,  how- 
ever, is  the  high  rate  of  mental  deterioration 
and  emotional  disorders  among  the  elderly. 

Problems  relative  to  the  needs  of  the  elderly 
and  disabled  for  skilled  care  and  restorative 
services  require  diligent  medical  planning  and 
attention.  The  physician  must  assume  the  role 
of  leader.  Only  thus  can  the  ancillary  services 
of  the  community  be  coordinated  to  provide 
optimal  resources  for  preventive  health,  re- 
habilitation, care  of  long  term  illnesses,  and  a 
healthy  emotional  climate  for  senior  citizens. 

In  this  regard,  Governor  Price  Daniel  has 
set  a Governor’s  Conference  on  Aging,  to  meet 
September  7-8,  I960,  in  Austin  under  the  di- 
rection of  Senator  Crawford  Martin  of  Hills- 
boro. Its  purpose  is  to  survey  current  resources 
and  unmet  needs  of  Texas’  aging  population 
in  preparation  for  the  first  White  House  Con- 
ference on  Aging  in  Washington,  D.  C.,  in 
January,  1961.  Recommendations  for  the 
White  House  Conference  will  be  prepared  as  a 
result  of  the  Governor’s  Conference,  and  will 
be  divided  into  three  sections — local,  state,  and 
federal.  On  November  1,  88  delegates  will  be 


appointed  to  represent  Texas  at  the  Washing- 
ton Conference. 

During  the  state  Conference,  various  com- 
mittees on  aging  appointed  by  the  Governor 
will  report.  These  include  an  advisory  commit- 
tee of  100  citizens  representing  every  section  of 
the  state,  15  members  of  the  Interim-Legisla- 
tive Committee  on  Aging,  and  a nine  member 
steering  committee. 

As  a result  of  the  Interim-Legislative  Com- 
mittee’s recommendation,  each  county  judge 
was  asked  last  March  to  appoint  a chairman  or 
to  serve  as  chairman  of  a county  committee  on 
Aging;  226  such  committees  were  formed. 
These  groups  conducted  local  surveys  which 
have  been  compiled  into  the  Governor’s  Com- 
mittee’s "fact  finding  report”  to  be  presented 
at  the  conference. 

The  Governor’s  Conference  will  consist  of 
general  sessions  and  discussion  groups  of  the 
following  six  subjects;  population  trends,  in- 
come and  employment,  welfare,  health,  educa- 
tion and  recreation,  and  housing.  Approximate- 
ly 700  persons  are  expected  to  attend. 

Obviously,  there  has  been  some  overlapping 
of  material  in  the  Governor’s  Conference.  The 
tabulation,  sifting,  and  evaluation  of  all  of  this 
information  is  necessary  to  cover  all  aspects  in 
the  study.  Texas  citizens  are  being  given  every 
chance  to  represent  themselves  and  their  vari- 
ous disciplines  in  this  broad  evaluation,  and 
the  Texas  Medical  Association  has  cooperated 
fully. 

It  is  hoped  that  members  of  the  medical 
profession  in  Texas  will  continue  to  participate, 
whenever  needed,  by  acting  as  leaders  when 
problems  of  the  aging  and  the  disabled  are  dis- 
cussed. Without  such  help  and  guidance,  deci- 
sions on  all  levels  will  be  made  by  groups  that 
lack  the  medical  background  necessary  to  in- 
sure safe  service-directed  policies. 

— Elizabeth  C.  Thomason,  M.D., 
Committee  on  Aging, 

Texas  Medical  Association; 

Ernest  W.  Kiel,  M.D.,  President, 
Texas  Society  on  Aging. 
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A Tribute  to  the  Woman  s Auxiliary 

Some  members  of  the  Texas  Medical  Associa- 
tion may  have  only  a slight  idea  of  the  many  valu- 
able hours  members  of  the  Woman’s  Auxiliary 
give  to  a variety  of  projects  that  mean  much  to 
the  Association  and  allied  medical  programs.  The 
Auxiliary’s  project  on  nurse  recruitment,  for  instance, 
deserves  special  comment.  The  Auxiliary  sponsors 
370  Future  Nurses  Clubs  with  more  than  5,000 
members.  Recently  one  constituent  Auxiliary  re- 
ported that  approximately  50  per  cent  of  the  girls  in  nurses’  training 
in  the  county  were  former  members  of  these  clubs. 

Laudable,  also  are  the  Auxiliary’s  untiring  efforts  for  the  Ameri- 
can Medical  Education  Foundation  Fund.  The  Texas  organization  was 
second  among  state  auxiliaries  in  contributions,  giving  $17,604.81. 
The  Auxiliary’s  Christmas  card  this  year  pictures  the  Texas  Medical 
Association  Building;  profit  derived  from  its  sales  will  go  to  the 
A.M.E.F.  Fund. 

Auxiliary  members  have  interests  in  civil  defense,  disaster  relief, 
and  traffic  safety.  They  are  active  in  community  services  and  in  pro- 
motion of  good  public  relations  for  the  medical  profession.  Each 
Auxiliary  has  a program  for  older  adults.  In  addition,  members  spon- 
sor projects  to  help  the  aged  help  themselves,  and  they  have  initiated 
a study  of  voluntary  health  insurance  plans.  For  many  years  the  Auxil- 
iary has  provided  aid  for  needy  doctors’  widows  and  children  through 
a memorial  fund.  On  many  occasions  funds  from  this  source  have 
meant  a great  deal;  in  one  instance  a widow’s  home  was  thus  saved. 
It  is  regrettable  that  this  excellent  program  does  not  have  a counter- 
part in  county  medical  societies.  Several  state  societies,  however,  have 
similar  programs  for  physicians. 

Members  of  the  Woman’s  Auxiliary  are  active  participants  in  the 
projects  of  their  separate  communities.  This  is  as  it  should  be.  We  owe 
our  best  efforts  to  improvement  of  the  many  fine  programs  that  make 
up  community  life — which,  in  mrn,  better  our  state  and  nation.  For 
their  contributions  to  their  respective  communities  and  to  the  Texas 
Medical  Association,  we  say  gratefully,  "Thank  you.” 


Dr.  Owen 
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A column  for  readers’  assents,  dissents,  and 
comments,  selected  monthly  by  the 
official  advisory  committee  of  the  Texas 
State  Journal  of  Medicine. 


Physician  Holds  Key 
In  Controlling 
VA  Medical  Program 

The  Veterans  Administration  operates  the  largest 
system  of  hospitals  in  the  world.  This  system  prac- 
tices medicine,  paid  for  with  tax  funds  from  Con- 
gressional appropriations.  The  patients  belong  to  the 
government  with  no  choice  whatever  in  regard  to 
physician,  facility,  or  treatment.  This  ("a  rose  by 
any  other  name  . . .”)  is  socialized  medicine. 

Some  of  us  say  we  are  doing  everything  within 
our  power  to  oppose  federal  encroachment  on  the 
private  practice  of  medicine,  but  are  we?  Could  a 
physician  be  passionately  devoted  to  preservation  of 
the  free  practice  of  medicine  and  still  make  regular 
consultation  trips  to  a Veterans  Administration  hos- 
pital? Could  a similarly  motivated  medical  school 
professor  or  dean  abet  the  VA  hospital  program  by 
his  personal  or  his  school’s  participation?  Could  the 
physician  m private  practice  aid  the  program  by  re- 
ferring patients?  Is  it  really  a threat  to  private  prac- 
tice? 


The  Committee  on  Military  and  Veterans  Affairs 
of  the  Texas  Medical  Association  has  for  3 years 
conducted  an  exhaustive  study  of  the  VA  medical 
program.  The  committee’s  source  material  has  in- 
cluded data  from  the  Council  on  Legislative  Activities 
of  the  American  Medical  Association,  official  pub- 
lications of  the  United  States  Government,  transcripts 
of  hearings  of  Congressional  committees,  and  data 
from  the  three  Texas  medical  schools. 

Scope  of  VA  Program. — The  Veterans  Administra- 
tion operates  173  hospitals  in  the  United  States  and 
Puerto  Rico.  Bed  capacity  is  approximately  120,000, 
and  average  daily  in-patient  census  approximately 
111,000.  There  are  3,000  VA  patients  in  contract 
beds  in  hospitals  not  operated  by  the  governmental 
agency. 

The  Department  of  Medicine  and  Surgery  of  the 
Veterans  Administration  employs  approximately  4,- 
600  physicians,  792  dentists,  15,000  registered  nurses, 
and  untold  numbers  of  laboratory  and  x-ray  tech- 
nicians, therapists,  and  dietitians.  Other  employees 
include  all  classifications  of  ancillary  professional, 
technical,  and  yeoman  personnel. 

Service  Connection. — Regularly  66  per  cent  of  in- 
patients and  85  per  cent  of  patients  discharged  are 
treated  for  conditions  in  no  way  related  to  service- 
connected  disability.  The  actual  figure  is  really  a little 
higher,  because  many  with  a service-connected  dis- 
ability are  treated  primarily  for  other  conditions 
while  in  the  hospital. 

Source  of  Patients. — Dr.  Middleton,  medical  di- 
rector of  the  Veterans  Administration,  stated  that 
previous  surveys  showed  between  15  and  30  per 
cent  of  VA  admissions  were  referred  by  private  doc- 
tors. Our  investigations  have  shown  this  figure  to 
be  considerably  higher;  one  documented  study  showed 
that  63  per  cent  of  228  admissions  in  a specific 
period  were  referred  by  private  doctors  or  from 
private  or  city-county  hospitals. 


Letters  are  chosen  on  any  subject  on  the  basis  of  good  taste, 
propriety,  and  available  space  by  the  Journal  Advisory  Committee. 
No  anonymous  letters  will  be  printed  and  the  committee  reserves 
the  right  to  print  and  to  edit  contributions . Letters  do  not  neces- 
sarily represent  the  policy  of  the  Texas  Medical  Association  or  the 
Journal. 


VA  Hospital  and  Medical  Schools. — Baylor  Uni- 
versity College  of  Medicine  in  Houston  and  the  Uni- 
versity of  Texas  Southwestern  Medical  School  in 
Dallas  both  have  extensive  associations  with  the  VA 
Dean’s  Committee  hospitals  in  their  areas.  For  ex- 
ample, Baylor’s  faculty  controls  163  approved  resi- 
dency positions  in  non-VA  hospitals  in  the  Houston 
area,  and  there  are  91  approved  residency  positions 
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under  the  same  auspices  in  the  VA  hospitals  (which 
have  no  obstetrics,  or  pediatrics).  Southwestern  has 
129  approved  residency  positions  at  its  non-VA 
teaching  hospital  and  57  in  the  VA.  Faculty  members 
of  both  schools  participate  extensively  in  the  VA 
teaching  program,  and  a sizable  portion  of  faculty 
personal  income  comes  from  VA  sources.  For  ex- 
ample, 118  members  of  the  Baylor  faculty  receive 
$156,810  annually  from  the  VA  in  salary  or  con- 
sultation fees. 

Medical  Classification. — Repeatedly,  VA  officials 
have  stated  publicly  that  nonservice-connected  pa- 
tients with  acute  medical  and  surgical  problems, 
who  require  elective  surgery,  are  essential  for  main- 
tenance of  their  residency  program.  The  VA  hos- 
pitals admit  exactly  the  same  types  of  patients  that 
are  necessary  for  the  conduct  of  adequate  residency 
training  programs  in  hospitals  not  operated  by  the 
federal  government.  Approximately  30  per  cent  of 
approved  specialty  residencies  in  this  country  are  in 
government  hospitals.  Actual  utilization  may  be 
higher  because  of  higher  salaries  and  university  hos- 
pital affiliations  in  VA  and  other  governmental  hos- 
pitals. 

Conclusions. — When  the  facts  are  analyzed,  VA 
hospitals  are  not  primarily  serving  the  service-con- 
nected veteran  for  which  they  were  originally  in- 
tended, but  rather  are  operating  a full  medical  and 
surgical  program  for  nonservice-connected  diseases. 
In  actuality,  they  compete  against  private  hospitals, 
against  local  and  regional  postgradaute  training  pro- 
grams, against  private  doctors,  and — most  important 
of  all — against  the  patient  not  in  a VA  hospital  for 
adequate  hospital  care.  The  competition  against  pa- 
tients is  effected  by  the  hiring  of  thousands  of  house 
officers,  registered  nurses,  laboratory  and  x-ray  tech- 
nicians, dietitians,  and  other  ancillary  personnel,  all 
of  whom  are  in  short  supply.  The  higher  VA  pay 
scales  add  to  the  difficulty,  using  the  public’s  tax 
money,  and  have  contributed  to  an  increase  in  costs 
of  hospital  care. 


WHAT  CAN  WE  DO? 

At  first  glance,  it  would  seem  appropriate  that  the 
physician  write  Congressman  and  state  that  he  is 
against  admission  of  patients  to  federal  hospitals  for. 
treatment  of  nonservice-connected  disabilities.  This 
has  been  done  repeatedly,  and  in  all  instances,  inef- 
fectively. The  truth  is  that  it  is  the  will  of  Congress 
that  nonservice-connected  patients  shall  be  cared  for 
if  they  are  needy.  The  first  time  that  the  Congress 
so  voted  was  in  1934,  and  the  bill  was  passed  over 
a Presidential  veto.  What  about  a big  publicity 
campaign  to  call  attention  to  the  freeloaders  who  go 
to  the  VA  hospitals  when  they  can  afford  private 
care  or  do  not  really  need  to  be  in  a hospital?  This 
too  has  been  tried  on  a limited  scale  and  has  failed. 
That  is  probably  just  as  well,  because  such  an  ap- 
proach almost  always  has  an  adverse  public  relations 
effect  on  the  medical  profession.  The  record  proves 
that  all  other  methods  have  failed  too. 

The  Association’s  Committee  on  Military  and  Vet- 
erans Affairs  has  looked  hard  for  a solution.  There 
seems  to  be  only  one  ultimate  answer.  The  only  way 
that  operations  of  the  VA  hospital  system  will  be 
curtailed  is  to  decrease  Congressional  appropriations. 
The  only  way  that  Congressional  appropriations  will 
be  decreased  is  by  a marked  and  sustained  decrease 
in  the  in-patient  census  of  VA  hospitals,  and  the 
only  way  that  physicians  can  decrease  the  in-patient 
census  is  to  stop  sending  patients  to  VA  hospitals. 
This  means  physicians  in  their  private  offices,  in 
private  hospitals  and  clinics,  in  city-county  and  other 
public  hospitals,  in  clinics  and  emergency  rooms,  and 
everywhere.  There  really  is  no  other  solution. 

The  only  ones  who  can  accomplish  this  task  are 
the  physicians  and  hospitals  of  Texas.  Alternate 
routes  for  referral  of  needy  patients  are  available. 
We  must  use  them. 

— Milton  V.  Davis,  M.D.  Chairman, 

Committee  on  Military  and  Veterans  Affairs, 
Texas  Medical  Association. 
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Sunburn,  pigmentation,  aging,  and  carcinogenesis  are  discussed  in 
detail.  The  public  should  be  educated  in  regard  to  the  harmful  effects 
of  chronic  exposure  to  sunlight.  Commercially  available  sunscreens, 
such  as  benzophenones  and  para-aminobenzoic  acid,  can  provide  ex- 
cellent protection. 


HARMFUL  EFFECTS  OF  SUNLIGHT 


Physical  and  Chemical  Sunscreens 


JOHN  M.  KNOX,  M.D. 

Houston,  Texas 


IN  OPPOSITION  to  the  highly  publicized  and 
currently  popular  suntan  fad,  dermatologists  in 
the  Southwest  have  become  increasingly  conscious  of 
the  harmful  effects  of  sunlight. 

The  present  trend  in  our  sociologic  and  economic 
pattern  is  toward  more  time  and  money  for  recrea- 
tion, and  much  of  this  time  will  be  spent  outdoors. 
In  the  past,  only  farmers,  sailors,  and  other  outdoor 
workers  were  exposed  to  significant  amounts  of 
irradiation  from  sunlight.  Today,  and  in  the  future, 
with  more  people  spending  additional  time  under 
the  sun,  plus  the  fact  that  life  expectancy  is  continu- 
ally being  prolonged,  there  is  definite  need  for 
knowledge  in  regard  to  the  undesirable  effects  of 
sunlight  and  possible  means  for  their  prevention. 

The  term  "sunlight”  includes,  in  addition  to  visible 
light,  both  ultraviolet  and  infrared  light.  Ultraviolet 


wave  lengths  are  shorter  than  visible  wave  lengths; 
whereas,  infrared  rays  are  longer  than  those  of  visible 
light.  Most  of  the  harmful  effects  of  sunlight  are 
caused  by  ultraviolet  rays,  for  they  produce  sunburn, 
pigmentary  changes,  degeneration  of  the  skin,  and 
the  common  forms  of  skin  cancer.  Photoallergic, 
phototoxic,  and  photodynamic  reactions  may  be 
produced  by  longer  wave  lengths  in  addition  to  ultra- 
violet rays.  Since  most  adverse  effects  from  sunlight 
are  caused  by  ultraviolet  rays,  this  discussion  will  be 
limited  almost  entirely  to  ultraviolet  wave  lengths. 

Ultraviolet  rays  are  electromagnetic  waves  and, 
therefore,  have  many  features  in  common  with 
roentgen  rays  and  other  forms  of  irradiation.  An  ul- 
traviolet wave  is  longer  than  a roentgen-ray  wave, 
and  ultraviolet  photons  carry  less  energy  than  roent- 
gen-ray photons.  Although  not  classified  as  a form 
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of  ionizing  irradiation,  ultraviolet  can  produce  some 
ionization.1  Photons  of  ultraviolet  energy  are  ab- 
sorbed by  the  skin,  and  there  is  no  penetration  be- 
yond a few  millimeters.3  The  stratum  corneum  both 
absorbs  and  scatters  these  rays.  Therefore,  this  outer- 
most layer  of  the  skin  provides  considerable  protec- 
tion from  sunlight.  The  degree  of  protection  is  deter- 
mined by  two  factors — the  thickness  of  the  stratum 
corneum  and  the  quantity  of  melanin  it  contains. 
Thomson14  has  shown  that  the  number  of  melanin 
granules  in  the  stratum  corneum  significantly  influ- 
ences its  ability  to  absorb  ultraviolet  light.  Melanin 
in  the  malpighian  and  basal  cell  layers  provides  ad- 
ditional protection  for  the  skin. 


Sunburn  and  Suntan 

Sunburn  is  produced  by  a well  defined  portion 
of  the  electromagnetic  spectrum  which  is  located  be- 
tween 2900  and  3170  angstrom  units,  with  the  maxi- 
mal effect  at  2970  angstroms.3  Protein  absorbs  light 
within  the  sunburn  spectrum,  and  rays  which  pene- 
trate the  stratum  corneum  are  absorbed  by  proteins, 
including  nucleoproteins  of  the  less  superficial  epi- 
dermal cells.  The  absorption  of  this  energy  produces 
biochemical  changes  which  result  in  erythema,  actinic 
degeneration,  and  carcinogenesis.  The  mechanism 
through  which  ultraviolet  produces  erythema  is  not 
established.  However,  it  is  theorized  that  injured 
cells  liberate  leukotaxine  and  other  substances  which 
induce  inflammation. 

Whether  an  individual  sunburns  is  dependent  on 
many  variables — duration  and  intensity  of  exposure, 
season,  latitude,  altitude,  smoke,  clouds,  and  degree 
of  natural  protection  afforded  by  the  epidermis. 
There  are  more  erythemogenic  wave  lengths  present 
in  sunlight  of  southern  than  northern  latitudes, 
around  midday  than  early  or  late  in  the  day,  at  high 
altitudes  because  of  less  atmospheric  absorption,  and 
on  the  seashore  where  reflectance  increases  the  in- 
tensity of  an  exposure.  Smoke,  clouds,  suntan,  shade, 
and  clothing  provide  protection. 

Sunburn  may  be  produced  by  natural  sunlight  or 
by  artificial  sources  of  ultraviolet  irradiation,  such  as 
a hot  or  cold  quartz  lamp.  The  atmosphere,  particu- 
larly ozone,  filters  the  shorter  wave  lengths  of  sun- 
light, and  only  wave  lengths  of  2900  and  above  reach 
the  earth.0  The  erythema-producing  waves  of  sun- 
light are  from  2900  to  3170  angstroms  in  length, 
and  a hot  quartz  lamp  produces  these  wave  lengths. 
Cold  quartz  erythema  is  caused  by  wave  lengths  of 
2537  angstroms.  Therefore,  the  erythema  produced 
by  a cold  quartz  ultraviolet  lamp  is  caused  by  wave 
lengths  shorter  than  those  in  natural  sunlight. 

Susceptibility  to  sunburn  is  inversely  proportional 


to  the  amount  of  pigment  in  the  epidermis.  A vivid 
example  is  the  difference  in  tolerance  to  sunlight 
between  an  albino  Negro  and  a dark-skinned  Negro 
■ — -the  albino  is  highly  susceptible  to  sunburn  and  the 
dark  Negro  has  remarkable  tolerance  to  sunlight. 
Most  individuals  can  obtain  a suntan  and,  thereby, 
increase  their  tolerance  to  sunlight.  Suntanning  in- 
volves three  different  processes — oxidation  of  mel- 
anin, dispersion  of  melanin,  and  production  of  new 
melanin.  Reduced  melanin  is  tan,  and  oxidized  mel- 
anin is  brown  to  black. 

Ultraviolet  wave  lengths  between  3000  and  4200 
angstroms,  with  the  peak  being  approximately  3400 
angstroms,  have  the  ability  to  oxidize  melanin.  Oxi- 
dation occurs  within  a few  hours  after  irradiation. 
Ultraviolet  also  has  the  ability  to  cause  dispersion  of 
melanin  granules  within  the  melanocytes,  and  skin 
in  which  the  melanin  is  dispersed  is  darker  than  it 
was  before  dispersion.  This  dispersion  reaction  occurs 
at  3400  angstroms  and  does  not  reach  its  maximum 
for  several  days  after  irradiation.  New  melanin  pro- 
duction is  initiated  by  wave  lengths  from  2800  to 
3100  angstroms.  New  melanin  is  first  noticed  after 
48  hours  and  melanin  production  reaches  its  peak 
in  approximately  19  days.11  Freckling  is  a type  of 
tanning  which  occurs  most  commonly  in  persons 
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with  red  and  reddish-brown  hair.  In  a freckle,  the 
number  of  melanocytes  is  normal  or  actually  de- 
creased. However,  there  is  an  unusually  large  amount 
of  pigment  in  the  melanocytes  of  a freckle.2 

Sunscreens  can  provide  excellent  protection  from 
sunburn.  Rothman12  has  shown  that  15  per  cent 
para-aminobenzoic  acid  cream  can  increase  the 
amount  of  irradiation  required  to  produce  erythema 
by  50  to  100  times.  The  families  of  compounds  most 
frequently  employed  in  sunscreens  are  para-amino- 
benzoates,  anthranilates,  cinnamates,  pyrrones,  benzi- 
midazoles, carbazoles,  naphtholsulfonates,  and  qui- 
nine disulfate.4  The  first  commercial  sunscreen  ap- 
peared in  1928  and  contained  benzyl  salicylate  and 
benzyl  cinnamate  as  the  active  ingredients.  Recently, 
Knox  and  others9  studied  a new  group  of  sunscreen- 
ing agents,  the  benzophenones,  and  found  them  to 
be  equal  or  superior  to  other  agents  tested.  Benzo- 
phenones have  a wide  absorption  spectrum  which 
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includes  not  only  the  erythematous  wave  lengths,  but 
also  those  causing  pigmentation  and  many  of  the 
more  common  photosensitivity  phenomena.  During 
this  study,  the  popularly  employed  suntan  lotions 
and  creams  increased  the  minimal  erythema  threshold 
4 to  6 times.  Therefore,  a sunbather  protected  by 
one  of  these  formulations  could  remain  in  the  sun 
4 to  6 times  as  long  before  obtaining  a burn.  Ten 
per  cent  concentrations  of  3-benzoyl-4-hydroxy-6- 
methoxy-benzenesulfonic  acid  and  para-aminobenzoic 
acid  in  vanishing  cream  increased  the  minimal  eryth-  'J 
ema  dose  approximately  100  times. 

Since  benzophenones  absorb  the  wave  lengths  re- 
sponsible for  pigmentation,  derivatives  of  para-ami- 
nobenzoic  acid  are  probably  the  best  currently  f 
available  sunscreens  for  individuals  desiring  a suntan. 
For  those  who  need  protection  from  sunlight  and 
are  not  desirous  of  obtaining  a tan,  a benzophenone  J 
sunscreen  would  be  the  preparation  of  choice.  Steg- 
maier  tested  a benzophenone  and  found  that  it  was 
superior  to  an  equal  concentration  of  para-amino- 
benzoic acid  for  inhibiting  8-methoxypsoralen  accel- 
erated pigmentation.7  A sunscreen  of  the  benzo- 
phenone type  might  be  useful  for  individuals  who 
freckle,  patients  with  chloasma,  and  those  who  prefer 
their  natural  color  to  a tan.  Window  glass  prevents 
sunburn  by  filtering  the  erythemogenic  wave  lengths. 
Physical  sunscreens  (sunshades)  are  opaque  chemi- 
cals that  scatter  light  rather  than  absorb  it.  Titanium 
dioxide,  talc,  kaolin,  zinc  oxide,  and  bentonite  are 
examples.  Occasionally  these  chemicals  are  used  in 
combination  with  the  previously  described  chemical 
sunscreens.  A cream  vehicle  alone  provides  some 
protection,  and  petrolatum,  particularly  red  petro- 
latum, provides  considerable  protection. 

Aging  and  Epitheliomas 

During  a lifetime,  the  skin  is  exposed  to  a large 
amount  of  irradiation  from  sunlight.  This,  of  course, 
varies  with  occupation,  recreational  habits,  geograph- 
ical factors,  and  clothing.  Unna15  was  first  to  call 
attention  to  the  high  incidence  of  skin  cancer  among 
sailors  exposed  to  sunlight,  and  his  findings  and  con- 
clusions have  been  confirmed  by  others.  Although 
carcinogenesis  has  been  emphasized  adequately,  there 
has  been  relatively  little  comment  in  the  literature 
in  regard  to  the  role  sunlight  plays  in  aging  of  the 
skin.  Many  visible  signs  of  aging  are  the  results  of 
accumulated  ultraviolet  damage.  Such  findings  are 
evident  both  grossly  and  histologically.  Among  the 
changes  related  to  exposure  to  sunlight  are  a dry, 
coarse,  and  leathery  appearance  of  the  skin;  laxity 
with  wrinkling;  and  various  pigmentary  changes. 
With  its  natural  protection,  the  Negro  skin  has  much 
less  actinic  damage,  and  elderly  Negroes  often  mani- 
fest a deceptively  youthful  appearance. 


If  one  examines  an  elderly  person’s  skin,  there  is 
a striking  difference  between  the  light-exposed  re- 
gions and  those  protected  by  clothing.  The  chest, 
for  example,  of  a 70  year  old  woman  often  appears 
young  and  relatively  normal  in  contrast  to  her  weath- 
ered, wrinkled,  and  aged  face.  Although  there  are 
obvious  anatomic  differences  in  the  skin  of  the  chest 
and  the  face,  the  clinical  and  histologic  evidences  of 
aging  induced  by  sunlight  are  striking.  A weather- 
beaten farmer  often  appears  considerably  older  than 
a similarly  aged  physician.  These  differences  would 
be  even  more  apparent  were  it  not  for  graying,  skele- 
tal changes,  and  other  phenomena  that  accompany 
aging. 

In  addition  to  the  cosmetic  ill  effects  of  chronic 
exposure  to  sunlight,  skin  which  has  been  damaged 
by  sunlight  is  predisposed  to  development  of  pre- 
malignant  and  malignant  skin  tumors.  Fair-skinned 
individuals  who  have  been  exposed  to  large  amounts 
of  sunshine  have  the  highest  incidence  of  skin  can- 
cer. Recently,  Mcdonald10  compiled  some  interesting 
statistics  on  this  subject.  The  carcinogenic  wave 
lengths  of  the  spectrum  are  between  2900  and  3341 
A.  In  experimental  animals,  the  amount  of  radiant 
energy  necessary  to  precipitate  carcinogenesis  is  rela- 
tively small,  being  in  the  neighborhood  of  63  to 
84  by  10'  ergs/cm.'  13  In  animals  the  length  of  the 
precancerous  period  varies  inversely  with  the  daily 
dose  of  irradiation,  and  carcinogenesis,  once  initiated, 
proceeds  without  further  exposure  to  radiant  energy. 
Although  animal  studies  cannot  always  be  transferred 
to  man,  a similar  situation  appears  to  exist. 

Members  of  this  department  began  a series  of  ex- 
periments to  investigate  possible  means  of  inhibiting 
experimentally  induced  ultraviolet  carcinogenesis. 
Swiss  strain  albino  mice  were  irradiated  daily,  5 days 
a week,  with  various  sources  of  ultraviolet  light. 
Since  8-methoxypsoralen  may  be  used  to  accelerate 
carcinogenesis,5  selected  groups  of  animals  were  given 
the  drug  for  this  purpose.  These  experiments  showed 
that  topical  sunscreens,  such  as  3-benzyl-4-hydroxy-6- 
methoxy-benzophenones  and  para-aminobenzoic  acid, 
were  extremely  effective  in  preventing  ultraviolet  in- 
duced carcinogenesis.7  Possibly  of  even  more  signifi- 
cance, additional  studies  revealed  that  the  systemic 
administration  of  antimalarials  or  benzophenone  de- 
creased carcinogenesis.8  Control  animals  had  approxi- 
mately twice  as  many  tumors  as  those  receiving  these 
drugs.  • 


Comment’ 

The  currently  available  clinical,  pathologic,  and 
experimental  evidence  indicates  that  physicians,  par- 
ents, and  responsible  members  of  our  society  should 
begin  an  educational  campaign  on  the  harmful  effects 
of  sunlight,  including  aging  and  carcinogenesis.  The 
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public  also  should  be  informed  on  appropriate  means 
of  protection.  Excellent  sunscreens  are  commercially 
available,  and  there  is  no  reason  why  these  agents 
should  not  be  used  when  needed.  Currently,  they  are 
employed  almost  exclusively  to  prevent  sunburn  or 
for  photosensitivity.  Their  potential  usefulness  in 
prophylaxis  against  aging  and  carcinogenesis  has  not 
been  exploited.  It  is  probably  premature  to  recom- 
mend the  antimalarials  or  other  systemic  agents  for 
such  purposes  since  there  are  hazards  to  the  pro- 
longed use  of  any  systemic  medication.  Possibly, 
however,  an  effective  systemic  prophylactic  agent 
may  be  established  in  the  not  too  distant  future. 

Since  effective  means  of  preventing  damage  by 
acute  or  chronic  exposure  to  sunlight  are  available, 
physicians  should  take  the  lead  in  educating  the 
public  on  this  subject.  A major  part  of  this  educa- 
tional program  should  be  to  emphasize  the  adverse 
effects  of  sunlight,  for  today  there  is  far  more  inter- 
est in  the  good  than  the  harm  resulting  from  sun- 
light. For  years  it  has  been  popular  to  obtain  a sun- 
tan, and  for  many  people,  particularly  medium  to 
fair-skinned  individuals,  the  exposures  necessary  to 
produce  a tan  probably  injure  the  skin.  One  who 
obtains  a tan  rapidly  and  easily  is,  in  all  probability, 
already  dark-skinned,  and  from  a cosmetic  standpoint, 
there  is  no  real  need  for  the  skin  to  be  darker.  The 
medium  to  fair-skinned  person  who  wants  a tan 
probably  should  not  subject  himself  to  the  exposures 
necessary  to  accomplish  this  purpose.  The  suntan 
lotion,  although  of  value,  is  not  a perfect  agent  in 
the  sense  that  it  will  selectively  allow  tanning  but 
exclude  all  adverse  effects  of  irradiation. 

A blonde  woman  usually  shows  her  age  more  than 
a brunette,  and  this  is  to  a large  extent  the  result  of 
sunlight  induced  degenerative  changes.  Aging  is  a 
prime  concern  to  every  woman;  therefore,  sunscreens 
might  be  incorporated  in  face  powder,  make-up 
bases,  and  other  commonly  used  cosmetic  prepara- 
tions. Although  a case  of  epidermal  contact  sensi- 


tivity might  occur  occasionally,  these  agents  are 
relatively  innocuous.  If  blondes  were  informed  ade- 
quately on  this  subject,  they  could  protect  their  skin 
and  probably  retain  a youthful  appearance  for  a 
considerably  longer  period.  Actually,  fair-skinned  in- 
dividuals should  never  be  engulfed  into  the  suntan 
fad.  They  should  use  sunscreens  routinely  and  limit 
exposures  to  worthwhile  occasions.  This  does  not  im- 
ply in  any  way  that  outdoor  activities  for  blondes 
are  taboo;  it  only  means  that  the  ill  effects  of  sun- 
shine should  be  recognized  and  understood  so  that 
harmful  exposures  can  be  avoided. 
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A series  of  animal  experiments  have  indicated  that  topical  appli- 
cation of  a henzophenone,  BSA,  or  para-aminobenzoic  acid  decreases 
the  carcinogenic  effect  of  ultraviolet  light  in  albino  mice.  Oral  admin- 
istration of  antimalarial  drugs  and  BSA  seemed  to  inhibit  carcino- 
genesis partially.  Present  findings  in  a small  number  of  animals  appear 
significant  enough  to  warrant  further  investigation. 


Experimental  Ultraviolet  Carcinogenesis 


EARL  G.  COCKERELL,  M.D.,  and  JOHN  M.  KNOX,  M.D.,  Houston,  Texas 


CANCER  OF  THE  SKIN  is  more  common  than 
any  other  form  of  cancer  in  Texas.  In  El  Paso, 
where  excellent  records  have  been  kept,  approxi- 
mately 30  per  cent  of  cancers  reported  are  epidermal 
in  origin.13  Studies  of  cutaneous  malignant  tumors 
have  contributed  much  to  present  understanding  of 
carcinogenesis.  The  carcinogenic  potentiality  of  chem- 
icals such  as  hydrocarbons  became  apparent  many 
years  ago  when  "chimney  sweeps”  were  observed  to 
have  scrotal  cancer.  Sunlight  and  other  forms  of  ir- 
radiation such  as  roentgen  rays  have  long  been  known 
to  be  capable  of  causing  cellular  alterations  that 
result  in  cancer.  Unna18  first  noted  that  skin  cancer 
was  common  in  sailors  and  individuals  exposed  to 
sunlight  for  prolonged  periods.  Epitheliomas  can  be 
produced  experimentally  by  exposure  of  albino  mice, 
rats,  and  rabbits  to  the  ultraviolet  rays  of  a mercury 
arc  lamp.2  Although  much  has  been  learned,  the 
study  of  cutaneous  malignant  growths  should  con- 
tinue to  be  a fertile  field  for  research. 

A variety  of  agents  have  been  used  to  produce 
skin  cancer  experimentally.  Orr14  recently  mentioned 
that  many,  but  not  all,  polycyclic  hydrocarbons  are 
carcinogenic.  He  emphasizes  that  skin  cancer  can  be 
caused  by  various  kinds  of  radiation,  for  example, 
ultraviolet  light  and  roentgen  rays,  but  that  forma- 
tion of  epithelial  tumors  by  radiation  takes  3 to  4 
times  as  long  as  that  by  chemical  carcinogens.  Zack- 


heim20  discovered  that  many  kinds  of  tumors  oc- 
curred in  rats  after  application  of  2-anthramine  for 
periods  varying  from  6 to  14  months.  Basal  cell  epi- 
theliomas were  the  most  common,  but  prickle  cell 
papilloma,  prickle  cell  carcinoma,  sebaceous  adenoma, 
sebaceous  epithelioma,  cylindroma,  and  fibrosarcoma 
were  also  induced.  In  mice  treated  the  same  way,  no 
basal  cell  epithelioma  developed.  Recently  Winkel- 
mann  and  colleagues19  produced  numerous  squamous 
cell  carcinomas  when  they  exposed  hairless  mice  to 
ultraviolet  light.  It  was  not  necessary  to  burn  or 
damage  the  skin  in  these  animals  to  induce  this 
change. 

To  exert  a biologic  effect  on  tissues,  radiant  energy 
must  be  absorbed  because,  according  to  Draper’s 
Law  (1870),  only  the  energy  absorbed  by  a system 
can  exert  any  influence  upon  it.  Reflected  or  trans- 
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Table  1. — Effect  of  Topical  Application  of  BSA  in  Mice  Treated  with  8-MP*  Before  Ultraviolet  Irradiation. 


No.  of 
Animals 

Treatment 

Appearance  of  Ears 
(Damage) 

Tumor  Incidence 

Started  / Survived 

8-MP 

Right  Ears 
(BSA) 

Left  Ears 
(Alcohol) 

Right  Ears 
(BSA) 

Left  Ears 
( Alcohol ) 

20/14 

Controls 

Normal 

Severe  (100%) 

None 

28% 

20/20 

8-MP  in  Diet 

Normal 

Normal  (15%) 
Slight  (25%) 
Moderate  (30%) 
Severe  (30%) 

None 

15% 

20/13 

8-MP  Injected 

Normal 

Severe 

None 

46% 

Irradiated  20  min. /day  with  mercury  arc  lamp  at  a distance  of  50  cm. 
# 8-Methoxypsoralen. 


mitted  energy  is  without  effect.  The  unit  of  measure- 
ment of  absorbed  radiation  is  the  quantum.  The 
shorter  the  wave  length,  the  higher  the  quantum; 
thus,  energy  from  a quantum  of  ultraviolet  light  is 
greater  than  from  infrared  rays,  but  less  than  that  of 
roentgen  rays.  Small  doses  of  ultraviolet  light  cause 
alterations  in  nucleoproteins,  and  repeated  exposures 
can  yield  changes  significant  enough  to  result  in 
development  of  skin  cancer.3  The  amount  of  effec- 
tive mid-ultraviolet  radiant  energy  necessary  to  initi- 
ate changes  which  culminate  in  tumor  formation  is 
relatively  small  (6.3  by  8.4  by  108  ergs/cm.2).16 

There  is  definite  need  for  establishment  of  means 
for  protection  of  people  who  are  exposed  to  sun- 
light for  long  periods.  Since  there  are  innumerable 
complications  and  problems  related  to  investigation 
of  carcinogenesis  in  human  beings,  animal  studies 
are  useful. 


Protection  from  Ultraviolet  Carcinogenesis 

Topical  protection. — Certain  chemicals  may  be 
used  to  eliminate  or  minimize  deleterious  effect  of 
the  ultraviolet  rays  of  sunlight  by  absorbing  and  dis- 
sipating this  energy  in  a harmless  manner.  In  search 
for  possible  means  of  protecting  humans  from  sun- 


light, our  group  began  a series  of  studies.  The  first 
step  was  to  review  the  families  of  compounds  used 
as  sunscreens,  and  to  introduce  a new  group  of 
promising  chemical  sunscreens,  the  substituted  ben- 
zophenones.10  This  class  of  absorbers  is  different 
from  most  organic  compounds  in  that  it  has  an  ex- 
ceptionally wide  absorption  spectrum  and  is  resistant 
to  photochemical  degradation.  Benzophenones  are 
currently  used  in  textiles,  dyes,  paints  and  plastics 
to  protect  them  from  photochemical  degradation. 
Experimental  and  clinical  findings  showed  that  the 
benzophenones  selected  provide  excellent  protection 
from  erythema-producing  ultraviolet  wave  lengths. 
These  compounds  were  superior  to  a large  group  of 
commercial  sunscreening  and  suntanning  agents,  and 
were  equal  to  or  better  than  comparable  percentages 
of  tannic  acid  and  para-aminobenzoic  acid. 

The  benzophenone,  3-benzoyl-4-hydroxy-6-meth- 
oxy-benzenesulfonic  acid,  because  of  its  stability  and 
free  solubility  in  water  and  alcohol,  was  chosen  to 
see  if  such  a sunscreen  would  provide  protection 
from  the  carcinogenic  effect  of  ultraviolet  light.  For 
convenience,  this  compound  will  be  referred  to 
henceforth  under  the  abbreviation  "BSA.”  A series  of 
investigations8  demonstrated  that  topical  application 
of  BSA  or  para-aminobenzoic  acid  can  decrease 
greatly  both  the  erythematous  and  carcinogenic  re- 


Table  2. — Effect  of  BSA  After  8-MP  Injection  and  Exposure  to  Longer  Ultraviolet  Wave  Lengths. 


No.  of 
Animals 

Treatment 

Started  /Survived 

All  Mice  Injected 
with  0.4  mg.  8-MP 

Degree  of  Damage  in  Mice 

Percentage  of 
Tumors 

20/14 

Controls 

All  ears  severely  damaged.  Most  eyes  damaged — many 
with  cataracts. 

Definite  (29%) 
Questionable  (21%) 

20/20 

5%  BSA  in  Diet 

No  Damage  (15%) 

Slight  Damage  (65%) 

Moderate  Damage  (20%) 

None 

Longer  wave  length  ultraviolet  irradiation  (3,200-4,000  A). 

Irradiated  10  min./day  with  Blak-Ray  lamp  at  a distance  of  45  cm.  for  17  weeks. 
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Table  3. — Effect  of  Antimalarials  upon  the  Erythematous  and  Carcinogenic  Response  to  Irradiation  with  the  Mercury  Arc 

Lamp. 


No.  of 
Animals 

Treatment 

Erythematous 

Effect 

Percentage  of  Tumor 

Incidence 

Degree  of 

At  Conclusion 

After  3 Months 

Started /Survived 

Diet 

Erythema 

of  Experiment 

Observation 

20/11 

Controls 

Severe 

50% 

50% 

14/4 

Triquin 

Very  Slight 

18% 

25% 

20/5 

8-MP 

Very  Severe 

36% 

40% 

20/8 

Triquin 
and  8-MP 

Moderate 

9% 

12% 

Irradiated  10  min. 

./day  with  mercury  arc 

lamp  at  a distance  of  50 

cm.  for  6 months. 

sponse  of  albino  mice  to  ultraviolet  light  irradiation. 
Other  studies  in  this  series  indicated  that  administra- 
tion of  8 -methoxy psoralen  will  cause  severe  erythema 
and  a high  incidence  of  tumors  in  mice  when  the 
animals  are  exposed  to  usually  harmless  long  wave 
lengths  (Wood’s  light).5  A related  experiment 
showed  that  8-methoxypsoralen  can  induce  erythema 
and  tumors  in  mice  maintained  under  fluorescent 
light.6  Even  when  the  erythematous  and  carcino- 
genic process  was  accelerated  by  intraperitoneal  ad- 
ministration of  8-methoxypsoralenv  BSA  and  para- 
aminobenzoic  acid  were  highly  effective  in  preven- 
tion of  damage  and  tumors.  Psoralen  had  no  appreci- 
able effect  upon  shorter  wave  length  radiation  (the 
germicidal  far  ultraviolet ) . 

Oral  protection. — The  antimalarial  drugs  are  use- 
ful in  the  treatment  of  patients  with  discoid  lupus 
erythematosus15  and  solar  dermatitis.11  Since  these 
agents  seem  to  alter  tissue  responses  in  some  diseases, 
they  appeared  to  warrant  evaluation,  along  with  the 
benzophenones,  as  possible  oral  means  of  protection. 
Appreciable  amounts  of  these  drugs  localize  in  the 
skin,  even  though  larger  amounts  are  deposited  in 
the  liver  and  spleen,  and,  to  some  extent,  in  the  kid- 
neys and  lungs. 

The  exact  mechanism  of  action  of  the  antimalarial 
drugs  in  light  sensitive  diseases  is  unknown.  A widely 
considered  possibility  is  that  these  agents  act  by 
screening  certain  ultraviolet  wave  lengths  from  sun- 
light, thereby  diminishing  the  harmful  effect  on  light 
sensitive  skin.  Beal1  has  shown  that  chloroquine  ab- 
sorbs some  of  the  offending  rays  involved  in  solar 
urticaria.  Cahn  and  co-workers  have  expressed  the 
view  that  abnormal,  but  not  normal,  skin  responses 
to  ultraviolet  light  are  altered.  Recently,  Shaffer  and 
his  associates1'  measured  the  absorption  curves  of 
epidermis  and  corium  taken  from  abdominal  skin 
of  normal  volunteers,  each  of  whom  had  ingested  1 
of  several  antimalarials.  Other  volunteers  acted  as 
controls.  The  amount  of  antimalarials  in  the  epi- 
dermis was  not  sufficient  to  act  as  a significant  physi- 
cal barrier  to  the  passage  of  ultraviolet  light.  Kur- 
nich12  suggested  that  these  drugs  may  have  an  af- 
finity to  combine  with  nucleic  acids,  preventing  the 


deposition  of  depolymerized  nucleoprotein  in  tissues 
to  form  collagenous  lesions.  Other  suggestions  are 
that  they  act  by  adenosine  triphosphate  inhibition,7 
or  even  adenosine  triphosphate  sparing  action.4 

In  our  experiments,9  albino  mice  were  fed  chloro- 
quine or  Triquin,*  alone  or  in  combination  with  8- 
methoxypsoralen.  One  control  group  was  fed  the 
usual  chow  ration  and  the  other  was  given  8-meth- 
oxypsoralen in  the  diet.  All  animals  were  exposed 
10  minutes  each  day,  6 days  a week,  at  a distance  of 
50  cm.  from  a mercury  arc  lamp.  After  6 months, 


Table  4. — Effect  of  Topical  Application  of  BSA  with 
Subsequent  Ultraviolet  Exposure. 


Swiss 

Treatment 

Results 

Albino 

Mice 

Topical 

Application 

Percentage  Ears 
Grossly  Damaged 

Percentage 
Ear  Tumors 

Right 

Ears 

10%  BSA 
in  Alcohol 

No  Visible 
Damage 

3% 

Left 

Ears 

Alcohol 

48% 

27%* 

Irradiated  15  min. /day  with  mercury  arc  lamp  at  a dis- 
tance of  50  cm.  for  5 months. 

*Many  of  the  left  ears  were  totally  sloughed  off,  reducing 
the  possibility  of  larger  tumor  incidence. 


ultraviolet  irradiation  was  discontinued  and  condi- 
tions of  the  mice  were  evaluated.  After  an  additional 
3 months’  observation  period,  their  conditions  were 
reevaluated.  Animals  that  had  received  antimalarials, 
especially  Triquin,  had  fewer  tumors  than  the  con- 
trols. Those  that  had  received  the  antimalarials  in 
combination  with  8-methoxypsoralen  in  the  diet  had 
more  tumors,  but  not  as  many  as  the  controls.  Similar 
studies  showed  that  oral  BSA  was  also  partially  effec- 
tive in  protecting  mice  from  the  carcinogenic  effect 
of  ultraviolet  light. 

These  results  in  a small  number  of  animals  appear 
significant  enough  to  warrant  further  investigation. 

*Triquin — chloroquine  diphosphate,  quinacrine  hydro- 
chloride, and  hydroxychloroquine.  Winthrop  Laboratories, 
New  York,  N.  Y. 


TEXAS  State  Journal  of  Medicine,  AUGUST,  I960 


659 


CARCINOGENESIS  — Cockerell  et  al.  — continued 

Whether  any  of  these  experiments  will  be  applicable 
to  man  has  yet  to  be  determined.  At  present,  the 
authors  are  conducting  a double-blind  clinical  study 
to  determine  whether  chloroquine  will  prevent  new 
lesions  in  patients  with  actinic  degeneration,  senile 
keratoses,  and  skin  cancer. 
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Improvement  in  materials  and  fitting  techniques  for  contact  lenses, 
and  patient  demand  for  them,  has  made  it  almost  imperative  that 
ophthalmologists  equip  their  offices  for  such  practice. 


FITTING  CONTACT  LENSES: 


Practical  Points 


P.  W.  MALONE,  M.D. 

Big  Spring,  Texas 


DEVELOPMENT  of  the  contact  lens  as  an  aid  to 
the  visually  handicapped  ranks  as  a triumph 
of  ophthalmic  research.  For  many  years,  contact 
lenses  were  made  of  glass  and  were  fitted  for  some 
types  of  eye  therapy  and  eye  protection  and  to  cor- 
rect extreme  errors  of  refraction.1,  8 After  1938,  avail- 
ability of  the  newer  plastics  expanded  usage.  Ehiring 
the  early  years,  it  was  necessary  to  make  a mold  of 
the  front  of  the  eye  and  to  make  the  lens  conform  to 
this  mold.  Long  tedious  hours  were  required  to  com- 
plete a satisfactory  fitting,  and  wearing  time  was  a 
few  hours  at  the  most  because  of  discomfort  and 
haziness  resulting  from  edema  of  the  cornea.7, 11  The 
large  scleral  type  lens  first  used  has  been  almost 
replaced  by  the  small  corneal  lens,  except  for  use 
in  certain  types  of  sports,  and  for  protection.7,  8 Fit- 
ting the  small  fluidless  corneal  lens,  once  a trial-and- 
error  process,  has  been  developed  into  a more  exact 
science  as  the  result  of  modern  instruments  and  dis- 
coveries. Fitting  the  modern  corneal  contact  lens 
requires  minimal  time  for  initial  refraction  and 
necessary  measurements.  Laboratories  are  equipped  to 
make  quick  delivery,  usually  not  more  than  5 to  10 
days  after  they  receive  the  prescription,  after  which 
the  patient  requires  a short  office  visit  for  instruc- 
tion. Brief  follow-up  visits  may  be  necessary  for 
accurate  checking  of  the  fit  and  for  reassurance  dur- 
ing the  period  of  adaptation. 


Ophthalmologists  cannot  ignore  contact  lenses. 
They  have  been  developed  to  the  point  that  they  are 
an  important  adjunct  in  the  practice  of  ophthalmol- 
ogy.4, 12  It  is  not  unusual  to  find  patients  wearing 
the  lenses  for  8 to  16  hours,  with  little  or  no  dis- 
comfort. Frequently,  lay  publications,  radio,  and 
television  relate  the  great  advances  made  in  contact 
lenses.  Regardless  of  any  prejudice  ophthalmologists 
might  have,  patients  wearing  glasses  with  strong  cor- 
rections do  not  like  the  resulting  cosmetic  defect.  If 
ophthalmologists  do  not  fit  them,  someone  else  will. 

Types  Benefited  by  Lenses 

Many  types  of  conditions  such  as  keratoconus, 
monocular  aphakia,  binocular  aphakia,  myopia,  lid 
disease,  irregular  astigmatism,  and  corneal  scars  are 
greatly  aided  by  contact  lenses.  Patients  in  hazardous 
occupations  may  find  it  advantageous  to  wear  the 
lenses.  Several  years  ago  when  the  fluidless  scleral 
lens  became  available,  many  athletes  were  fitted  who 
had  high  degrees  of  refractive  error  requiring  strong 
spectacle  lenses,  a definite  hazard  in  football  and 
basketball.  The  lenses  permitted  perfect  visual  acuity, 
widened  visual  field,10, 12  and  eliminated  the  hazard 
of  external  glasses,  but  the  wearing  time  was  limited 
to  3 to  6 hours.7, 11 
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Monocular  and  binocular  aphakia  respond  well  to 
the  fitting  of  contact  lenses.2'5,  9 Most  cataract  spec- 
tacle lenses  are  heavy  and  thick,  and  limit  the  visual 
field.  Several  cases  in  which  the  author  fitted  a 
corneal  lens  to  the  aphakic  eye  after  extraction  of  a 
cataractous  lens  with  resultant  binocular  vision  has 
caused  earlier  operation  on  patients  with  monocular 
cataracts.  Many  articles  in  the  literature  on  this  sub- 
ject show  the  superiority  of  the  contact  lens  over  the 
telescopic  lens  as  a means  of  correction.2'5, 9>  12, 13 
An  ordinary  cataract  spectacle  lens  increases  the 
retinal  image  in  an  aphakic  eye  by  about  36  per  cent, 
whereas  the  retinal  image  with  a contact  lens  in  an 
aphakic  eye  is  increased  about  5.34  per  cent.10  With 
a contact  lens  on  the  aphakic  eye,  the  retinal  image 
is  reduced  enough  to  make  binocular  vision  possible 
in  most  instances. 

Myopia  is  probably  the  most  common  defect  cor- 
rected by  contact  lenses.  Myopes  with  high  refractive 
errors  derive  more  benefit  from  contact  lenses  than 
regular  ophthalmic  lenses  because  contact  lenses  in- 
crease the  size  of  the  retinal  image.12  For  example,  a 
myope  of  6 diopters  magnifies  the  retinal  image  ap- 
proximately 10  per  cent;  a 20  diopter  myope  magni- 
fies the  retinal  image  approximately  46  per  cent.  Con- 
tact lenses  for  such  patients  give  a nearly  normal  field 
of  vision  and  eliminate  the  prismatic  effect  of  strong 
lenses.  They  are  usually  well  tolerated  because  of  the 
great  improvement  in  vision  and,  likewise,  cosmetic 
result. 

Contact  lenses  are  indicated  in  neuroparalytic  kera- 
titis and  in  various  types  of  lid  disease  as  a pro- 
phylactic or  protective  device.8  Many  patients  with 
types  of  irregular  astigmatism  and  scarred  corneas 
receive  greatly  improved  vision  over  that  possible 
with  ordinary  spectacles.  Strong  correcting  lenses  can 
be  a handicap  to  actors,  entertainers,  foundry  work- 
ers, and  others  whose  eyes  are  exposed  to  physical 
damage.0  Keratoconus  is  difficult  to  fit  with  any  type 
of  lens  but  a contact  lens  offers  the  greatest  improve- 
ment in  visual  acuity  and  protection  of  the  abnormal 
cornea. 


Screening  Patients 

Screening  patients  is  important  to  eliminate  the 
type  of  individual  whom  the  ophthalmologist  thinks 
will  not  be  happy  with  contact  lenses.  Generally,  one 
should  discourage  fitting  contact  lenses  for  patients 
whose  regular  spectacle  lenses  are  of  low  dioptric 
value.  Such  patients  do  not  get  benefit  enough  from 
contact  lenses  to  justify  the  patience  required  to  ad- 
just. The  aged,  especially  those  in  the  bifocal  group, 
do  not  adjust  readily  to  contact  lenses;  nor  do  per- 
sons with  certain  diseases.  Included  are  those  with 


ocular  allergy,  a ptyergium  which  extends  to  the 
cornea,  general  nervousness,  and  debilitation,  and  any 
inflammatory  condition  of  the  globe  or  adnexa. 

The  most  important  single  factor  in  satisfactorily 
fitting  contact  lenses  is  a high  degree  of  motivation 
by  the  patient.  The  author  usually  ( 1 ) explains  to 
the  patient  what  a contact  lens  will  do,  (2)  tells 
him  what  he  can  expect  from  these  lenses,  (3)  al- 
lows him  to  purchase  the  lenses  rather  than  trying 
to  sell  him  on  something  which  he  may  decide  later 
he  did  not  want,  and  (4)  instills  confidence  in  him 
( demonstration  with  a sample  contact  lens  may 
help).  Regardless  of  the  exactness  of  the  physician’s 
fitting  technique,  he  should  continue  to  carefully 
select  patients  for  whom  he  fits  contact  lenses. 

Fitting  Lenses 

Fitting  a contact  lens  is  relatively  simple.  Time 
required  with  the  patient  makes  contact  lens  fitting 
as  economically  feasible  as  fitting  ordinary  spectacles. 
Fitting  contact  lenses  requires  the  usual  equipment 
for  refraction,  an  accurate  instrument  such  as  the 
keratometer  or  ophthalmometer  for  measuring  cor- 
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neal  curvature.  A trial  set  of  contact  lenses  is  desir- 
able, but  is  not  a necessity. 

The  author  does  manifest  refraction  or,  if  indi- 
cated, a cycloplegic  refraction.  The  diameter  of  the 
cornea  is  measured  in  millimeters  to  the  nearest  one- 
tenth,  and  the  corneal  curves  with  the  keratometer. 
This  information  is  submitted  to  the  laboratory  which 
grinds  the  prescription  contact  lens  for  each  eye  ac- 
cording to  the  radius  of  the  cornea,  diameter  of  the 
cornea,  and  refractive  power.  Occasionally,  if  time 
permits,  the  ophthalmologist  uses  the  contact  lens 
trial  case  to  check  the  fit  of  the  lens  with  the  kera- 
tometer reading  and  to  do  a refraction. 

Most  modern  corneal  contact  lenses  are  fitted  par- 
allel to  the  flattest  corneal  curve.  Accurate  measure- 
ment of  the  corneal  curvature  is  essential.  The  kera- 
tometer or  ophthalmometer  should  be  checked  fre- 
quently with  an  artificial  cornea  or  steel  ball  on 
which  radius  of  curvature  is  accurate  and  known. 
Multiple  measurements  of  the  cornea  are  made,  and 
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the  average  is  taken  for  the  final  reading.  An  instru- 
ment should  be  obtained  for  measuring  the  diameter 
to  the  nearest  tenth  of  a millimeter.  The  prescription 
laboratory  will  need  this  information  although  there 
are  lenses  on  the  market  which  are  ground  to  a 
standard  9.2  mm.  of  diameter.  The  author  prefers 
to  know  the  diameter  of  the  patient’s  cornea  regard- 
less of  which  type  is  used.  Some  laboratories  make 
the  diameter  of  the  finished  lens  correct  in  accord- 
ance with  a predetermined  chart,  using  the  diameter 
submitted.  Lens  thickness  is  determined  at  the  lab- 
oratory, depending  upon  the  power  of  the  lens,  unless 
otherwise  specified  by  the  physician.  On  prescrip- 
tions which  have  a power  of  plus  or  minus  5 diop- 
ters, vertex  distance  should  be  given  the  laboratory 
so  that  proper  allowance  can  be  made  in  the  final 
contact  lens  prescription.  Base  and  peripheral  curves 
may  be  ordered  as  desired,  or  they  will  be  supplied 
in  accordance  with  standard  procedure  from  the 
ophthalmologist’s  corneal  curve  measurements.  The 
examiner  may  make  final  calculations  as  to  the  radius 
of  the  lens,  peripheral  curves,  and  power  of  the  lens. 
In  most  instances,  such  calculations  can  be  made  by 
the  laboratory  manufacturing  the  lens. 

Upon  receipt  of  the  lenses  from  the  laboratory,  the 
patient  is  notified  and  an  appointment  is  arranged. 
This  visit  is  one  of  the  most  important  so  far  as 
patient  satisfaction  is  concerned.  Again,  the  principle 
of  wearing  contact  lenses  is  explained  fully.  The  pa- 
tient should  be  told  that  the  lens  floats  upon  tears, 
does  not  touch  the  front  of  the  eyeball,  and  will  not 
harm  the  eye.  Careful  instructions  are  given  for  clean- 
ing the  lenses  (soaking  them  overnight),  wearing 
time,  and  technique  of  insertion  and  removal.  The 
lenses  are  carefully  cleaned  and  sterilized  with  the 
proper  solution  in  the  patient’s  presence,  and  are 
gently  inserted  with  the  patient  looking  down  and 
forward.  The  patient  is  advised  to  keep  eye  move- 
ments at  a minimum  and  to  stare  straight  ahead. 
Sometimes  he  is  more  comfortable  with  the  eyes 
closed  and  fixed  straight  ahead.  The  less  eye  move- 
ments at  the  beginning,  the  more  comfortable  the 
patient  and  the  more  quickly  he  will  become  ac- 
customed to  the  first  insertion  of  the  lenses.  Once 
the  lenses  are  properly  placed,  5 or  10  minutes  are 
allowed  to  elapse  before  making  further  observation. 
Frequently,  the  patient  complains  of  a foreign  body 
sensation.  The  examiner  should  explain  to  him  that 
there  is  a foreign  body  in  the  eye.  When  the  upper 
lid  is  lifted,  the  patient  finds  that  is  where  most  of 
the  sensation  is.  A drop  of  fluorescein  or  a moistened 
fluorescein  strip  can  be  touched  to  the  sclera  above, 
and  with  ultraviolet  or  black  light,  the  fit  of  the  lens 
on  the  cornea  is  observed.  If  the  patient’s  visual 
acuity  is  satisfactory,  he  is  allowed  to  return  in  3 to 
5 hours.  Again,  the  eye  is  stained  with  fluorescein 
and  the  patient  is  examined  under  the  slit  lamp  to 
determine  loose  or  tight  areas,  the  flow  of  tears  be- 


tween the  lens  and  the  cornea,  and  any  possible 
staining  areas  of  the  cornea.  If  stains  are  observed, 
the  patient  should  wear  the  lenses  only  a short  time. 
If  not,  wearing  time  can  begin  at  3 to  5 hours  and 
can  be  increased  each  day  until  wearing  time  is  a 
maximum  of  8 to  16  hours.  The  patient  is  allowed 
to  remove  and  replace  the  lenses  several  times  before 
he  returns  home.  Printed  instructions  also  are  sup- 
plied. 

Patients  are  examined  at  weekly  intervals  at  first, 
then  every  2 weeks,  for  proper  fit  and  to  encourage 
the  patient  and  to  answer  his  questions.  When  he 
has  adapted  to  the  lenses,  with  little  tearing  and 
discomfort,  it  is  time  for  the  final  refraction.  Usually 
there  is  no  necessity  to  return  the  lenses  to  the 
laboratory  for  a change  of  power. 

During  this  stage  of  final  adaptation,  any  neces- 
sary adjustments  are  made.  It  is  important  to  dif- 
ferentiate between  normal  and  true  (or  abnormal) 
symptoms.  Normal  symptoms  are  adaptive  (lid  ir- 
ritation, excessive  lacrimation,  difficulty  in  reading, 
photophobia,  lenses  falling  out,  one  eye  bothering 
more  than  the  other,  and  so  on.)  True  symptoms 
are  those  that  recur  in  cycles  and  can  be  timed 
(staining,  burning,  hazing,  halo,  injection,  and  hot- 
ness). Careful  fitting  of  contact  lenses  will  elimi- 
nate most  true  symptoms.  Large  lenses  or  base  curves 
that  are  too  steep  will  induce  early  symptoms.  A 
change  in  the  diameter  of  the  lens,  the  width  of  the 
intermediate  and  peripheral  curves,  or  the  base  curve 
will  usually  eliminate  true  symptoms,  which  are  the 
result  of  excessive  tightness.  It  is  only  for  true  symp- 
toms that  such  adjustments  are  made.  Most  of  these 
can  be  made  in  the  practitioner’s  office  in  a few 
minutes,  except  for  the  change  in  the  base  curve  and 
change  in  lens  power,  which  must  be  done  in  the 
laboratory. 


Office  Equipment 

The  slit  lamp  and  biomicroscope  provide  the  most 
valuable  information  regarding  the  proper  physical 
fit  of  a corneal  lens.  With  this  instrument  the  physi- 
cian can  study  the  flow  of  tears  between  the  cornea 
and  the  contact  lens,  the  relation  of  the  internal 
curvature  of  the  contact  lens  to  the  external  curva- 
ture of  the  cornea,  areas  of  touch  or  bearing  of  the 
lens  upon  the  cornea,  the  relation  of  the  peripheral 
curves  of  the  lens  to  the  cornea,  and  most  important, 
areas  of  cornea  staining.  Staining  may  limit  wearing 
time  more  than  any  other  factor.  Its  cause  must  be 
found  and  eliminated. 

The  author  prefers  to  make  adjustments  in  his 
own  office  if  possible,  and  has  installed  his  own 
equipment  for  this  purpose,  consisting  of  contact 
lens  cleaner,  buffer  and  polisher,  peripheral  curve 
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and  blending  tools,  and  polisher.  With  this  it  is  easy 
to  reduce  the  diameter  of  the  lens  if  needed,  to  roll 
the  edge  slightly  if  it  needs  to  be  tightened,  or  to 
open  the  periphery  with  1 or  2 curves  and  blend 
the  junction  to  promote  greater  flow  of  tears  between 
the  cornea  and  the  lens  and  reduce  tightness.  Pa- 
tients appreciate  this  because  it  eliminates  sending 
the  lens  back  to  the  laboratory,  which  may  require 
a week,  and  necessitates  a second  period  of  adapta- 
tion. As  a result,  lenses  are  sent  back  to  the  labora- 
tory only  for  changes  in  the  base  curve  and  in  power. 
As  the  physician  becomes  more  proficient  in  fitting 
contact  lenses  and  in  selection  of  patients,  his  refer- 
ral of  lenses  back  to  the  laboratory  becomes  less. 

Conclusions 

1.  Contact  lenses  have  reached  a high  state  of 
perfection. 

2.  Fitting  techniques  have  become  greatly  simpli- 
fied. 

3.  Slight  amount  of  additional  equipment  is  re- 
quired in  the  ophthalmologist’s  office  to  fit  contact 
lenses  properly. 

4.  Many  types  of  refractive  errors  and  patient  per- 
sonalities are  greatly  improved  and  aided  by  contact 
lenses. 

5.  Wearing  time  has  improved  to  8 to  16  hours 


with  complete  comfort  and  freedom  from  danger  to 
the  eye. 

6.  Patient  satisfaction  is  excellent. 

7.  Patients  demand  them;  ophthalmologists  should 
fit  them. 
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Pharmaceutical  Industry  Spends  $197,000,000 
on  Research  in  1959 

The  prescription  drug  industry  disclosed  August  1 that  it  spent  $197,000,000  on 
research  and  development  last  year  in  the  biggest  privately  financed  assault  on  ill 
health  in  history. 

The  expenditure — 16  per  cent  higher  than  in  1958 — amounted  to  7.8  per  cent 
of  the  companies’  pharmaceutical  sales  of  more  than  $2,500,000,000.  Drug  industry 
research  spending  in  1959  was  $7,000,000  more  than  the  companies  estimated  a year 
ago  that  it  would  be. 

An  estimated  100,200  chemicals,  compounds,  and  other  substances  were  prepared, 
obtained,  and  biologically  tested  by  the  industry  in  1959  in  its  search  for  new  and  more 
specific  medicinals.  Of  these  substances,  36,600  were  in  the  field  of  cancer  chemotherapy. 
The  second  heaviest  concentration  was  28,200  substances  pertaining  to  allergies  and 
infectious  diseases. 

Dr.  Austin  Smith,  president  of  the  Pharmaceutical  Manufacturers  Association,  said 
his  organization  has  completed  the  third  annual  survey  of  research  activities  of  the 
industry  in  cooperation  with  the  National  Institutes  of  Health.  More  than  $18,000,000 
of  the  total  was  spent  outside  pharmaceutical  house  laboratories  in  the  form  of  grants 
and  contracts  to  medical  schools,  hospitals,  research  institutes,  and  other  institutions. 
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Allergy 

and 

Contact  Lenses 


Although  allergy  management  does  not 
improve  the  condition  of  the  eyes  enough 
to  allow  wearing  of  contact  lenses  over 
long  periods,  hay  fever  is  not  necessarily  a 
contraindication  to  the  wearing  of  the 
lenses.  Cases  of  five  hay  fever  patients 
are  presented. 


BERNARD  T.  FEIN,  M.D. 

San  Antonio,  Texas 


THE  popularity  and  widespread  use  of  contact 
lenses  presents  new  problems  to  the  allergist  as 
well  as  to  the  ophthalmologist.  Problems  are  new 
since  their  solution  is  not  a ready  source  of  refer- 
ence in  either  ophthalmology  or  allergy  textbooks.4 
Because  of  lack  of  information  in  literature  and  text- 
books regarding  contraindications  for  the  use  of  con- 
tact lenses,  the  following  cases  are  considered  sig- 
nificant. 


Case  Reports 

CASE  1. — A 39  year  old  housewife  was  referred  in 
March,  1959,  with  chief  complaint  of  irritation  and  itch- 
ing of  the  eyes.  She  was  having  nasal  discharge  and  was 
unable  to  wear  contact  lenses  for  more  than  2 hours.  She 
had  been  fitted  with  these  lenses  in  September,  1958.  She 
gave  a history  of  seasonal  hay  fever  which  was  usually 
worse  in  the  spring  and  fall.  She  also  had  had  urticaria 
and  a mild  reaction  to  tetanus  antitoxin.  Examination  re- 
vealed conjunctival  irritation  and  increased  lacrimation.  The 
mucous  membranes  of  the  nose  were  swollen,  pale,  and 
covered  with  serous  secretion.  A nasal  smear  showed  3 per 
cent  eosinophils.  Skin  tests  showed  that  she  was  sensitive 
to  house  dust,  feathers,  wool,  elm,  pecan,  mountain  cedar, 
ragweed,  careless  weeds,  and  grasses.  Patch  tests  for  plas- 
tic lens  materials,  wetting  agents,  and  antiseptic  solutions 
proved  negative. 

Hyposensitization  therapy  was  given  from  March  10, 
1959,  until  November  13,  1959.  In  addition,  antihista- 
mines and  topical  steroids  were  used.  At  no  time  was  the 
patient  able  to  wear  her  lenses  more  than  2 hours,  al- 
though the  rhinitis  was  relieved  by  treatment. 

Case  2. — A 15  year  old  female  high  school  student 
first  was  seen  on  August  12,  1958,  with  chief  complaint 
of  inability  to  wear  contact  lenses  for  more  than  1 to  2 
hours.  She  had  been  fitted  with  contact  lenses  in  July, 
1957,  and  the  present  pair  was  her  fifth.  She  complained 
of  excessive  mucus,  burning,  photophobia,  and  lacrimation. 
She  had  had  hay  fever  since  August,  1956.  This  was  the 
first  year  she  had  been  unable  to  wear  contact  lenses.  At 
examination  there  was  conjunctival  irritation  and  increased 
lacrimation.  Mucous  membranes  of  the  nose  were  swollen 
and  pale,  and  profuse  serous  discharge  was  present.  A nasal 
smear  showed  14  per  cent  eosinophils.  Skin  tests  showed 
sensitivity  to  house  dust,  feathers,  wool,  egg  white,  citrus, 
ragweed,  careless  weeds,  grasses,  trees,  and  molds.  Patch 
tests  with  methyl  methacrylate  (Lucite-DuPont) , using 
grindings  and  a plastic  plate  bathed  in  secretions  from 
the  lacrimal  glands,  were  negative.  The  patient  received 
continuous  hyposensitization  treatments.  Eggs  and  milk 
products  were  eliminated  from  the  diet  and  symptoms  im- 
proved greatly.  In  spite  of  the  use  of  long  acting  anti- 
histamines, topical  steroids,  and  allergy  injections,  she  was 
unable  to  wear  contact  lenses  longer  than  2 hours  daily. 

Case  3. — A 35  year  old  female  physician  was  seen 
on  March  6,  1959,  because  of  severe  hay  fever  and  inabil- 
ity to  wear  contact  lenses.  She  gave  a history  of  childhood 
hay  fever  while  she  was  living  in  New  York.  Her  symp- 
toms in  Texas  had  been  seasonal  until  recently.  She  was 
known  to  be  sensitive  to  penicillin.  She  began  to  wear 
contact  lenses  in  September,  1958,  and  had  no  trouble 
until  January,  1959,  a time  when  the  mountain  cedar 
pollen  was  prevalent.  On  examination  there  was  con- 
junctival irritation,  lacrimation,  and  slight  edema.  Mucous 
membranes  of  the  nose  were  swollen  and  pale,  and  profuse 
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serous  discharge  was  observed.  Skin  tests  indicated  she  was 
sensitive  to  house  dust,  feathers,  ragweed,  careless  weeds, 
and  trees.  A nasal  smear  showed  5 per  cent  eosinophils. 
Intensive  hyposensitization  treatments  caused  considerable 
improvement  in  hay  fever  symptoms,  but  she  was  unable 
to  wear  the  lenses  more  than  3 hours  daily. 

Case  4. — A 33  year  old  dentist’s  wife  first  was  seen  on 
April  2,  1959,  with  complaints  of  severe  sneezing,  nasal 
discharge,  itching  of  the  roof  of  the  mouth,  and  increased 
lacrimation.  She  had  been  wearing  contact  lenses  since 
February  12,  1959-  In  August,  1958,  hay  fever  symptoms 
became  severe  and  eustachitis  developed,  resulting  in  hear- 
ing impairment.  Examination  revealed  slight  conjunctival 
irritation,  with  increased  lacrimation.  Mucous  membranes 
of  the  nose  were  pale,  swollen,  and  a serous  discharge  was 
present.  Skin  tests  showed  that  she  was  sensitive  to  house 
dust,  ragweed,  mountain  cedar,  oak  and  pecan.  Nasal  smear 
showed  2 per  cent  eosinophils.  Hyposensitization  treat- 
ments caused  much  improvement.  At  no  time  did  severity 
of  the  hay  fever  interrupt  her  ability  to  wear  contact  lenses 
6 to  8 hours. 

Case  5. — A 30  year  old  female  school  teacher  first  was 
seen  on  January  2,  1957,  with  chief  complaint  of  severe 
hay  fever.  She  had  received  hyposensitization  treatments  in 
1955  with  complete  relief  of  symptoms.  There  was  mild 
irritation  of  the  conjunctiva.  Mucous  membranes  of  the 
nose  were  pale  and  swollen,  completely  obstructing  the 
nares.  A nasal  smear  showed  30  per  cent  eosinophils.  Skin 
tests  showed  sensitivity  to  house  dust,  ragweed,  mountain 
cedar,  and  march  elder.  Hyposensitization  treatment  gave 
excellent  relief.  The  patient  began  to  wear  contact  lenses 
in  June,  1958,  without  any  symptoms.  In  August,  1959, 
and  January,  I960,  in  spite  of  severe  hay  fever,  she  was 
able  to  wear  contact  lenses  6 to  8 hours  daily  without  in- 
creased symptoms. 


Comment 


Dr.  Bernard  T.  Fein  is  an  allergist 
in  San  Antonio. 


glasses  is  impractical  or  dangerous.  In  spite  of  real 
indications,  the  cosmetic  effect  makes  contact  lenses 
more  popular.  An  estimated  70  per  cent  of  users  of 
contact  lenses  are  women. 

Some  contraindications  to  the  use  of  these  lenses 
are  well  understood.  These  include  minor  refractive 
errors,  presbyopia,  prepresbyopia,  and  high  prismatic 
prescriptions.  Some  medical  contraindications  such 
as  hay  fever  never  have  been  evaluated.1,  2 

Three  of  our  patients  were  relieved  of  hay  fever 
symptoms  by  injections,  yet  were  unable  to  wear  con- 
tact lenses  without  eye  symptoms.  Two  with  severe 
symptoms  were  able  to  wear  contact  lenses  in  spite 
of  increased  lacrimation  and  nasal  obstruction. 

A general  statement  that  hay  fever  is  a contraindi- 
cation for  the  use  of  contact  lenses  is  not  true.  All 
patients  were  improved  by  hyposensitization  treat- 
ments, but  3 of  the  5 could  not  wear  contact  lenses 
for  longer  periods  than  before  treatment.  No  patient 
was  sensitive  to  the  plastic  lens  material,  wetting 
agents,  or  antiseptic  solutions. 
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Elimination  of  many  undesirable  effects  from  eye  surgery  can  be 
achieved  by  evisceration.  Indications  and  contraindications  are  enu- 
merated, and  the  author’s  procedure  for  evisceration  is  described,  along 
with  results  from  13  cases. 


Evisceration  of  the 


EYE 


JOE  L.  BUSSEY,  M.D. 

Fort  Worth,  Texas 


HE  PROS  AND  CONS  of  evisceration  versus 
enucleation  have  evoked  vigorous  discussion  for 
years.  Specifically,  this  paper  will  discuss  modifica- 
tions, indications,  and  contraindications  for  eviscera- 
tion, and  the  author’s  experience  with  the  operation. 
More  detailed  accounts  of  the  procedure  and  its  modi- 
fications are  found  in  articles  by  Burch,  Berens,  A.  D. 
Ruedemann,  Jr.,  and  Hughes. 

Many  types  of  operations  and  implants  have  been 
devised  for  evisceration  and  enucleation.  Implants 
(integrated  and  non-integrated)  have  been  varied  to 
achieve  better  cosmetic  results  and  motility  after 
enucleation.  Since  the  conjunctiva  and  fascia  are 
stretched  forward  to  cover  the  implant,  the  fornix 
is  made  shallower.  This  reduces  mobility  of  the  im- 
plant by  obstructing  the  margins  of  the  prosthesis. 
According  to  Hughes,  the  sunken  appearance  of  the 
upper  lid  is  related  to  the  shortened  upper  fornix; 
others  believe  that  it  is  related  to  loss  of  volume  or 
orbital  contents.  Another  problem  of  enucleation  is 
that  the  replacing  implant  occupies  a smaller  space 
than  the  normal  eye.  The  difference  is  made  up  by 
a heavy  prosthesis  which  stretches  the  lower  lid. 
Extrusion  and  displacement  of  the  implant  is  a dis- 
concerting complication  of  enucleation. 

Elimination  or  reduction  of  these  undesirable  ef- 


fects is  achieved,  the  author  believes,  by  evisceration. 
In  1939,  Burch  reported  a type  of  operation  in  which 
the  cornea  was  preserved  and  an  implant  was  placed 
inside  the  sclera.  There  since  have  been  modifications 
of  the  Burch  procedure. 

Discussion 

Three  frequently  listed  arguments  against  evis- 
ceration are:  (1)  sympathetic  ophthalmia,  (2)  un- 
suspected intraocular  malignant  tumor,  and  (3)  loss 
of  material  for  pathologic  examination. 

The  first  is  the  most  feared,  but  according  to 
A.  D.  Ruedemann,  Jr.  there  has  been  no  proved 
case  in  the  literature  of  sympathetic  ophthalmia  after 
a true  evisceration.  In  several  questionable  cases, 
uveal  tissue  was  found  inside  the  sclera.  This  empha- 
sizes the  importance  of  thorough  cleansing  of  the 
inside  of  the  globe. 

There  are  cases  reported  by  A.  D.  Ruedemann,  Jr. 
in  which  an  undiagnosed  melanoma  was  discovered 
at  examination  of  the  intraocular  contents  after  evis- 
ceration. The  eyes  then  were  enucleated.  Time  will 
be  required  to  determine  if  the  "cure  rate”  is  less 
than  in  those  patients  who  initially  have  had  enuclea- 
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tion.  The  point  cannot  be  emphasized  too  strongly: 
if  there  is  any  question,  enucleate.  Loss  of  pathologic 
material  is  not  a valid  argument  in  view  of  the  type 
of  cases  in  which  evisceration  is  required.  In  the 
author’s  series,  the  trauma  that  made  the  procedure 
necessary  already  had  rendered  the  eye  disorganized 
for  pathologic  study.  In  cases  in  which  this  has  not 
occurred,  the  intraocular  contents  frequently  can  be 
removed  completely  for  examination. 

Lesser  arguments  against  evisceration  include  ( 1 ) 
longer  recovery  period  complicated  by  conjunctival 
chemosis;  (2)  extrusion  of  the  sphere  implant;  and 
(3)  no  improvement  in  the  comparative  rotation 
over  enucleation.  There  is  a possibility  of  greater 
reaction  with  evisceration,  but  in  the  author’s  ex- 
perience this  has  been  controlled  with  lid  suturing 
and  application  of  a pressure  dressing.  As  far  as 
extrusion  of  the  implant,  Jardon1 2 3 4 5  believes  that  ill 
fitting  prostheses  are  responsible  in  most  cases  and 
that  the  percentage  of  loss  is  low.  The  majority 
seems  to  agree  that  motility  is  superior. 

In  favor  of  evisceration  are  the  following:  (1) 
superior  cosmetic  appearance  with  no  displacement 
of  the  sphere  through  the  muscle  cone;  (2)  avoid- 
ance of  sunken  upper  culcus  and  better  motility; 
(3)  beneficial  psychological  effect  on  the  patient 
because  he  still  has  an  eye  and  only  the  "insides” 
have  been  removed.  He  accepts  the  idea  of  wearing 
a ''contact  lens”  better  than  having  a "glass  eye.” 


Procedures 

In  1939,  Burch  described  a procedure  of  eviscera- 
tion in  which  a circumcorneal  incision  is  made 
around  two  fifths  of  the  cornea,  leaving  a 5 mm. 
margin  of  sclera  for  closure.  A small  incision  in  the 
sclera  is  made  in  front  of  the  superior  rectus  muscle 
and  is  extended  with  scissors.  The  ciliary  body  is 
separated  with  a spatula,  an  evisceration  spoon  is 
inserted,  and  the  intraocular  contents  removed  com- 
pletely. Bleeding  is  controlled;  the  inside  of  the 
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sclera  is  sponged  with  1 per  cent  iodine  for  1 min- 
ute and  then  with  70  per  cent  alcohol.  A sphere  is 
introduced  into  the  sclera  and  the  incision  is  closed 
with  fine  white  silk  mattress  sutures.  The  conjunctiva 
is  closed  separately. 

In  1956,  Berens,  Carter,  and  Breakey  presented 
their  experience  with  a steel  mesh-capped  hollow 
sphere  plastic  implant.  Since  others  had  observed 
sloughing  of  the  cornea  in  cases  in  which  this  struc- 
ture had  been  retained,  they  removed  it..  This  makes 
their  method  essentially  a Mules’  operation  with  the 
addition  of  a flattened  front  mesh  plastic  implant. 
The  flattened  front  implant,  used  with  a flattened 
back  prosthesis,  was  designed  for  better  mobility. 
A.  D.  Ruedemann,  Sr.,  in  1956  reported  a series  of 
200  cases  in  which  he  used  a plain  plastic  sphere 
implant.5 

The  procedure  employed  by  the  author  and  his 
co-workers  is  a Burch  type  evisceration  and  is  not 
considered  a modification. 

1.  Anesthesia  ordinarily  used  is  retrobulbar  in- 
jection with  2 per  cent  xylocaine,  wydase,  and  adren- 
alin. In  addition,  a modified  Van  Lint  lid  block  is 
performed. 

2.  A lid  speculum  is  inserted  and  a 4-0  silk  trac- 
tion suture  is  placed  beneath  the  superior  rectus. 

3.  The  conjunctiva  and  Tenon’s  are  entered  with 
scissors  in  front  of  the  superior  rectus  insertion  and 
incision  is  extended  from  3 to  9 o’clock. 

4.  The  sclera  is  entered  with  a Bard  Parker  knife 
in  front  of  the  superior  rectus  and  about  6 mm. 
from  the  limbus.  Incision  is  extended  to  about  3 and 
9 o’clock. 


Table  1. — Age  and  Sex  Distribution  of  'Patients  Operated 
Upon. 

Age  Distribution  Number  Cases 


10-15  years  6 

20-25  years  2 

30-40  years  3 

over  50  2 


Total  . . 

Sex  Distribution 

Males  

Females  


13 


Number  Cases 


10 

3 


Table  2. — Reasons  for  Evisceration. 

A.  Trauma — (globe  disorganized,  no  light  perception) 


1.  Penetrating  shell  casing (1  case  ) 

2.  Intraocular  foreign  body — (rotary  lawn 

mower)  (2  cases) 

3.  Blunt  force — (fist  and  jack  handle) (2  cases) 

4.  BB  shot  (1  case  ) 

B.  Phthisis  bulbi — (secondary  to  trauma) 

1.  Automobile  accident  (2  cases) 

2.  Sharp  instrument  penetration (2  cases) 

C.  Secondary  glaucoma — (resulted  from  previous  trauma) 
1.  Eye  buphthalmic,  ugly  but  not  painful.  . . (2  cases) 

D.  Uncontrolled  and  recurrent  hyphema  after 

blunt  injury  (1  case  ) 
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5.  The  ciliary  body  is  separated  with  a broad  iris 
spatula  and  the  intraocular  contents  are  removed 
with  an  evisceration  spoon. 

6.  The  inside  of  the  sclera  is  cleansed  carefully 
to  remove  all  uveal  tissue.  Bleeding  is  controlled  with 
heat  cautery.  The  endothelium  is  curetted  and  cleaned 
with  a gauze  sponge. 

7.  A solid  plastic  ball  is  inserted  into  the  sclera. 
Size  varies,  but  the  consensus  is  that  an  18  mm.  ball 
is  the  desirable  size  for  good  cosmetic  results.  The 
sphere  should  fit  loosely  to  allow  for  some  shrinkage 
of  the  sclera,  permitting  adequate  room  for  the  pros- 
thesis. 

8.  The  sclera  is  approximated  edge  to  edge  by 
various  types  and  methods  of  sutures.  Generally, 
the  author  uses  a running  4-0  chromic  suture  with 
some  interrupted  sutures. 

9.  The  conjunctiva  is  closed  with  a running  5L0 
plain  gut  suture. 

10.  The  lids  are  closed  with  two  4-0  black  silk 
sutures  placed  over  rubber  dams. 

11.  An  antibiotic  ointment  is  placed  on  the  lids 
and  a pressure  dressing  with  a head  bandage  is  ap- 
plied. Dressing  is  not  changed  until  the  fifth  day 
unless  necessary. 

12.  Systemic  antibiotics  are  given  the  first  2 to  3 
days.  The  patient  is  ambulatory  the  day  after  surgery, 
and  is  discharged  from  the  hospital  usually  on  the 
fifth  day  after  the  dressing  is  changed  to  a simple 
pressure  patch.  Lid  suturing  and  pressure  dressing 
controlled  chemosis  satisfactorily. 

13.  Lid  sutures  are  removed  by  the  second  week 
or  earlier.  Usually  the  prosthesis  is  fitted  by  the 
second  month  postoperatively. 


Results 

This  series  is  small,  only  13  cases,  and  the  time 
of  follow-up  observation  is  less  than  1 year.  Table 
1 shows  the  age  and  sex  distribution  and  Table  2 
indicates  the  conditions  which  required  evisceration. 
Trauma  was  involved  in  all  cases. 

The  only  complication  was  in  Case  A-l  (Table  2) 
in  which  there  was  a breakdown  of  the  wound.  First 
impression  was  that  the  18  mm.  sphere  was  too 
large,  and  it  was  replaced  with  a 16  mm.  sphere, 
but  without  improvement.  The  author  believes  now 
that  breakdown  resulted  from  loss  of  tissue  at  the 
limbus,  due  to  injury  (which  at  the  time  was  not 
considered).  This  was  repaired  satisfactorily  with  a 
conjunctival  flap. 

The  author’s  experience  with  this  method  of  evis- 
ceration concurs  with  that  of  others  in  that  the  pro- 
cedure offers  better  cosmesis,  and  motility,  less  irri- 
tation, less  discharge,  and  better  patient  acceptance. 
It  is  too  early  to  comment  on  the  possibility  of 
extrusion  of  the  implant.  The  time  period  of  great- 
est concern  has  passed  without  occurrence  of  sympa- 
thetic ophthalmia. 
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Therapeutic  Use  of 

Radioactive  Iodine  in  Heart  Disease 
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Radioiodine  therapy  affords  a safe,  certain,  usually  permanent,  and  reasonably 
prompt  method  of  depressing  thyroid  function  and  thereby  more  or  less  permanently 
altering  the  circulation.  Its  use  is  indicated  in  essentially  3 types  of  patients  with  cardiac 
disease:  those  with  hyperthyroidism  ( the  thyro cardiacs) , those  with  intractable  angina 
pectoris  or  congestive  failure  but  with  normal  thyroid  function,  and  those  with  cardiac 
arrhythmias  but  with  normal  thyroid  function. 


A CLOSE  RELATIONSHIP  between  thyroid 
function  and  cardiac  function,  long  recognized, 
has  recently  been  measured  by  direct  methods.3, 12 
Radioiodine  therapy  offers  a safe,  certain,  usually 
permanent,  and  reasonably  prompt  method  of  de- 
pressing thyroidal  function  and  thereby  more  or  less 
permanently  altering  the  circulation.  Radioiodine 
therapy  seems  indicated  in  essentially  3 types  of 
patients  with  cardiac  disease: 

1.  In  patients  with  simultaneous  hyperthyroidism 
and  cardiac  disease  ( thyrocardiacs ) such  therapy 
affords  an  essentially  risk-free  means  by  which  thy- 
roid function  is  permanently  reduced  to  normal. 

2.  In  selected  euthyroid  patients  with  intractable 
angina,  intractable  congestive  heart  failure,  or  both, 
it  may  be  used  to  produce  therapeutic  hypometab- 
olism;  systemic  circulatory  requirements  are  thereby 
reduced  to  within  the  limit  of  a diminished  cardiac 
reserve.1,  6 

3.  In  certain  euthyroid  patients  with  cardiac  ar- 
rhythmias, especially  of  supraventricular  variety,  in- 


tractability to  treatment  may  be  reduced  by  produc- 
tion of  therapeutic  hypo-metabolism  with  radioactive 
iodine. 

Except  for  the  effect  on  cardiac  arrhythmias  in 
the  euthyroid  individual,  the  basic  effect  of  circulat- 
ing thyroid  hormone  upon  cardiac  function  is  rela- 
tively simple.  As  the  level  of  thyroid  function  is 
raised,  the  work  of  the  heart  is  increased,  largely 
by  an  increase  in  cardiac  output.  At  relatively  low 
levels  of  cardiac  output  this  effect  is  mainly  on  the 
pressure  factor  of  the  cardiac  work  equation  and 
is  consequently  a direct  proportion.  At  high  levels  of 
cardiac  output  an  increase  in  cardiac  output  may 
disproportionately  increase  the  work  load  of  the 
heart  because  it  enters  the  kinetic  factor  of  the  car- 
diac work  equation  as  a geometric  function.  Graet- 
tinger  and  co-workers3  made  actual  measurements 
of  the  cardiac  output  in  patients  with  hypothyroidism 
and  compared  them  to  normal  subjects  under  like 
conditions  using  data  obtained  at  right  heart  cathe- 
terization. In  normal  subjects  they  found  a resting 
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cardiac  index  of  2.92  L./min./m2  compared  to  1.88 
in  hypothyroid  subjects.  This  represents  approxi- 
mately a 35  per  cent  decrease  in  cardiac  output.  Sim- 
ilarly the  cardiac  output  with  exercise  was  4.42 
L./min./m2  in  normal  subjects  compared  to  3.05  in 
hypothyroid  subjects.  Myers  and  associates12  found  an 
average  resting  cardiac  index  of  5.24  in  patients 
with  hyperthyroidism  compared  to  3-97  in  normals. 

When  it  seems  necessary  to  decrease  thyroid  func- 
tion in  the  therapy  of  patients  with  cardiac  disease, 
radioactive  iodine  given  in  an  appropriate  manner 
for  the  individual  treated  seems  the  method  of 
choice.  It  is  free  from  the  usual  risks  of  surgery  and 
may  be  used  in  both  hyperthyroid  and  euthyroid 
patients.  The  iodides  and  antithyroid  drugs  (thiourea 
derivatives)  may  be  used  in  hyperthyroid  individu- 
als, but  it  is  extremely  difficult  to  produce  hypo- 
metabolism  in  a euthyroid  patient  with  these  medi- 
cations. '■ 

Since  dosage  schedule  and  treatment  methods  vary 
in  the  thyrocardiac,  in  the  euthyroid  patient  with 
intractable  heart  disease,  and  in  the  euthyroid  pa- 
tient with  arrhythmia,  these  three  categories  of  dis- 
ease will  be  considered  separately. 


Hyperthyroidism  with  Heart  Disease — 

The  Thyrocardiac 

The  association  of  thyrotoxicosis  and  heart  dis- 
ability, reported  by  many  investigators,2,  5>  7>  13  is 
usually  referred  to  as  thyrocardiac  disease.  Most  fre- 
quently thyrotoxicosis  aggravates  concomitant  heart 
disease.  Consequently,  it  has  been  suggested10  that 
all  thyrocardiacs  have  some  form  of  underlying  heart 
disease  unrelated  to  thyrotoxicosis.  Nevertheless,  in 
some  cases  no  form  of  heart  disease  was  apparent 
and  cure  of  toxicity  resulted  in  normal  cardiac  status. 

The  authors  reviewed  data  of  their  hyperthyroid 
patients  for  evidence  of  heart  disability.  Only  pa- 
tients treated  with  radioiodine  were  included.  Pa- 
tients with  major  aberrations  in  rhythm,  cardiomeg- 
aly,  congestive  heart  failure,  angina  pectoris,  or  any 
combination  of  these  were  classified  as  thyrocardiacs. 

Of  a total  of  306  hyperthyroid  patients,  78  (25 
per  cent)  had  evidence  of  heart  disease.  The  majority 
(60)  had  diffuse  toxic  goiter  (Graves  disease); 
18  manifested  toxic  nodular  goiter.  There  were  64 
females  and  14  males  with  ages  ranging  from  20 
years  to  89  years  (Table  1).  Congestive  failure  was 
the  most  prevalent  cardiac  abnormality  in  this  group, 
being  present  in  70  cases  (90  per  cent)  (Table  2). 


Table  1. — Age  of  Thyrocardiacs — 78  Patients. 


Age 

21-30 

31-40 

41-50 

51-60 

61  and  over 

No.  of  cases 

1 

12 

20 

22 

23 

% of  cases 

1 

16 

26 

29 

31 

Often  it  was  associated  with  some  other  abnormality. 
Major  rhythm  disturbance  was  noted  in  25  patients 
(32  per  cent),  with  auricular  fibrillation  occurring 
in  18,  auricular  flutter  in  1,  and  paroxysmal  auricular 


TABLE  2. — Cardiac  Manifestations  in  78 
Thyrocardiac  Patients. 


Manifestation 

No.  of  Cases 

% of  Total 

Congestive  failure 

70 

90 

Atrial  fibrillation 

18 

23 

Atriai  flutter 

1 

1 

Supraventricular  paroxysmal 

tachycardia 

5 

6 

Frequent  premature  systoles 

1 

1 

Angina  pectoris 

3 

4 

tachycardia  in  5.  Angina  pectoris  was  present  in  only 

3 patients.  This  accorded  with  the  observation  of 
Haines  and  Kepler,4  who  believed  that  it  was  a rare 
complication  of  thyrocardiac  disease. 

Heart  disease  of  organic  etiology  other  than  thy- 
rotoxicosis was  demonstrable  in  45  patients.  In  33 
the  heart  disability  appeared  to  be  solely  a manifesta- 
tion of  the  toxic  thyroid.  This  suggested  that  sig- 
nificant cardiac  disability  was  either  the  result  of 
thyrotoxicosis  alone  or  that  heart  disease  was  not 
detectable  by  usual ’clinical  methods.  Post  treatment 
follow  up  evaluations  of  6 months  or  more  were 
available  in  68  cases  with  average  group  follow  up 
period  of  4 years. 

Control  of  hyperthyroidism  followed  a single 
therapeutic  dose  ranging  from  3-5  millicuries  to  30 
millicuries  of  radioiodine  in  52  of  72  thyrocardiac 
patients  with  adequate  follow  up  evaluations.  Fifteen 
received  2 doses,  2 received  3 doses,  and  3 required 
more  than  3 treatments.  Patients  with  toxic  nodular 
goiter  generally  received  the  largest  amounts  of  radio- 
iodine; the  largest  total  dose  per  individual  was  104 
millicuries.  In  22  patients  (28  per  cent)  myxedema 
developed.  All  but  one  of  these  had  diffuse  toxic 
goiter.  The  myxedema,  however,  proved  advantag- 
eous in  several  cases  of  severe  organic  heart  disease  in 
which  maintenance  of  the  euthyroid  state  did  not 
ameliorate  distressing  symptoms.  Adjustment  of  ther- 
apy so  that  patients  were  mildly  hypothyroid  caused 
symptomatic  improvement. 

Response  to  therapy  was  gratifying.  Before  radio- 
iodine treatment  64  patients  had  symptoms  of  pro- 
gressive severity,  10  had  stationary  symptoms,  and 

4 had  improved  as  a result  of  antithyroid  drug  use. 
Approximately  one-third  manifested  severe  heart  fail- 
ure (functional  class  III  or  IV).  In  all  but  7 of  the 
patients  with  any  degree  of  heart  failure  (Table  3) 
there  was  significant  symptomatic  improvement  after 
correction  of  thyrotoxicosis.  All  who  failed  to  im- 
prove in  the  early  post  treatment  period  had  severe 
arteriosclerotic  or  hypertensive  cardiovascular  dis- 
ease. Two  patients  died  during  the  post  treatment 
period. 
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Only  4 of  those  with  major  aberrations  of  rhythm 
had  persistence  of  arrhythmia  (3  with  fibrillation 
and  1 with  paroxysmal  tachycardia)  after  radioiodine 
treatment.  One  of  the  3 patients  with  angina  pectoris 


Table  3. — Improvement  After  Radioiodine  Therapy  in 
Thyrocardiacs — 78  Cases. 


Excellent 

Fair 

None 

Worse 

Congestive  failure 

42 

15 

7 

0 

Arrhythmia 

21 

0 

4 

0 

Angina  pectoris 

2 

0 

1 

0 

continued  to  have  anginal  pain.  Hypothyroidism  de- 
veloped in  this  patient  with  post  treatment  angina. 
He  was  given  2 grains  of  dessicated  thyroid,  but 
continued  to  have  attacks  of  anginal  pain.  Unfortu- 
nately, further  follow  up  examination  was  not  ob- 
tained. Therefore,  it  is  not  known  whether  reduction 
of  thyroid  dosage  to  mildly  hypothyroid  levels  would 
have  ameliorated  the  angina,  though  presumably  it 
would  have  done  so.  Several  of  the  patients  with 
severe  congestive  failure,  protracted  peripheral 
edema,  pleural  effusion,  and  cardiac  enlargement  had 
total  relief  of  manifestations  of  heart  disease  after 
treatment. 

Though  a few  patients  showed  slight  deterioration 
of  the  cardiac  disability  in  the  immediate  post  treat- 
ment period,  this  was  insignificant.  Several  severely 
ill  patients,  however,  were  given  small  multiple 
therapeutic  doses  to  avoid  the  possibility  of  releas- 
ing excessive  amounts  of  thyroxine  into  the  circula- 
tion. 

Of  considerable  interest  was  the  discovery  by 
means  of  tracer  studies  of  "masked”  hyperthyroid- 
ism in  5 patients  with  signs  and  symptoms  of  ad- 
vanced cardiac  disease.  These  patients  were  benefited 
greatly  by  radioiodine  therapy. 


Euthyroid  Cardiacs  with  Intractable  Angina 
Pectoris  and  Congestive  Failure 

Several  groups  of  investigators  have  demonstrated 
the  value  of  therapeutic  hypometabolism  produced 
by  thyroid  suppression  with  radioactive  iodine  in  the 
therapy  of  euthyroid  cardiac  patients  with  intractable 
congestive  failure  and  intractable  angina.1, 6 The 
rationale  is  as  aptly  described  by  Blumgart:1  "that 
lowering  the  total  metabolism  of  the  body  so  reduces 
systemic  circulatory  requirements  as  to  place  them 
within  the  limits  of  cardiac  reserve.”  This  appears  to 
be  the  mechanism  by  which  relief  occurs:  the  pa- 
tient treated  with  I131  has  as  much  organic  cardiac 
damage  after  treatment  as  before.  Thus,  radioiodine 
therapy  should  be  only  a part  of  overall  therapy  of 
patients  with  intractable  angina  or  failure. 


Certain  rigid  criteria  for  selection  of  patients  for 
treatment,  for  example,  the  requirement  of  Blumgart 
that  cardiac  status  be  stationary  for  1 year,  were 
probably  propounded  to  evaluate  accurately  the  radio- 
iodine method  per  se,  and  not  necessarily  to  enable 
salvage  of  the  largest  possible  number  of  patients. 
The  essential  criteria  for  selection  of  patients  in  the 
present  series  was  angina  or  failure  or  both,  suffici- 
ently severe  to  incapacitate  the  individual  from  ac- 
tivity required  by  his  daily  life  in  spite  of  the  most 
rigid  medical  measures  possible.  Progressive  deteri- 
oration, unless  precipitous,  was  not  considered  a 
contraindication  to  radioiodine  therapy.  In  fact,  some 
of  the  most  dramatic  results  occurred  in  such  cases. 
No  patient  was  treated  whose  condition  was  de- 
generating so  fast  that  death  was  expected  before 
the  usual  4 to  6 weeks  required  for  thyroid  suppres- 
sion. The  40  euthyroid  cardiac  patients  with  in- 
tractable angina  or  failure  selected  for  radioactive 
iodine  therapy  included  7 patients  with  intractable 
angina,  16  patients  with  intractable  congestive  fail- 
ure, and  17  patients  with  both  angina  and  failure. 


Dr.  Earl  F.  Beard,  Houston  intern- 
ist, presented  this  paper  before  the 
Section  on  Internal  Medicine  of  the 
Texas  Medical  Association  on  April 
12,  1960. 


Ages  varied  from  42  to  77  years,  and  duration  of 
symptoms  from  8 months  to  12  years.  The  functional 
cardiac  class  of  all  patients  was  either  III  or  IV; 
that  is,  symptoms  were  present  either  at  complete 
rest  or  during  little  exertion.  Etiologic  diagnoses  were 
coronary  artery  disease  or  arteriosclerotic  heart  dis- 
ease in  31,  rheumatic  heart  disease  in  6,  and  cor 
pulmonale  secondary  to  emphysema  in  3.  Pretreat- 
ment thyroid  function  was  normal  in  all  cases  on 
the  basis  of  clinical  evidence  and  normal  24-hour 
thyroidal  uptake  of  I131. 

Although  dosage  schedules  varied,  radioiodine  was 
usually  given  in  divided  doses  in  this  group.  The 
most  frequently  used  schedule  was  10  millicuries 
weekly  for  3 doses  as  advocated  by  Blumgart  and 
associates.  Additional  doses  were  given  if  thyroid 
suppression  was  inadequate,  that  is,  if  24-hour  thy- 
roidal uptake  of  a tracer  dose  of  I131  was  more  than 
10  per  cent.  Average  total  dose  of  radioiodine  admin- 
istered was  34.8  millicuries  (range  6-60).  In  4 pa- 
tients exacerbation  of  angina  occurred  after  single 
doses  of  15  millicuries  or  more  (Table  4).  In  all 
cases  the  patient’s  usual  cardiac  regimen  was  contin- 
ued during  and  after  treatment,  except  that  frequent- 
ly it  was  possible  to  reduce  the  amounts  of  medica- 
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Table  4. — Effect  of  I131  Therapy  in  57  -Year-Old 
Man  with  Angina. 


Date 

Pulse 

Rate 

Blood 

Pressure 

P.B.I. 

Angina 
at  Rest 

3/  6/59 

70 

130/80 

5.0 

+ 

3/  7/59* 

74 

140/80 

+ + 

3/  8/59 

86 

142/90 

5.0 

+ + + 

3/  9/59 

94 

180/90 

7.8 

+ + + + 

3/10/59 

80 

136/90 

6.1 

+ + + 

3/11/59 

76 

130/90 

5.4 

+ 

3/12/59 

76 

140/80 

5.4 

+ 

3/13/59 

80 

130/90 

4.9 

+ 

3/14/59 

80 

130/80 

5.4 

+ 

*I131,  28  me.,  administered. 


tion  or  to  allow  more  activity  after  thyroid  suppres- 
sion. No  complications  occurred  when  patients  re- 
ceived anticoagulant  therapy  simultaneously;  that  is, 
there  was  no  clinical  evidence  of  hemorrhage  into 
the  thyroid  with  any  individual  dose  given. 

Duration  of  follow-up  study  ranged  from  1 to  51 
months.  Results  of  treatment  are  illustrated  in  Tables 
5 and  6.  Thirty-five  patients  improved  1 or  more 

Table  5. — Results  of  l131  Therapy  in  Euthyroid  Patients 
with  Angina  and  Congestive  Heart  Failure. 


Improved  2 functional  classes 9 

Improved  1 functional  class 26 

Unimproved  3 

Died  before  any  effect 1 

Lost  to  follow-up 1 

Worsened  0 


Total  40 


functional  cardiac  classes,  3 remained  in  the  same 
functional  cardiac  class  as  before  treatment,  1 died 
before  any  effect  occurred,  and  1 was  lost  to  follow- 
up. When  radioiodine  was  given  in  carefully  divided 
doses,  no  patient  was  permanently  worsened  by  it. 
This  seems  in  accord  with  the  statement  by  Graet- 
tinger  and  others3  that  in  hypothyroid  individuals 
the  physiologic  protection  afforded  by  decreased  cir- 
culatory demands  overshadows  any  possible  changes 
in  the  myocardium. 

Table  6 illustrates  treatment  results  in  a slightly 
different  way.  Of  the  patients  treated  37  were  able 
to  increase  their  activity  after  treatment,  or  they  had 
symptomatic  relief  though  they  were  not  able  to 
increase  activity.  Previous  results  for  symptomatic 


Table  6. — Symptomatic  Relief  After  I'31  Therapy  in 
Euthyroid  Cardiac  Patients. 


Patients  with 
Angina 

Patients  with 
Failure 

Patients  with 
Both 

Good  results* 

7 

14 

14 

Fair  results** 

1 

1 

Unchanged  N 

1 

1 

* Patients  were,  able  to  increase  activity  after  treatment. 
# * Some  relief  of  symptoms  although  patients  could  not 
significantly  increase  activity  after  treatment. 


relief  are  given  without  regard  for  mortality.  Of 
the  patients  treated,  17  (43  per  cent)  are  dead  (15 
of  cardiac  and  2 of  noncardiac  causes).  As  may  be 
inferred  from  this  data,  many  patients  who  died  of 
a cardiac  cause  received  some  measure  of  sympto- 
matic relief  after  radioiodine  treatment.  Several 
were  completely  unmanageable  outside  the  hospital 
before  treatment  but  became  comfortable  at  rest  or 
during  some  degree  of  activity  at  home.  The  mortal- 
ity rate  of  patients  with  coronary  artery  disease 
treated  with  radioiodine  is  interesting  though  the 
series  is  still  too  small  to  be  statistically  significant 
(Table  7).  Of  13  patients  given  long  term  anti- 
coagulant therapy,  10  were  alive  and  3 dead  ( 1 of 
noncardiac,  2 of  cardiac  cause)  at  last  follow-up 
examination.  In  contrast,  of  13  patients  who  did  not 
have  anticoagulant  therapy,  5 were  alive  and  8 dead 
(only  1 of  noncardiac  cause)  at  last  follow-up  re- 
port. Patients  receiving  long  term  anticoagulant  ther- 
apy now  account  for  157  patient  months  of  life  after 


Table  7. — Mortality  (At  Last  Follow-up  Examination ) 
of  Patients  with  Coronary  Artery  Disease. 


Alive 

Dead 

13  taking  anti- 

10* 

3 (1  accidental) 

coagulants 

13  not  taking 

5 * * 

8 ( 1 of  malignant 

anticoagulants 

disease) 

* Accounted  for  157  patient  months  of  life. 

**  Anticoagulants  accounted  for  81  patient  months  of  life. 


I131  therapy,  whereas  those  not  receiving  anticoagu- 
lants account  for  81  patient  months  of  life. 

In  15  patients  (38  per  cent)  myxedema  after 
treatment  required  supplementary  thyroid,  usually 
Va  grain  desiccated  thyroid  daily.  Average  serum 
cholesterol  of  26  patients  before  treatment  was  239 
mg./lOO  cc.,  and  that  of  18  patients  after  treatment 
216  mg./lOO  cc.  There  is  little  difficulty  controlling 
serum  cholesterol  after  radioiodine  therapy  if  clinical 
myxedema  is  avoided  and  suitable  low-fat  diets  are 
used. 

From  the  previously  mentioned  results,  it  seems 
that  radioiodine  therapy  is  a useful  adjunct  in  the 
treatment  of  the  euthyroid  patient  with  intractable 
cardiac  disease  and  that  it  has  a place  in  the  overall 
therapeutic  regimen  for  such  patients.1,  6 Apparently 
the  only  purpose  accomplished  by  radioiodine  therapy 
is  to  allow  the  patient  to  function  within  a dimin- 
ished cardiac  reserve.  One  must  look  elsewhere  for 
measures  to  prolong  life.  The  mortality  rate  of  ap- 
proximately 40  per  cent  in  the  present  series  is  simi- 
lar to  that  noted  by  Jaffe.0  Since  the  value  of  long- 
term anticoagulant  therapy  is  established  for  reduc- 
tion of  mortality  from  thrombotic  episodes,8, 11  this 
type  of  treatment  should  be  used  in  combination 
with  I131  therapy  when  the  cause  of  angina  or  failure 
is  coronary  artery  disease. 
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Euthyroid  Patients  with  Cardiac  Arrhythmias 

Kurland  and  his  associates9  found  an  increased 
erythrocytic  uptake  of  I131-labeled  triiodothyronine 
in  some  patients  with  supraventricular  tachycardias. 
The  authors  therefore  made  a few  trials  of  thyroidal 
suppression  in  apparently  euthyroid  patients  with 
stubborn  arrhythmias  of  supraventricular  origin. 

In  the  present  series  3 euthyroid  patients  with  in- 
tractable cardiac  arrhythmias  were  treated  with  radio- 
iodine. Though  in  2 of  these  some  degree  of  failure 
developed  during  episodes  of  arrhythmia,  all  3 were 
essentially  symptom-free  during  periods  of  sinus 
rhythm.  Two  patients  had  paroxysmal  supraventricu- 
lar tachycardia  which  could  not  be  prevented  by  any 
of  the  usual  therapeutic  measures  and  which  was 
difficult  to  convert  to  normal  rhythm.  In  1 patient 
without  apparent  heart  disease  but  with  paroxysmal 
atrial  fibrillation  and  repeated  embolization,  sinus 
rhythm  could  not  be  maintained  before  radioiodine 
therapy.  In  all  3 arrhythmia  could  be  prevented  after 
therapeutic  hypometabolism  was  induced,  either  with- 
out medication  or  with  prophylactic  doses  of  quini- 
dine.  In  this  small  group,  however,  thyroid  function 
has  had  to  be  maintained  at  nearly  myxedematous 
levels  for  adequate  control.  Dosage  of  supplementary 
thyroid  must  be  carefully  regulated  after  such  treat- 
ment. These  patients  often  have  no  paroxysms  if 
they  are  kept  at  near  myxedematous  levels  on  a 
quarter  of  a grain  thyroid  daily,  but  arrhythmia  de- 
velops as  soon  as  thyroid  dosage  is  raised  only  to 
one-half  grain  daily.  The  authors  believe  that  in  the 
euthyroid  patient  with  unmanageable  cardiac  ar- 
rhythmia of  supraventricular  origin,  radioiodine  ther- 
apy can  render  the  condition  manageable.  It  should, 
however,  be  used  only  as  a last  resort,  since  in  this 
group,  myxedema  or  near-myxedema  is  usually  the 
price  to  be  paid  for  relief  from  arrhythmia. 

Summary  and  Conclusions 

Of  349  patients  treated  with  radioactive  iodine, 
121  (35  per  cent)  had  cardiac  disease.  These  in- 
cluded 78  thyrocardiacs,  40  euthyroid  cardiac  patients 
with  intractable  congestive  failure  and/or  angina,  and 
3 euthyroid  patients  with  intractable  arrhythmia  of 
supraventricular  origin. 

Experience  with  these  patients  has  caused  the 
authors  to  conclude  that: 

1.  Radioiodine  therapy  is  a safe,  certain,  and  rela- 
tively prompt  method  of  permanently  reducing  thy- 
roid function  in  the  thyrocardiac  patient.  It  is,  there- 
fore, rhe  treatment  of  choice,  if  carefully  adminis- 
tered. 


2.  In  the  euthyroid  patient  with  intractable  angina 
and/or  congestive  failure,  therapeutic  hypometab- 
olism produced  by  radioiodine  may  be  a useful  ad- 
junct in  treatment.  It  is  relatively  safe  if  (a)  I131  is 
given  in  small  divided  doses  and  (b)  post-treatment 
clinical  myxedema  is  avoided.  Post-treatment  thyroid 
therapy  must  be  carefully  regulated.  Patients  with 
arteriosclerosis  and  coronary  disease  should  probably 
receive  anticoagulant  therapy  routinely  after  treat- 
ment. 

3.  Certain  euthyroid  patients  with  unmanageable 
arrhythmias  of  supraventricular  origin  may  be  made 
more  amenable  to  treatment  after  I131-induced  hypo- 
metabolism,  but  usually  must  be  kept  at  myxedema 
or  near-myxedema  levels.  In  this  group  radioiodine 
therapy  seems  indicated  only  as  a last  resort. 

4.  Careful  evaluation  of  all  patients  with  advanced 
cardiac  disease  is  advisable  to  ascertain  that  masked 
hyperthyroidism  is  not  overlooked. 
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ABSTRACT  OF  DISCUSSION 

Dr.  Milton  R.  Hejtmancik,  Galveston:  Dr.  Beard  and 
associates  have  called  attention,  in  detailed  and  statistical 
form,  to  a type  of  therapy  which  probably  has  been  used 
too  seldom  in  the  management  of  cardiac  patients.  In 
the  first  group  of  patients — those  with  hyperthyroidism  and 
heart  disease — there  can  be  no  disagreement  in  regard  to 
the  importance  of  recognition  of  thyrotoxicosis  as  a com- 
plicating factor  in  cardiac  symptoms,  and  the  need  to  re- 
lieve hyperthyroidism  in  alleviation  of  clinical  manifesta- 
tions. Most  patients  who  have  congestive  and  anginal  fail- 
ure as  a complication  of  hyperthyroidism  seem  to  have  an 
underlying  cause  of  heart  disease — either  hypertension,  cor- 
onary atherosclerosis,  or  both.  The  question  has  been  raised 
as  to  whether  thyrotoxicosis  alone  can  produce  congestive 
or  anginal  failure.  It  is  probably  uncommon  as  a sole 
cause,  but  I believe  it  can  be.  The  most  convincing  proof 
of  this  might  be  the  patient  with  uncontrolled  atrial  fibril- 
lation caused  by  hyperthyroidism  who  has  congestive  failure 
as  a consequence  of  rapid,  irregular  ventricular  rhythm. 

Dr.  Beard  and  his  associates  mentioned  the  rare  instances 
in  which  radioactive  iodine  temporarily  aggravates  anginal 
or  congestive  failure  through  excessive  liberation  of  thy- 
roxine by  deteriorating  thyroid  cells.  In  such  patients,  who 
are  in  a borderline  state,  I have  usually  chosen  to  admin- 
ister such  thyroid  suppressants  as  propylthiouracil  or  Tapa- 
zol,  and  later  radioactive  iodine. 

The  value  of  radioactive  iodine  therapy  in  the  refractory 
euthyroid  cardiac  patient  is  more  controversial.  As  pointed 
out  by  the  authors,  use  of  radioactive  iodine  is  by  no  means 
a substitute  for  careful  medical  management,  and  should 


be  considered  only  when  an  intensive  therapeutic  regimen 
has  failed.  In  patients  with  congestive  failure  whom  I 
have  treated,  most  favorable  results  have  occurred  in  those 
with  pulmonary  heart  disease.  The  effectiveness  of  therapy 
has  not  been  as  convincing  in  patients  with  heart  disease 
of  other  causes.  It  has  been  used  in  some  patients  with 
severe  coronary  insufficiency  after  all  other  measures  had 
been  exhausted,  occasionally  with  beneficial  symptomatic 
results.  Temporary  aggravation  of  angina  immediately  after 
administration  of  radioactive  iodine  is  possible  unless  the 
patient  is  first  treated  with  other  thyroid  suppressants.  An- 
other disease,  hypothyroidism,  is  substituted  for  alleviation 
of  present  cardiac  symptoms.  I am  not  convinced  that 
blood  cholesterol  is  not  elevated  after  such  therapy.  In 
patients  with  angina  prolongation  of  life  is  not  claimed, 
merely  relief  of  symptoms. 

Most  patients  with  recurrent  cardiac  arrhythmias  can  be 
improved  by  usual  medical  means,  but  occasionally  a pa- 
tient is  refractory  to  all  measures.  Studies  demonstrating 
increased  red  cell  uptake  of  I131-labeled  triiodothyronine  in 
apparently  euthyroid  patients  with  paroxysmal  arrhythmias 
would  offer  strong  support  to  treatment  of  such  patients 
with  radioactive  iodine.  Although  I have  had  limited  ex- 
perience in  this  regard,  I would  use  it  if  arrhythmias  could 
not  be  controlled  by  the  usual  measures. 

Physicians  who  see  and  treat  heart  disease  occasionally 
are  frustrated  by  failure  of  the  patient  to  respond  to  in- 
tensive treatment.  Dr.  Kelsey  and  his  colleagues  emphasize 
that  the  complication  of  hyperthyroidism  in  such  patients 
could  explain  refractoriness.  Even  in  euthyroid  patients, 
persistence  of  symptoms  despite  usual  therapeutic  measures 
requires  consideration  of  thyroid-suppressing  therapy.  Oc- 
casionally, results  in  such  cases  are  gratifying. 


Cultivate  Peaceful  Concentration, 
Philosopher  Osier  Recommended 

{The  following  quotation  by  Sir  William  Osier,  physician,  teacher, 
and  classical  scholar,  is  from  an  address  the  philosopher  gave  to  Yale 
undergraduates,  April  20,  1913,  entitled,  " A Way  of  Life.”} 

"Control  of  the  mind  as  a working  machine,  the  adaptation  in  it  of 
habit,  so  that  its  action  becomes  almost  as  automatic  as  walking,  is  the 
end  of  education — and  yet  how  rarely  reached!  It  can  be  accomplished 
with  deliberation  and  repose,  never  with  hurry  and  worry. 

"Realise  that  you  have  sixteen  waking  hours,  three  or  four  of  which 
at  least  should  be  devoted  to  making  a silent  conquest  of  your  mental 
machinery.  Concentration,  by  which  is  grown  gradually  the  power  to 
wrestle  successfully  with  any  subject,  is  the  secret  of  successful  study.  No 
mind  however  dull  can  escape  the  brightness  that  comes  from  steady 
application.  There  is  an  old  saying,  'Youth  enjoyeth  not,  for  haste’;  but 
worse  than  this,  the  failure  to  cultivate  the  power  of  peaceful  concentra- 
tion is  the  greatest  single  cause  of  mental  breakdown. 

"Plato  pities  the  young  man  who  started  at  such  a pace  that  he  never 
reached  the  goal.  One  of  the  saddest  of  life’s  tragedies  is  the  wreckage 
of  the  career  of  the  young  collegian  by  hurry,  hustle,  bustle  and  tension.” 
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With  the  use  of  a Polaroid  land  camera  and  a home  constructed 
glass-topped  box  containing  a fluorescent  tube,  personnel  with  no  pre- 
vious training  in  photography  can  copy  roentgenograms  or  documents 
within  minutes. 


A Simple  Device 

For  Rapid  Copying  of  Roentgenograms 

WILLIAM  C.  OWSLEY,  JR.,  M.D. 

Houston,  Texas 


FOR  the  past  year  we  have  been  using  a simple 
device  in  our  radiological  office  for  rapid  copy- 
ing of  roentgenographic  films  with  the  Polaroid  land 
camera.  It  has  some  advantages  over  commercially 


Fig.  1.  Author's  device  for  rapid  copying  of  roentgeno- 
graphic films. 


available  roentgenogram  copiers  and  may  interest 
physicians  desiring  small  prints  to  file  with  their 
patient  records  or  lantern  slides  for  use  in  lectures 
and  conferences.  With  it,  paper  prints  can  be  made 
in  about  2 minutes,  and  finished  3V4  by  4 inch  lan- 
tern slides  can  be  produced  in  about  10  minutes. 
Designed  primarily  to  be  operated  by  office  person- 
nel or  technicians  with  no  previous  training  in  pho- 
tography, the  device  accomplishes  accurate  focusing 
and  centering  with  minimal  difficulty. 

Construction 

A Polaroid  Number  208  Copymaker,  available  at 
a retail  price  of  $99.50,  is  modified  by  replacing  its 
plywood  base  with  a homemade  glass-topped  box 
that  contains  a circular  fluorescent  tube.  This  pro- 
vides a source  of  transmitted  light  in  addition  to 
the  reflected  light  sources  furnished  with  the  unit. 

The  author’s  light  box  is  made  of  M inch  ply- 
wood, with  outside  dimensions  of  7 by  21  by  22 
inches.  The  glass  portion  of  the  top  measures  14 
by  17  inches.  The  copymaker  is  attached  easily  to 
the  box  with  2 screws,  and  the  fluorescent  tube  is 
wired  into  the  copymaker  base  through  a toggle 
switch.  A drawer  in  the  back  of  the  box  provides 
handy  storage  space  for  extra  film. 

Any  of  several  available  models  of  the  Polaroid 
land  camera  are  satisfactory.  The  camera  is  detachable 
from  the  stand  so  that  it  can  be  used  for  ordinary 
photography,  and  when  reattached  to  the  arm  it  is 
centered  automatically  to  the  glass  portion  of  the  light 
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box  top.  The  copymaker  incorporates  an  exposure  and 
development  timer,  the  necessary  supplementary 
lenses  and  filter,  plastic  focusing  screen,  exposure 
charts,  masking  device,  a copyboard  marked  to  show 
the  areas  copied  at  various  camera  settings,  and  op- 
erating instructions.  In  modifying  the  unit,  these 
features  need  not  be  disturbed;  therefore,  it  can  also 
be  used  to  make  prints  or  slides  of  drawings,  photo- 
graphs, small  specimens,  and  so  on. 

Use  of  a horizontal  light  box  eliminates  the  need 
for  clips  to  hold  the  roentgenogram  during  exposure. 
The  film  can  be  moved  about  on  the  box  so  that 
any  part  of  it  is  centered,  giving  a range  from  cov- 
erage of  a 14  by  17  inch  roentgenogram  on  a 314 
by  4!4  inch  print  down  to  a 1:1  reproduction  of  a 
small  area  of  interest.  The  arrangement  also  requires 
less  space  than  equipment  utilizing  a vertical  light 
source. 


Procedure 

For  copying  documents  by  reflected  light,  the  in- 
structions furnished  with  the  unit  are  followed.  The 
copyboard  is  laid  on  top  of  the  light  box  to  deter- 
mine centering  and  area  of  coverage.  For  copies  of 
roentgenograms,  the  same  procedure  is  followed  ex- 
cept that  the  copyboard  is  replaced  by  a piece  of 
clear  film  marked  with  various  sized  rectangles. 
Proper  placement  of  the  copyboard  or  clear  film  is 


Dr.  W.  C.  Owsley,  Jr.,  practices 
radiology  in  Houston.  In  addition, 
he  is  a member  of  the  radiology 
staff  at  Hermann  Hospital  and  a 
clinical  instructor  at  the  University 
of  Texas  Postgraduate  School  of 
Medicine. 


assured  by  guide  lines  at  the  edges  of  the  glass  top. 
The  radiograph  to  be  reproduced  is  moved  beneath 
the  clear  film  until  the  desired  area  is  included  with- 
in one  of  the  marked  rectangles.  The  rectangle  se- 
lected determines  camera  height  and  focus,  which  is 
read  from  a small  card  fastened  to  the  base  of  the 
copymaker.  The  clear  film  then  is  lifted  off  the  light 
box,  exposure  made,  and  copy  developed  and  coated. 
This  entire  procedure  takes  about  2 minutes  in  the 
case  of  paper  prints,  using  PolaPan  200  film,  type  42. 
Exposure  time  is  6 seconds  for  normal  density  roent- 
genogram, and  development  time  remains  constant 
at  1 minute.  For  lantern  slides,  using  type  46  L 
transparency  film,  development  takes  2 minutes,  and 
a little  additional  time  is  needed  to  coat  the  film 
and  mount  it  in  a slide  frame.  At  retail  prices,  cost 
of  prints  is  about  25  cents  each,  and  of  slides,  about 
95  cents,  including  mounts. 

t Dr.  Owsley,  214  Hermann  Professional  Building,  Hous- 
ton 25. 
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Myositis  Ossificans 
of  the  Humerus 
(Blocker's  Disease) 


DURING  THE  PAST  several  years  the  author 
has  examined  a number  of  football  players 
with  myositis  ossificans  on  the  anterolateral  aspect 
of  the  humerus  at  or  near  the  deltoid  insertion. 

Dr.  Lent  C.  Johnson  of  the  Armed  Forces  Insti- 
tute of  Pathology  at  Walter  Reed  Hospital,  Wash- 
ington, D.  C.,  has  a theory  regarding  the  forma- 
tion of  myositis  ossificans.  His  theory  is  that  tissue 
is  damaged  to  the  degree  that  certain  chemical 
changes  within  the  cells  during  repair  result  in  depo- 
sition of  calcium  products.  These  products  later  os- 
sify. He  notes  that  this  same  process  can  be  found 
in  tissues  other  than  muscles  such  as  tendons,  and 
even  in  the  fatty  layers,  and  is  not  necessarily  related 
to  bone.2 

I have  observed  that  most  football  players  with 
myositis  ossificans  are  line  men,  who  do  most  of 
the  blocking  during  development  of  a play,  and 
fullbacks,  who  lead  the  blocking  from  the  backfield 
position.  The  injury  is  caused  during  blocking; 
therefore,  I have  coined  the  term  "blocker’s  disease.” 

The  mechanism  of  the  injury  is  that  the  upper 
arm  is  thrown  out  just  as  contact  is  made,  and  it 
strikes  the  opponent’s  helmet,  shoulder  pad,  face 
guard,  or  other  nonresilient  part  of  his  equipment. 
Rule  9,  Section  4,  Article  4 of  the  official  National 


The  author  has  observed  many 
football  players  with  myositis  ossif- 
icans on  the  anterolateral  aspect  of 
the  humerus  at  or  near  the  deltoid 
insertion.  Because  injury  that  causes 
the  condition  is  incurred  during 
blocking,  he  has  termed  the  process 
" blocker’s  disease.” 


EDWARD  T.  SMITH,  M.D. 

Houston,  Texas 


Collegiate  Athletic  Association  Football  Handbook3 
has  to  do  with  the  position  of  the  offensive  player’s 
hand  and  arm  while  blocking: 

"When  a teammate  of  a Runner  or  Passer  uses  a hand 
or  forearm  in  blocking  or  to  supplement  a shoulder  or  chest 
block  the  hand  must  be  in  contact  with  his  body  and  the 
hand  and  arm  must  be  kept  below  the  shoulders  of  the 
opponent  throughout  the  entire  block.” 


Fig.  1.  Photograph  of  actual  practice  shows  how  injury 
resulting  in  myositis  ossificans  of  anterolateral  aspect  of 
humerus  at  or  near  deltoid  insertion  may  be  incurred. 
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Fig.  2.  Calcification  in  3 cases.  In  first  2,  mass  is  attached  to  humerus;  in  last,  it  is  loose  within  soft  tissue. 


The  player  may  have  his  hand  in  contact  with  the 
body,  but  at  the  instant  of  impact  tfye  blocker  throws 
his  elbow  out  instead  of  completing  the  block  with 
his  shoulder.  In  this  same  article  of  the  rules  it  is 
stated  that  "in  a crab  or  body  block  it  is  not  required 
that  the  hand  or  arm  be  in  contact  with  the  body.” 
In  this  instance  when  the  hand  is  down  by  the  side, 
if  the  block  it  not  led  with  the  shoulder,  the  upper 
arm  is  vulnerable  for  a blow  ( fig.  1 ) . 

The  pathogenesis  is  an  injury  to  the  tissue  at  or 
near  the  deltoid  insertion.  In  this  region  there  is  less 
muscle  protection  over  the  humerus.  If  the  injury  is 
sufficient  to  damage  the  tissue,  according  to  John- 
son’s concept,  chemical  changes  occur,  and  after 
about  3 weeks  a faint  deposit  of  calcium  can  be 
seen  on  the  roentgenogram.  The  process  is  similar 
to  that  seen  in  injuries  to  the  medial  collateral  liga- 
ment of  a knee  which  results  in  Pellegrini-Stieda’s 
disease.1  Once  calcium  has  started  forming,  it  usually 


Dr.  Edward  T.  Smith,  Ml  D.,  Hous- 
ton orthopedic  surgeon  and  presi- 
dent of  the  Texas  Society  of  Ath- 
letic Team  Physicians,  presented 
this  article  to  the  Society  on  April 
18,  1959. 


progresses  to  ossification.  This  ossified  mass  may 
become  attached  to  the  humerus,  or  it  may  remain 
free  in  the  soft  tissues  (fig.  2). 

The  first  consideration  of  treatment  is  prophylaxis. 
This  should  be  of  special  interest  to  physicians  at- 
tending football  players,  team  trainers,  and  coaches. 
Explanation  of  the  mechanism  of  injury  may  prevent 
many  of  these  cases.  The  football  player  should  be 
taught  the  proper  method  of  blocking  with  his 
shoulder  and  should  be  cautioned  not  to  lead  with 
his  arm.  If  a player  persists  in  throwing  his  arm 
forward  to  increase  the  effect  of  his  block,  some 
form  of  protection  over  the  vulnerable  aspect  is  ad- 
visable. A protective  pad  similar  to  those  used  over 
shins,  knees,  and  forearms  can  be  constructed  with 
materials  available  in  most  equipment  rooms.  Any 
protective  pad  used  must  satisfy  the  rules  regarding 
protective  materials,  yet  application  of  the  pad  must 
not  hamper  the  blocker’s  activity. 

Once  injury  has  occurred,  protection  to  prevent 
reinjury  is  needed.  Repeated  trauma  in  the  early 
stages  of  disease  will  tend  to  aggravate  the  condi- 
tion. True  ossification  of  the  calcified  mass  does  not 
occur  for  several  months.  As  soon  as  the  condition 
is  suspected — and  this  is  possible  in  some  cases  be- 
fore calcification  occurs — proper  protection  of  the 
area  may  cause  the  calcified  mass  to  shrink  and 
may  prevent  symptoms  that  require  further  treat- 
ment. I have  not  treated  any  of  these  patients  with 
roentgen  therapy  because  all  my  cases  were  seen 
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late.  Nevertheless,  such  treatment  in  the  early  period 
would  probably  be  beneficial,  as  has  been  true  in 
Pellegrini-Stieda’s  disease.1 

Early  operation  should  never  be  considered.  Until 
the  calcified  mass  matures,  which  may  take  6 to  12 
months,  no  attempt  should  be  made  to  remove  it 
surgically.  Many  times  these  areas  become  asympto- 
matic when  the  bone  matures.  Only  when  the  mature 
bone  causes  symptoms  should  surgical  treatment  be 
considered.  If  the  area  of  myositis  ossificans  is  loose 
within  the  soft  tissue,  careful  sharp  dissection  of  the 
bony  mass  is  sufficient;  figure  3 shows  such  a speci- 
men after  removal.  However,  if  the  mass  is  attached 
to  the  humerus  (fig.  2)  and  forms  a painful  spur, 
it  should  be  removed  with  a wide  base  of  normal 
tissue.  Otherwise,  the  condition  may  recur. 
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Fig.  3.  Photograph  shows  gross  specimen  dissected  from 
soft  tissues. 
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A Multicounty 

Health  Department 


The  developmental  trend  of  midticounty  health  departments  in 
Texas  is  traced  briefly.  The  author  believes  that  the  principle  is  sound 
and  that  further  expansion  and  refinements  should  be  encouraged. 


R.  E.  JOHNSON,  M.D. 

Midland,  Texas 


A MULTICOUNTY  health  department,  as  the 
name  implies,  is  defined  as  a health  department 
operating  as  a unit  which  contains  more  than  one 
county.  In  Texas,  there  are  departments  consisting 
of  two  or  more  counties  and  in  two  instances,  such 
units  have  had  as  many  as  five  counties  each. 

Populationwise,  75  per  cent  of  the  state  is  covered 
by  an  organized  basic  local-state  participating  public 
health  departments.  There  is  partial  coverage  in  many 
communities  by  sanitarians  and  nurses  working  more 
or  less  independently,  but  without  adequate  medical 
supervision.  In  Texas,  there  still  are  large  sparsely 
populated  areas  with  practically  no  routine  local  pub- 
lic health  services.  Such  areas  could  well  obtain 
these  services  by  being  included  in  a multicounty 
health  department. 

In  1945,  the  Haven  Emerson  Report,  "Local 
Health  Units  for  the  Nation,”  the  subcommittee  on 
local  health  units  and  the  committee  on  administra- 
tive practice  of  the  American  Public  Health  Associa- 
tion, proposed  a plan  for  complete  coverage  of  the 
United  States  with  units  rendering  basic,  minimal 
full  time  services.  These  include  vital  statistics,  com- 
municable disease  -control,  environmental  sanitation, 
public  health  laboratory  services,  maternal  and  child 
health,  and  public  health  education.  The  report 
recommended  that  1,197  units  be  formed  in  the 
then  existing  48  states,  containing  3,070  counties. 

The  committee  is  of  the  opinion  that  a present 
goal  should  be  the  creation  of  such  number  and 
boundaries  of  areas  of  local  health  jurisdiction  in 


every  state  to  bring  within  the  reach  of  every  person 
and  family  the  benefits  of  modern  sanitation  and 
personal  hygiene.  Such  a program  should  be  under 
the  guidance  of  trained  professional  and  accessory 
personnel  employed  on  a full  time  basis  at  public 
expense,  selected  and  retained  on  a merit  or  civil 
service  basis  and  free  from  the  influence  of  partisan 
politics. 

Resolutions  endorsing  the  establishment  of  full 
time  local  health  units  to  serve  every  area  and  unit 
of  population  were  made  by  the  American  Medical 
Association’s  House  of  Delegates,  June  10,  1942; 
the  American  Public  Health  Association’s  Govern- 
ing Council,  October  29,  1942;  and  State  and  Pro- 
vincial Health  Authorities  of  North  America  Confer- 
ences, March  22,  1944. 

The  report  recommended  that  Texas,  with  its  254 
counties,  be  divided  into  80  units  varying  in  size 
from  one  county  with  a major  city  and  metropolitan 
area  to  as  many  as  10  counties  in  sparsely  populated 
areas. 


Dr.  R.  E.  Johnson  is  director  of  the 
Midland-Ector-Howard  Health  De- 
partment with  headquarters  in 
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In  1942,  Texas  reported  43  units  in  64  counties, 
or  parts  of  counties,  with  full  time  local  health 
services.  In  155  counties,  accounting  for  nearly  two- 
thirds  of  the  state’s  population  no  local  health  service 
was  reported.  Twenty-seven  counties  reported  a ven- 
ereal disease  clinic  or  part  time  nursing  service. 

The  cost  per  capita  for  local  health  services  was 
40  cents  in  1942.  At  that  time  it  was  estimated  that 
$1.00  per  capita  would  pay  for, the  aforementioned 
basic  services. 

The  I960  census  should  reveal  some  interesting 
facts  in  population  trends.  Needs  should  be  reevalu- 
ated, and,  with  changing  values  of  money,  the  cost 
of  the  program. 

Permissive  legislation  for  formation  of  a multi- 
county health  department  is  found  in  the  Public 
Health  Laws  of  Texas — Article  4447a — “a  coordi- 
nated health  program.”  It  reads  as  follows:  "The 
commissioners  court  of  any  one  or  more  counties 
and  the  municipal  authorities  of  any  one  or  more 
cities,  towns,  school  boards  and  school  districts,  and 
any  other  governmental  entity  may  cooperate  in 
the  establishment  of  a coordinated  health  program 
and  by  mutual  agreement,  may  provide  for  the  pay- 
ment of  costs,  including  the  salaries  of  persons  em- 
ployed, materials  used,  and  the  provision  of  suitable 
office  quarters,  health  and  clinic  centers,  health 
services  and  facilities  therefor,  and  for  the  mainte- 
nance purposes.”  (Acts,  1949,  Fifty-first  Leg.,  p. 
107,  ch.  63,  s.  I.)1 

Economy  of  operation  is  the  main  advantage  of 
the  multicounty  health  department.  A thinly  popu- 
lated area  can  receive  public  health  services  of  good 


quality  by  sharing  personnel  (clerk,  nurse,  sanitarian 
team,  and  medical  supervisor)  with  a similar  area, 
whereas  neither  region  could  conduct  or  underwrite 
the  expenses  of  the  program  alone.  Guidance  from 
the  state  division  of  local  health  services  is  instru- 
mental in  maintenance  of  high  standards  of  service. 

Because  of  distances,  unit  cost  of  service  is  prob- 
ably higher  than  where  there  is  a more  concentrated 
population,  and  the  cost  will  be  reflected  in  increased 
travel  expense.  This  might  be  considered  a disad- 
vantage, but  unquestionably  is  offset  by  the  advan- 
tages. 

The  most  recent  development  in  providing  for 
the  formation  of  multicounty  health  departments  is 
Senate  Bill  206,  passed  by  the  Fifty-sixth  Legislature, 
effective  May  26,  1959-  This  legislation  permits 
appropriating  bodies  of  different  governmental  en- 
tities to  cooperate  and  form  a district  for  health 
department  services.  It  also  clarifies  the  often  con- 
fused status  of  the  health  department  director’s  au- 
thority in  enforcement  of  public  health  laws,  par- 
ticularly that  pertaining  to  quarantine.  It  enables  the 
director  of  a multicounty  department  to  act  as  health 
officer  in  more  than  one  city  and/or  county  and 
facilitates  enforcement  of  public  health  laws. 

I believe  that  the  principle  of  the  multicounty 
health  department  is  sound  and  that  further  expan- 
sion and  refinements  in  this  type  of  program  should 
be  encouraged. 
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Acute  Ruptured  Appendicitis  and 
Incarcerated  Inguinal  Hernia 
In  Premature  Infant 


I 

Association  of  a perforated  appendix  and  incarcerated  inguinal 
hernia  is  uncommon.  In  a 7 week  old  infant,  recovery  ensued. 


C.  B.  MARCUM,  M.D. 

Big  Spring,  Texas 


A RECENT  CASE  of  perforated  appendicitis 
contained  in  an  incarcerated  inguinal  hernia  has 
stimulated  the  author’s  interest.  Coley3  reported  1.35 
per  cent  of  herniated  appendices  in  2,000  personal 
cases.  Watson14  found  512  cases  of  hernia  involving 
the  appendix  in  the  literature;  26.9  of  these  were  of 
inguinal  and  217  of  femoral  hernia.  In  1731  De- 
Garengeot4  first  described  an  inguinal  hernial  sac 
that  contained  the  vermiform  appendix.  Claudius 
Amy  and,1  in  1736,  succesfully  removed  an  acutely 
inflamed  perforated  appendix  from  a hernial  sac  in 
a boy,  aged  11,  in  St.  George’s  Hospital.  This  was 
apparently  the  first  successful  appendicectomy. 

The  appendix  in  the  sac  of  a hernia  is  believed 
more  likely  to  become  acutely  inflamed  than  is  one 


t*®!*9*  Dr.  C.  B.  Marcum,  a surgeon,  is 

affiliated  with  Malone  and  Hcgan 
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within  the  abdomen.  In  the  former  location,  it  can 
become  adherent  in  the  sac  as  a result  of  mild  in- 
flammation or  trauma.  It  is,  of  course,  more  easily 
exposed  to  trauma,  and  its  blood  supply  is  probably 
poorer  than  if  it  were  within  the  abdomen.  Because 
of  the  smallness  of  the  internal  ring  and  limited  space 
of  the  hernial  sac,  inflammation  within  the  hernia 
commonly  causes  gangrene  and  perforation. 

Acute  appendicitis  before  the  age  of  1 year  is 
uncommon;  within  the  first  3 weeks  of  life,  it  is  a 
rarity.  The  youngest  patient  in  Gross’  2,070  cases  of 
appendicitis  at  the  Children’s  Medical  Center  in 
Boston5  was  6 months  of  age.  Snyder11  reviewed  the 
world  literature  up  to  1951  in  children  younger  than 
2 years  of  age.  Tie  discovered  34  cases  in  patients 
less  than  1 year  old,  and  only  10  cases  within  the 
first  3 weeks  of  life. 

Theories  accounting  for  the  infrequency  of  ap- 
pendicitis in  the  newborn  infant  are : ( 1 ) the  fetal 
type  of  appendix  is,  more  or  less,  funnel  shaped  and 
is,  therefore,  less  subject  to  obstruction;  (2)  diet 
consists  of  milk  and  soft  food  in  the  newborn  period; 
and  ( 3 ) there  is  a relatively  low  incidence  of  respir- 
atory and  intestinal  infections  among  the  newborn. 
The  mortality  rate  reported  in  the  literature  is  29 
per  cent  and  the  rate  of  perforation,  peritonitis,  or 
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abscess  formation  nearly  71  per  cent,  usually  because 
of  delay  in  diagnosis.  Factors  responsible  for  higher 
morbidity  and  mortality  are  as  follows:  the  appendix 
is  relatively  large  compared  to  the  rest  of  the  gastro- 
intestinal tract,  the  organ  is  thin  walled  with  meager 
blood  supply,  and  the  omentum  is  small  and  relatively 
undeveloped. 

In  a child  with  known  inguinal  hernia,  symptoms 
of  appendicitis  are  obscured  by  the  fact  that  tender- 
ness and  localization  of  pain,  as  well  as  vomiting 
and  prostration,  could  be  caused  by  the  hernia.  There- 
fore, the  diagnosis  of  strangulated  hernia  is  made 
almost  invariably  if  the  patient  is  seen  soon  after 
acute  onset.  Later  findings,  of  course,  might  suggest 
an  abscess  when  the  skin  becomes  hot,  discolored, 
and  fluctuant.  Gross,5  Swenson,12  and  others  advocate 
a trial  of  taxis  in  early  incarceration  in  children;  if 
this  is  successful,  operation  is  delayed  2 to  3 days  to 
allow  swelling  and  edema  to  subside. 

In  the  following  case  an  acute  perforated  and  gan- 
grenous vermiform  appendix  was  found  in  a hernial 
sac  in  a premature  infant  who  at  time  of  operation 
weighed  less  than  6 pounds. 


Case  Report 

W.  W.  S.,  Jr.,  premature  white  male,  was  born  to  a 
33  year  old  primipara  by  breech  delivery  with  use  of 
cyclopropane  oxygen  anesthesia  after  episiotomy,  on  No- 
vember 6,  1959.  Estimated  date  of  delivery  had  been 
January  17,  1960.  The  baby  breathed  spontaneously,  and 
weighed  2 pounds,  14  ounces. 

Physical  examination  showed  no  abnormalities.  The 
baby’s  early  course  was  uncomplicated,  and  feedings  were 
given  progressively  by  gavage.  Nine  days  after  birth  an 
infection  of  the  upper  part  of  the  respiratory  tract  devel- 
oped and  a throat  culture  showed  hemolytic  Staphylococcus 
aureus  coagulase  positive.  The  child  was  removed  to  the 
isolation  nursery,  where  appropriate  antibiotics  were  given. 
As  the  respiratory  infection  was  gradually  controlled,  the 
baby  became  more  vigorous,  and  was  able  finally  to  tolerate 
oral  feedings.  On  December  14,  1959,  he  was  circumcised. 
Four  days  later  when  he  was  dismissed,  he  weighed  5 
pounds.  A formula  and  vitamins  were  prescribed.  During 
hospitalization  an  umbilical  hernia  with  defect  of  1 cm. 
had  been  noted. 

The  baby  did  well  until  5 or  6 days  before  readmission 
when  the  mother  noted  a right  inguinal  hernia.  On  January 
3 he  became  distended  and  vomited,  and  was  returned  to 
the  hospital.  At  that  time  the  abdomen  was  tympanitic  and 
quiet,  with  a large,  incarcerated,  right  inguinal  hernia.  The 
umbilical  hernia  was  easily  reduced.  Temperature  was 
100.4  F.  rectally.  Laboratory  data  were  as  follows:  white 
blood  cell  count  4,300/cu.  mm.,  with  28  per  cent  seg- 
mented cells  and  72  per  cent  lymphocytes;  hemoglobin 
10.45  Gm.;  and  hematocrit  36  per  cent.  A flat  plate  of 
the  abdomen  showed  moderate  gaseous  distention  of  the 
stomach  and  small  and  large  intestines,  and  soft  tissue 
swelling  in  the  right  side  of  the  scrotum. 

After  readmission  a nasogastric  tube  was  inserted  and 
attached  to  Wangensteen  suction  apparatus.  Gentle  attempts 


to  reduce  the  inguinal  hernia  by  taxis  were  unsuccessful. 
Surgical  consultation  was  obtained.  Operation  was  advised; 
diagnosis  was  incarcerated,  right  inguinal  hernia  with  pos- 
sible strangulation. 

Operation. — A vein  in  an  ankle  was  exposed  and  in- 
cised, and  a polyethylene  catheter  inserted,  through  which 
an  electrolyte  solution  was  given.  A transverse  incision  in 
the  right  lower  abdominal  crease  was  extended  down  to 
the  external  oblique  aponeurosis,  which  was  opened  in  line 
with  its  fibers  through  the  external  ring.  A large  hernia 
was  present  through  the  internal  ring,  and  consisted  pri- 
marily of  the  cecum. 

While  the  cecum  was  being  freed,  a large,  vermiform 
appendix  was  observed  to  lie  medially  in  the  inguinal 
canal.  It  was  gangrenous  and  covered  with  purulent  exu- 
date. In  the  proximal  one-third  was  a large  perforation 
from  which  poured  purulent  material.  The  base  was  no 
larger  in  diameter  than  a kitchen  match-stick.  Apparently 
it  had  been  compressed  by  the  internal  ring  and  hernia 
sac,  allowing  for  stasis  and  obstruction. 

The  appendix  was  removed,  after  the  mesentery  was 
clamped,  and  the  stump  was  closed  with  a fine  silk,  purse 
string  suture.  The  cecum  was  reduced  into  the  abdomen, 
and  the  defect  at  the  internal  ring  closed  with  progressive 
purse  string  sutures  of  catgut.  Hernia  repair  was  not  at- 
tempted. A small  Penrose  drain  placed  in  the  inguinal 
canal  was  left  in  the  medial  portion  of  the  incision,  which 
was  closed  loosely  with  plain  catgut  except  for  the  skin 
which  was  closed  by  interrupted  sutures  of  4.0  silk.  The 
baby  withstood  the  entire  procedure  well,  and  was  returned 
to  an  incubator  in  good  condition. 

Pathologic  Study. — Profuse  serosanguinous  and  purulent 
inflammatory  reaction  which  involved  the  entire  wall  of 
the  appendix  had  destroyed  the  mucosa.  Final  pathologic 
diagnosis  was  "acute  suppurative  appendicitis  with  rupture.” 

Progress. — A nasogastric  tube  was  attached  to  suction 
apparatus,  and  intravenous  administration  of  the  electrolyte 
solution  was  continued.  Combined  penicillin,  streptomycin, 
and  Chloromycetin  therapy  was  parenterally  administered, 
and  small  doses  of  cortisone  were  given  intramuscularly. 
On  the  night  of  operation  the  temperature  spiked  to 
104.4  F.,  but  the  next  day  it  dropped  precipitously  to 
normal.  The  evening  of  the  first  postoperative  day  the  child 
had  2 small,  formed,  yellow  stools;  the  next  morning  he 
had  3 more  stools  and  was  expelling  gas  freely.  The  Levin 
tube  was  removed  and  glucose  water  was  given  orally,  with 
gradual  increase  to  formula.  From  that  point  the  child  had 
a rapid  and  uneventful  convalescence,  taking  nourishment 
eagerly  and  retaining  it.  He  remained  afebrile.  The  anti- 
biotics and  cortisone  were  discontinued  on  the  sixth  post- 
operative day.  Drain  and  sutures  were  removed  the  fifth 
postoperative  day  and  the  incision  was  noted  to  be  healing 
per  primum,  with  no  evidence  of  infection.  The  patient  was 
dismissed  9 days  after  operation.  When  last  seen  January 
25,  1960,  he  weighed  7 pounds,  8 ounces,  and  appeared 
vigorous  and  happy.  There  was  no  evidence  of  recurrence 
of  hernia. 


Comment 

Acute  appendicitis  in  the  neonatal  period  is  ex- 
tremely rare.  When  the  condition  is  combined  with 
incarcerated  hernia,  diagnosis  is  almost  always  ob- 
scured by  findings  relative  to  the  rupture.  The 
rapid  recovery  and  smooth  convalescence  of  this 
patient  is  perhaps  accounted  for,  to  some  extent,  by 
the  fact  that  the  appendix  ruptured  into  the  inguinal 
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canal;  thus,  overwhelming  peritonitis  was  avoided 
because  the  internal  ring  had  been  plugged  by  the 
cecum.  The  cause  of  the  acute  appendicitis  and  per- 
foration seems  clear.  There  was  mechanical  obstruc- 
tion at  the  base  of  the  appendix,  and  doubtlessly 
interference  with  the  blood  supply  in  the  meso- 
appendix.  The  cecum,  however,  was  viable  and  was 
in  no  way  compromised  by  the  incarceration. 

One  might  conjecture  what  the  prognosis  would 
have  been  if  taxis  of  the  incarcerated  hernia  had  been 
successful  and  if  the  perforated  appendix  had  been 
reduced  into  the  abdomen.  No  doubt  it  would  have 
been  catastrophic,  probably  lethal. 
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Children  s Accidents  Decrease 
In  Fall,  Says  Safety  Council 

The  rate  of  serious  accidents  for  children  decreases  when  they  enter  elementary 
school  and  rises  sharply  after  they  leave,  the  National  Safety  Council  reports. 

Injuries  sideline  about  one  out  of  three  boys  and  girls  each  year.  Children  are 
less  injury-prone  during  the  school  year  than  they  are  during  the  summer  months, 
according  to  the  Health  Insurance  Institute. 

More  than  17,000  children  and  teenagers  die  as  the  result  of  accidents  each  year 
in  this  country.  National  Health  Survey  data  show  that  in  a year’s  time  there  are 
336  injuries  for  each  1,000  children  between  the  ages  of  5 and  14. 

Statistics  marking  summer  as  an  injury-prone  time  seem  largely  influenced  by  the 
injuries  of  girls  rather  than  boys.  One-third  of  all  activity-restricting  injuries  involving 
females  occur  during  the  summer;  males  experience  about  one-fourth  of  their  total  of 
restricted  activity  days  in  this  quarter  of  rhe  year.  The  highest  accident  rates  occur 
among  the  young,  especially  males. 


INJURY  REPORT 

The  following  table  shows  the  number  of  injuries  per  1,000 
persons  per  year  by  age: 

No.  of  Injuries  Per 

Age  1,000  Persons  Per  Year 


0-4 

300 

5-14 

336 

15-24 

327 

25-44 

294 

45-64 

246 

65  + 

234 

Source:  United  States  National  Health  Survey. 
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★ Coming  Meetings 


Texas  Medical  Association,  Austin,  Sept.  17-18,  I960,  Jan.  28, 
1961;  Galveston,  April  23-25,  1961.  Dr.  May  Owen,  Fort  Worth, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Austin, 
Exec.  Secy. 

American  Medical  Association,  Washington,  D.  C.,  Nov.  28-Dec.  1, 
I960.  Dr.  E.  Vincent  Askey,  Los  Angeles,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 

August 

American  Congress  of  Physical  Medicine  and  Rehabilitation,  Wash- 
ington, D.C.,  Aug.  21-26,  I960.  Dr.  F.  J.  Kottke,  Minneapolis, 
Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan  Ave„  Chicago  2, 
Executive  Secy. 

American  Hospital  Association,  San  Francisco,  Aug.  29-Sept.  1,  I960. 
Dr.  Russell  A.  Nelson,  Baltimore,  Md.,  Pres.;  Dr.  Edwin  L. 
Crosby,  18  E.  Division  Street,  Chicago,  Executive  Director. 

September 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va.,  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C., 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 
American  College  of  Radiology,  Atlantic  City,  Sept.  30-Oct.  1,  I960. 
Dr.  Earl  E.  Barth,  Chicago,  Pres.;  Mr.  W.  C.  Stronach,  20  N. 
Wacker  Dr.,  Chicago  6,  Executive  Director. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24-Oct.  2, 
I960.  Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells. 
445  Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 

Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J.,  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1.  Ex- 
ecutive Director. 

Tri-State  Medical  Assembly,  Louisiana,  Sept.  14-15,  I960.  Dr.  R.  B. 
Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport,  Secy. 

Texas  Heart  Association,  Dallas,  Sept.  9-10,  I960.  Dr.  Robert  E. 
Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H.  Jones 
Library  Building,  Houston  25,  Executive  Director. 

Texas  Pediatric  Society,  Sept.  30-Oct.  1,  I960,  Dallas.  Dr.  Byron 
York,  Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris, 
Secy. 

Tenth  District  Society,  September,  I960.  Dr.  J.  W.  McCall,  Jr., 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St.,  Beau- 
mont, Secy. 


National  and  Regional 

American  Academy  of  Allergy,  Washington,  D.  C.,  Feb.  6-8,  1961. 
Dr.  Bram  Rose,  Montreal,  Canada,  Pres.;  Dr.  Joseph  Noah,  100 
N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  General  Practice,  Miami,  April  17-20,  1961. 
Dr.  John  G.  Walsh,  Sacramento,  Calif.,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Academy  of  Pediatrics.  Dr.  William  W.  Belford,  San 
Diego,  Calif.,  Pres.;  Dr.  E.  H.  Christopherson,  1801  Hinman 
Ave.,  Evanston,  111.,  Executive  Director. 

American  Association  for  Thoracic  Surgery.  Dr.  William  E.  Adams, 
Chicago,  Pres.;  Dr.  Hiram  T.  Langston,  7730  Corondelet  Ave., 
St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  Reed  M. 
Nesbitt,  Ann  Arbor,  Mich.,  Pres.;  Dr.  W.  J.  Engel,  2020  E. 
93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Plastic  Surgeons.  Dr.  Lyndon  A.  Peer,  New 
Jersey,  Pres.;  Dr.  Thomas  D.  Cronin,  6615  Travis  St.,  Houston 
25,  Secy. 


American  College  of  Allergists,  Dallas,  March  12-17,  1961.  Dr. 
Giles  A.  Koelsche,  Rochester,  Minn.,  Pres.;  Mr.  Eloi  Bauers,  2160 
Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 

American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oct.  9-14,  1960.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19,  Secy. 

American  College  of  Chest  Physicians.  Dr.  Seymour  M.  Father,  San 
Francisco,  Pres.;  Mr.  Murray  Kornfeld,  112  E.  Chestnuc,  Chicago 
1 1 , Executive  Director. 

American  College  of  Gastroenterology,  Philadelphia,  Oct.  23-29, 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists.  Dr.  John  I. 
Brewer,  Chicago,  Pres.;  Mr.  Donald  F.  Richardson,  P.  O.  Box 
749,  Chicago  90,  Executive  Secy. 

American  College  of  Physicians.  Dr.  Howard  P.  Lewis,  Portland, 
Ore.,  Pres.;  Mr.  E.  R.  Loveland,  4200  Pine,  Philadelphia  4,  Secy. 

American  College  of  Surgeons,  San  Francisco,  Oct.  10-14,  I960.  Dr. 
Owen  H.  Wangensteen,  Minneapolis,  Pres.;  Dr.  William  E. 
Adams,  950  E.  59th  St.,  Chicago,  Secy. 

American  Dermatological  Association.  Dr.  Marion  B.  Sulzberger,  New 
York,  Pres.;  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32, 
Secy. 

American  Gastroenterological  Association.  Dr.  H.  Marvin  Pollard, 
Ann  Arbor,  Pres.;  Dr.  Wade  Volwiler,  University  of  Washington 
School  of  Medicine,  Seattle  5,  Secy. 

American  Gynecological  Society.  Dr.  Karl  H.  Martzloff,  Portland, 
Pres.;  Dr.  A.  A.  Marchetti,  3800  Reservoir  Rd.  N.W.,  Washing- 
ton 7,  D.C.,  Secy. 

American  Heart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland,  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Lake 
Placid  Club,  May  23-25,  I960.  Dr.  Fletcher  D.  Woodward,  Char- 
lottesville, Va.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg., 
Rochester,  N.  Y.,  Secy. 

American  Neurological  Association.  Dr.  Derek  Denny-Brown,  Bos- 
ton, Pres.;  Dr.  Melvin  D.  Yahr,  New  York  Neurological  Institute, 
710  W.  168th  Street,  New  York  32,  Secy. 

American  Ophthalmological  Society.  Dr.  A.  B.  Reese,  New  York, 
Pres.;  Dr.  M.  C.  Wheeler,  30  W.  59th,  New  York  19,  Secy. 

American  Orthopaedic  Association.  Dr.  John  Royal  Moore,  Phila- 
delphia, Pres.;  Dr.  Lee  Ramsay  Straub,  535  East  70th  St.,  New 
York  21,  Secy. 

American  Pediatric  Society.  Dr.  Samuel  Z.  Levine,  New  York,  Pres.; 
Dr.  A.  C.  McGuinness,  Room  1036,  2800  Quebec  St.,  N.W., 
Washington  8,  D.C.,  Secy. 

American  Proctologic  Society.  Dr.  H.  R.  Reichman,  Salt  Lake  City, 
Pres.;  Dr.  Norman  D.  Nigro,  10  Peterboro,  Detroit  1,  Secy. 

American  Psychiatric  Association.  Dr.  William  Malamud,  New  York, 
Pres.;  Dr.  C.  H.  Hardin  Branch,  156  Westminister  Ave.,  Salt 
Lake  City,  Secy. 

American  Public  Health  Association,  San  Francisco,  Oct.  31 -Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 

American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29.  Secy. 

American  Urological  Association.  Dr.  William  M.  Coppridge,  Dur- 
ham, N.  C.,  Pres.;  Mr.  William  P.  Didusch,  1120  N.  Charles  St., 
Baltimore  1,  Executive  Secy. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Henry  Meyer- 
ding,  Rochester,  Minn.,  Pres.;  Dr.  Ross  T.  Mclntire,  1516  Lake 
Shore  Dr.,  Chicago,  Executive  Director. 

National  Tuberculosis  Association.  Dr.  H.  McLeod  Riggins,  New 
York,  Pres.;  Mrs.  Wallace  B.  White,  651  Marlborough  Rd., 
Brooklyn,  Secy. 

Radiological  Society  of  North  America,  Cincinnati,  Ohio,  Dec.  4-9, 
I960.  Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S. 
Childs,  713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

South  Central  Association  of  Blood  Banks.  Dr.  John  B.  Alsever, 
Phoenix,  Pres.;  L.  Ruth  Guy,  Ph.D.,  Room  1101,  Stoneleigh 
Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  St.  Louis,  Oct.  31-Nov.  3,  I960.  Dr. 
Edwin  H.  Lawson,  New  Orleans,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 
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Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4, 
I960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 

Southwest  Allergy  Forum.  Dr.  Johnny  A.  Blue,  Oklahoma  City, 
Pres.;  Dr.  George  L.  Winn,  Suite  104,  Lister  Medical  Building, 
430  Northwest  Twelfth  St.,  Oklahoma  City,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Oct.  23,  I960. 
Dr.  Robb  Rutledge,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
Westchester  House,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  El  Paso,  Oct.  20-22,  I960. 

Dr.  R.  L.  Deter,  El  Paso,  Pres.;  Dr.  Merle  Thomas,  1501  Ari- 

zona Building,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio.  Dr.  Peter 

E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711 

Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  Fort  Smith,  Ark.  Dr.  Fred  H.  Krock, 
Fort  Smith,  Ark.,  Pres.;  Mary  O'Leary,  813  Medical  Arts  Bldg., 
Oklahoma  City,  Exec.  Secy. 

United  States-Mexico  Border  Public  Health  Association.  Mr.  Frank  J. 
Von  Zuben,  Jr.,  Austin,  Pres.;  Dr.  Jorge  Roman,  243  United 
States  Court  House,  El  Paso,  Secy.  I 


State 

Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 

Texas  Academy  of  Genera]  Practice,  Dallas,  Oct.  3-5,  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Academy  of  Internal  Medicine.  Dr.  Merton  M.  Minter,  San 
Antonio,  Pres.;  Dr.  Hugo  T.  Engelhardt,  1216  Main,  Houston, 
Secy.  Meetings  restricted  to  members. 

Texas  Air-Medics  Association,  Galveston,  April  22-25,  1961.  Dr. 
C.  D.  Henry,  San  Antonio,  Pres.;  Dr.  C.  F.  Miller,  Box  1338. 
Waco,  Secy. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Galveston,  April 
22-25,  1961.  Dr.  L.  P.  Walter,  Austin,  Pres.;  Dr.  W.  V.  Brad- 
shaw, Jr.,  1800  University  Drive,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio. 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1. 
Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Galveston,  April 
22-25,  1961.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kel- 
ton,  Jr.,  108  West  30th,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Galveston, 
April  22-25,  1961.  Dr.  Hiram  M.  Anderson,  San  Angelo,  Pres.; 
Dr.  Milton  V.  Davis,  3707  Gaston  Avenue,  Dallas,  Secy.-Treas. 
Texas  Dermatological  Society,  Galveston,  April  22-25,  1961.  Dr. 
M.  W.  Harrison,  Houston,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy.-Treas. 

Texas  Diabetes  Association,  Galveston,  April  22-25,  1961.  Dr.  James 
A.  Greene,  Houston,  Pres.;  Dr.  John  W.  Chriss,  2436  Morgan 
Street,  Corpus  Christi,  Secy.-Treas. 

Texas  Division,  American  Cancer  Society.  Dr.  David  A.  Todd,  San 
Antonio,  Pres.;  Mr.  Curt  W.  Reimann,  5014  Bull  Creek  Rd., 
Austin  3,  Executive  Director. 

Texas  Hospital  Association.  Mr.  F.  S.  Walters,  Jr.,  Amarillo,  Pres.; 

Mr.  O.  Ray  Hurst,  1905  N.  Lamar,  Austin,  Executive  Director. 
Texas  Industrial  Medical  Association,  Galveston,  April  22-25,  1961. 
Dr.  Noble  B.  Daniel,  Texarkana,  Pres.;  Dr.  J.  G.  Burdick,  Pasa- 
dena, Secy. 

Texas  Neuropsychiatric  Association,  Galveston,  April  22-25,  1961. 
Dr.  Clarence  S.  Hoekstra,  Dallas,  Pres.;  Dr.  E.  Ivan  Bruce,  Jr., 
Galveston,  Secy.-Treas. 

Texas  Ophthalmological  Association,  Galveston,  April  22-25,  1961. 
Dr.  Otto  Lippmann,  Austin,  Pres.;  Dr.  James  H.  Scruggs,  Waco, 
Secy. 

Texas  Orthopedic  Association,  Galveston,  April  22-25,  1961.  Dr. 
Ike  S.  McReynolds,  Houston,  Pres.;  Dr.  Margaret  Watkins,  Dallas, 
Secy.-Treas. 

Texas  Otolaryngological  Association,  Galveston,  April  22-25,  1961. 
Dr.  August  J.  Streit,  Amarillo,  Pres.;  Dr.  Louis  E.  Adin,  Jr., 
Dallas,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Galveston,  April 
22-25,  1961.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 


Texas  Public  Health  Association,  Fort  Worth,  March  5-8,  1961. 
Mrs.  Maggie  Belle  Davis,  Corpus  Christi,  Pres.;  Mr.  Joseph  N. 
Murphy,  Jr.,  Box  4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 
Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9.  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Galveston,  April  22-25,  1961. 

Dr.  Randle  J.  Brady,  Houston,  Pres.;  Dr.  Eugene  L.  Slataper, 

Houston,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Galveston,  April  22-25, 
1961.  Dr.  W.  S.  Horn,  Jr.,  Fort  Worth,  Pres.;  Dr.  Louis  Levy, 
Fort  Worth,  Secy.-Treas. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Galveston, 
April  22-25,  1961.  Dr.  H.  Gray  Carter,  Dallas,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Temple,  Secy.-Treas. 

Texas  Society  of  Pathologists,  Inc.,  Galveston,  April  22-25,  1961. 

Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A. 
Stembridge,  Dallas,  Secy.-Treas. 

Texas  Society  of  Plastic  Surgeons,  Galveston,  April  22-25,  1961. 

Dr.  J.  B.  Patterson,  Fort  Worth,  Pres.;  Dr.  Raymond  O.  Brauer, 
Houston,  Secy.-Treas. 

Texas  Society  on  Aging,  Houston,  Oct.  6-8,  I960.  Dr.  Ernest  W. 
Keil,  Temple,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  1-3, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Carolyn  H.  Mil- 
lard, 1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 

Texas  Surgical  Society,  San  Antonio,  Oct.  3-4,  1960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  Antonio, 
Dec.  2-3,  I960.  Dr.  Lyle  J.  Logue,  Houston,  Pres.;  Dr.  Oliver 
Suehs,  14  Medical  Arts  Square,  Austin,  Secy. 

Texas  Traumatic  Surgical  Society,  Galveston,  April  22-25,  1961.  Dr. 
Edward  R.  Rowe,  Galveston,  Pres.;  Dr.  John  C.  Long,  Plainview, 
Secy.-Treas. 

Texas  Tuberculosis  Association,  Corpus  Christi,  March  16-18,  1961. 
Dr.  J.  Edward  Johnson,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box 
6158,  Austin  21,  Executive  Director. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas.  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St., 
Wichita  Falls,  Secy. 


District 

First  District  Society.  Dr.  Russell  Holt,  El  Paso,  Pres.;  Dr.  Gordon 
L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 

Second  District  Society,  Snyder,  1961.  Dr.  M.  J.  Loring,  Midland, 
Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 

Third  District  Society,  Lubbock.  Dr.  Grady  M.  Wallace,  Lubbock, 
Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo,  Secy. 
Fourth  District  Society.  Dr.  S.  Braswell  Locker,  Brownwood,  Pres.; 

Dr.  J.  G.  Bodenhamer,  Mason,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9,  1961. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13th,  Austin,  Secy. 

Eighth  District  Society,  Corpus  Christi.  Dr.  M.  Warren  Hardwick, 
Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346,  Victoria,  Secy. 
Ninth  District  Society,  Bellville,  Spring,  1961.  Dr.  Irving  M.  Wat- 
son, Jr.,  Conroe;  Dr.  William  E.  Sharp,  721  E.  Texas,  Baytown, 
Secy. 

Eleventh  District  Society.  Dr.  Marlin  T.  Braswell,  Henderson,  Pres.; 

Dr.  Floyd  Verheyden,  813  John  St.,  Jacksonville,  Secy. 

Twelfth  District  Society,  Waco,  January  10,  1961.  Dr.  Bernard 
Rosen,  Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th  St., 
Corsicana,  Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  William  B. 
Allensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 


Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  11,  I960.  Dr. 
Andrew  Jackson,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  20-22, 
1961.  Dr.  Frank  H.  Kidd,  Jtt,  Dallas,  Pres.;  Millard  J.  Heath, 
433  Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 
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International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  6-9, 
1961.  Dr.  Maurice  E.  St.  Martin,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 


Postgraduate  Medical  Assembly  of  South  Texas,  Houston.  Dr.  C.  Als- 
worth  Calhoun,  Houston,  Pres.;  Mrs.  W.  H.  Dahme,  412  Jesse  H. 
Jones  Library  Bldg.,  Houston  25,  Exec.  Secy. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.; 
Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State  Office  Bldg.,  201  E. 
14th  St.,  Austin. 


MEDICOLEGAL  NOTES 

Texas  Tuberculosis  Code  A Physician  s Responsibility 


In  1959,  the  Texas  Legislature  passed  a new  law,  the 
Texas  Tuberculosis  Code,  representing  more  than  a year’s 
work  on  the  part  of  numerous  physicians  and  members  of 
the  Texas  Tuberculosis  Association  and  Texas  Medical  As- 
sociation’s Committee  on  Tuberculosis.  Those  who  coop- 
erated believed  that  the  state’s  antiquated  laws  concerning 
persons  afflicted  with  tuberculosis  seriously  hampered 
efforts  to  eliminate  tuberculosis  in  Texas  or  to  afford  pa- 
tients with  tuberculosis  the  care,  treatment,  and  hospitaliza- 
tion needed. 

The  Code  places  cooperative  responsibilities  and  duties 
upon  individuals  and  governmental  agencies  dealing  with 
and  caring  for  patients  with  tuberculosis.  As  a result  of  the 
new  code,  which  became  effective  August  11,  1959,  the 
following  duties  and  responsibilities  were  placed  upon  the 
Texas  physician,  whether  he  is  engaged  in  private  practice 
or  whether,  in  addition  to  his  private  practice,  he  also 
serves  as  local  health  officer: 

1.  Any  physician  who  diagnoses  or  treats  a patient  with 
tuberculosis  must  report  the  case  as  soon  as  possible  to  the 
local  health  officer.  Such  report  may  be  in  writing  or  by 
telephone  and  should  include:  name,  address,  age,  sex, 
color,  and  occupation  of  patient;  date  of  onset  of  disease; 
probable  source  of  infection. 

2.  The  local  health  officer  is  required  to  keep  a record 
of  all  cases  reported,  with  other  information  the  Texas 
State  Department  of  Health  requires.  In  addition,  he  must 
make  a monthly  report  to  the  State  Department  of  Health 
of  all  cases  reported. 

3.  Immediately  after  notification  of  any  case  of  tubercu- 
losis, the  local  health  officer  is  required  to  send  to  the 
attending  physician,  or  with  the  attending  physician’s  per- 
mission, directly  to  the  patient  information  relative  to  con- 
trol and  prevention  of  the  disease. 

4.  Every  physician  who  examines  or  treats  a person  with 
tuberculosis  must  instruct  him  in  measures  to  prevent  spread 
of  the  disease  and  must  impress  upon  him  the  necessity  of 
treatment  until  he  is  cured. 

5.  The  attending  physician  has  the  authority  and  respon- 
sibility to  place  the  patient  under  the  following  restrictions: 

a.  "Special  isolation.” — The  patient  is  prohibited 
from  attending  places  of  public  assembly,  or  from 
sleeping  with  others  or  using  the  same  towels  and  nap- 
kins. He  must  be  provided  separate  eating  utensils. 

b.  "Partial  disinfection.” — Disinfection  of  discharges 
or  excretions  of  the  patient  and  disinfection  of  his 
clothing  and  any  room  occupied  during  his  illness  are 
required. 

6.  When  a case  of  tuberculosis  is  reported,  the  local 
health  officer  is  authorized  ,to  notify  the  patient  to  place 
himself  under  the  care  of  a physician  licensed  by  the  Texas 


State  Board  of  Medical  Examiners  for  treatment  until  the 
local  health  officer  receives  a certificate  that  the  patient  is 
free  from  tuberculosis  in  an  infectious  or  contagious  state. 
This  certificate  must  state  that  the  person  examined  has 
been  given  an  actual  and  thorough  examination;  the  test 
or  tests  used  shall  be  those  approved  by  the  Texas  State 
Department  of  Health.  The  certificate  must  also  contain  a 
report  of  the  test. 

7.  Physicians  and  local  health  officers  are  prohibited 
from  issuing  certificates  of  freedom  from  tuberculosis  unless 
the  tests  provided  for  have  been  given  and  the  person  is 
free  from  tuberculosis  in  an  infectious  or  contagious  state. 
A physician,  before  issuing  a certificate  of  freedom  from 
tuberculosis,  must  submit  to  the  local  health  officer  a report 
showing  that  the  required  tests  have  been  made.  The  tests 
must  be  made  by  either  the  physician  or  a laboratory  ap- 
proved by  the  State  Department  of  Health. 

8.  If  an  attending  physician  knows  or  has  good  reason 
to  suspect  that  a person  with  tuberculosis  is  conducting 
himself,  or  is  about  to  conduct  himself,  in  a manner  to 
expose  others  to  infection,  he  is  required  to  notify  the  local 
health  officer  of  the  essential  facts  of  the  case,  along  with 
the  name  and  address  of  the  patient.  The  health  officer 
shall  then  investigate  the  case  and  employ  measures  re- 
quired by  the  Code  as  to  isolation  and  disinfection. 

9.  In  cases  in  which  a person  with  tuberculosis  fails  or 
refuses  to  carry  out  the  directions  of  the  local  health 
officer  or  his  physician  or  in  cases  in  which  the  latter  offi- 
cial is  of  the  opinion  that  treatment  at  home  cannot  be 
effected  with  reasonable  safety  to  the  public,  he  can  require 
an  examination.  If  the  subject  has  tuberculosis  in  an  in- 
fectious and  contagious  state,  the  local  health  officer  must 
quarantine  the  patient  until  he  is  no  longer  infectious.  If 
quarantine  facilities  are  not  available  within  the  health  offi- 
cer’s jurisdiction,  the  patient  may  be  sent  to  a State  Tuber- 
culosis Hospital  designated  by  the  Board  for  Texas  State 
Hospitals  and  Special  Schools. 

10.  If  the  patient  is  not  cured  upon  release  from  quar- 
antine, the  local  health  officer  must  inform  the  patient 
what  further  treatment  is  required. 

The  Texas  Tuberculosis  Code  clearly  states  the  responsi- 
bilities of  Texas  physicians.  Failure  to  observe  requirements 
in  the  Code  subjects  the  violator  to  prosecution  for  a mis- 
demeanor. Conviction  entails  punishment  of  a fine  of  not 
less  than  $50  nor  more  than  $500  and/or  imprisonment  up 
to  30  days.  Although  this  criminal  aspect  of  the  Code  dis- 
courages tuberculous  individuals  from  disregarding  direc- 
tions of  local  health  officers  and  attending  physicians,  it  is 
equally  applicable  in  a case  in  which  a physician  fails  to 
comply  with  his  responsibilities  and  duties  required  by  the 
Code. 

— Philip  R.  Overton,  LL.B.,  Austin. 
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MEDICAL  MEETINGS 

American  Medical  Writers 
Schedule  Chicago  Meeting 

Hotel  Morrison,  Chicago,  will  be  headquarters  building 
for  the  seventeenth  annual  meeting  of  the  American  Medical 
Writers’  Association,  set  for  September  30  to  October  1. 

Presiding  for  the  meeting  will  be  Dr.  Austin  Smith, 
president  of  the  Pharmaceutical  Manufacturers  Association 
and  former  editor  of  the  Journal  of  the  American  Medical 
Association. 

Papers  on  phases  of  medical  writing  will  be  presented 
on  September  30,  climaxed  with  a fellowship  hour  spon- 
sored by  the  Schering  Corporation,  and  a banquet.  Awards 
in  medical  journalism,  fellowships  in  the  association,  awards 
to  medical  periodicals  for  distinguished  service  in  journal- 
ism, and  the  winning  essay  for  nonmedical  writing,  will 
be  presented. 

On  October  1,  a Conference  on  Medical  Communica- 
tions will  be  held,  with  Dr.  Walter  Kahoe,  director  of  the 
medical  department  of  J.  B.  Lippincott  Company,  presid- 
ing. Dr.  W.  D.  Snively,  Jr.,  medical  director  of  Mead 
Johnson  Company,  arranged  the  program. 

Speakers  include  Dr.  Arthur  H.  Wells,  editor  of  Minne- 
sota Medicine;  Selma  De  Bakey  of  the  Ochsner  Medical 
Foundation;  Dr.  Richard  M.  Hewitt,  emeritus  professor  of 
the  University  of  Minnesota;  Dr.  Morris  Fishbein,  former 
editor  of  the  Journal  of  the  American  Medical  Association; 
Dr.  Joseph  Garland,  editor  of  the  New  England  Journal 
of  Medicine;  and  Dr.  Laurance  D.  Redway,  editor  of  the 
New  York  Journal  of  Medicine. 


Congress  on  Nutrition  to  Meet 
In  United  States  for  First  Time 

The  fifth  International  Congress  on  Nutrition  will  meet 
September  1-7,  I960,  in  Washington,  D.  C.  This  will  be 
the  first  time  the  organization  has  met  in  the  United  States. 
An  all-day  symposium  on  "World  Food  Needs  and  Food 
Resources”  will  be  a main  feature  of  the  scientific  pro- 
gram. The  Congress  is  arranged  under  the  auspices  of  the 
International  Union  of  Nutritional  Sciences  of  the  National 
Academy  of  Sciences — National  Research  Council. 

Simultaneous  translation  into  English,  Spanish,  French, 
and  German  will  be  provided  at  scientific  sessions.  Ap- 
proximately 2,500  nutritionists  representing  almost  every 
country  in  the  world  will  participate  in  the  Congress.  For 
further  information,  those  interested  may  write  to  Mr. 
Sidney  S.  Negus,  Medical  College  of  Virginia,  Richmond. 

American  Rhinologic  Society 
Schedules  Meeting  in  Chicago 

Physicians  are  invited  to  attend  the  sixth  annual  meeting 
of  the  American  Rhinologic  Society,  October  8,  in  Chicago. 
There  is  no  registration  fee. 

Among  the  special  guests  will  be  Dr.  Henry  L.  Williams 
of  Mayo  Clinic,  Rochester,  Minn.,  and  Dr.  Morris  Fishbein, 
Chicago. 

Two  symposia  will  be  presented  on  "Nasal  Pressure 
Tests”  and  "Choanal  Atresia.”  Other  subjects  on  the  pro- 
gram will  be  "Implant  Materials — Comparabilities — Anti- 
genicities,” "Review  of  Reports  on  Lyophilized  Bone  and 


Cartilage,”  "The  Comparative  Anatomy  of  the  Nose,” 
"Hormones  in  Rhinology,”  and  "Anti-Inflammatory  Agents 
— Basic  Concepts.” 

A 2 day  surgical  seminar  in  the  Illinois  Masonic  Hos- 
pital, Chicago,  will  immediately  precede  the  meeting. 

For  further  information,  those  interested  may  write  Dr. 
Robert  M.  Hansen,  American  Rhinologic  Society,  1735 
North  Wheeler  Avenue,  Portland  17,  Ore. 


Rehabilitation  Institute  Scheduled 

An  Institute  on  Rehabilitation  will  be  held  at  the  Texas 
Medical  Association  headquarters  building  in  Austin  on 
September  22  and  23.  Other  sponsors  besides  the  Associa- 
tion are  the  Texas  Hospital  Association,  Texas  Society  of 
Physical  Medicine  and  Rehabilitation,  and  Texas  Occupa- 
tional Therapy  Association. 

The  Institute  is  designed  for  superintendents,  clinical 
directors,  hospital  administrators,  and  physicians  who  treat 
patients  with  pulmonary  tuberculosis,  psychiatric  disorders, 
and  other  conditions  that  require  long  term  treatment.  The 
need  for  comprehensive  rehabilitation  programs  for  such 
patients  and  the  most  effective  use  of  ancillary  personnel 
will  be  discussed  by  Col.  Albert  J.  Glass,  M.C.,  Washing- 
ton, D.C.,  Chief  Psychiatry  and  Neurology  Consultant, 
Headquarters,  Department  of  the  Army;  Dr.  George  W. 
Brooks,  Vermont  State  Hospital,  Waterbury,  Vt.;  and  Miss 
Wilma  West,  O.T.R.,  New  York,  editor  of  "Changing  Con- 
cepts and  Practices  in  Psychiatric  Occupational  Therapy.” 

There  is  no  registration  fee  for  the  course.  Further  in- 
formation may  be  obtained  from  the  Executive  Secretary, 
Texas  Medical  Association,  1801  North  Lamar  Boulevard, 
Austin. 


DeBakey  to  Speak  Before 
Interstate  Postgraduate  Group 

The  Interstate  Postgraduate  Medical  Association  will  hold 
its  forty-fifth  Scientific  Assembly  in  Pittsburgh,  October 
31-November  3.  The  program  provides  category  I credit  for 
American  Association  of  General  Practitioner  members. 

Dr.  Michael  E.  DeBakey,  Houston,  will  participate  in 
the  program.  His  presentations  will  include  "Cerebro- 
Vascular  Insufficiency,”  and  "The  Clinical  Significance  of 
Atherosclerotic  Occlusive  Disease.” 

Registration  fee  is  $10.  Registration  blanks  and  hotel 
accommodation  request  forms  may  be  obtained  from  the 
Interstate  Postgraduate  Medical  Association,  Box  1109, 
Madison  1,  Wis. 


Cardiac  Conference  in  Denver 

The  ninth  Western  Cardiac  Conference  will  be  held 
August  15-20  in  Denver. 

The  following  subjects  will  be  discussed:  intracardiac 
shunts,  cardiac  failure,  radiology,  cardiac  surgery,  vascular 
surgery,  vascular  disease,  hypertension,  electrocardiography, 
atherosclerosis,  and  space  medicine.  Dr.  Lawrence  Lamb  of 
San  Antonio  will  participate  on  the  program. 

For  further  information,  those  interested  may  write  to 
the  Colorado  Heart  Association,  1636  Logan  Street,  Den- 
ver 3. 
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Tri-State  Medical  Assembly 
To  Meet  in  Shreveport,  September  14 

The  Tri-State  Medical  Assembly,  made-up  of  physician 
members  from  Arkansas,  Louisiana,  and  Texas,  will  meet 
in  Shreveport,  La.,  September  14,  I960. 

The  program  will  consist  of  a series  of  talks  in  the 
morning,  and  workshops  on  obstetrics,  surgery,  pediatrics, 
and  medicine  in  the  afternoon.  Case  material  for  the  work- 
shops will  be  presented  by  the  services  from  the  Confed- 
erate Memorial  Medical  Center. 

A dinner  will  be  held  during  the  evening,  with  the 
speaker  being  Dr.  Edmond  Souchan,  New  Orleans.  Dr. 
Souchan,  who  is  past  president  and  a founding  member  of 
the  New  Orleans  Jazz  Club,  will  give  an  illustrated  talk  on 
"The  Story  of  New  Orleans  Jazz." 

Among  the  other  guest  speakers  will  be  Dr.  Charles  W. 
Crumpton,  Madison,  Wis.;  Dr.  Donald  W.  Mulder,  Roches- 
ter, Minn.;  Dr.  Arnold  J.  Kremen,  Minneapolis;  Dr.  George 
H.  Schade,  San  Francisco;  and  Dr.  Joseph  B.  Sheffery, 
Washington,  D.  C. 

For  registration  blanks  and  further  information,  physi- 
cians may  write  to  Dr.  J.  W.  Wilson,  940  Margaret  Place, 
Shreveport. 


Public  Health  Association 
To  Convene  in  New  York 

The  eighty-eighth  annual  meeting  of  the  American  Pub- 
lic Health  Association,  will  be  held  in  New  York,  October 
31-November  4. 

Expected  to  attend  are  5,000  men  and  women  who  plan 
and  direct  programs  of  official  and  voluntary  health  agen- 
cies on  national,  state,  and  local  levels  in  all  parts  of  the 
Americas  and  abroad. 

Major  sessions  will  include  an  opening  symposium  on 
man  and  his  changing  environment  and  a closing  symposi- 
um on  present  status  and  future  directions  of  work  in 
malignant  diseases.  Scientific  sections  represent  dental 
health,  engineering  and  sanitation,  epidemiology,  food  and 
nutrition,  health  officers,  laboratory,  maternal  and  child 
health,  medical  care,  mental  health,  occupational  health, 
public  health  education,  public  health,  nursing  school 
health,  and  statistics. 

Registration  is  open  to  nonmembers.  For  further  infor- 
mation, physicians  may  write  Dr.  Berwyn  F.  Mattison, 
1790  Broadway,  New  York  19. 


Biomedical  Electronic  Program  Set 

The  thirteenth  annual  conference  on  Electrical  Techniques 
in  Medicine  and  Biology,  scheduled  for  October  31- 
November  2 in  Washington,  D.  C.,  will  feature  a diversi- 
fied program  on  biomedical  electronics,  with  emphasis 
on  analytical  techniques. 

The  meeting  will  be  sponsored  by  the  Joint  Executive 
Committee  in  Medicine  and  Biology,  representing  the  In- 
stitute of  Radio  Engineers,  American  Institute  of  Electrical 
Engineers,  and  Instrument  Society  of  America. 

Further  information  may  be  obtained  by  writing  Mr. 
Lewis  Winner,  152  West  Forty-second  Street,  New  York  36. 


Conference  on  Space  Medicine 
To  Be  Held  October  24-26 

A 3 day  international  symposium  on  the  "Medical  and 
Biological  Aspects  of  Energies  of  Space”  will  be  held 
October  24-26  in  San  Antonio.  It  is  sponsored  by  the 
Air  Force  School  of  Aviation  Medicine,  Aerospace  Medical 
Center,  Brooks  Air  Force  Base. 

The  meeting  will  be  divided  into  three  day-long  seg- 
ments: delineation  of  the  energies  of  space  important  from 
medical  and  biological  standpoints;  application  of  these 
energies  for  biological  and  medical  purposes;  and  medical 
and  biological  protection  against  those  energies  of  space 
for  which  protection  is  required. 

Applications  for  invitations  may  be  secured  from  Jack 
Harmon,  Symposium  Coordinator,  Southwest  Research  In- 
stitute, Box  22 96,  San  Antonio  6. 


International  Congress  of  Physical  Medicine 

The  third  International  Congress  of  Physical  Medicine 
will  be  held  in  Washington,  D.  C,  from  August  21  to 
August  26. 

It  is  the  objective  of  the  congress  to  further  the  develop- 
ment of  knowledge  and  professional  and  technical  skills 
through  the  exchange  of  information  concerning  the  ad- 
vances made  in  the  field  of  physical  medicine  and  rehabili- 
tation. Papers  will  be  presented  by  experts  in  all  fields  of 
medicine  and  surgery  together  with  other  aspects  of  rehabili- 
tation— social,  educational,  and  vocational.  Delegates  from 
30  countries  are  expected. 

Further  information  may  be  obtained  from  the  third 
International  Congress  of  Physical  Medicine,  30  North 
Michigan  Avenue,  Chicago  2. 


Ophthalmologicol  Conference  in  Asia 

The  first  Congress  of  the  Asia-Pacific  Academy  of  Oph- 
thalmology will  be  held  in  Manila  from  October  10-13, 
under  the  sponsorship  of  the  Philippine  Ophthalmological 
Society.  The  main  theme  of  the  conference,  with  delegates 
from  the  Asia-Pacific  regions  and  guests  from  the  Americas 
and  Europe,  will  be  "Blinding  Diseases  of  the  Asia- 
Pacific  Regions.” 

There  will  be  guest  lectures  by  prominent  ophthalmolo- 
gists from  America,  Australia,  Europe,  and  India.  For  reg- 
istration forms  or  further  information,  those  interested  may 
write  Dr.  Jesus  V.  Tamesis,  42  Quezon  Boulevard,  Quezon 
City,  Philippines. 


Obstetricians  and  Gynecologists  to  Meet 

The  Central  Association  of  Obstetricians  and  Gynecolo- 
gists will  hold  its  annual  meeting  in  Kansas  City,  Mo., 
October  6-8. 

Scientific  programs  will  be  held  during  the  mornings, 
with  a special  scientific  program  by  the  Kansas  City  Gyne- 
cological Society.  All  members  of  organized  medicine,  as 
well  as  interns  and  residents,  are  invited  to  attend  the 
sessions.  There  is  no  fee  for  registration.  Further  informa- 
tion may  be  obtained  from  Dr.  Herman  L.  Gardner,  Cen- 
tral Association  of  Obstetricians  and  Gynecologists,  6436 
Fannin  Street,  Houston  25. 
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Female  Genital  System  Cancer 
Subject  of  Houston  Conference 

The  fifth  annual  Clinical  Conference  on  Cancer  of  the 
Uterine  Cervix,  Endometrium,  and  Ovary  will  be  held  at 
the  University  of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  October  21-22,  I960. 

Among  the  topics  to  be  discussed  will  be  "Carcinoma 
of  the  Cervix  and  Pregnancy,”  "Experience  with  Pelvic 
Lymphadenectomy,”  "Technique  and  Evaluation  of  Pre- 
operative Radium  Therapy,”  "Difficulties  in  Histologic 
Diagnosis,”  "Radiotherapy:  Cobalt-60  Strip  Technique,” 
"The  Use  of  Radioactive  Colloidal  Gold,”  "Value  of  Uro- 
logical Studies,”  "Microscopic  Grading  and  Radiosensitiv- 
ity.” 

Dr.  Hans-Ludwig  Kottmeier  of  the  Karolinska  Sjukhuset 
Radiumhemmet  in  Stockholm,  Sweden,  will  be  guest 
speaker  at  the  conference.  Another  featured  out-of-state 
speaker  will  be  Dr.  James  W.  Reagan,  Institute  of  Path- 
ology, Western  Reserve  University,  Cleveland.  The  program 
is  under  the  direction  of  Dr.  Felix  N.  Rutledge,  Section  of 
Gynecology,  Department  of  Surgery  at  M.  D.  Anderson  in 
Houston. 

Those  desiring  further  information  may  contact  the 
University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor 
Institute,  Texas  Medical  Center,  Houston  25. 


Military  Surgeons  to  Convene 

The  Military  Role  in  Medical  Progress  will  be  the  theme 
of  the  sixty-seventh  annual  convention  of  the  Association 
of  Military  Surgeons  of  the  United  States,  to  be  held 
October  31-November  2 in  Washington,  D.  C. 

Those  interested  in  further  information  may  write  to  the 
Association  of  Military  Surgeons,  Mayflower  Hotel,  Wash- 
ington, D.  C. 


EDUCATION 

Experimental  Research  Program 
In  Second  Year  at  Galveston 

Underway  for  the  second  year  at  the  University  of  Texas 
Medical  Branch,  Galveston,  is  an  experimental  research 
training  program,  sponsored  by  the  National  Institute  of 
Health,  an  agency  of  the  United  States  Public  Health 
Service. 

Because  of  the  decline  of  interest  among  the  nation’s 
young  medical  students  in  basic  research  sciences  and 
medical  education,  Congress  granted  funds  to  be  used  for 
a period  of  5 years  for  research  training. 

Students  who  qualify  are  granted  a 3 months  summer 
fellowship  for  training  under  the  guidance  of  a faculty 
member  in  one  of  the  basic  sciences.  After  preliminary 
training,  the  basic  science  student  may  work  under  the 
supervision  of  a member  of  the  clinical  faculty. 

If  the  student  wishes  to  work  on  a master’s  or  doctor 
of  philosophy  degree,  as  well  as  studying  for  the  degree 
doctor  of  medicine,  the  program  will  pay  graduate  school 
tuition  and  for  graduate  record  examinations. 

The  18  students  working  in  the  program  this  summer 
attend  selected  lectures  on  research  techniques  and  problems 
three  times  a week.  The  study  includes  historical  char- 
acters and  personalities  of  medicine. 


Mental  Health  Clinic  Study 

The  Board  for  Texas  State  Hospitals  and  Special  Schools 
will  probably  have  to  ask  the  Legislature  for  more  than 
41  million  dollars  per  year  to  operate  its  18  institutions  in 
1962-1963,  Raymond  Vowell,  executive  director  of  the 
hospital  system,  has  recently  indicated.  This  figure  calls 
for  no  general  increase. 

The  board  was  also  reminded  that  there  should  be  an 
agreement  between  the  Texas  State  Department  of  Health 
and  itself  as  to  which  agency  should  be  responsible  for  the 
operation  of  mental  health  clinics.  It  authorized  its  staff 
members  to  supply  information  to  a Texas  Medical  Associ- 
ation committee  studying  such  clinics,  and  instructed  Mr. 
Vowell  and  Dr.  C.  J.  Ruilmann  of  the  board  to  confer 
with  Dr.  H.  C.  Mitchell,  Waco;  Dr.  Dorothy  Wyvell,  Mid- 
land; and  Dr.  A.  D.  Pattillo,  Austin,  on  mental  health 
clinics. 

Out-patient  clinics  at  the  state  tuberculosis  hospitals  were 
authorized  by  the  board  after  Dr.  Daniel  E.  Jenkins  of 
Baylor  University  College  of  Medicine  and  member  of  the 
Texas  Medical  Association  Committee  on  Tuberculosis, 
pointed  out  that  intensive  care  is  necessary  to  make  sure 
that  patients  discharged  from  state  hospitals  do  not  have 
a recurrence  requiring  rehospitalization. 


Chest  Physicians  Award 
Fellowship  Certificates  to  15 

Receiving  fellowship  certificates  in  the  American  College 
of  Chest  Physicians  during  the  I960  annual  meeting  in 
June  were  15  Texas  physicians. 

They  were  Dr.  James  K.  Alexander,  Houston;  Dr.  Wil- 
liam J.  Block,  San  Antonio;  Dr.  Aubrey  L.  Bradford, 
United  States  Army  Dispensary,  Fort  Bliss;  Dr.  John  J. 
Bunting,  Houston;  Dr.  Edward  Egbert,  El  Paso;  Dr.  Leroy 
J.  Kleinsasser,  Dallas;  Dr.  Lawrence  E.  Lamb,  San  Antonio; 
Dr.  Robert  E.  Leslie,  El  Campo;  Dr.  Ben  F.  Mitchel,  Dal- 
las; Dr.  George  C.  Morris,  Jr.,  Houston;  Dr.  D.  W.  Quick, 
Jr.,  Beaumont;  Dr.  Thomas  M.  Runge,  Austin;  Dr.  Melvin 
L.  Samuels,  Houston;  and  Dr.  Francis  W.  Wilson,  Port 
Arthur. 


The  University  of  Texas  Medical  Branch 

Dr.  Wiktor  W.  Nowinski,  director  of  the  Tissue  Metab- 
olism Laboratory  at  the  University  of  Texas  Medical 
Branch,  has  accepted  an  invitation  from  the  New  York 
Academy  of  Science  to  organize  an  international  symposium 
in  New  York  next  spring. 

Dr.  Nowinski  recently  returned  from  a 7 months’  visit 
to  Paris  at  the  invitation  of  the  College  de  France.  He  lec- 
tured as  visiting  professor  on  "Problems  of  Metabolism  on 
Cellular  Growth.”  While  in  Paris,  he  worked  on  the  isola- 
tion of  substances  and  their  effects  on  various  growing 
cells  in  the  embryo. 

Dr.  Charles  E.  Hall . professor  in  the  Department  of 
Physiology,  and  Dr.  Edward  G.  Rennets,  associate  professor 
in  anatomy  at  the  medical  branch,  presented  papers  at  the 
first  International  Congress  of  Endocrinology  at  Copen- 
hagen, Denmark,  in  July. 


TEXAS  State  Journal  of  Medicine,  AUGUST,  1960 


691 


Texas  Doctors  Awarded 
Fellowships  in  Pediatrics 

Two  Texas  doctors  have  been  awarded  Wyeth  Labora- 
tories residency  fellowships  in  pediatrics,  Dr.  Philip  S. 
Barba,  past  president  of  the  American  Academy  of  Pedi- 
atrics, has  announced. 

They  are  Dr.  Kenneth  M.  Wiggins  of  Irving,  who  will 
take  his  residency  at  Children’s  Medical  Center,  Dallas; 
and  Dr.  William  P.  Robert,  Jr.,  of  Beaumont,  who  will 
study  at  the  Baylor  University  College  of  Medicine  Affili- 
ated Hospitals,  Houston. 

The  two  are  among  20  from  16  different  states  given 
the  fellowships,  and  are  the  third  group  to  benefit  from 
the  grants  established  in  1958. 


Postgraduate  Cruise  to  West  Indies 

A Postgraduate  Medical  Seminar  Cruise  to  the  West  In- 
dies will  be  sponsored  by  the  Duke  University  Medical 
School  from  November  9-18.  The  new  Kungsholm, 
Sweden’s  largest  transatlantic  liner  and  cruise  ship,  will 
sail  from  New  York  City  to  the  Virgin  Islands  and  San 
Juan,  Puerto  Rico. 

Shipboard  lectures  on  various  subjects  in  internal  medi- 
cine, pediatrics,  and  surgery  will  be  given  by  the  members 
of  the  faculty  of  Duke  University  Medical  School.  The  in- 
structional program  will  provide  24  hours  credit  toward 
postgraduate  requirements  of  the  American  Academy  of 
General  Practice.  While  designed  primarily  for  the  gen- 
eral practitioner,  the  program  should  be  of  interest  and 
value  to  the  specialist.  Informal  panel  discussions,  clinico- 
pathological  conferences,  and  formal  presentations  will  be 
given  by  members  of  the  faculty. 

For  further  information,  physicians  may  write  to  the 
Allen  Travel  Service,  Inc.,  565  Fifth  Avenue,  New  York 
17,  N.  Y. 


Postgraduate  Courses 

Laryngology  and  Bronchoesophagology , Chicago,  October 
17-29. — The  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine,  will  conduct  a postgraduate 
course  in  laryngology  and  bronchoesophagology  from  Octo- 
ber 17  through  October  29  in  Chicago.  Registration  will 
be  limited  to  15  physicians  who  will  receive  instruction 
by  means  of  animal  demonstrations,  practice  in  bronchos- 
copy and  esophagoscopy,  diagnostic  and  surgical  clinics, 
and  didactic  lectures.  Interested  registrants  may  write  to  the 
Department  of  Otolaryngology,  University  of  Illinois  Col- 
lege of  Medicine,  1853  West  Polk  Street,  Chicago  12. 

Pediatric  Oncology,  Houston,  November  11-12. — A Clin- 
ical Symposium  on  Pediatric  Oncology  will  be  presented  in 
Houston,  November  11-12.  It  will  be  sponsored  by  the 
Universtity  of  Texas  Postgraduate  School  of  Medicine  and 
the  University  of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  in  Houston.  The  program  will  include  lec- 
tures by  guest  speakers  and  by  members  of  the  M.  D. 
Anderson  staff,  as  well  as  case  presentations  and  panel 
discussions.  Important  aspects  of  chemotherapy,  surgery,  and 
radiotherapy  in  the  management  of  children  with  various 
types  of  neoplastic  disease  will  be  covered.  For  further  in- 
formation, physicians  interested  may  write  to  the  Office  of 
the  Dean,  The  University  of  Texas  Postgraduate  School  of 
Medicine,  410  Jesse  Jones  Library  Building,  Texas  Medical 
Center,  Houston  25. 


Nursing  Fellowships  Offered 

The  National  League  for  Nursing  announces  continua- 
tion of  the  National  League  for  Nursing  Fellowship  Pro- 
gram which  is  made  possible  by  a grant  from  the  Com- 
monwealth Fund. 

The  amount  of  the  annual  award,  which  may  range  from 
$3,000  to  $5,000  or  more  in  exceptional  situations,  will 
be  determined  by  individual  circumstances.  Fellowships 
are  awarded  for  full  time  study  and  on  a master’s  or  post- 
master’s degree  and  extend  overtime  in  accordance  with 
approved  programs  of  study. 

Requirements  for  eligibility  are  that  the  applicant  is  free 
to  pursue  a full-time  program  of  master’s  or  post-master’s 
degree  study;  be  accepted  by  a recognized  university;  and 
be  a United  States  citizen. 

Application  forms  for  fellowships  may  be  obtained  from 
the  National  League  for  Nursing,  Inc.,  10  Columbus  Cir- 
cle, New  York  19.  Completed  applications,  including  tran- 
scripts from  educational  institutions  attended,  should  be 
filed  before  January  15,  1961,  for  grants  to  be  awarded 
for  study  beginning  summer  or  fall,  1961. 


OF  GENERAL  INTEREST 


Personals 

Dr.  and  Mrs.  E.  Trowbridge  Wolf,  left  for  Europe  July 
1 where  they  will  attend  the  fourth  International  Goiter 
Conference  in  London,  the  first  International  Congress  of 
Endocrinology  in  Copenhagen,  a Symposium  on  Fluid  and 
Electrolytes  at  Vienna  under  the  auspices  of  the  American 
Medical  Association,  and  the  sixth  International  Congress 
of  Internal  Medicine  in  Basel,  Switzerland. 

Dr.  Milford  O.  Rouse  of  Dallas  addressed  the  Society  of 
Professional  Business  Consultants  during  their  sessions  in 
Chattanooga  on  May  16. 

Dr.  May  Owen  of  Fort  Worth  was  nominated  recently 
for  the  Private  Practitioners  of  Pathology  Foundation’s 
Award  for  outstanding  service.  The  award  will  be  presented 
at  the  Foundation’s  meeting  in  September. 

Dr.  Bolton  Boone,  Dallas,  was  selected  by  The  Oak  Cliff 
Tribune,  Dallas  newspaper,  as  Man  of  the  Month  for  May. 

Dr.  James  R.  Maxfield,  Dallas,  and  Dr.  Mavis  P.  Kelsey, 
Houston,  participated  in  the  seventh  annual  meeting  of  the 
Society  of  Nuclear  Medicine,  held  in  Estes  Park,  Colo., 
recently. 

Dr.  James  A.  Knight  took  over  the  duties  of  assistant 
dean  of  Baylor  University  College  of  Medicine  in  Houston 
July  1. 

Dr.  John  M.  Knox,  Houston,  was  elected  recently  to  the 
Board  of  Directors  of  the  Society  for  Investigative  Derma- 
tology. 

Dr.  Lloyd  Southwick,  Edinburg,  was  named  chairman- 
elect  of  the  American  Academy  of  General  Practice  State 
Editors’  Group  when  the  academy  met  recently  in  Phila- 
delphia. 
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Illinois  Physicians  Fight 
Educational  Indifference 

Physicians  of  Quincy,  111.,  who  are  members  of  the 
Adams  County  Medical  Society,  have  taken  arms  against 
problems  of  educational  indifference;  and  they  intend  to 
persist  in  their  efforts  until  the  public  is  awakened. 

But  the  "public”  isn’t  their  only  concern;  their  own  pro- 
fession also  perturbs  them.  Too  few  of  their  own  and  too 
few  other  citizen  groups  are  taking  action  to  meet  the 
challenge  at  the  local  level. 

United  with  the  Swanberg  Medical  Foundation  and  other 
civic  organizations,  the  county  society  has  encouraged 
academic  achievement  within  its  own  community,  and 
has  heartily  attempted  to  make  the  public  aware  that  such 
achievement  is  a national  resource  and  should  not  be  wasted.  ' 

Establishment  of  the  Quincy  Major  Learning  Program 
in  1956  dedicated  to  a college  education  for  every  talented 
high  school  graduate  of  Quincy  and  Adams  County, 
marked  the  beginning.  Expanded  gradually  over  the  years, 
the  program  now  includes  cash  and  certificate  awards  to 
top  students  of  local  high  school  graduating  classes. 

The  society  sponsors  a nonprofit  educational  program, 
the  Society  for  Academic  Achievement,  which  grants  uni- 
versity loans,  scholarships,  and  fellowships  to  deserving 
students  and  promotes  high  school  honorary  societies  for 
the  top  10  per  cent  of  graduating  classes. 

It  gives  financial  grants  to  local  high  school  teachers 
to  attend  guidance  counseling  workshops  at  nearby  uni- 
versities, and  it  arranges  publication  and  distribution  of 
literature  on  scholarship  opportunities. 

Recently  the  society  submitted  a resolution  to  the 
Illinois  State  Medical  Society  recommending  that  "compon- 
ent societies  be  encouraged  to  carry  on  similar  educational 
programs  in  their  respective  communities.”  It  was  ap- 
proved by  the  House  of  Delegates  at  the  May,  I960,  annual 
meeting. 

In  addition  to  this,  the  county  has  attempted  to  stimu- 
late public  interest  and  discussion  on  education  by  spon- 
soring public  lectures. 

Several  other  groups  have  initiated  the  Society  for  Aca- 
demic Achievement  in  their  local  schools.  Among  them  are: 
Christian  County  (111.)  Medical  Society  and  the  Christian 
County  Bar  Association  and  Kiwanis  and  Rotary  Clubs  in 
Arizona,  Minnesota,  New  Jersey,  and  Wisconsin.  Plans  are 
being  made  to  start  the  program  in  New  York  and 
Nebraska. 


Pediatric  Newspaper 
Originated  in  July 

The  first  news  publication  devoted  exclusively  to  pedi- 
atrics, Pediatric  Herald,  was  originated  in  July.  Issued 
monthly  by  Editorial  Projects,  Inc.,  a firm  specializing  in 
medical  and  scientific  publications,  it  will  be  sponsored 
by  3 firms:  Wyeth  Laboratories,  Gerber  Products  Com- 
pany, and  Pfizer  Laboratories. 

The  newspaper  will  be  distributed  free  to  the  nation’s 
10,000  pediatricians  and  to  approximately  70,000  general 
practitioners  responsible  for  a large  proportion  of  medical 
care  given  the  country’s  57,000,000  children. 

Pediatric  Herald  will  provide  comprehensive  coverage 
of  developments  in  the  preservation  of  health,  treatment  of 
disease  during  childhood  and  adolescence,  and  growth  and 
development  of  children  in  the  intellectual,  emotional,  and 
social  spheres. 


Nuclear-Age  Hospital 
Underway  in  San  Antonio 

A fortress  against  "natural  and  man-made  disasters,  as 
well  as  diseases,”  the  proposed  Southwest  Texas  Methodist 
Hospital  in  San  Antonio,  is  under  construction. 

Groundbreaking  ceremonies  last  May  25  initiated  the 
nuclear  age  institution.  When  completed  it  will  include 
advance  electronic  facilities  and  a futuristic  "survival  com- 
plex.” 

The  first  stage  of  the  four-stage  construction  project  in 
northwest  San  Antonio  will  provide  175  short-term  beds 
for  the  acutely  ill,  with  all  vital  services  below  ground 
in  radiation-proof  areas.  It  is  expected  to  be  in  operation 
within  2 years. 

One  feature  of  the  new  hospital  will  be  the  communi- 
cation facilities  which  will  serve  as  a Civil  Defense  Com- 
munication Center  in  times  of  major  man-made  or  natural 
disasters.  Also  included  will  be  a closed  circuit  television 
to  permit  children  to  see  and  be  seen  by  their  hospitalized 
parents  and  relatives  during  visiting  hours. 

Other  electronic  features  include  devices  which  will  record 
the  patient’s  physiological  condition  without  waking  him 
at  night  and  which  will  allow  hot  meals  any  hour  of  the 
day  or  night,  by  means  of  microwave  cooking  facilities. 

The  hospital,  dedicated  to  "Serving  Man  to  Honor  God” 
is  located  on  Louis  Pasteur  Drive,  between  Fredericksburg 
and  Babcock  Roads. 

Medical  Research  Spending 
Increase  Due  to  Government 

National  spending  on  medical  research,  which  will  reach 
a record  $715,000,000  this  year,  is  about  8 times  higher 
than  in  1947,  according  to  the  July  issue  of  Patterns  of 
Disease,  a Parke,  Davis  & Company  publication. 

Chiefly  responsible  for  the  sharp  rise  in  funds  for 
medical  research  is  the  Federal  Government,  which  has 
increased  contributions  from  $28,000,000  in  1947  to 
$305,000,000  in  1959,  according  to  the  pharmaceutical 
publication.  Once  a relatively  modest  supporter  of  medical 
research,  the  Government  now  gives  more  money  than  all 
other  sources  combined. 

Support  from  other  sources  also  has  climbed.  Last  year, 
the  pharmaceutical  industry  spent  $190,000,000  on  re- 
search and  development — 50  per  cent  more  than  in  1957. 
Of  the  total  spent  in  1959,  $174,700,000  was  for  research 
and  development  within  the  companies  and  $15,300,000 
for  research  outside  the  companies.  In  addition,  the  phar- 
maceutical industry  allocated  $5,950,000  in  1959  for  un- 
restricted gifts  and  grants  to  schools  and  hospitals  and 
$2,000,000  for  contributions  to  organizations,  such  as  the 
National  Fund  for  Medical  Education,  which  supports 
medical  and  related  schools. 


Chart  for  Aphasia  Patients 

A "Hand  Talking  Chart,”  20  signs  that  became  a uni- 
versal one  hand  manual  language  to  improve  clinical  aid, 
is  available  free  for  aphasia  patients  so  that  they  can  im- 
part their  basic  needs. 

The  chart  is  provided  by  the  International  Research 
Council,  an  organization  which  has  as  its  purpose  dissemi- 
nation of  knowledge  about  aphasia  associated  with  hemi- 
plegia. Those  desiring  a copy  may  write  Dr.  Hamilton 
Cameron,  601  West  110th  Street,  New  York  City,  the 
originator  of  the  chart. 
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How  the  Aged  Pay 
Studied  in  Vermont 

A significant  study  showing  how  older  people  pay  their 
doctor  bills  has  been  made  by  Vermont  State  Medical  So- 
ciety’s Committee  on  Aging. 

The  reason  for  the  study  was  ( 1 ) Vermont  has  a higher 
percentage  of  its  population  over  65  than  any  other  state, 
and  (2)  with  all  the  interest  shown  in  health  care  for 
the  aged,  the  Vermont  society  thought  a survey  of  the 
way  older  people  pay  their  bills  might  be  in  order.  The 
study  covered  5,172  persons  ranging  from  65  to  106  years 
of  age.  The  median  was  74.  Two  women  to  every  one  man 
sought  physician  care  in  this  age  group.  Participating  were 
188  practitioners. 

The  findings  are  as  follows: 

Eighty-seven  per  cent  planned  to  pay  the  physician’s  fee 
through  Blue  Shield-Blue  Cross,  private  insurance,  from 
savings,  or  with  current  income. 

The  patients’  families  planned  to  assume  the  responsibil- 
ity in  12  per  cent  of  the  cases.  The  responsibility  fell  to 
the  city  or  town  in  only  5 per  cent  of  the  cases. 

Physicians  subsidized  in  full  2.3  per  cent  of  the  patient 
care  reported,  and  gave  reduced  charges  to  12  per  cent. 

It  was  found  that  66  per  cent  lived  with  spouse  or  rela- 
tives, 20  per  cent  lived  alone. 

Twenty  per  cent  of  the  group  studied  were  still  working, 
71  per  cent  were  retired. 

Fifty  per  cent  were  on  social  security,  16  per  cent  were 
on  Old  Age  Assistance,  and  13  per  cent  had  other  retire- 
ment plans. 

Blue  Cross-Blue  Shield  is  helping  to  meet  the  costs  of 
medical  care  by  covering  40  per  cent  of  those  surveyed. 
Another  12  per  cent  had  private  health  insurance,  making 
a total  of  52  per  cent  with  some  prepaid  plan. 

Galveston  Psychopathic  Hospital 
Cuts  Indigent  Patients  for  Year 

For  approximately  1 year  while  major  renovations  are 
underway  at  the  Galveston  State  Psychopathic  Hospital,  the 
hospital  cannot  accept  any  indigent  patients. 

Private  patients  will  be  cared  for  through  temporary 
facilities  of  the  Faculty  House  at  the  University  of  Texas 
Medical  Branch,  Galveston,  some  sections  of  the  R.  Waverly 
Smith  Pavilion,  and  the  Randall  Pavilion. 

Renovation  of  the  hospital  is  the  second  phase  of  the 
rebuilding  program  of  psychiatric  hospital  facilities,  and 
is  a part  of  the  broader  expansion  and  modernization  pro- 
gram at  Galveston.  The  first  phase  was  the  conversion  of 
the  former  Negro  hospital  into  the  now  completed  Randall 
Pavilion. 

Southern  Medical  Association  History 
To  Be  Distributed  to  Physicians 

A complete  history  of  the  54  year  old  Southern  Medical 
Association  was  published  August  15.  It  was  written  by 
C.  P.  Loranz,  Birmingham,  advisor  and  professional  rela- 
tions counselor  for  the  organization. 

The  publication  will  be  distributed  to  members  as  soon 
as  possible,  as  well  as  to  other  physicians.  The  history 
details  the  association’s  growth  from  its  beginning  in  1906, 
and  includes  statistical  data  on  officers,  places  of  meeting, 
research  awards,  and  membership  figures.  It  contains  num- 
erous photographs. 


Insurance  Company  to  Build 
Nursing  Home  Facilities 

An  educational  facility  for  administrators  of  nursing 
homes  will  be  constructed  by  Mutual  of  Omaha  insurance 
company  in  Washington,  D.  C. 

The  research  center  will  be  a model  50-bed  nursing 
home  with  lecture  and  classrooms  and  an  auditorium.  In 
addition,  it  may  be  headquarters  for  the  American  Nursing 
Home  Association. 

The  grant  was  announced  by  Dr.  Charles  W.  Mayo, 
chairman  of  the  awards  and  research  committee,  who  said 
that  "judicious  use”  of  the  nursing  homes  could  reduce 
the  cost  problems  of  health  care  for  the  aged,  since  many 
aged  persons  need  time  to  recover  from  major  illnesses,  but 
do  not  need  the  extensive  facilities  of  a hospital.  He  said 
that  low  cost  nursing  home  care  would  provide  an  answer 
to  the  cost  problem. 


insurance  Premiums 
Rate  Adjustment  Necessary 

Re-evaluation  of  the  Texas  Medical  Association’s  Group 
Accidental  Death  Insurance  Program  has  shown  that  the 
original  premium  charged — 90  cents  per  $1,000 — was  too 
low  in  view  of  the  fact  that  the  loss  experience  at  the  end 
of  a 2 year  period  was  218  per  cent.  The  Charles  O. 
Finley  & Company,  which  offers  this  type  of  insurance 
coverage,  is,  therefore,  announcing  an  increase  in  the  rate 
of  $1.35  per  $1,000. 

In  addition  to  accidental  death  benefits,  the  insurance 
plan  includes  provision  for  payment  of  the  full  principal 
sum  for  loss  of  a hand,  foot,  or  eye. 


Federal  Aviation  Agency 
Reinstates  Exam  Rule 

The  Federal  Aviation  Agency  now  requires  that  student 
and  private  pilots  be  given  medical  examinations  by  desig- 
nated medical  examiners,  according  to  Dr.  James  L.  God- 
dard, Civil  Air  Surgeon.  This  rule  reinstates  a practice 
which  was  in  effect  from  1926  until  1945. 

Any  physician  may  be  considered  eligible  for  designa- 
tion as  an  examiner.  Those  doctors  in  localities  where 
flying  activities  are  conducted  may  file  an  application  for 
designation  by  writing  to  the  Civil  Air  Surgeon,  Federal 
Aviation  Agency,  Washington  25,  D.  C.  There  are  at  pres- 
ent some  400,000  active  civil  airmen  of  whom  approxi- 
mately 240,000  are  examined  each  year. 


New  Federal  Insurance  Plans 

The  first  two  of  about  40  plans  available  to  Federal 
employees  under  the  Federal  Employees  Health  Benefits  Act 
of  1959  went  into  effect  in  July.  The  announcement  was 
made  by  the  United  States  Civil  Service  Commission, 
Washington  25,  D.C. 

The  two  plans  are  (1)  the  government  wide  indemnity 
plan  with  Aetna  Life  Insurance  Company  and  (2)  the  gov- 
ernment wide  service  benefit  plan  with  Blue  Cross-Blue 
Shield. 
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Readings  on  Diabetes  Mellitus 

Diabetes  mellitus  has  been  recognized  since  the  second 
century  when  Aretaeus  the  Cappadocian,  a Greek  physician, 
gave  the  first  accurate  account  of  the  disease  and  gave 
it  its  present  name.  The  article  is  in  his  Extant  Works, 
and  is  entitled,  "On  diabetes.” 

In  a survey  conducted  in  1958,  the  Public  Health 
Service,  Department  of  Health,  Education,  and  Wel- 
fare estimated  that  there  are  2,990,000  cases  of  diabetes  in 
the  United  States.  Of  that  number,  1,400,000  are  unsus- 
pected. The  National  Health  Survey,  a household-interview 
type  of  survey  which  has  been  conducted  since  July,  1957, 
will  help  to  determine  the  prevalence  of  known  diabetes. 

The  following  are  selected  items  on  diabetes  mellitus 
which  are  available  on  loan  from  the  Memorial  Library 
of  the  Texas  Medical  Association  in  Austin: 

Andresen,  J.,  and  Lauritzen,  E. : Blood  Groups  and  Di- 
abetes Mellitus,  Diabetes  9:20-24  (Jan. -Feb.)  I960. 

Appelman,  D.  H. : Diabetic  Detection,  Am.  Pract.  and 
Digest  Treat.  10:1499-1500  (Sept.)  1959. 

Aring,  C.  D.:  Diabetic  Neuritis  (Neuropathy),  A.M.A. 
Arch.  Neurol.  & Psychiat.  2:211-212  (Feb.)  I960. 

Boshell,  B.  R.:  Hypoglycemia  Agents  for  Oral  Admin- 
istration, New  England  J.  Med.  262:297-298  (Feb.  11) 
1960;  262:80-81  (Jan.  14)  I960. 

Brandaleone,  H. : Employability  of  the  Diabetic,  Ann. 
New  York  Acad.  Sc.  82:256-265  (Sept.  25)  1959. 

Clarke,  D.  W.,  and  Forbath,  N.:  Studies  on  the  Mode 
of  Action  of  DBI,  Metabolism  8:553-556  (July)  1959. 

Cohen,  A.  S.;  Vance,  V.  K.;  Runyan,  J.  W.,  Jr.;  and 
Hurwitz,  D.:  Diabetic  Acidosis;  An  Evaluation  of  the 
Cause,  Course  and  Therapy  of  73  Cases,  Ann.  Int.  Med. 
52:55-86  (Jan.)  I960. 

Current  Trends  in  Research  and  Clinical  Management 
of  Diabetes,  Ann.  New  York  Acad.  Sc.,  vol.  32,  art.  2:191- 
644  (Sept.  29)  1959. 

Dekaban,  A.,  and  Baird,  R.:  The  Outcome  of  Pregnancy 
in  Diabetic  Women,  1.  Fetal  Wastage,  Mortality,  and  Mor- 
bidity in  the  Offspring  of  Diabetic  and  Normal  Control 
Mothers,  2.  Analysis  of  Clinical  Abnormalities  and  Patho- 
logic Lesions  in  Offspring  of  Diabetic  Mothers,  J.  Pediat. 
55:563-576  (Nov.)  1959;  55:767-776  (Dec.)  1959. 

Diabetes — A Continuing  Health  Program,  J.  Maine 
M.  A.  50:408-409  (Nov.)  1959. 

Ellenberg,  M.:  Diabetic  Neuropathy  Following  Stress 
Situations,  Am.  J.  M.  Sc.  238:418-426  (Oct.)  1959. 

Entmacher,  P.  S.:  Acceptability  of  Diabetics  for  Life 
Insurance,  Ann.  New  York  Acad.  Sc.  82:251-257  (Sept. 
25)  1959. 

Kelly,  P.  J.:  Current  Practices  in  General  Medicine  Man- 
agement of  Complications  Seen  in  the  Lower  Extremities 
of  Diabetic  Patients,  Proc.  Staff  Meet.  Mayo  Clin.  34:511- 
518  (Oct.  29)  1959. 


Knowles,  H.  C.,  Jr.:  Management  of  the  Adolescent 
Diabetic  Patient,  Postgrad.  Med.  26:766-772  (Dec.)  1959. 

Leevy,  C.  M.;  Tornow,  Abraham;  Greenberg,  Philip; 
and  Zinke,  Myra:  Mode  of  Action  and  Clinical  Effects  of 
Chlorpropamide  in  Diabetes  Mellitus,  Ann.  New  York 
Acad.  Sc.  74:725-737  (March  30)  1959. 

Marble,  Alexander:  Oral  Hypoglycemic  Agents  in  the 
Management  of  Diabetes,  M.  Clin.  North  America  42:1163- 
1177  (Sept.)  1958. 

Moss,  J.  M.,  and  DeLawter,  Dewitt:  Metahexamide  in 
Diabetes  Therapy,  Ann.  New  York  Acad.  Sc.  82:614-617 
(Sept.  25)  1959. 

Mulholland,  H.  B.;  Owen,  J.  A.;  and  Taylor,  J.  B.: 
Complications  of  Diabetes  Mellitus,  DM  (June)  I960. 

Oakley,  W. : Advances  in  the  Treatment  of  Diabetes 
Mellitus,  Practitioner  183:478-482  (Oct.)  1959. 

Perdue,  G.  W.;  Engelhardt,  H.  T.;  and  Coronado,  Mar- 
guerite: Diets  to  Control  Diabetes  Mellitus,  Texas  J.  Med. 
55:283-286  (April)  1959. 

Pomeranze,  J. : Subthreshold  Diabetes,  Ann.  Int.  Med. 
51:219-226  (Aug.)  1959- 

Pomeranze,  Julius;  Mouratoff,  G.  T.;  Raymond,  J.  G.; 
and  King,  E.  J.:  Phenethylbiguanide,  A New  Orally  Given 
Hypoglycemic,  J.A.M.A.  171:252-258  (Sept.  19)  1959. 

Ralli,  E.  P.:  Nutritional  Disturbances  Associated  with 
Diabetes  Mellitus,  Postgrad.  Med.  26:612-616  (Nov.) 
1959. 

Remein,  Q.  R.:  A Current  Estimate  of  the  Prevalence 
of  Diabetes  Mellitus  in  the  United  States,  Ann.  New  York 
Acad.  Sc.  82:229-235  (Sept.  25)  1959. 

Sindoni,  A.  M.,  Jr.:  The  Role  of  the  Physician  in  Di- 
abetes Mellitus:  Oral  Medication  vs.  Insulin,  Delaware 
M.  J.  31:348-353  (Nov.)  1959- 

Steinberg,  A.  G. : The  Genetics  of  Diabetes:  A Review, 
Ann.  New  York  Acad.  Sc.  82:197-207  (Sept.  28)  1959- 

Van  Eck,  W.  F.:  The  Effect  of  a Low  Fat  Diet  on  the 
Serum  Lipids  in  Diabetes  and  its  Significance  in  Diabetic 
Retinopathy,  Am.  J.  Med.  27:196-211  (Aug.)  1959. 

Wilkerson,  H.  L. : Maternal  Prediabetes  and  Outcome  of 
Pregnancy;  A Preliminary  Report,  Am.  J.  Pub.  Health 
49:1032-1040  (Aug.)  1959. 

Wilkerson,  H.  L.:  Pregnancy  and  the  Prediabetic  State, 
Ann.  New  York  Acad.  Sc.  82:219-228  (Sept.  25)  1959. 

Williams,  R.  H.;  Pollen,  R.  H.;  Tanner,  D.  C.;  and 
Barnes,  R.  H. : Oral  Antidiabetic  Therapy,  Ann.  Int.  Med. 
51:1121-1133  (Dec.)  1959. 

Williams,  R.  H.,  and  Steiner,  D.  F. : Symposium  on  the 
Hypoglycemic  Agents  Mechanism  of  Phenethylbiguanide, 
Metabolism  8:548-552  (July)  1959- 


Gifts  to  the  Library 

Dr.  Albert  L.  Exline,  Austin,  36  journals. 

Dr.  Joe  T.  Gilbert,  Austin,  6 journals. 

Dr.  Henry  L.  Hilgartner,  Austin,  21  journals,  1 pam- 
phlet. 

Dr.  Georgia  F.  Legett,  Austin,  131  journals,  12  pam- 
phlets, and  1 reprint.  • 

Dr.  Albert  D.  Pattillo,  Austin,  62  journals. 

Dr.  Morris  Polsky,  Austin,  62  journals. 

Dr.  Clift  Price,  Austin,  325  journals. 

Dr.  David  R.  Womack,  Austin,  62  journals,  29  pam- 
phlets. 
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Books  Newly  Acquired 

American  Druggist  Blue  Book,  1960-1961,  Chicago, 
American  Druggist,  I960. 

Armstrong,  J.  R. : Lumbar  Disc  Lesions,  ed.  2,  Edin- 
burgh, E.  & S.  Livingstone,  1958. 

Beaumont,  William:  Experiments  and  Observations  of 
the  Gastric  Juice  and  the  Physiology  of  Digestion,  Facsim- 
ile of  the  original  edition  of  1833,  New  York,  Dover 
Publications,  1959. 

Brock,  Samuel:  Injuries  of  the  Brain  and  Spinal  Cord, 
ed.  4,  New  York,  Springer,  I960. 

Burke,  Richard  M. : An  Historical  Chronology  of  Tuber- 
culosis, Springfield,  Charles  C Thomas,  1955. 

Camac,  C.  N.  B. : Classics  of  Medicine  and  Surgery , first 
published  in  1908  as  epoch-making  contributions  to  medi- 
cine surgery  and  the  allied  sciences,  New  York,  Dover 
Publications,  1959. 

Clark,  Marguerite:  Medicine  Today,  New  York,  Funk 
and  Wagnalls,  I960. 

Clendening,  Logan:  Source  Book  of  Medical  History, 
New  York,  Dover  Publications,  1942. 

Elkinton,  J.  Russell,  and  Danowski,  T.  S. : The  Body 
Fluids,  Baltimore,  Williams  and  Wilkins,  1955. 

Frederick,  Portia  M.,  and  Towner,  Carol:  The  Office 
Assistant  in  Medical  or  Dental  Practice,  ed.  2,  Philadelphia, 
W.  B.  Saunders,  I960. 

Ginzberg,  Eli,  Ed.:  The  Nation’s  Children,  New  York, 
Columbia  Univerity  Press,  I960,  vols.  1 and  2. 

Judovich,  Bernard,  and  Bates,  William:  Pain  Syndromes, 
Diagnosis  and  Treatment,  ed.  4,  Philadelphia,  F.  A.  Davis, 
1953. 

Kevorkian,  Jack:  Medical  Research  and  the  Death  Penal- 
ty, New  York,  Vantage  Press,  I960. 

Macgregor,  Agnes  R. : Pathology  of  Infancy  and  Child- 
hood, Edinburgh,  E.  & S.  Livingstone,  I960. 

MacLeod,  Douglas  H.,  and  Read,  Charles  D. : Gynecol- 
ogy, ed.  5,  Boston,  Little,  Brown  & Co.,  1955. 

Millman,  Milton:  Pardon  My  Sneeze,  ed.  2,  San  Diego, 
Frye  & Smith  Ltd.,  1950. 

Mulholland,  John  Hugh:  Current  Surgical  Management. 
ed.  2,  Philadelphia,  W.  B.  Saunders,  I960. 

National  Foundation:  Collected  Reprints  of  the  Grantees 
of  the  National  Foundation,  vol.  20,  pt.  1-2,  New  York 

1959. 

Riseman,  Joseph  E.  F.:  P -Q-R-S -T,  ed.  4,  New  York, 
Macmillan,  I960. 

Rodahl,  Kaare;  Nicholson,  Jesse  T.;  and  Brown,  Ernest 
M.,  editors:  Bone  as  a Tissue,  New  York,  McGraw-Hill, 

1960. 

Rogers,  Fred  B.:  Help-Bringers,  New  York,  Vantage 
Press,  I960. 

Salvatori,  Philip  L. : The  Story  of  Contact  Lenses,  New 
York,  Obrig  Laboratories,  I960. 

Scobee,  Richard  G. : Rehabilitation  of  a Child’s  Eyes, 
revised,  St.  Louis,  C.  V.  Mosby,  1955. 

Sher,  Elizabeth,  and  others:  List  Method  of  Psychother- 
apy, New  York,  Philosophical  Library,  I960. 

Stanton,  Isabel  Alice:  A Dictionary  for  Medical  Secre- 
taries, Springfield,  111.,  Charles  C Thomas,  I960. 

Turek,  Samuel  L.:  Orthopedics,  Principles  and  their 
Application,  Philadelphia,  J.  B.  Lippincott,  1959. 

Williamson,  Paul:  Office  Procedures,  ed.  2,  Philadelphia, 
W.  B.  Saunders,  I960. 


Year  Book  Publishers:  Year  Book  of  Endocrinology, 
1959-1960,  Chicago,  Year  Book  Publishers,  I960. 

Year  Book  Publishers:  Year  Book  of  Pathology  and 
Clinical  Pathology,  1959-1960,  Chicago,  Year  Book  Pub- 
lishers, I960. 


Book  Notes 

Long-Term  Illness, 

Management  of  the  Chronically  III  Patient 

Michael  G.  Wohl,  M.D.,  F.A.C.P.,  Former  Clinical  Pro- 
fessor of  Medicine  (Endocrinology),  Philadelphia  General 
Hospital  and  Temple  University  School  of  Medicine;  Chief  of 
Nutrition  Clinic,  Philadelphia  General  Hospital;  Consultant 
Physician  in  Medicine,  Albert  Einstein  Medical  Center;  At- 
tending Physician,  Home  for  the  Jewish  Aged.  With  collabora- 
tion of  79  contributing  authorities.  705  pages.  $17.  Phila- 
delphia and  London,  W.  B.  Saunders  Company,  1959. 

Dr.  Wohl  presents  a comprehensive  survey  of  the  man- 
agement of  the  patient  with  prolonged  illness.  The  term 
"i^ng-term”  is  used  since  the  author  feels  that  chronic  ill- 
ness conveys  a sense  of  hopelessness  and  implies  a state  of 
permanent  disability. 

The  book  is  divided  into  two  sections.  The  first  deals 
with  hospital  and  home  care,  rehabilitation,  psychologic 
problems,  and  nursing  procedures.  These  are  particularly 
beneficial  to  the  general  practitioner  and  the  young  intern, 
ihe  second  section  deals  with  the  treatment  of  specific 
diseases.  Many  chapters  include  a discussion  of  up-to-date 
premising  therapies  undergoing  clinical  trials.  The  problem 
presented  by  the  increasing  numbers  of  long-term  patients 
(2,0J0,000  in  1950  survey)  in  general  hospitals  must  be 
studied  in  the  light  of  the  fact  that  such  hospitals  are  con- 
structed, staffed,  and  financed  primarily  for  the  care  of 
sh^rt-term  patients.  The  survey  should  aid  the  practicing 
physician  and  medical  student  in  developing  a proper  at- 
titude toward  prolonged  illness. 

ihe  book  has  an  interesting  prolegomenon  by  Chauncey 
D.  Leake. 


The  Cigarette  Habit:  A Scientific  Cure 

Arthur  King.  95  pages.  $2.  Garden  City,  New  York, 
Doubleday  & Company,  Inc.,  1959- 

Arthur  King  is  the  pseudonym  of  a writer,  scholar,  and 
scientist  who  is  presently  engaged  in  writing  his  disserta- 
tion at  Columbia  University.  He  presents  a new  system 
ba^ed  on  modern  medical  and  psychological  advances.  His 
pj.an  permits  smokers  to  quit  smoking  comfortably,  without 
gaining  weight,  and  without  jitters. 

Physiologists,  biochemists,  and  endocrinologists  will  be 
interested  in  the  chapter  entitled  "Cigarettes,  Cancer,  and 
Statistical  Concepts.” 


The  Story  of  Dissection 

Jack  Kevorkian,  M.D.,  80  pages.  $3.75.  New  York, 
Philosophical  Library,  1959. 

An  enthralling  account  of  the  often  weird  and  peculiar 
methods  used  in  dissection  of  the  animal  and  human  body 
from  antiquity  to  the  days  of  Puritanism,  together  with 
the  various  taboos  and  superstitions  connected  with  such 
enterprises. 
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★ American 

Medical  Association 


AMA  Official  Favors 
HR  12580  (Mills  Bill) 

This  month  brings  to  a climax  action  to  obtain  passage 
of  legislation  providing  medical  care  for  the  aged.  In  con- 
tention is  not  whether  such  legislation  should  be  passed, 
but  the  extent  and  nature  of  the  coverage  to  be  underwrit- 
ten by  federal  tax  funds  and  the  administrative  mechanism 
which  is  to  be  employed. 

On  June  27,  Dr.  Leonard  Larson,  President-Elect  of 
the  American  Medical  Association,  appeared  before  the 
Senate  Finance  Committee  to  testify  for  HR  12580  (the 
Mills  Bill)  and  to  give  the  position  of  the  American 
Medical  Association  in  supporting  the  bill.  Dr.  Larsen’s 
19  page  statement  assembles  into  a comparatively  brief 
summary  objective  facts  on  the  health  status  and  financial 
status  of  the  65  year  old  age  group.  He  exposes  the  blanket 
allegation  that  the  old  people  of  the  nation  are  "sick  and 
debilitated”  to  a searching  examination.  Similar  scrutiny 
is  focused  upon  arguments  of  the  proponents  of  Forand- 
type  legislation  that  our  15,500,000  aged  cannot  afford  to 
purchase  medical  care. 

The  statement  is  unfortunately  too  long  to  print  in  its 
entirety.  In  view  of  the  emotional  heat  the  legislative  fight 
has  engendered,  however,  a review  of  the  key  facts  at  this 
stage  of  the  struggle  will  help  to  clarify  our  thinking,  and 
will  enable  physicians  to  express  their  position  more  vigor- 
ously to  friends  and  foe  alike. 

First,  what  is  the  health  status  of  the  aged? 

Are  older  people  of  this  nation  in  bad  health?  No 
absolute  statistical  information  has  been  compiled,  but  a 
limited  sampling  by  Dr.  Ethel  Shanas  of  the  University  of 
Chicago  revealed  ”20  per  cent  or  fewer  of  persons  over 
65  years  were  sick  to  the  degree  that  illness  limited  their 
normal  activity.”  Observation  and  experience  makes  this 
percentage  acceptable  to  physicians.  Chronic  illness  is 
found  in  greater  degree  among  older  people.  Nevertheless, 
physicians  know  and  the  public  should  learn,  that  the 
term  "chronic”  must  not  be  confused  with  "disability.” 
Thus,  it  cannot  be  reasonably  argued  that  a majority  or 
a substantial  minority  of  older  people  are  sick  and  dis- 
abled. There  is,  in  fact,  evidence  to  warrant  the  conclu- 
sion that  a substantial  majority  in  this  category  are  in 
good  health. 

Second,  what  is  the  financial  status  of  the  old  people, 
and  what  is  their  capacity  to  pay  for  their  medical  and 
health  care  expenses?  Again,  no  conclusive  figures  are 
available.  The  15  per  cent  of  the  15,500,000  aged  who 
are  on  public  welfare  presumably  are  incapable  of  paying 
such  expenses.  Nevertheless,  these  indigent  patients  are 
eligible  to  receive  medical  care  under  federally  aided  public 
assistance  programs.  No  unchallengeable  and  complete  sta- 
tistics on  financial  status  of  the  remaining  85  per  cent  of 
the  aged  population  have  been  compiled,  but  there  are 
some  important  evidentiary  facts. 

1.  Four  million  are  employed  or  are  married  to  em- 
ployed individuals  with  incomes  relatively  the  same  as 
other  similarly  employed  workers  of  younger  ages. 

2.  Sixty  per  cent — million — receive  OASDI  cash 
benefits.  One  and  a half  million  receive  cash  benefits  from 
private  pension  plans,  and  this  number  is  steadily  increas- 
ing. 


3.  One  million  persons  over  age  65  receive  veterans’ 
pensions,  and  the  number  is  rapidly  increasing.  Another 
million  receive  railroad  and  civil  service  pensions,  and 
still  another  million  receive  income  from  privately  pur- 
chased annuities. 

4.  In  1957,  median  net  worth  of  OASDI  benefits  recipi- 
ents and  wives  who  were  recipients  was  $9,616.  This  figure 
is  rising. 

5.  Seventy  per  cent  of  couples  who  receive  OASDI 
benefits  own  their  own  homes,  85  per  cent  of  which  are 
mortgage  free.  In  1958,  3 of  4 persons  over  age  65  had 
liquid  assets,  and  40  per  cent  had  liquid  assets  of  more 
than  $2,000.  Also,  this  age  group  has  lowest  indebtedness 
and  the  smallest  financial  obligations. 

Further,  the  economic  status  of  older  people  in  this 
country  is  improving,  not  declining,  as  reflected  by  the 
steady  decrease  of  persons  receiving  Old  Age  Assistance, 
increased  number  of  persons  covered  in  private  pension 
plans,  growth  of  the  purchase  of  voluntary  health  insur- 
ance, and  increasing  opportunities  for  experienced  aged 
persons  to  continue  in  useful  employment. 

From  the  foregoing  facts,  one  irrefutable  conclusion  can 
be  drawn.  Nowhere  does  there  exist  sufficient  statistical 
information  to  establish  accurately  how  many  older  people 
need  medical  and  health  care  and  how  many  are  unable 
to  pay  for  such  care.  Since  these  basic  requirements  for 
intelligent  legislation  are  in  dispute,  a sincere  wish  to 
help  the  aged  needy  demands  a careful  survey  of  their 
needs,  a step  now  being  undertaken  for  the  1961  White 
House  Conference  on  Aging.  Any  legislation  should  be 
withheld  until  sufficient  accurate  information  becomes 
available.  To  do  otherwise  is  a callous  and  cynical  disregard 
of  fact  in  favor  of  political  connivance. 


★ 


Texas 

Medical  Association 


Room  Accommodations  For 
Public  Relations  Conference 

Those  desiring  room  accommodations  for  the  sixth  an- 
nual Public  Relations  Conference  of  the  Texas  Medical 
Association  on  September  17,  I960,  at  the  Association 
Headquarter’s  building  in  Austin  may  write  directly  to  the 
following  Austin  hotels  and  motels: 

The  Stephen  F.  Austin  Hotel,  701  Congress  Avenue. 

The  Commodore  Perry  Hotel,  800  Brazos  Street. 

The  Driskill  Hotel,  117  East  7th  Street. 

Terrace  Motor  Hotel,  1201  South  Congress  Avenue. 

Holiday  Inn  Motor  Hotel,  6901  Interregional  High- 
way. 

Villa  Capri  Motor  Hotel,  2360  Interregional  High- 
way. 

Ramada  Inn  Roadside  Motor  Hotel,  5650  Inter- 
regional Highway. 

Saturday  evening,  following  the  conference,  the  Uni- 
versity of  Texas  will  play  the  University  of  Nebraska  in 
football.  Those  desiring  tickets  for  the  football  game  may 
send  their  checks  to  the  Executive  Secretary  of  TMA, 
C.  Lincoln  Williston,  1801  North  Lamar,  Austin;  tickets 
are  $4  each.  The  Charles  O.  Finley  Company  will  furnish 
transportation  from  the  Driskill  Hotel,  where  the  Hospital- 
ity Hour  will  be  held,  to  Memorial  Stadium  for  the  foot- 
ball game. 
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Public  Relations  Conference 


Texas  Medical  Association,  Headquarters  Building,  Austin 
Saturday,  September  17,  1960 
Morning  Program,  10:10  a.m. 

Call  to  Order. — Dr.  Russell  L.  Deter,  El  Paso,  Vice-President,  Texas  Medical  Associ- 
ation. 

Keynote  for  Conference. — Dr.  May  Owen,  Fort  Worth,  President,  Texas  Medical  As- 
sociation. 

Public  Relations  Makes  the  Difference. — Rev.  Charles  Wellborn,  Waco,  Pastor, 
Seventh  and  James  Baptist  Church. 

General  Practitioner  of  the  Year  Presentation. — Introduction  of  Dr.  Elbert  D.  Rice, 
Tyler,  by  Dr.  R.  Harvey  Bell,  Palestine. 

Understanding  Public  Relations. — Kenneth  W.  Haagensen,  Milwaukee,  Wisconsin, 
Director,  Public  Relations,  Allis-Chalmers  Manufacturing  Company. 

The  Political  Challenge  to  Medicine. — Claude  Robinson,  Ph.D.,  Princeton,  New  Jer- 
sey, Founder  and  Chairman  of  the  Executive  Committee,  Opinion  Research  Corpora- 
tion. 


Luncheon,  12:30  p.m. 

Afternoon  Program,  2:00  p.m. 

Today’s  Youth  and  Medical  Careers. — Dr.  Walter  S.  Wiggins,  Chicago,  Secretary, 
Council  on  Medical  Education  and  Hospitals,  American  Medical  Association. 

Panel  Discussion:  What’s  New  In  County  Medical  Society  PR. — Dr.  Foy  Moody, 
Corpus  Christi,  Member,  Council  on  Public  Relations  and  Public  Service,  Texas 
Medical  Association. 

Physician-Minister  Liaison. — Dr.  Travis  Smith,  Abilene,  Councilor,  District  13. 
Medical  Student  Scholarships. — Dr.  Jack  F.  McKemie,  Corpus  Christi,  Chairman, 
Public  Relations  Committee,  Nueces  County  Medical  Society. 

Communicating  With  Our  Publics. — Dr.  W.  M.  Sherrill,  Houston,  Chairman, 
Committee  on  Medical  Jurisprudence  and  Public  Relations,  Harris  County 
Medical  Society. 

Immunization  Programs. — Dr.  H.  L.  Steinbach,  Brenham,  Chairman,  Committee 
on  Public  Relations,  Washington-Burleson  Counties  Medical  Society. 

Medical  Society  Newspaper  Advertising. — Dr.  David  H.  Allen,  Wichita  Falls, 
Chairman,  Committee  on  Public  Relations,  Wichita  County  Medical  Society. 

How  Much  Socialism  in  Tomorrow’s  Capitalism. — Ed  WlMMER,  Cincinnati,  Ohio,  Vice- 
President,  National  Federation  of  Independent  Business. 


Evening  Program,  5:30  p.m. 

Hospitality  Hour. — Courtesy  of  the  Charles  O.  Finley  Company  at  the  Crystal  Ballroom, 
Driskill  Hotel,  followed  by  the  Texas  vs.  Nebraska  football  game  at  Memorial 
Stadium,  8 p.m.  Tickets  for  football  game  are  available  at  $4  each  from  office  of 
Mr.  C.  Lincoln  Williston,  1801  North  Lamar,  Austin. 


Mr.  Haagensen 


Mr.  Wimmer 


Dr.  Wiggins 
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Orientation  Program 

Texas  Medical  Association,  Headquarters  Building,  Austin 
Saturday,  September  17,  1960 

Morning  Session,  9:00  a.m. 

Welcome:  Objectives  of  the  Orientation  Program. — Dr.  Walter  Walthall,  San 
Antonio,  Vice-Chairman,  Board  of  Councilors. 

The  Texas  Medical  Association ; An  Accounting  of  Stewardship;  What  Happens  to 
Your  $45  Dues P — Dr.  ROBERT  W.  Kimbro,  Cleburne,  Chairman,  Board  of  Trus- 
tees. 

Public  Relations  and  Socio-Economic  Considerations  in  the  Practice  of  Medicine. — C. 
Lincoln  Williston,  Austin,  Executive  Secretary. 

Our  Civic  and  Community  Responsibilities. — Dr.  May  Owen,  Fort  Worth,  President. 

PR  Makes  the  Difference. — Rev.  Charles  Wellborn,  Waco,  Pastor,  Seventh  and 
James  Baptist  Church. 

General  Practitioner  of  the  Year  Presentation. — Introduction  of  Dr.  Elbert  D.  Rice, 
Tyler,  by  Dr.  R.  Harvey  Bell,  Palestine,  Councilor,  District  11. 

Understanding  Public  Relations. — Kenneth  W.  Haagensen,  Milwaukee,  Wis.,  Direc- 
tor of  Public  Relations,  Allis-Chalmers  Manufacturing  Company. 

The  Political  Challenge  to  Medicine. — Claude  Robinson,  Ph.D.,  Princeton,  New  Jer- 
sey, Founder  and  Chairman  of  the  Executive  Committee,  Opinion  Research  Corpora- 
tion. 

Luncheon,  12:05  p.m. 

Afternoon  Program,  1:00  p.m. 

Medical  Ethics  Considerations  in  the  Practice  of  Medicine. — Dr.  C.  E.  Oswalt,  Fort 
Stockton,  Chairman,  Board  of  Councilors. 

Medical  Etiquette;  Obligations  of  the  Physician  to  Colleagues  and  to  the  Profession. — 
Dr.  R.  Mayo  Tenery,  Waxahachie,  Councilor,  District  14. 

Today’s  Youth  and  Medical  Careers. — Dr.  Walter  S.  Wiggins,  Chicago,  Secretary, 
Council  on  Medical  Education  and  Hospitals,  American  Medical  Association. 

Serving  the  Doctors  of  Texas. — Donald  M.  Anderson,  Austin,  Assistant  Executive 
Secretary. 

Workmen’s  Compensation  Laws;  Charges,  Obligations  and  the  Law. — Smith  PETTIGREW, 
Dallas,  Medical  Coordinator,  Texas  Employers’  Insurance  Association. 

Legal  Aspects  of  Medical  Practice;  Malpractice — How  to  Avoid  It. — Philip  R.  Over- 
ton,  Austin,  General  Counsel. 

How  Much  Socialism  in  Tomorrow’s  Capitalism. — Ed  Wimmer,  Cincinnati,  Ohio,  Vice- 
President,  National  Federation  of  Independent  Business. 

Evening  Program,  5:15  p.m. 

Hospitality  Hour. — Driskill  Hotel,  compliments  of  the  Charles  O.  Finley  Company,  fol- 
lowed by  the  Texas  versus  Nebraska  football  game. 

The  Orientation  Program  is  for  provisional  members  of  the  Texas  Medical  As- 
sociation, who  may  attend  the  program  any  time  during  a 2 year  period.  The  next 

programs  will  be  presented  in  January  in  Austin  and  in  April  in  Galveston  during  the 

annual  session. 


i 


Dr.  Robinson 


Rev.  Wellborn 
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"Jr  County  Societies 


County  Medical  Society  Briefs 

The  Brewster-] eff  Davis-Pecos-Presidio-Terrell  Counties 
Society  met  July  12  at  Fort  Stockton  to  hear  a presentation 
by  Dr.  Harry  Demarest,  obstetrician  and  gynecologist  from 
El  Paso  entitled,  "Obstetrical  Emergencies.” 

At  the  May  10  meeting  of  the  Nueces  County  Society, 
Dr.  Raymond  L.  Gregory,  professor  of  medicine,  University 
of  Texas  Medical  Branch,  Galveston,  spoke  on  "Diagnosis 
and  Treatment  of  Thyroid  Crises.” 

San  Patricio- Aransas-Refugio  Counties  Society  heard  a 
program  on  "Abdominal  Surgery”  at  its  annual  meeting 
June  1 in  Sinton.  Dr.  Richard  H.  Heard  and  Dr.  Emil 
Zarsky  of  Refugio  were  hosts  for  the  meeting. 

The  Brooks-Duval-Jim  Wells  Counties  Society  agreed  at 
its  May  3 meeting  to  distribute  a letter  to  all  new  families 
moving  in  the  area  explaining  the  counties  local  medical 
facilities  and  policies.  A case  report  on  placenta  accreta  was 
presented. 

The  Webb-Zapata-Jim  Hogg  Counties  Society  has  voted 
its  full  cooperation  in  an  area  study  of  care  of  the  aged. 
Working  through  a voluntary  committee  appointed  by  the 
county  judge,  the  physicians  plan  to  aid  in  a survey  of 
facilities  and  needs  for  local  and  state  planning. 

The  Harris  County  Society  met  May  25  to  hear  a sym- 
posium on  the  "Treatment  of  Burns.”  Participants  included 
Col.  Edward  Vogel,  director  of  the  Surgery  Research  Cen- 
ter, San  Antonio;  Dr.  T.  G.  Blocker,  professor  of  surgery 
at  the  University  of  Texas  Medical  Branch;  Dr.  S.  Baron 
Hardy,  professor  of  surgery  at  the  University  of  Texas 
Medical  Branch,  Galveston;  and  Dr.  S.  R.  Lewis,  dean  of 
the  Postgraduate  Medical  School  at  the  medical  branch. 

Dr.  Daniel  E.  Jenkins,  professor  of  internal  medicine  at 
Baylor  University  College  of  Medicine,  was  guest  speaker 
at  the  June  24  meeting  of  the  Harris  County  Society.  He 
spoke  on  "Widespread  Infections  Simulating  Tuberculosis.” 


'Jr  District  Societies 


Four  Districts  Convene 
Jointly  at  Corpus  Christi 

Districts  5,  6,  7,  and  8 met  jointly  on  July  8 and  9 
in  Corpus  Christi,  with  headquarters  at  the  Robert  Driscoll 
Hotel. 

Dr.  May  Owen,  President  of  Texas  Medical  Association, 
addressed  the  opening  session  on  July  8.  Guest  speaker 
for  the  luncheon  on  the  first  day  was  Allan  B.  Kline  of 
Western  Springs,  111. 

Panel  discussion  topics  included,  "Hypothermia — Clinical 
and  Experimental,”  "Repeated  Plasmapheresis  in  the  Same 
Person — A Rationale  for  Modern  Bloodletting,”  "Atrial 
Septal  Defects,”  "Observations  of  Some  of  the  Problems 
of  Coronary  Artery  Disease,”  "Hypertension:  Some  of  the 
Problems  in  Diagnosis  and  Treatment,”  and  "Airborne 
Infections  and  Means  of  Control.” 


Panel  participants  included  Dr.  William  W.  Bondurant, 
San  Antonio;  Dr.  Robert  O.  Brandenburg,  assistant  profes- 
sor of  medicine  at  the  Mayo  Foundation,  Rochester,  Minn.; 
Dr.  Edward  W.  Dennis,  Houston;  Dr.  James  G.  Gabbard, 
Corpus  Christi;  Dr.  Albert  W.  Hartman,  San  Antonio; 
Dr.  F.  John  Lewis,  professor  of  surgery  at  Northwestern 
University  Medical  School,  Evanston;  Dr.  Joseph  Stokes, 
Jr.,  professor  of  pediatrics  at  the  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia;  Dr.  J.  A.  Welty,  Harlin- 
gen; and  Dr.  Norman  Woody,  assistant  professor  of  pedi- 
atrics, Tulane  University  School  of  Medicine,  New  Orleans. 

Moderators  were  Dr.  R.  Gayle  Spann,  Dr.  J.  M.  Sloan, 
and  Dr.  Kleberg  Eckhardt,  all  of  Corpus  Christi. 

Featured  also  at  the  meeting  were  a golf  tournament, 
fishing,  sightseeing,  and  medical  exhibits. 

Officers  elected  for  Districts  5 and  6 Medical  Societies 
are  Dr.  Sloan,  Corpus  Christi,  president-elect;  Dr.  A. 
Fletcher  Clark,  Jr.,  San  Antonio,  vice-president;  and  Dr. 
John  Ethridge,  Corpus  Christi,  secretary-treasurer.  Dr. 
Thelma  Frank  assumed  duties  of  president. 

Officers  of  the  Eight  District  named  during  the  Corpus 
Christi  meeting  are  Dr.  M.  Warren  Hardwick,  Angleton, 
president;  Dr.  Stanley  E.  Thompson,  Richmond,  vice-presi- 
dent; and  Dr.  James  L.  Coleman,  Jr.,  Victoria,  secretary. 

The  1961  society  will  meet  July  7-8  in  Corpus  Christi. 
Physicians  in  the  Seventh  and  Eighth  District  Societies  will 
be  invited  to  participate. 


^ Woman’s  Auxiliary 


Woman's  Auxiliary  Sets 
School  of  Instruction 

The  Woman’s  Auxiliary  to  the  Texas  Medical  Association 
will  hold  its  Executive  Board  meeting  on  September  15  and 
its  School  of  Instruction  on  the  following  day  at  the 
Association’s  headquarters  building  in  Austin.  Theme  for 
this  year’s  Auxiliary  meeting  is  "Alertness  and  Action  for 
Achievement.” 

Registration  will  begin  at  1 p.m.  on  September  15,  and 
coffee  will  be  served  until  the  board  meeting  convenes  at 
2 p.m.  Mrs.  Ramsay  H.  Moore,  Dallas,  President,  will 
preside.  Highlights  will  include  a report  of  the  American 
Medical  Association  Auxiliary  meeting  in  Miami  Beach 
last  June  by  Mrs.  William  C.  Barksdale  of  Borger,  Presi- 
dent-Elect of  the  State  Auxiliary,  and  announcements  of 
business  and  plans  for  the  year  by  Auxiliary  officers  and 
chairmen.  In  the  evening,  a "get  acquainted  hour”  will  be 
given  by  Mrs.  Moore  before  a dinner  at  the  Driskill  Hotel. 

The  next  morning  registration  will  resume  and  coffee 
will  be  served  from  8:30  a.m.  until  the  School  of  Instruc- 
tion begins  at  9:30  a.m.  Round  table  discussions  will  be 
held  and  evaluated.  Dr.  May  Owen,  Fort  Worth,  President, 
Texas  Medical  Association,  will  speak.  A luncheon  in  the 
headquarters  building  at  12:30  p.m.,  will  be  followed  by  a 
brief  meeting.  Mrs.  James  A.  Hallmark,  Fort  Worth,  is 
chairman  of  the  conference  and  Mrs.  William  F.  McLean, 
Austin,  co-chairman.  Mrs.  R.  T.  Travis,  Jacksonville,  is  state 
program  chairman. 

Auxiliary  members  are  invited  to  attend  the  Public 
Relations  Conference  and  Orientation  Program  for  physi- 
cians on  September  17. 
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PROFILE  IN  LEADERSHIP 


From  Ozark  Farm  to  Texas  Medicine: 
Success  Story  of  Dr.  B.  E.  Pickett,  Sr. 


During  the  last  two  decates  of  the  1800’s,  an  Ozark 
Mountain  boy,  born  in  a log  cabin,  had  to  interrupt  his 
education  to  help  support  his  family.  Oldest  of  a number 
of  youngsters  and  son  of  a Confederate  veteran  whose 
health  was  permanently  impaired  by  4 years  in  the  Army, 
the  boy  hired  out  at  farming  jobs,  splitting  rails,  hewing 
cross  ties,  hauling  logs  to  a saw  mill.  At  21  he  had  not 
been  able  to  attend  school  enough  to  complete  the  eighth 
grade. 

But  Britton  Elbridge  Pickett  knew  that  education  was  the 
only  road  to  his  life’s  dream:  becoming  a doctor. 

As  soon  as  younger  children  in  the  family  were  able 
to  assume  their  part  of  the  family  responsibilities,  he  re- 
turned to,  and  was  graduated  from,  high  school,  taught  in 
the  public  schools,  took  medical  courses  as  rapidly  as  he 
could  afford  to,  and  worked  at  a variety  of  odd  jobs  in 
between. 

In  1900  he  entered  medical  school  in  Louisville,  Ky. 
Licensed  to  practice  at  the  conclusion  of  his  junior  year, 
he  returned  to  Arkansas  to  do  so,  going  back  5 years  later 
to  complete  his  senior  work  and  graduate  from  Louisville 
and  Hospital  Medical  College  in  1908.  In  later  years,  he 
took  many  postgraduate  courses,  practiced  in  Big  Wells  for 
20  years,  and  finally  settled  in  Carrizo  Springs. 

By  1938,  Dr.  Pickett — far  from  the  Ozark  Mountain 
cabin  in  many  ways — was  listed  in  "Who’s  Who  Among 
Physicians  and  Surgeons”  and  later  in  "Who’s  Who  in 
America.”  He  was  elected  eighty-second  president  of  the 
Texas  Medical  Association  in  1947.  And  he  has  been  for 
years  chairman  of  the  important  Council  on  Constitution 
and  By-Laws  of  the  American  Medical  Association. 

The  subject  of  this  success  story,  now  84,  is  still  busy 
with  his  general  practice  in  Carrizo  Springs.  He  is  a gentle 
man  of  deeply  religious  nature  whose  trademark  has  become 
the  flower  which  he  almost  always  wears  on  his  lapel. 
When  he  has  time  for  a hobby,  it  is  the  improvement  of 
a pecan  grove  he  owns. 

Members  of  his  family  are  his  wife,  a registered  pharma- 
cist and  medical  technologist;  a sister,  Miss  Daisy  Pickett, 
who  makes  her  home  with  them;  a son,  Dr.  B.  E.  Pickett, 
Jr.,  who  is  serving  an  internship  in  physical  medicine  and 
rehabilitation  at  the  Veterans  Administration  Hospital, 
Hines,  111.;  and  a grandson,  Jack  Pickett,  who  was  gradu- 
ated this  year  from  San  Marcos  Baptist  Academy. 

Dr.  Pickett,  as  president  of  the  Texas  Medical  Associa- 
tion, traveled  many  miles  throughout  Texas  and  the  nation. 
He  emphasized  the  absolute  necessity  of  cooperation  from 
every  member  of  the  Association  official  family,  insisting 
that  those  who  did  not  wish  to  serve  should  not  accept  ap- 
pointments which  would  deter  the  activity  of  others.  During 
his  administration,  plans  were  laid  for  the  presentation  of 
the  basic  science  bill  through  the  Committee  on  Legisla- 
tion; activities  of  the  Committee  on  Public  Relations  were 
stimulated;  and  the  Section  on  General  Practice,  which  Dr. 
Pickett  had  advocated  for  some  years,  held  its  first  program 
at  the  annual  session  over  which  he  presided. 

Just  as  Dr.  Pickett  was  instrumental  in  organization  of 
the  Section  on  General  Practice  for  the  Texas  group,  so 
he  was  also  a member  of  a three-man  executive  committee 


charged  with  setting  up  the  American  Medical  Association 
Section  on  General  Practice  for  the  first  time  in  San 
Francisco  at  a 1946  annual  session. 

His  honors  have  been  many.  He  was  Dimmit  County 
health  officer  for  18  years,  and  a member  of  the  Texas 
State  Board  of  Health.  He  has  been  president  of  the 
Texas  Public  Health  Association,  the  Southwest  Texas  Dis- 
trict Medical  Society,  the  International  Postgraduate  Medical 
Assembly  of  Southwest  Texas.  He  is  a charter  member  of 
the  American  Geriatric  Society  and  a member  of  the 


DR.  B.  E.  PICKETT,  SR. 


World  Medical  Association  United  States  Committee.  His 
LaSalle-Frio-Dimmit  Counties  Medical  Society  has  elected 
him  delegate  to  the  Texas  Medical  Association  House  of 
Delegates  year  after  year  since  1915.  He  was  a member 
and  chairman  of  the  Texas  delegation  to  the  American 
Medical  Association  for  a number  of  years. 

At  the  June,  I960,  meeting  of  the  American  Medical 
Association  when  Dr.  Pickett  resigned  as  chairman  of  the 
Council  and  made  his  last  report  to  the  House  of  Delegates, 
members  from  every  state  in  the  union  gave  him  a four 
minute  standing  ovation. 

When  he  concluded  the  report  he  was  presented  a sterl- 
ing platter,  engraved:  "Britton  E.  Pickett,  Council  on  Con- 
stitution and  By-Laws,  American  Medical  Association, 
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1948-1960.  'Behold  how  good  and  how  pleasant  it  is  for 
brethren  to  dwell  together  in  unity. — Psalms  133:1.’” 

Thus  was  ended  a service  which  had  begun  31  years 
before  when  Dr.  Pickett  started  attending  the  House  of 
Delegates,  sometimes  as  an  alternate  delegate.  In  1942,  he 
became  a regular  delegate  and  did  not  miss  one  meeting 
of  the  House  during  his  tenure.  In  1946,  at  the  San  Fran- 
cisco meeting  of  AMA  he  was  appointed  as  a committee  of 
one  to  revise  and  rewrite  the  Constitution  and  By-Laws, 
serving  for  3 years.  He  then  completed  2 full  terms  of 
5 years  each  on  the  Council  on  Constitution  and  By-Laws. 

Asked  to  name  the  medical  achievement  of  which  he  is 
proudest,  Dr.  Pickett  selects  the  Council  chairmanship.  As 
head  of  this  council,  he  guided  the  then-controversial  re- 


vised Principles  of  Medical  Ethics  to  unanimous  acceptance 
by  the  American  Medical  Association  House  of  Delegates,  a 
difficult  3-year  battle. 

"But,”  admits  Dr.  Pickett,  "the  honor  I cherish  most  of 
my  entire  life  is  a bronze  plaque  given  me  by  the  Men’s 
Bible  Class  of  the  Carrizo  Springs  First  Baptist  Church.  It 
is  a token  of  appreciation  for  30  years’  service  as  teacher 
of  the  class. 

"I  treasure  this  for  the  reason  that  other  honors  bestowed 
on  me  or  services  rendered  to  humanity  by  me  will  pass 
and  be  forgotten — but  this  particular  service  will,  I hope, 
have  its  reward  in  Eternity  . . 

Another  profile  in  leadership:  Dr.  B.  E.  Pickett  Sr., 
Arkansas  farm  boy  turned  distinguished  Texas  physician. 


[ 


DR.  W.  V.  WALLACE 


Dr.  William  Vincent  Wallace,  Port  Arthur,  died  May  12, 
I960.  He  had  recently  retired  as  chief  of  the  United 
States  Public  Health  Service  Outpatient  Clinic  in  Port 
Arthur,  to  begin  his  own  practice. 

The  general  practitioner  was  born  February  6,  1896, 
at  Rochester,  New  York,  the  son  of  Dr.  William  Thomas 
Wallace  and  Harriet  Mabel  (Squier)  Wallace.  He  received 
his  preliminary  education  in  the  Rochester  schools,  taking 
his  bachelor  of  science  degree  from  the  University  of 
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Rochester  on  June  1 6,  1920.  He  was  graduated  from  the 
University  of  Michigan  Medical  School,  Ann  Arbor,  Mich., 
on  June  20,  1927,  served  his  internship  at  the  Genesee 
Hospital,  Rochester,  and  his  residency  at  St.  Luke’s  Hospital, 
Utica,  New  York. 

Dr.  Wallace  began  his  medical  practice  in  Utica,  New 
York,  in  1929,  serving  there  until  1943  when  he  entered 
the  United  States  Naval  Reserve  Medical  Corps.  In  1946 
he  joined  the  United  States  Public  Health  Service  at  Port 
Arthur. 

Earlier,  in  1918,  Dr.  Wallace  served  briefly  as  a second 
lieutenant  in  the  United  States  Army. 

A member  of  the  American  Medical  Association  and 
the  Texas  Medical  Association,  Dr.  Wallace  also  belonged 
to  the  Kiwanis  Club,  having  served  as  president  of  the 
Downtown  Kiwanis  Club  of  Port  Arthur;  was  a thirty- 
second  degree  Mason,  member  of  the  El  Mina  Temple  of 
the  Shrine,  the  Port  Arthur  Shrine  Club,  the  American 
Legion,  the  Veterans  of  Foreign  Wars,  and  the  Propeller 
Club.  His  church  affiliation  was  Episcopal. 

Dr.  Wallace’  hobby  was  philately,  the  collecting  and 
study  of  postage  stamps. 

Survivors  include  his  wife,  the  former  Mrs.  Dorotha 
Gifford  Young  of  Port  Arthur,  whom  he  married  on 
February  2,  1951.  His  first  wife  died  May  8,  1950.  Sur- 
viving also  are  two  daughters,  Mrs.  Patricia  Joan  Fowle, 
Nederland;  Mrs.  Elizabeth  Jean  Hill;  a son,  William  John 
Wallace,  Port  Arthur,  and  a brother,  Dr.  Herbert  Northrup 
Wallace,  Poland,  New  York. 


DR.  R.  S.  ROSENTHAL 

Dr.  Raoul  Simon  Rosenthal,  Dallas,  died  May  25,  I960, 
in  his  office  of  a heart  attack. 

Dr.  Rosenthal  was  born  in  New  Orleans  on  September 
10,  1909,  and  received  his  preliminary  education  in  Dallas. 
He  attended  Louisiana  State  University  in  Baton  Rouge 
from  1928  until  1930  and  obtained  his  medical  degree  in 
1934  from  Baylor  University  College  of  Medicine  when 
the  college  was  located  in  Dallas.  He  served  his  internship 


An  obituary  ordinarily  will  not  be  published  more  than 
four  months  after  date  of  death.  Cooperation  in  reporting 
deaths  of  physicians  and  in  furnishing  appropriate  biograph- 
ical material  promptly  is  solicited. 
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in  Parkland  Hospital,  Dallas,  and  his  residency  at  Parkland 
and  at  Bellevue  Hospital,  New  York.  In  addition,  he  under- 
took 6 months  of  postgraduate  work  at  Cook  County 
Postgraduate  School,  Chicago. 

Specializing  in  obstetrics  and  gynecology,  Dr.  Rosen- 
thal was  a fellow  of  the  International  College  of  Surgeons, 
and  of  the  American  College  of  Obstetricians  and  Gyne- 
cologists. A member  of  the  American  Medical  Association 
and  the  Texas  Medical  Association,  Dr.  Rosenthal  was 
affiliated  through  the  Dallas  County  Medical  Society. 

He  belonged  to  Temple  Emanu-El,  Tannehill  Masonic 
Lodge,  the  Dallas  Consistory  of  Scottish  Rite,  Hella  Tem- 
ple, and  the  Columbia  Club. 

He  spent  14  months  as  a medical  officer  with  the  United 
States  Navy,  attached  to  the  Marine  Corps.  He  was  in 
action  in  the  Pacific  during  World  War  II  and  was 
discharged  from  the  service  as  a lieutenant  commander. 

He  was  married  June  8,  1941,  to  Miss  Beryl  Norman 
of  Patterson,  La.,  who  survives.  Also  surviving  are  his 
son,  Raoul  Simon  Rosenthal,  and  daughter,  Gayle  Rosen- 
thal; a brother,  U.  J.  Rosenthal;  and  a sister,  Mrs.  Oscar 
Blatt,  all  of  Dallas. 


DR.  J.  M.  COLEMAN 

Dr.  James  Meredith  Coleman,  an  Austin  pediatrician, 
died  June  2,  I960,  in  St.  Louis  of  a heart  attack. 

Dr.  Coleman,  his  wife,  and  daughter  were  in  St.  Louis 
on  a combination  business  and  vacation  trip.  He  was  at- 
tending a postgraduate  symposium  on  allergy  sponsored 
by  the  Hansel  Foundation. 

Born  November  30,  1906,  in  Brinkley,  Ark.,  Dr.  Cole- 
man received  his  early  education  at  Fort  Smith,  Ark.,  and 
attended  Ouachita  College  at  Arkadelphia,  Ark.,  from  1924 
until  1926.  He  received  his  medical  degree  from  Baylor 
University  College  of  Medicine  in  1930,  when  the  school 
was  located  in  Dallas.  Undertaking  his  internship  and  resi- 
dency at  St.  Louis  City  Hospital,  Dr.  Coleman  continued 
his  postgraduate  work  at  Harvard  University  School  of 


Public  Health,  Boston,  1937-1939.  He  also  studied  at  Van- 
derbilt University  School  of  Public  Health,  the  University 
of  Wisconsin,  and  the  University  of  Chicago. 

An  author  of  many  medical  articles,  Dr.  Coleman  was 
active  in  numerous  civic  and  medical  affairs.  He  began 
his  medical  practice  in  1934  in  Plano  as  a general  prac- 
titioner, moved  to  Austin  in  1937  where  he  became  direc- 
tor of  maternal  and  child  health  for  the  Texas  State  De- 
partment of  Health.  He  later  was  director  of  public  health, 
welfare,  and  hospitals  and  was  resident  surgeon  with  the 
state  health  department  from  1941  to  1946.  He  entered 
private  practice  in  Austin  in  1946. 

Organizer  of  Children’s  Medical  Center,  Austin,  Dr. 
Coleman  had  served  the  Travis  County  Medical  Society 
from  1954  to  1956  as  president  and  in  1943  as  secretary. 
A member  of  Texas  Medical  Association,  he  was  on  the 
Board  of  Councilors  from  1952  until  1954,  was  secretary 
of  the  Section  on  Public  Health  in  1941  and  chairman 
of  the  section  in  1943. 


DR.  J.  M.  COLEMAN 


Also  a member  of  the  American  Medical  Association, 
Dr.  Coleman  was  a diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American  Academy  of 
Pediatrics.  He  held  membership  in  Alpha  Omega  Alpha 
honorary  medical  fraternity  and  Delta  Omega,  honorary 
public  health  fraternity.  He  was  a member  of  the  Board 
of  Health  of  Austin,  which  he  had  served  as  chairman,  a 
member  of  the  advisory  committee  to  the  Children's  Bu- 
reau, a member  of  the  President’s  Committee  on  Nutrition 
in  1941,  and  he  had  been  chairman  of  the  commission  for 
study  of  special  education  for  Austin  Public  Schools.  He 
also  belonged  to  the  Texas  Pediatric  Society  and  the  Austin 
Pediatric  Society. 

A Baptist,  Dr.  Coleman  was  a member  of  the  Westwood 
Country  Club,  the  Journal  Club,  and  the  Chamber  of 
Commerce. 

Flower  gardening  with  an  emphasis  on  cactus  and  iris, 
medical  history,  photography,  and  painting  were  his  hob- 
bies. 

Survivors  include  his  wife,  whom  he  married  June  12, 
1933,  in  Flouston;  a daughter,  Miss  Evelyn  Shannon  Cole- 
man of  Austin;  a son,  James  Meredith  Coleman  III,  a 
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Marine  Corps  pilot;  and  a sister,  Miss  Mary  Rebecca  Cole- 
man of  Dallas. 

Friends  of  Dr.  Coleman  have  contributed  more  than  $600 
to  the  James  M.  Coleman  Memorial  Fund,  a permanent 
endowment  which  Dr.  Coleman  and  his  wife  had  initiated 
in  1959  for  use  of  the  Texas  Medical  Association  Memorial 
Library.  Dividends  will  be  used  to  strengthen  the  pediatric 
and  medical  histoty  collections  of  the  library.  As  a member 
of  the  Committee  on  Medical  History,  Dr.  Coleman  had 
often  contributed  to  the  library  section  of  the  Texas  State 
Journal  of  Medicine,  and  he  was  one  of  the  most  ardent 
users  of  the  library. 


DR.  ERNEST  W.  JONES 

Dr.  Ernest  William  Jones,  resident  physician  on  the 
staff  of  Rusk  State  Hospital  since  1956,  died  May  10, 
1960. 

The  son  of  John  T.  and  Molly  (Rice)  Jones,  the  physi- 
cian was  born  September  11,  1902,  in  Muldoon. 

He  attended  school  in  Smithville,  received  his  academic 
training  at  the  University  of  Texas,  Austin,  and  his  medi- 
cal degree  in  1928  from  Baylor  University  College  of 
Medicine,  when  the  school  was  located  in  Dallas.  Dr.  Jones 
served  his  internship  in  1928  and  1929  at  Hermann  Hos- 
pital, Houston. 

From  1941  until  1946,  he  served  in  the  United  States 
Army  Medical  Corps  at  Camp  Hulen  near  Palacios,  at 
Hines  General  Hospital,  Chicago,  and  in  the  Aleutian 
Islands.  He  held  the  rank  of  major. 


DR.  ERNEST  W.  JONES 


Dr.  Jones  had  served  as  president  of  the  Karnes-Wilson 
Counties  Medical  Society  in  1953,  had  belonged  to  Colo- 
rado-Fayette  Counties  Medical  Society,  and  at  the  time  of 
his  death  he  was  a member  of  the  Cherokee  County  Medi- 
cal Society.  He  belonged  to  the  Texas  Medical  Association 
and  the  American  Medical  Association.  He  had  practiced 
from  1932  to  1940  at  Eagle  Lake,  and  from  1940  to  1956 
at  Kenedy.  At  that  time  he  retired  from  private  practice 
to  join  the  hospital  staff  at  Rusk. 


Dr.  Jones’  hobbies  were  fishing  and  hunting.  He  was 
a member  of  the  Methodist  Church. 

On  April  29,  1933,  Dr.  Jones  was  married  to  Miss  Bessie 
McLellan,  daughter  of  Dr.  and  Mrs.  R.  L.  McLellan  of 
Eagle  Lake,  at  Lake  Charles,  La. 

Surviving  besides  his  wife  are  a son,  Robert  Davis  Jones 
of  Houston;  two  brothers,  T.  P.  Jones,  Smithville;  Clyde 
Jones,  Fort  Worth;  three  sisters,  Mrs.  Beulah  Barta,  Smith- 
ville; Mrs.  Joe  Bear,  Denison;  and  Mrs.  N.  H.  Downing, 
Wichita  Falls. 


DR.  F.  W.  HOWELL 

Dr.  Floyd  Wayne  Howell  of  Temple,  died  May  25, 
I960,  at  a Temple  hospital  following  a lengthy  illness. 

Dr.  Howell  was  born  February  29,  1904,  in  Florence. 
His  parents  were  James  De  Bose  and  Annie  Mae  (Stokes) 
Howell. 

A graduate  of  Florence  High  School  and  Howard  Payne 
College  at  Brownwood,  Dr.  Howell  received  his  medical 
degree  from  Baylor  University  College  of  Medicine  in  1930, 
then  located  in  Dallas. 
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He  interned  at  King’s  Daughters  Hospital,  Temple,  and 
has  been  a general  practitioner  in  Temple  since  1931.  He 
was  on  the  staff  of  Scott  and  White,  Santa  Fe,  and  King’s 
Daughters  Hospitals. 

Dr.  Howell  was  married  to  Miss  Ora  Mae  Mullen  of 
Florence  on  February  7,  1926,  in  Carson  City. 

He  was  a member  of  the  American  Medical  Association, 
the  Texas  Medical  Association,  and  the  Bell  County  Medical 
Society.  In  addition,  he  belonged  to  the  American  Academy 
of  General  Practice  and  the  Texas  Academy  of  General 
Practice.  He  also  was  a member  of  the  First  Presbyterian 
Church  of  Temple,  where  he  served  as  an  elder  for  many 
years. 

Survivors  include  his  wife;  three  sons,  James  William 
Howell,  Shelley  Mullen  Howell,  and  Jon  Allan  Howell, 
all  of  Temple;  his  father,  J.  D.  Howell  of  Florence;  and 
a sister,  Mrs.  Jewell  Rice  of  Austin. 
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The  Case  of  the  False  Image 

Over  a period  of  years,  medicine  has  been  confronted 
with  criticism  in  regard  to  a shortage  of  physicians.  Some 
people  charge  that  medical  societies  largely  are  responsible, 
primarily  by  controlling  the  number  of  students  who  enter 
medical  schools.  Actually,  this  charge  is  false.  Nevertheless, 
it  does  represent  one  of  medicine’s  foremost  public  relations 
problems. 

In  order  to  correct  this  image,  the  Texas  Medical  Associ- 
ation has  adopted  effective,  positive  programs.  A multi- 
phased  approach  has  paid  dividends  over  the  years;  many 
informed  leaders  in  Texas  now  recognize  that  the  medical 
profession  is  endeavoring  to  provide  an  adequate  number 
of  physicians  to  render  good  medical  care  to  the  entire  pop- 
ulation of  the  state. 

During  the  past  7 years,  the  Association  has  conducted 
surveys  on  doctor  distribution.  Inquiries  were  directed  to 
mayors  and  civic  leaders  of  communities  in  Texas  with  a 
population  of  700  or  more.  Letters  also  were  sent  to  physi- 
cians. Perhaps  surprisingly,  their  responses  indicate  that  they 
are  considerably  more  concerned  than  civic  leaders  about 
the  need  for  more  doctors. 

Most  significantly,  from  this  continuing  survey,  there  is 
evidence  to  suggest  that  there  is  no  serious  shortage  of  physi- 
cians in  Texas.  Nevertheless,  there  are  some  realistic  prob- 
lems in  distribution.  Several  large  cities  have  an  over-supply, 
whereas  there  is  a need  for  additional  medical  manpower  in 
some  communities  and  rural  areas.  The  Association  has  en- 
couraged physicians  to  locate  in  needy  areas  through  its 
Physicians  Placement  Service.  This  Service  is  designed  to 
bring  together  two  groups:  physicians  who  are  seeking  a 
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place  to  practice  and  communities  which  need 
and  can  support  a doctor.  This  service  is  greatly 
appreciated  by  those  civic  leaders  whose  com- 
munities have  received  assistance.  The  program 
obviously  serves  a useful  purpose,  not  only  for 
doctors  who  are  exploring  locations  to  practice, 
but  also  for  established  physicians  who  are 
seeking  associates  and  partners. 

The  Association  also  recognizes  its  responsi- 
bility in  providing  a greater  supply  of  physi- 
cians to  meet  the  future  needs  of  the  state.  Like 
many  other  sections  of  the  country,  Texas  is  in 
a period  of  dynamic  growth.  The  state’s  popu- 
lation has  increased  by  2,000,000  since  1950, 
and  the  present  population  is  9,700,000.  Sev- 
eral research  institutions  predict  that  it  will  be 
between  12,000,000  and  13,000,000  by  1975. 
Even  though  a net  of  2,000  additional  physi- 
cians have  joined  the  Association  since  1950,  it 
is  imperative  that  the  supply  of  physicians  keep 
pace  with  this  population  trend.  To  achieve  this 
objective  the  Association’s  House  of  Delegates 
has  advocated  erection  of  a fourth  medical 
school  in  the  state. 

The  Association  has  provided  both  leadership 
and  initiative,  and  officers  were  gratified  when 
a year  ago  last  summer  the  State  Legislature  au- 
thorized establishment  of  a new  medical  school 
in  San  Antonio.  Even  before  actual  construc- 
tion begins,  however,  the  Association  has  turned 
its  attention  to  the  ultimate  need  for  a fifth 
facility.  The  Chairman  of  the  Legislative  Budget 
Board,  the  Honorable  Ben  Ramsey,  has  asked 
the  Association  to  investigate  the  needs  for  a 
new  basic  science  medical  school  and  to  explore 
other  ways  to  fill  the  vacancies  in  the  junior 
classes  at  existing  medical  schools.  The  Associ- 
ation has  been  requested  to  present  its  findings 
and  recommendations  by  1962.  With  develop- 
ments such  as  these,  and  with  the  large  num- 
ber of  doctors  who  continue  to  move  to  Texas 
from  other  states,  the  supply  of  physicians  can 
be  expected  to  increase  substantially  by  1975. 
Association  membership  is  expected  to  increase 
from  8,300  at  present  to  between  12,000  and 
13,000  by  1975. 
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The  Association  also  has  encouraged  quali- 
fied young  men  and  women  to  pursue  a medical 
education,  and  has  assisted  them  to  remain  in 
school.  Though  many  activities  are  significant, 
one,  in  particular,  deserves  recognition:  The 
Association  administers  one  of  the  largest  loan 
funds  in  the  country.  The  Dr.  S.  E.  Thompson 
Fund  presented  is  available  to  students  at  The 
University  of  Texas  Medical  Branch,  and  it 
probably  will  be  extended  to  students  at  South- 
western Medical  School.  This  fund,  representing 
a bequest  from  a past  president  of  the  Associa- 
tion, has  assets  of  $750,000.  Students  may 
borrow  as  much  as  $3,000  while  in  medical 
school,  but  not  more  than  $1,000  in  any  one 
school  year.  The  interest  rate  is  4 per  cent 
annually;  it  is  not  necessary  for  the  borrower 
to  start  repayment  until  4 years  after  gradua- 
tion. This  is  a permanent  fund,  and  only  divi- 
dends from  investments,  rather  than  the  prin- 
cipal, are  used  for  loans.  Even  so,  assistance  can 
be  provided  to  a significant  number  of  students. 
During  this  coming  year,  the  Association  ex- 
peas to  award  as  many  as  80  loans  of  $500 
each. 

In  substance,  the  Texas  Medical  Association 
is  engaged  in  many  effective  programs  which 
refute  the  charge  that  medical  societies  are  re- 
sponsible for  limiting  the  supply  of  physicians. 
The  Association  is  providing  leadership  and 
initiative  in  making  available  more  facilities 
for  educating  physicians;  it  is  continuing  its 
studies  in  doctor  distribution;  it  is  endeavoring 
to  place  physicians  in  areas  where  they  are  most 
needed;  and  it  is  providing  financial  assistance 
to  smdents  through  a $750,000  loan  fund. 

The  Use  of  Rehabilitation 

Rehabilitation  is  variously  defined,  but  in 
general  it  is  a planned  attempt  by  use  of  all 
available  means  to  restore  or  improve  the 
health,  usefulness,  and  happiness  of  those  who 
have  suffered  injury  or  who  are  recovering 
from  disease.  All  medical  treatment  has  bas- 
ically no  other  aim.  Rehabilitation  principles 
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apply  to  all  forms  of  medical  and  surgical  dis- 
ability or  loss  of  physical  and  psychologic  func- 
tion resulting  from  prolonged  illness. 

Although  provision  of  rehabilitation  is  often 
complex,  it  can  be  conducted  effectively  at 
home  or  on  the  community  level  in  most  cases. 
The  physician  must  see  that  the  patient  re- 
ceives the  necessary  rehabilitative  services, 
which  he  should  prescribe  individually  and 
specifically. 

Important  points  in  prescription  of  any  re- 
habilitation program  are: 

1.  That  it  should  be  progressive,  but  kept 
well  within  the  limits  of  endurance  and 
fatigue  of  the  patient,  increasing  in  con- 
tent and  strenuousness  as  the  patient 
begins  to  recover. 

2.  That  the  methods  and  techniques  used 
should  be  well  balanced  and  adequately 
administered. 

3.  That  the  program  should  provide  for 
periods  of  mental  relaxation  and  recre- 
ation. 

4.  That  it  should  be  under  close  medical 
supervision. 

5.  That  it  should  be  started  early  to  pre- 
vent severe  impairment  and  deformities. 

The  physician  should  ascertain  that  auxil- 
iary personnel  have  had  adequate  training  and 
experience  to  administer  prescribed  procedures. 
Such  personnel  can  provide  therapy  only  in 
their  own  areas  of  competency;  a physical  ther- 
apist, for  example,  cannot  teach  speech. 

The  physician  should  apply  rehabilitation 
methods  insofar  as  his  facilities  and  training 
permit.  Any  physician  can  read  a simple  roent- 
genogram or  can  set  an  uncomplicated  fracture 
with  satisfactory  results.  However,  when  com- 
plications occur,  a specialist  in  the  appropriate 
field  is  consulted.  Similarly,  if  rehabilitation 
for  the  severely  disabled  is  to  be  scientific  and 
efficient,  appropriate  methods  must  be  used  in 
proper  sequence  during  recovery.  The  prescrip- 
tion of  these  methods  can  not  be  left  safely  to 
the  haphazard  device  of  any  therapist  who  hap- 
pens to  possess  some  knowledge  of  neuromus- 
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cular  dysfunctions  or  musculoskeletal  disorders. 
Indiscriminate  application  of  "exercises”  and 
other  rehabilitative  procedures  may  cause  far 
more  mental,  emotional,  and  physical  damage 
than  good.  This  scientific  form  of  treatment  is 
constantly  changing  with  new  developments  in 
understanding  and  application  of  neuromuscu- 
lar physiology.  Through  the  efforts  of  workers 
in  several  fields,  but  mainly  of  those  in  physical 
medicine,  improved  techniques  of  neuromuscu- 
lar re-education  and  rehabilitation  are  being 
created  almost  daily,  providing  physicians  with 
better  means  to  restore  patients  to  functional 
usefulness.  It  is  obvious  that  a busy  neurosur- 
geon, orthopedist,  internist,  or  pediatrician  will 
not  have  time  to  master  the  intricate  details  of 
these  modern  techniques,  nor  will  he  have  time 
to  supervise  the  auxiliary  staff  to  assure  their 
proper  application. 

Intelligent  treatment  of  a severely  disabled 
patient  requires  a total  approach  which  can  best 
be  provided  in  rehabilitation  centers  especially 
oriented  for  such  service.  These  institutions 
have  adequate  facilities  and  staffs  or  well 
trained  therapists  and  auxiliary  personnel  su- 
pervised by  a physiatrist. 

As  with  any  other  medical  or  surgical  treat- 
ment, a rehabilitation  procedure  should  be  ap- 
plied with  understanding  of  expected  benefits 
and  limitations.  Every  physician  should  use 
these  methods  when  indicated,  starting  them 
early  at  the  bedside,  and  continuing  them  long 
enough  to  restore  the  patient  to  the  fullest  func- 
tional ability  of  which  he  is  capable.  This  is 
often  a long  and  arduous  task  that  requires  pa- 
tience and  understanding  on  the  part  of  the 
physician,  who  must  provide  encouragement 
and  motivation  to  his  patient. 

— Odon  F.  von  Werssowetz,  M.D., 
Gonzales,  Texas. 

Mrs.  O’Leary’s  Cow 

Eighty-nine  years  ago,  a cow  caused  $175,- 
000,000  worth  of  property  damage.  When  Mrs. 
O’Leary’s  cow  kicked  over  a lantern  in  a barn, 
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the  Great  Chicago  Fire  began.  During  the  3 
days  in  which  the  fire  raged,  17,430  buildings 
were  destroyed  and  250  people  lost  their  lives. 

The  cost  of  this,  one  of  the  world’s  greatest 
calamities,  is  small,  however,  compared  with 
today’s  losses  from  fires.  In  1959  alone,  an  esti- 
mated $1,275,000,000  worth  of  damage  was 
done  to  property.  During  that  same  year  more 
than  11,000  persons  were  killed,  and  many 
others  were  seriously  injured. 

No  one  is  better  aware  of  the  toll  that  fire 
exacts  than  physicians.  They  treat  its  victims — 
sometimes  without  avail — and  sign  death  cer- 
tificates for  those  not  fortunate  enough  to  sur- 
vive. Thus,  they,  perhaps  more  logically  than 
any  other  group,  are  fit  to  be  leaders  in  the 
fire  prevention  crusade. 

During  Fire  Prevention  Week,  October  9-15, 
physicians  can  urge  others  to  examine  their 
homes  for  potential  fire  hazards  and  to  work 
out  plans  of  escape  in  case  of  fire.  They  can 
emphasize  the  dangers  of  carelessness  with 
matches  and  cigarettes. 

They  should  not,  however,  forget  their  own 
homes  and  families. 

Scientific  Exhibits 

Between  the  date  many  useful  ideas  are 
announced  in  the  medical  literature  and  their 
general  application  in  practice,  there  is  often 
a regrettable  lag  in  time.  The  reason,  of  course, 
is  that  few  busy  physicians  have  the  opportun- 
ity even  to  skim  the  thousands  of  pages  neces- 
sary every  month  to  keep  abreast  of  the  newer 
advances. 

Most  specialists  and  research  investigators 
are  prompt  to  publicize  their  discoveries,  but 
the  problem  is  how  to  bring  new  ideas  impres- 
sively to  the  attention  of  practitioners  who  need 
them  most.  Scientific  exhibits  offer  one  of  the 
most  effective  mechanisms,  and  they  should  be 
used  more  generously  for  this  purpose. 

Any  intelligent  advance  planning  must  con- 
sider the  functions  assigned  to  the  exhibits. 
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Presumably  the  displays  would  serve  the  fol- 
lowing purposes: 

1.  To  provide  an  opportunity  for  physicians 
to  show  the  types  of  scientific  work  being 
done  in  the  state. 

2.  To  offer  the  membership  a quick  review 
of  advances  in  medicine  and  to  clarify  and 
emphasize  important  issues  and  princi- 
ples of  value  in  practice. 

The  quality  of  the  scientific  exhibit  at  the 
Annual  Session  has  improved  dramatically  in 
recent  years,  and  it  now  represents  one  of  the 
most  significant  educational  features  of  the 
meeting.  Nevertheless,  in  order  to  achieve  fully 
the  two  stipulated  objectives,  new  ideas  and 
promotion  must  be  initiated  continuously.  The 
trend  in  recent  years  toward  heavy  outlays  in 
expense  has  discouraged  some  physicians  who 
otherwise  would  like  to  show  their  work.  This 
influence,  therefore,  is  not  in  the  best  interests 
of  free  dissemination  of  knowledge. 

Committee  members  have  prepared  a circu- 
lar that  outlines  subjects  for  exhibits  which  can 
be  prepared  inexpensively  with  placards,  films, 
and  colored  photographs.  It  presents  ideas  of 
immediate  practical  value  in  the  care  of  patients. 
Circulars  are  being  distributed  to  secretaries  of 
county  medical  societies.  Copies  are  also  avail- 
able for  interested  Association  members  to  give 
them  ideas  of  the  type  of  exhibits  wanted. 
Members  of  the  Committee  hope  to  have  a 
generous  response  in  applications  for  exhibit 
space  in  Galveston  next  year. 

— J.  Edward  Johnson,  M.D.,  Austin, 

Chairman,  Committee  on  Scientific  Exhibits. 

Ambulances  and  Traffic  Laws 

Ambulances  with  wailing  sirens  and  flash- 
ing red  lights  are  part  of  the  American  scene 
in  most  places,  but  not  in  all.  Speeding  ambu- 
lances are  at  least  as  dangerous  as  any  other 
speeding  vehicle — more  in  fact,  because  they 
often  break  other  traffic  laws  (red  lights,  stop 
signs,  one-way  traffic  and  so  on).  Wailing  sir- 
ens may  shake  the  patient’s  composure,  and  a 
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fast  rough  ride  will  impair  his  comfort.  Sirens 
rattle  people  and  upset  the  steady  flow  of 
traffic — all  this  nearly  always  without  need. 

It  is  rare  enough  that  saving  a few  minutes’ 
transportation  time  saves  a life.  Nearly  always 
the  increased  danger  of  a traffic  accident  ex- 
ceeds the  possible  harm  from  delay. 

Several  cities,  such  as  New  York  and,  more 
recently,  San  Antonio,  have  done  away  with  all 
prerogatives  of  ambulances  and  make  them 
obey  traffic  laws  just  like  any  other  vehicle. 
The  results  are  good,  and  these  cities  will  not 
go  back  to  the  previous  rules  which  permitted 
ambulances  to  disregard  traffic  laws. 

The  Committee  on  Transportation  Safety  of 
Texas  Medical  Association  recently  suggested 
to  the  Texas  Funeral  Directors  and  Embalmers 
Association  that  it  urge  its  members  to  refrain 
from  speeding  and  breaking  other  traffic  laws 
in  ambulance  work.  It  is  easier  to  induce  a 
group  of  people  to  police  themselves  than  to 
have  hundreds  of  communities  pass  new  laws. 

The  Texas  Funeral  Directors  and  Embalm- 
ers Association  received  the  committee’s  sugges- 


tion well,  and  at  its  recent  annual  convention 
resolved  to  support  actively  "efforts  by  medical 
associations  and  other  interested  groups  toward 
the  reduction  of  excessive  speeds  [by  ambu- 
lances].” 

The  Committee  on  Transportation  Safety 
congratulates  the  Texas  Funeral  Directors  and 
Embalmers  Association  on  their  cooperation 
and  understanding.  It  is  now  a matter  of  record 
that  responsible  funeral  directors  of  Texas  do 
not  want  their  ambulances  to  speed  and  break 
traffic  laws. 

Physicians  should  express  their  satisfaction 
to  ambulance  operators  who  observe  the  traf- 
fic laws  and  should  explain  to  the  public  in 
general  and  to  patients’  families  in  particular 
that  a wailing  siren  increases  the  patient’s 
worry  about  himself  and  that  an  ambulance 
driver’s  disregard  for  traffic  laws  .does  not  help 
the  patient’s  chances  for  recovery,  but  exposes 
him  and  others  to  grave  danger. 

— Heinrich  Lamm,  M.D.,  Chairman, 
Texas  Medical  Association. 

Committee  on  Transportation  Safety, 


Normality  - - A UT  Professor  Describes  It 


Dr.  Robert  F.  Peck  of  The  University  of  Texas  Department  of  Psychology  at  Austin 
described  "normality"  thus  in  a recent  issue  of  Life: 

"What  is  it  to  be  'normal'?  It  is  to  be  unreasonable  with  one's  spouse,  or  children, 
several  times  a week,  yet  try  in  a fumbling,  half  inept,  but  sincere  way  to  make  it  up.  It  is 
to  spend  money  foolishly,  then  work  hard  to  stretch  what's  left  till  pay  day.  It  is  to  work 
all  your  life  as  a railroad  man,  wishing  you'd  finished  school  and  gone  into  law,  yet  proud  of 
your  25  years  of  service.  It  is  to  get  drunk  every  week  for  years,  then  'get  religion'  and  stop 
drinking,  start  doing  church  work.  It  is  to  marry  in  haste,  divorce  in  haste,  and  marry  5 
years  later  to  a person  you  love  all  the  rest  of  your  life. 

"Are  there  completely  happy  people?  No,  we  find  no  one  whose  life  is,  and  has  been, 
without  some  hard-hitting  frustration  or  some  profound  sorrow.  When  a beloved  parent  dies, 
or  a just-grown  child — what  door  of  escape  is  there?  There  is  no  way  out  of  the  grief  except 
to  live  through  it. 

"For  more  than  half  of  us,  life  is  a matter  of  settling  for  a good  deal  less  than  we  want. 
We  know  it;  we've  known  it  for  years;  and  we  are  decidedly  not  happy  at  the  many  moments 
when  we  think  about  our  losses,  our  disappointments  and  our  never-will-be's.  For  such  of  us, 
life  is  never  brilliantly  happy.  Unalloyed  joy  is  an  unknown  or  forgotten  sensation.  Too  many 
hurts,  big  and  little,  have  chipped  the  bright  colors  away." 
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AMEF  PARTICIPATION  URGED 

A serious  deficit  of  between  $15,000,000  and 
$20,000,000  exists  in  the  operational  funds  of  the 
approximate  84  United  States  medical  schools.  Ob- 
viously, if  this  deficit  is  not  met,  the  quality  of  medi- 
cal education  will  deteriorate.  No  one  should  be 
more  interested  in  adequate  medical  education  than 
the  individual  physician. 

There  are  many  ways  in  which  this  money  can  Dr.  Owen 
be  raised,  other  than  by  acceptance  of  funds  from 
the  Federal  government.  In  the  latter  instance,  governmental  officials, 
as  "holders  of  the  purse  strings,”  would  be  in  a position  to  dictate 
operational  policy. 

Obviously,  physicians  cannot  meet  the  deficit  alone.  However, 
through  widespread  participation  in  the  American  Fund  for  Medical 
Education,  each  can  do  his  part  to  help  prevent  the  decay  of  Amer- 
ica’s medical  education  systems. 

Private  sources,  such  as  business,  industry,  foundations,  and  unions 
— all  have  a stake  in  good  medicine.  Representatives  of  these  groups, 
when  properly  approached  by  workers  in  the  National  Fund  for  Medi- 
cal Education  who  can  cite  the  leadership  of  physicians  in  this  effort, 
would  provide  the  needed  amount  of  money.  Funds  contributed  to  the 
AMEF  are  distributed  to  medical  school  "Deans’  Discretionary  Funds” 
to  be  used  where  they  can  do  the  most  good. 

We  are  faced  with  two  grave  dangers — possible  deterioration  of 
the  quality  of  our  medical  schools  and  possible  complete  socialization 
if  Federal  aid  is  accepted. 

Let’s  join  together  in  firm,  unfaltering  support  of  the  American 
Medical  Education  Fund.  It  is  hoped  that  all  Texas  physicians  will 
participate  in  the  Fund’s  drive  during  October.  Contributions  may  be 
given  to  the  AMEF  chairman  of  the  local  county  medical  society,  or 
may  be  sent  to  Mr.  C.  Lincoln  Williston,  Executive  Secretary,  Texas 
Medical  Association,  1801  North  Lamar,  Austin. 
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Unusual  Urologic  Problems 

In  Infants  and  Children 


Nine  of  the  most  unusual  cases  of  the  approximately  6,000  radio- 
graphic  examinations  performed  in  infants  and  children  at  the  Texas 
Children’s  Hospital  in  Houston  during  the  last  5 years  are  presented. 
They  demonstrate  the  bizarre  nature  of  symptoms  produced  by  diseases 
of  the  urinary  tract  in  the  pediatric  age  group. 


EDWARD  B.  SINGLETON,  M.D. 
HOUSTON,  TEXAS 


AFFLICTIONS  of  the  urinary  tract  are  being 
recognized  with  greater  frequency  in  the  pedi- 
atric patient,  particularly  in  the  infant  age  group. 
This  is  largely  the  result  of  an  increasing  awareness 
by  the  pediatrician  of  the  many  variations  in  symp- 
toms both  objective  and  subjective  which  urinary 
tract  abnormalities  may  produce. 

These  symptoms  may  mimic  a host  of  lesions  of 
the  alimentary  tract  or  the  central  nervous  system 
or  at  times  consist  simply  of  failure  of  the  infant 
to  thrive.  Symptoms  directly  connected  with  the 
urinary  tract  may  be  absent  and  it  is  only  by  radio- 
graphic  investigation  that  the  causative  urologic  prob- 
lem can  be  identified.  This  is  especially  true  in  the 
young  infant,  often  the  neonate,  with  an  obstructive 
lesion.  Consequently,  physicians  who  have  the  op- 
portunity to  see  a large  number  of  these  patients 


frequently  wonder  if  it  would  not  be  desirable  to 
perform  intravenous  pyelography  routinely  on  all 
young  infants  as  part  of  the  general  physical  exam- 
ination. 

Because  of  the  close  affiliation  in  Houston  of  the 
Children’s  Hospital  with  St.  Luke’s  Hospital,  which 
is  the  urologic  hospital  in  the  Texas  Medical  Center, 
an  unusually  large  number  of  abnormalities  of  the 
genitourinary  tract  have  been  seen  in  the  pediatric 
age  group.  Investigation  has  resulted  in  nearly  6,000 
radiographic  procedures  being  performed  on  pedi- 
atric patients  during  the  past  5 years.  Of  this  number, 
there  have  been  approximately  3,100  intravenous 
pyelograms  and  on  no  occasion  has  there  been  fail- 
ure of  the  injection  being  made  intravenously.  This 
success  is  believed  to  be  the  result  of  routinely  utiliz- 
ing an  ordinary  scalp  vein  infusion  set  for  the  intra- 
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UROLOGICAL  PROBLEMS  — Singleton  — continued 


Fig.  1.  Case  1.  Renal  lymphoma.  Excretory  pyelograms 
show  enlargement  of  both  kidneys  with  distortion  of 
collecting  structures. 


venous  puncture.  This  avoids  the  difficulty  of  at- 
tempting to  maintain  by  manual  means  a needle 
within  the  vein  of  a struggling  infant.  This  pro- 
cedure has  been  described  elsewhere.13  Each  exam- 
ination is  aided  by  giving  a carbonated  beverage 
prior  to  filming.  There  have  been  no  serious  re- 
actions. 

In  the  preparation  of  this  paper,  the  difficulty  has 
been  in  choosing  a few  of  the  most  unusual  cases. 
The  selection  was  made  from  a large  number  of  con- 
ditions comprising  essentially  all  of  the  genitourinary 
abnormalities  listed  in  the  diagnostic  code  of  the 
American  Medical  Association.16  The  most  common 
serious  lesion  affecting  the  infant  was  some  form 
of  urinary  tract  obstruction  produced  either  by  ex- 
ternal compression  or  by  an  intrinsic  congenital  de- 
fect. In  the  older  child  with  a urologic  disorder, 
urinary  tract  infection  was  commonly  present,  but 
even  in  these  cases  there  was  a high  percentage  of 
underlying  congenital  obstructions. 

Case  Reports 

Case  1. — G.T.M.,  a 7 year  old  white  boy,  had  swelling 
of  the  lymphatic  glands  in  the  right  side  of  his  neck  when 
seen  in  December,  1958.  Complete  blood  count  was  normal 
and  the  adenopathy  was  considered  of  inflammatory  origin. 
During  the  ensuing  months,  he  began  to  fatigue  easily  and 
to  lose  weight.  Additional  medical  consultation  in  May, 
1959,  disclosed  matted  nodes  in  the  right  side  of  the  neck, 


as  well  as  bilateral  upper  abdominal  masses.  Biopsy  of  the 
cervical  adenopathy  was  reported  as  "benign  lymphoma  of 
the  reticulum  cell  type.” 

The  child  was  referred  to  the  Texas  Children’s  Hospital 
early  in  the  summer  of  1959  for  further  evaluation.  Urin- 
alysis, complete  blood  count,  and  bone  marrow  studies  were 
normal.  Excretory  pyelograms  showed  enlargement  of  each 
kidney  (fig.  1).  Concentration  of  the  contrast  material  was 
slightly  decreased,  the  collecting  structures  were  elongated, 
and  mild  calectasia  was  present.  Needle  biopsy  of  the  kidney 
was  interpreted  as  lymphoma  of  the  lymphoblastic  type, 
but  Hodgkin’s  disease  could  not  be  excluded.  The  patient 
was  treated  with  chlorambucil  with  prompt  regression  of 
symptoms.  Excretory  pyelograms  made  2 months  later 
showed  regression  in  the  size  of  the  kidneys  and  excretory 
urograms  were  essentially  normal.  The  patient  has  continued 
to  receive  maintenance  doses  of  chlorambucil  and  has  re- 
mained well. 

Discussion. — Although  diffuse  leukemic  infiltra- 
tion of  the  kidneys  is  a common  complication  of 
leukemia,  occurring  in  approximately  63  per  cent  of 
individuals  with  this  illness,6  isolated  lymphoblas- 
toma of  the  kidneys  is  rare.  In  1946,  Foged5  reported 
a case  of  bilateral  leukemic  infiltration  of  the  kidneys 
in  a 2 year  old  child  with  normal  blood  picture  and 
without  splenomegaly  or  lymphadenopathy.  This  child 
later  had  typical  lymphatic  leukemia.  Gowdey  and 
Neuhauser6  stressed  the  fact  that  enlargement  of  the 
kidneys  may  be  a presenting  sign  in  patients  with 
unsuspected  leukemia.  Although  the  patient  reported 
may  eventually  have  clinical  and  hematologic  features 
of  leukemia,  1 year  after  detection  of  the  renal  le- 
sion there  was  no  evidence  of  this.  The  favorable 
response  to  treatment  is  gratifying,  but  is  not  unusual 
in  any  type  of  renal  lymphoma. 

The  radiographic  features  of  renal  lymphoma  of 
the  infiltrative  or  diffuse  type  are  characteristic. 
Figure  2 is  an  example  of  leukemic  involvement  of 
the  kidneys  in  a 2 year  old  child  who  had  advanced 
clinical  and  hematologic  evidence  of  this  condition. 
In  such  conditions,  there  is  generalized  enlargement 
of  the  renal  shadows  with  usually  normal  and  prompt 
concentration  of  intravenously  injected  contrast  ma- 
terial. The  calyces  and  infundibula  are  elongated, 
but  without  evidence  of  obstruction  or  of  filling 
defect.  In  the  pediatric  patient,  the  condition  may 
be  confused  with  bilateral  Wilm’s  tumors.  In  this 
condition,  however,  there  is  absence  of  generalized 
renal  enlargement,  and  the  collecting  system  is  dis- 
torted and  displaced  by  the  adjacent  mass  rather 
than  showing  the  elongation  characteristic  of  lym- 
phomatous  involvement.  The  condition  may  more 
easily  be  confused  with  polycystic  kidneys,  but  in 
this  condition  there  is  usually  diminished  renal  func- 
tion and  multiple  rounded  filling  defects  distort  the 
pelvis  and  calyceal  pattern. 

Case  2. — R.O.,  a 31/2  year  old  white  boy,  was  seen  at 
the  Texas  Children’s  Hospital  for  evaluation  of  hematuria 
of  2 weeks’  duration.  In  addition,  there  was  history  of  ab- 
dominal pain,  fever,  and  frequency  of  urination  which  had 
been  considered  the  result  of  urinary  tract  infection  atid 
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accordingly  antibiotics  had  been  given  with  improvement. 
Hematuria,  however,  had  persisted.  Physical  examination 
disclosed  no  abnormal  abdominal  masses  and  was  in  all 
respects  normal.  Laboratory  studies  showed  normal  blood 
chemistry  data.  Urinalysis  revealed  numerous  white  cells 
and  8 to  15  red  cells  per  high  power  field,  and  urine  cul- 
ture Micrococcus  pyogenes  and  Alcalgenes  faecalis.  Excre- 
tory urography  showed  a normal  left  urinary  tract,  but  a 
non-functioning  right  kidney.  Retrograde  pyelograms  showed 
hydronephrosis  of  the  right  collecting  system  with  obstruc- 
tion at  the  ureteropelvic  junction  and,  in  addition,  a large 
olive  shaped  mass  within  the  midportion  of  the  ureter 

(fig-  3). 

At  surgical  exploration  a hydronephrotic  right  kidney 
which  was  found  was  caused  by  stricture  of  the  uretero- 
pelvic junction,  and  there  was  also  an  intraluminal  mass  of 
the  midureter.  Right  nephrectomy  and  ureterectomy  were 
performed.  Microscopic  examination  of  the  tumor  showed 
the  histologic  features  of  renal  cell  carcinoma  ( hyper- 
nephroma ).  There  was  evidence  of  extension  through  the 
muscular  layer,  but  no  evidence  of  vascular  invasion.  In 
addition  there  was  no  evidence  of  neoplasm  involving  the 
kidney.  The  patient  was  well  more  than  3 years  after  sur- 
gery. 

Discussion. — Hypernephroma  derived  its  name 
from  the  erroneous  impression  that  the  neoplasm 
had  its  origin  in  rests  of  adrenal  cortex  which  had 
been  included  in  the  kidney.  A more  accurate  term 
is  renal  cell  carcinoma  in  that  it  now  is  believed 
that  these  neoplasms  arise  from  the  renal  tubular 
epithelium.  Consequently,  one  cannot  help  but  be 
puzzled  over  the  presence  of  renal  cell  carcinoma 


Fig.  2.  Diffuse  leukemic  infiltration  of  the  kidney  in  a 
2 year  old  child. 


arising  from  the  ureter,  but  histologically  the  neo- 
plasm showed  typical  features  of  this  type  of  neo- 
plasm. One  must,  therefore,  postulate  that  its  origin 
was  from  a mesonephric  rest  of  the  ureter.  To  the 
best  of  my  knowledge  this  is  the  only  reported 
example  of  a ureteral  hypernephroma.  Renal  cell 
carcinoma  involving  the  kidney  is  extremely  rare; 
according  to  Stahl15  only  11  cases  have  been  reported 
in  the  pediatric  age  group.  I have  seen  one  renal  cell 
carcinoma  of  the  kidney  in  a 5 year  old  child  at 
Texas  Children’s  Hospital  who  was  treated  success- 
fully by  nephrectomy. 

CASE  3. — D.A.F.,  a 12  year  old  white  boy,  had  com- 
plained of  epigastric  pain  intermittently  for  several  years. 
Six  weeks  prior  to  hospitalization  the  patient  fell  from  a 
tree  and  sustained  an  injury  to  his  left  flank.  Since  that 
time,  he  had  had  tenderness  in  the  left  flank  and  in  the 
left  costovertebral  angle.  Physical  examination  showed  a 
well  developed  boy  whose  only  complaint  was  tenderness 
over  the  left  costophrenic  angle  and  in  the  left  upper 
quadrant.  Palpation  of  the  abdomen  showed  no  evidence  of 
abdominal  masses  or  other  abnormalities.  Blood  count  and 
urinalysis  were  normal.  Excretory  pyelograms  showed  no 
abnormality  of  the  right  upper  urinary  tract  (fig.  4). 

Mild  hydronephrosis  of  the  left  kidney  was  present,  as 
the  result  of  obstruction  near  the  ureteropelvic  junction. 
Retrograde  studies  showed  the  tip  of  the  left  ureteral  cath- 
eter to  be  coiled  at  the  point  of  the  obstruction  noted  on 
excretory  studies.  In  addition,  there  was  a filling  defect 
in  the  proximal  portion  of  the  left  ureter,  with  finger-like 
projections  of  the  radiolucent  mass  into  the  opaque  column 
of  contrast  material.  Laparotomy  confirmed  the  presence  of 
a ureteral  neoplasm.  The  upper  third  of  the  ureter  con- 
taining the  neoplasm  was  resected  and  end  to  end  anasto- 
mosis performed.  The  patient  recovered  from  the  surgical 
procedure  uneventfully  and  has  remained  well  to  date. 
Pathologic  diagnosis  was  ureteral  fibroma. 


Fig.  3.  Case  2.  Hypernephroma  of  ureter.  Retrograde 
studies  showing  obstruction  at  ureteropelvic  junction  due 
to  congenital  stricture,  as  well  as  filling  defect  in  mid- 
portion of  right  ureter  representing  hypernephroma. 
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Discussion. — Ureteral  neoplasms  are  extremely  un- 
common in  children  and  when  discovered  are  nearly 
always  benign.2  Fite4  reported  a ureteral  polyp  arising 
from  a ureteral  valve  near  the  ureteropelvic  junction 
somewhat  similar  to  the  present  case.  Leader9  em- 
phasizes the  significance  of  the  "circle  sign’’  in  ure- 
teral neoplasms.  The  coiling  of  the  tip  of  the  catheter 
upon  itself  produced  by  the  ureteral  obstruction  is 
presumptive  evidence  that  the  obstruction  is  caused 
by  neoplasm  rather  than  by  other  forms  of  obstruc- 
tion. It  is  difficult  to  determine  whether  the  patient’s 
long  history  of  epigastric  pain  was  related  to  the 
ureteral  lesion.  Occasionally,  abdominal  symptoms 
occur  in  lesions  of  the  ureter  as  well  as  of  the  kidney 
because  of  the  sensitive  nature  of  the  retroperitoneal 
nerve  reflexes.1  Consequently,  radiologic  investiga- 
tion of  the  urologic  system  is  indicated  in  any  pa- 
tient with  prolonged  and  unexplained  abdominal 
pain. 


Case  4. — M.G.H.,  an  18  month  old  white  male,  had  a 
history  of  periodic  episodes  of  diarrhea,  irritability,  and 
fever  intermittently  since  birth.  During  a recent  occurrence 
of  this  illness,  pyuria  was  discovered  and  excretory  pyelo- 
grams  showed  the  presence  of  hydronephrosis  bilaterally. 
The  infant  was  referred  to  Texas  Children’s  Hospital.  Fur- 
ther historical  evaluation  disclosed  that  the  patient  had  had 
frequent  urination  accompanied  by  straining. 

At  physical  examination  there  was  a palpable  mass  in 
the  right  flank  and  a palpable  distended  urinary  bladder. 
Retrograde  studies  of  the  left  upper  urinary  tract  (fig.  5) 
showed  mild  dilatation  of  the  left  ureter  without  gross 
anatomic  changes  in  the  minor  calyces  of  the  kidney.  The 
left  ureter  was  tortuous  and  its  lower  portion  was  displaced 
laterally  by  the  distended  bladder.  Retrograde  pyelograms 
of  the  right  side  showed  the  right  ureter  to  be  dilated  tre- 
mendously and  tortuous  with  comparable  dilatation  of  the 
right  renal  pelvis  and  calyces.  A drainage  film  showed  bi- 
lateral delay  in  emptying,  more  severe  on  the  right.  A 
cystogram  showed  vesicoureteral  reflux  on  the  right  as  well 
as  a smooth  round  filling  defect  in  the  central  portion  of 
the  bladder.  At  surgical  exploration  of  the  pelvis  a large 
retrovesical  cyst  extended  superiorly  from  its  attachment 
at  the  proximal  portion  of  the  bladder  and  distorted  the 
trigone  and  ureteral  orifices.  The  cyst  was  excised  and  a 
cystotomy  tube  inserted  into  the  bladder.  Pathologic  diag- 


Fig.  4.  Cose  3.  Ureterofibroma.  a.  Excretory  pyelograms  b.  Retrograde  studies  showing  obstruction  to  passage 

showing  obstruction  near  left  ureteropelvic  junction.  of  catheter,  with  coiling  of  this  structure  (circle  sign)  at 

point  of  obstruction. 
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nosis  was  mullerian  duct  cyst.  After  6 months  of  continuous 
bladder  drainage,  excretory  pyelograms  showed  persistent 
absence  of  function  of  the  right  kidney,  but  an  essentially 
normal  left  upper  urinary  tract.  Right  nephroureterectomy 
was  performed;  the  patient  recovered  uneventfully  and  has 
remained  well. 

Discussion. — The  mullerian  ducts  arise  during  the 
undifferentiated  stages  of  embryonic  development 
and  ultimately  form  the  fallopian  tubes,  uterus,  and 
upper  vagina  in  the  female.  In  the  male  the  ducts 
regress  except  for  the  cranial  ends  which  persist  as 
the  appendices  testes  and  the  fused  caudal  ends  which 
form  the  prostatic  utricle.  Failure  of  normal  regres- 


Fig.  5.  Case  4.  Mullerian  duct  cyst.  Retrograde  studies 
show  bilateral  hydroureter  and  hydronephrosis  on  the 
right.  Large  filling  defect  identified  in  partially  filled 
bladder. 


sion  in  the  male  may  result  in  a cystic  structure 
posterior  to  the  prostatic  urethra  and  neck  of  the 
bladder  and,  depending  upon  its  size,  may  produce 
obstructive  symptoms  of  both  urinary  tract  and  rec- 
tum. 

In  addition,  calculi  have  been  reported  within  these 
cysts  in  children.14  The  condition  is  usually  first  dis- 
covered in  adulthood.10  The  size  of  the  cyst  in  this 
case  had  produced  not  only  compression  on  the  pro- 
static urethra  and  bladder  neck,  but  also  had  distorted 
the  trigone  and  interfered  with  ureteral  drainage. 
Radiographs  of  the  colon  were  not  performed  before 
surgery.  Because  the  episodes  of  diarrhea  ceased  after 
removal  of  the  mullerian  duct  cyst,  it  is  highly  prob- 
able that  partial  obstruction  of  the  rectum  had  caused 
recurrent  episodes  of  constipation  and  diarrhea. 

Case  5.-— D.  D.,  a 3 month  old  Negro  male,  was  noted 
at  birth  to  have  absence  of  the  musculature  of  the  anterior 
abdominal  wall.  A few  weeks  after  birth  a mass  was  pal- 
pated in  the  left  flank.  Laboratory  studies  showed  blood 
urea  nitrogen  of  33  mg.  per  cent,  normal  complete  blood 
count,  and  pyuria. 

Abdominal  radiographs  showed  bulging  of  each  flank  as 
the  result  of  the  deficient  abdominal  musculature.  Gas  filled 
bowel  was  identified  in  the  right  half  of  the  abdomen, 
but  the  left  side  was  occupied  by  a large  mass  of  homo- 
geneous density  (fig.  6).  Excretory  pyelograms  showed 
absence  of  concentration  of  both  upper  urinary  tracts.  Cysto- 
gram  showed  distention  of  the  urinary  bladder,  which  was 
anteverted  with  the  bladder  neck  lying  superior  to  the 
body  of  the  urinary  bladder,  as  a result  of  inadequate  sup- 
port of  the  anterior  abdominal  wall.  There  was  bilateral 
vesicoureteral  reflux  with  associated  hydroureter  and  hydro- 
nephrosis of  each  upper  urinary  tract,  more  severe  on  the 
left.  The  left  renal  collecting  system  was  extensively  di- 
lated, and  was  responsible  for  the  mass  identified  on  the 
initial  scout  film.  Cystoscopy  showed  no  evidence  of  bladder 
neck  obstruction.  The  infant  died  from  severe  bronchopneu- 
monia before  corrective  procedures  could  be  carried  out. 

Discussion. — Agenesis  of  the  abdominal  wall  mus- 
culature is  rare  and  is  usually  associated  with  ab- 
normalities of  the  urinary  tract,  the  most  common  of 
these  being  hydroureter  and  hydronephrosis.  The 
cause  of  this  relationship  is  unknown,  but  apparently 
is  the  result  of  the  absence  of  the  normal  detrusor 
effect  of  the  abdominal  muscles  in  micturition.  This 
in  turn  causes  dilatation  of  the  bladder,  hydro- 
ureter, and  hydronephrosis.  With  weakness  of  the 
abdominal  wall  the  normal  pressure  relationship  be- 
tween the  urinary  tracts  and  the  surrounding  intra- 
abdominal area  is  disrupted,  with  dilatation  of  the 
urinary  pathways  as  a compensatory  phenomenon. 
Many  infants  affected  with  this  condition  die  of 
severe  urinary  tract  infection  or  uremia.12  Treatment 
consists  of  maintenance  of  adequate  urinary  drain- 
age, prevention  of  urinary  tract  infection,  and  ab- 
dominal support  obtained  by  plastic  procedures  of 
the  abdominal  wall  and  by  use  of  external  support.8 
This  case  showed  the  unique  feature  of  an  inverted 
urinary  bladder  with  the  fundus  actually  lying  below 
the  level  of  the  bladder  neck. 
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Case  6. — R.R.A.,  a 9 month  old  white  male,  was  re- 
ferred to  the  Texas  Children’s  Hospital  for  evaluation  of 
chronic  constipation  since  birth.  At  5 months  of  age,  the 
abdomen  was  noted  to  be  unusually  protuberant  and  this 
had  become  progressively  more  noticeable.  Three  to  four 
months  before  hospital  admission  the  patient  was  noted  to 
have  obvious  straining  and  difficulty  in  beginning  urina- 
tion and  this  also  at  times  was  accompanied  by  obvious 
discomfort.  The  patient’s  motor  and  mental  development 
also  were  retarded,  comparable  to  that  of  a 4 to  5 month 
old  infant. 


Dr.  Edward  B.  Singleton,  of  the 
Department  of  Radiology  at  the 
Texas  Children's  and  St.  Luke's 
Episcopal  Hospitals  in  Houston, 
presented  this  paper  before  the 
Section  on  Pediatrics  on  April  12, 
1960,  at  the  Texas  Medical  Asso- 
ciation's Annual  Session  in  Fort 
Worth. 


At  physical  examination  the  abdominal  musculature  was 
abnormally  lax  with  a large  mass  palpable  in  each  flank, 
as  well  as  in  the  lower  abdomen.  The  facial  expression  was 
dull,  the  ears  were  small,  and  there  were  prominent  epi- 
canthral  folds  bilaterally.  The  palate  was  high  and  arched 
and  occular  hypertelorism  was  present.  The  scrotum  did 
not  contain  testes,  and  rectal  examination  showed  no  evi- 
dence of  the  prostate  or  seminal  vesicles.  Blood  urea  nitro- 
gen was  35  mg.  per  cent.  Complete  blood  count  and 
urinalysis  were  normal.  Because  of  the  presumptive  diag- 
nosis of  Hirschsprung’s  disease,  a colon  examination  was 
performed  but  no  abnormality  was  found.  Excretory  pyelo- 
grams  showed  extremely  poor  function  bilaterally  with  faint 
collection  of  contrast  material  in  the  periphery  of  what 
was  thought  to  be  either  multiple  renal  cysts  or  hydro- 
nephrotic  calyces. 

Cystograms  were  performed  and  the  urinary  bladder  was 
found  to  be  extremely  dilated  with  multiple  cellules  and 


Fig.  6.  Case  5.  Agenesis  of  the  abdominal  musculature, 
a.  Cystogram  shows  bilateral  vesicoureteral  reflux  with 
hydroureters  and  hydronephrosis.  Mass  in  left  flank  is 


small  diverticula  (fig.  7).  The  bladder  had  the  shape  of  a 
tenpin  and  extended  above  the  level  of  the  umbilicus.  There 
was  bilateral  vesicoureteral  reflux  with  extensive  hydroureter 
and  bilateral  hydronephrosis.  Urethrogram  showed  the  pos- 
terior urethra  to  be  narrowed.  The  patient  was  treated  by 
cystostomy  drainage,  and  the  blood  urea  nitrogen  decreased 
to  essentially  normal  levels.  Excretory  pyelograms  3 months 
later  showed  increased  function,  but  persistent  hydrone- 
phrosis and  hydroureters.  Cystostomy  drainage  is  being  con- 
tinued with  the  hope  of  eventually  providing  an  ileal 
loop  form  of  urinary  diversion. 

Discussion. — The  extensive  abnormality  of  the 
bladder  and  upper  urinary  tracts  in  this  patient  is 
the  result  of  congenital  urethral  stricture.  After 
cystostomy  drainage,  the  muscular  tone  of  the  ab- 
domen has  improved,  indicating  that  most  or  all  of 
the  apparent  muscular  abnormality  was  actually  di- 
astasis secondary  to  stretching  of  the  abdominal  wall 
by  the  dilated  urinary  tract.  The  apparent  absence  of 
prostate,  seminal  vesicles,  and  palpable  testes  raised 
the  question  of  the  true  sex  of  the  infant.  Neverthe- 
less, microscopic  examination  of  the  oral  mucous 
membrane  showed  a chromatin  pattern  characteristic 
of  the  male,  that  is,  there  was  no  evidence  of  periph- 
eral chromatin  masses  of  the  cell  nuclei. 

Case  7. — B.L.F.  was  a 3 month  old  white  male  who 
at  3 weeks  of  age  was  noted  by  the  mother  to  have  an 
unusually  large  abdomen.  The  patient  was  seen  by  his  local 
physician  who  did  not  consider  the  abdominal  prominence 
abnormal.  During  the  next  few  weeks,  the  mother  became 
more  concerned  about  the  size  of  the  patient's  abdomen, 
and  also  about  his  lack  of  growth  and  development  as 
compared  to  his  twin.  Re-examination  of  the  abdomen  at 
that  time  showed  evidence  of  enlargement  as  the  result 
of  a large  firm  mass  which  occupied  the  entire  left  side 
and  the  lower  portion  of  the  abdomen.  The  lower  abdom- 
inal mass  was  thought  to  represent  distended  urinary  blad- 
der, and  this  was  confirmed  after  catheterization  with 
drainage  of  110  cc.  of  clear  urine.  This  resulted  in  the 
disappearance  of  the  lower  abdominal  mass,  but  the  left 
flank  mass  persisted. 


result  of  large  hydronephrosis. 

b.  Cystogram  shows  bladder  to  be  inverted  with  blad- 
der neck  lying  superior  to  the  fundus. 
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The  blood  urea  nitrogen  was  96  mg.  per  cent  and  this 
excluded  use  of  excretory  pyelograms  to  determine  the 
status  of  the  kidneys.  Because  the  patient  obviously  had 
obstruction  of  the  bladder  neck,  as  determined  by  the  size 
of  the  bladder  and  the  residual  urine,  the  mass  in  the  left 
flank  was  thought  to  be  a hydronephrotic  kidney.  The 
small  size  of  the  bladder  neck  precluded  cystoscopy  and 
retrograde  pyelograms.  Consequently,  an  F14  Deseret  needle 
was  inserted  into  the  mass  and  approximately  400  cc.  of 
dark  amber  urine  gushed  from  the  cannula.  This  was  re- 
placed by  30  cc.  of  30  per  cent  Urokon,  and  multiple 
radiographs  were  obtained  ( fig.  8 ) . These  studies  showed 
opacification  of  a large  cystic  structure  occupying  the 
entire  left  flank.  It  extended  from  nearly  the  level  of  the 
left  hemidiaphragm  caudally  to  the  pelvis.  There  was  no 
evidence  of  contrast  material  in  the  ureter  or  bladder.  After 
several  days  of  continuous  drainage  from  the  left  renal 
mass,  the  blood  urea  nitrogen  dropped  to  33  mg.  per  cent. 
During  this  interval,  there  was  essentially  no  drainage  from 
the  Foley  catheter  in  the  bladder.  Excretory  pyelograms 
showed  poor  concentration  bilaterally  with  extensive  hydro- 
nephrosis on  the  left,  as  well  as  associated  hydroureter.  No 
definite  excretion  was  identified  on  the  right  and  agenesis 
of  the  right  kidney  was  suspected.  Injection  of  contrast 
material  into  the  left  flank  catheter  showed  opacification 
of  the  left  renal  cyst  independent  of  the  remainder  of  the 
collecting  system.  With  persistent  drainage  the  patient 
showed  temporary  improvement,  but  he  died  of  uremia  2 
months  later. 

Discussion. — The  bladder  neck  obstruction  and 
the  resulting  hydroureter  and  hydronephrosis  in  the 
present  case  is  not  an  uncommon  abnormality.  How- 
ever, when  associated  with  what  is  apparently  agene- 
sis of  one  of  the  kidneys,  the  condition  becomes 
more  unusual.  Also,  the  associated  solitary  renal  cyst 
was  unique.  Although  solitary  renal  cysts  are  com- 
monplace in  the  adult,  they  are  extremely  rare  in 
infants.7  The  cause  of  simple  cyst  of  kidney  is 
obscure,  but  in  this  case  it  apparently  was  of  con- 
genital origin.  There  was  no  evidence  of  communi- 


cation between  the  cyst  and  the  remaining  collecting 
structures,  but  the  cyst  received  most  of  the  urinary 
output  as  evidenced  by  nearly  complete  absence  of 
urinary  drainage  from  the  bladder  after  drainage  of 
the  cyst. 

Case  8. — R.G.,  a 2p2  year  old  white  male,  had  a history 
of  severe  episodes  of  pyuria  during  the  previous  6 weeks. 
Physical  examination  showed  no  abnormalities,  but  the 
urine  was  loaded  with  pus  cells.  Excretory  pyelograms 
showed  a normal  left  upper  urinary  tract,  but  there  was 
moderate  hydronephrosis  of  the  right  kidney  with  the  proxi- 
mal portion  of  the  right  ureter  sharply  angulated  medially. 
This  was  interpreted  as  an  example  of  ureteral  obstruction, 
probably  secondary  to  retrocaval  ureter.  This  finding  was 
confirmed  at  operation,  at  which  time  a transection  of  the 
renal  pelvis  was  performed  followed  by  freeing  of  the 
retrocaval  portion  of  the  ureter  and  reanastomosis  of  the 
renal  pelvis.  Postoperatively  the  patient  did  well  without 
evidence  of  recurrent  urinary  tract  infection.  Excretory 
pyelograms  showed  a normal  right  upper  urinary  tract. 

Discussion.— Retrocaval  ureter  should  be  consid- 
ered in  all  cases  of  obstruction  involving  the  proxi- 
mal third  of  the  right  ureter,  especially  if  medial 
deviation  of  the  ureter  at  the  point  of  obstruction 
can  be  identified.  The  anomaly  occurs  as  the  result 
of  the  failure  of  atrophy  of  the  primitive  abdominal 
venous  system.  This  system  consists  of  three  sets  of 
bilateral  venous  channels:11  the  postcardinal  which  is 
lateral  and  ventral  in  position,  the  supracardinal 
which  is  dorsal  in  position,  and  the  subcardinal  veins 
which  are  located  medially.  The  periureteric  ring  is 
formed  by  the  anastomosis  of  these  three  vessels. 
Normally  the  ventral  portion  of  the  ring  atrophies, 
the  persistent  dorsal  portion  becoming  the  adult 
vena  cava  and  the  normal  ureter  lying  anterior  and 
lateral  to  the  vena  cava.  The  three  corresponding 


Fig.  7.  Case  6.  Urethral  stricture  with  hydronephrosis.  bilateral  vesicoureteral  reflux  and  hydronephrosis, 

a.  Cystogram  shows  extensive  dilatation  of  bladder  with  b.  Urethrogram  shows  stricture  of  prostatic  region. 
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Fig.  9.  Case  9.  Abdominai  scout  film  shows  stag-horn 
calculus  occupying  left  collecting  system. 

D intoxication,  and  renal  tubular  acidosis.  Most  of 
the  vesical  calculi  were  secondary  to  neurogenic  blad- 
ders and  most  upper  urinary  tract  calculi  were  sec- 
ondary to  long  standing  chronic  infection  and  ob- 
struction. Two  of  the  patients  with  upper  urinary 
tract  calculi  had  stag-horn  concretions.  In  this  study, 
there  was  only  one  Negro  child,  the  remaining  being 
Caucasian.  Interestingly  enough,  there  were  no  Latin 
American  children  even  though  this  race  constitutes 
a large  segment  of  the  local  population.  Although 
urinary  tract  calculi  are  unusual  in  the  pediatric  pa- 
tient, they  should  be  considered  in  any  child  having 
abdominal  pain  or  recurrent  urinary  tract  infection. 


REFERENCES 

1.  Baker,  W.  J.,  and  Graf,  E.  C.:  Ureteral  Tumors  as  Cause  of 
the  Bizarre  Abdominal  Symptoms  Illustrated  with  Series  of  Case 
Studies,  Am.  Pract.  & Digest  Treat.  6:25-31  (Jan.)  1955. 

2.  Campbell,  M. : Clinical  Pediatric  Urology,  Philadelphia,  W.  B. 
Saunders  Co.,  1951. 

3.  Daeschner,  C.  W.;  Singleton,  E.  B.;  and  Curtis,  J.:  Urinary 
Tract  Calculi  and  Nephrocalcinosis  in  Infants  and  Children,  J. 
Pediat.,  to  be  published. 

4.  Fite,  E.  H.:  Urol.  Correspondence  Club  Letter  (Dec.  15) 
1948. 

5.  Foged,  J.:  Leukemic  Tumors  of  Kidney,  Bibliot  f.  Laeger 
119:1-20  (Jan.)  1927. 

TEXAS  State  Journal  of  Medicine,  SEPTEMBER,  I960 


UROLOGICAL  PROBLEMS  — Singleton  — continued 


Fig.  8.  Case  7.  Renal  cyst.  Injection  of  cyst  with  con- 
trast material  shows  it  to  be  independent  of  remaining 
collecting  structure  of  left  kidney. 

vessels  on  the  left  atrophy  after  the  left  renal  vascular 
pattern  has  been  completed.  Several  anomalies  may 
occur  as  the  result  of  the  failure  of  this  normal  pro- 
cess of  vascular  atrophy.  A retrocaval  ureter  results 
when  there  is  persistence  of  the  ventral  channel 
(postcardinal  vein)  and  associated  atrophy  of  the 
dorsal  ( supracardinal  vein). 

Case  9. — A.K.,  a 6 year  old  white  female,  had  a history 
of  recurrent  urinary  tract  infection.  These  episodes  had  been 
accompanied  by  dysuria  and  fever,  but  urine  cultures  had 
been  negative.  Physical  examination  showed  slight  tender- 
ness in  the  left  flank,  but  was  otherwise  not  remarkable. 
Urinalysis  showed  the  presence  of  pyuria,  but  urine  cul- 
tures were  negative.  In  an  abdominal  scout  film  a stag- 
horn calculus  occupied  the  left  renal  collecting  system  (fig. 
9).  Excretory  pyelograms  showed  poor  function  on  the  left, 
but  a normal  right  upper  urinary  tract.  The  stag-horn  cal- 
culus was  removed  leaving  the  kidney.  The  patient  has 
remained  well  since  except  for  recurrence  of  a small  cal- 
culus in  the  left  renal  pelvis  1 year  later.  Qualitative 
analysis  showed  that  the  stone  was  composed  of  oxalate 
and  phosphate  salts,  calcium,  and  magnesium.  Blood  chem- 
istry studies,  including  calcium  and  phosphorus,  were  within 
normal  limits. 

Discussion. — During  the  past  5 years  I have  seen 
24  patients  with  concretions  of  the  urinary  tract.3 
These  patients  ranged  in  age  from  4 months  to  four- 
teen years.  Fifteen  of  them  had  calculi  of  the  upper 
urinary  tract,  6 vesical  calculi,  and  3 nephrocalcinosis. 

The  etiology  underlying  the  cases  of  nephrocalci- 
nosis consisted  of  idiopathic  hypercalcemia,  vitamin 
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The  Swinging  Pendulum 


The  author  observes  that  certain  rhythms  recur  in  ideas  regarding 
mental  hygiene.  He  traces  the  progress  of  several  of  these — causation 
of  mental  illness,  ideas  on  child  care  and  education,  and  treatment  of 
mentally  ill — and  gives  their  present-day  status. 


PAUL  V.  LEMKAU,  M.D. 
BALTIMORE,  MARYLAND 


HE  RHYTHMS  of  human  existence  have  often 
been  noted.  Internally  there  are  many — those  of 
sleeping  and  waking,  of  eating,  of  working,  of  female 
sexual  physiology.  In  addition  to.  these  internal 
rhythms,  there  are  swings  of  ideas  about  practices  in 
various  aspects  of  mental  hygiene. 

Too  often  we  have  time  to  face  only  the  daily 
issues  that  must  be  solved.  I hope  in  these  remarks 
to  furnish  the  leisure  to  enjoy  a bit  of  history,  to 
fantasy  about  the  future,  to  try  to  tease  out  the 
patterns  that  make  up  the  general  laws  of  the  way 
the  pendulum  swings  as  regards  ideas  and  concepts  in 
some  aspects  of  mental  health  over  the  years. 

In  college  philosophy,  most  of  us  encountered  the 
notion  that  the  truth  lies  between  the  extremes. 
While  everyone  hopes  to  achieve  the  lofty  judgment 
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by  which  he  knows  the  two  extremes  and  then  can 
rationally  choose  a middle  course,  many  also  have  a 
yen  to  escape  the  narrow  limits  of  reasonableness. 

Physiologists  state  that  man  cannot  survive  with- 
out the  complex  controls  that  maintain  internal  chem- 
ical equilibrium.  In  body  mechanics  there  are  con- 
stant swings  of  the  pendulum  of  ionic  concentration, 
but  the  swings  must  be  quickly  damped  if  life  is 
to  continue.  This  notion  of  homeostasis  has  been 
applied  to  psychology  as  well.  Many  find  this  notion 
unsavory  here;  there  is  a faith  and  conviction  that 
the  human  spirit  ought  to  escape  this  sort  of  in- 
evitability in  the  world  of  ideas  and  feelings.  Kant 
decided  on  a mystical  escape.  Others,  more  modern, 
have  postulated  something  called  "spontaneity,”  the 
capacity  of  the  human  being  occasionally  to  do  some- 
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SWINGING  PENDULUM  — Lemkau  — continued 

thing  or  think  something  entirely  new  and  unrelated 
to  past  experience.  Human-kind  seems  to  rebel 
against  being  fenced  in  by  predictableness — we  al- 
ways seem  to  want  to  keep  an  escape  door  open  for 
doing  the  completely  unpredictable. 

The  notion  of  the  swing  of  the  pendulum  has  been 
used  in  relation  to  human  affairs.  Gibbon’s  "The 
Rise  and  Fall  of  the  Roman  Empire”  leaves  the  im- 
pression that  an  inherent  quality  of  civilization  pulls 
them  down  as  well  as  allows  them  to  be  built.  Toyn- 
bee has  said  much  the  same  thing  about  many  more 
civilizations.  This  idea  of  swings  of  opinion,  and 
status,  and  ideas  is  well  grounded.  I hope  to  follow 
the  hoary  pattern,  yet  to  make  it  interesting,  in  the 
mental  health  area. 


Causation  of  Psychiatric  Illness 

The  earliest  notion  was  that  psychiatric  illness  was 
somehow  related  to  supernatural  things.  Not  until 
Hippocrates’  time  were  the  mental  illnesses  regarded 
as  "natural  phenomena.”  Hippocrates,  speaking  of 
epilepsy,  said,  "It  thus  appears  to  me  in  no  way  more 
divine,  nor  more  sacred  than  other  diseases,  but  has 
a natural  cause  from  which  it  originates  like  other 
affections  . . . They  who  first  referred  this  disease 
to  the  gods  appear  to  me  to  have  been  just  such 
persons  as  the  conjurors,  purificators,  mountebanks 
and  charlatans  now  are,  who  claim  great  piety  and 
superior  knowledge.  Such  persons  thus  . . . use  divin- 
ity as  a pretext  and  a screen  for  their  inability  to 
afford  any  assistance.’’ 

It  has  taken  a long  time  for  the  pendulum  to 
swing  from  the  ancient  concept  of  supernatural 
causation  to  the  acceptance  of  all  mental  diseases  as 
natural  phenomena.  The  process  is  still  not  complete. 
Hippocrates,  I think,  gave  the  correct  reason — that 
there  is  still  too  much  "inability  to  afford  any  assist- 
ance.” When  there  are  many  remedies  for  diseases,  it 
is  likely  that  none  is  effective  to  a satisfactory  degree. 
In  my  time  intrathecal  horse  serum,  lithium  salts, 
metrazol,  acetyl  choline,  carbon  dioxide,  and  nitro- 
gen have  all  been  used  for  the  treatment  of  schizo- 
phrenic patients.  Electroshock  and  insulin  shock  ther- 
apy persist,  although  interest  has  shifted  to  tranquil- 
izing  drugs.  Granted  that  each  form  of  shock  treat- 
ment has  been  the  best  available  and  that  each  taught 
something  about  mental  diseases,  there  was  a disturb- 
ing, nonspecific  character  about  them.  In  spite  of 
wires  and  vials  and  syringes — and  the  poses  of  physi- 
cians— all  such  procedures  are  disturbingly  related  to 
the  older  shock  treatment,  the  ducking  stool. 

The  present  surge  of  research  on  psychiatric  dis- 
ease will,  I am  sure,  move  the  pendulum  rapidly  to- 
ward the  consolidation  of  Hippocrates’  naturalistic 


position.  Knowledge  of  physiology  of  mental  illnesses, 
involving  biophysics  and  biochemistry,  should  keep 
growing;  ceruloplasm,  cerebrocides,  serotonin,  radio- 
active tracer  substances,  and  fluorescent  antibodies 
are  examples  of  such  types  of  research. 

The  person  who  favors  the  naturalistic  approach 
might  however,  ask,  "How  do  abnormal  mental  re- 
actions start?  What  disorganizes  a nicely  operating 
system  of  behavior?’  Then  he  would  wallow  in  gen- 
etics, psychodynamics,  existentialism,  and  psycho- 
analysis. Perhaps  he  would  be  driven,  as  some  are 
today,  into  hypnotism  or,  as  some  were  a few  years 
ago,  into  dyanetics.  I do  not  mean  to  imply  equal 
scientific  value  to  all  of  these;  they  merely  represent 
the  kinds  of  thinking  possible  in  the  issue  of  why 
mental  diseases  start. 

Newton,  Bacon,  Pasteur,  Lister,  Koch,  and  a host 
of  other  post-Renaissance  scientists  were  not  greatly 
concerned  about  what  starts  the  reactions  of  human 
beings  on  a trail  of  internal  mismanagement  that 
causes  behavior  characteristic  of  mental  illness.  They 
were  more  mechanically-minded  and  did  not  worry 
too  much  about  first  causes.  If  the  pendulum  tends 
to  swing  into  the  excesses  of  spiritualism,  demonol- 
ogy, and  punishment  that  have  dominated  at  times 
in  the  past,  it  indicates,  perhaps,  that  there  is  not 
enough  knowledge  to  hold  attitudes  steady.  Just 
now  the  pendulum  is  far  over  on  the  mechanistic 
side,  and  we  are  working  hard  on  the  problem  of 
how  things  happen — the  relationship  of  physiology 
to  behavior.  It  is  a reaction  from  recent  periods  of 
excessively  theoretical  psychology.  But  the  question 
remains:  what  is  the  initial  cause  of  mental  illness? 

As  long  as  there  are  such  vast  areas  of  ignorance, 
we  can  expect  wild  swings  of  the  pendulum,  and 
many  false  prophets  and  quacks.  As  Cantril  pointed 
out  in  "The  Why  of  Man’s  Understanding,’’  the 
human  mind  has  a strong  tendency  to  find  explana- 
tions; if  facts  are  available  they  will  be  fitted  into 
the  scheme.  If  not,  a scheme  will  be  produced,  re- 
gardless. If  the  phenomenon  to  be  explained  is  im- 
portant enough  and  if  no  methods  for  solid,  unassail- 
able scientific  proof  are  available,  the  scheme  will 
probably  include  some  irrational,  probably  supernat- 
ural, elements. 

Ideas  on  Child  Care 

Children  are  remarkably  tough  little  animals.  They 
apparently  can  stand  a great  deal  of  inconsistency  in 
the  way  they  are  managed,  particularly  if  the  incon- 
sistencies are  not  present  because  of  incompatibilities 
between  the  parents.  It  is  because  there  is  sound 
folklore  knowledge  of  this  that  there  are  so  many 
jokes  about  excesses  and  wild  gyrations  in  patterns 
of  child  training  advised  in  the  past. 

Among  the  extraordinary  books  I found  in  an  old 
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library  recently  was  "The  Mothers’  Book,”  a collection 
of  articles  on  child  rearing  from  the  Ladies  Home 
Journal  published  about  1911.  It  contained  a chart 
divided  into  six  columns:  conduct  and  character 
building;  reading,  writing;  science;  art;  exercise  and 
games;  and  bed  hour. 

A glance  under  "exercise”  showed  that  an  8 year 
old  child  should  be  harnessing  a horse.  At  age  3, 
"button,  button”  and  "Barberry  bush”  were  consid- 
ered suitable  games.  The  impression  one  gets  is  that 
of  rigorous  patterns  into  which  children  were  sup- 

Dr.  Paul  V.  Lemkau,  of  Johns 
Hopkins  University  School  of  Hy- 
giene and  Public  Health,  Balti- 
more, was  the  principal  speaker 
at  a banquet  during  the  Third 
Texas  Conference  on  Physicians 
and  Schools,  in  Dallas  on  April  4, 
1960.  His  speech  has  been  short- 
ened for  publication. 

posed  to  fit.  As  a matter  of  fact,  under  "conduct  and 
character  building”  the  goals  in  the  first  year  were 
submission,  obedience,  and  self-control. 

In  1732,  Susannah  Wesley  said,  among  many  other 
things  that  indicated  she  loved  and  valued  her  chil- 
dren highly:  "In  order  to  form  the  minds  of  children, 
the  first  thing  to  be  done  is  to  conquer  their  will, 
and  bring  them  to  an  obedient  temper.  To  inform 
the  understanding  is  a work  of  time,  and  must  with 
children  proceed  by  slow  degrees  as  they  are  able  to 
bear  it;  but  subjecting  the  will  is  a thing  which 
must  be  done  at  once,  and  the  sooner  the  better.” 

That  the  pendulum  has  swung  away  from  ideas  of 
this  sort  in  child  care  is  obvious.  The  steps  by  which 
attitudes  have  changed  are  fascinating  to  trace.  The 
present  place  of  the  pendulum  is  somewhere  between 
the  extremes  of  domination  of  the  child  as  a cardinal 
principle  and  that  of  allowing  full  expression  of  the 
child’s  impulses. 

The  idea  of  allowing  the  child  to  live  without 
interference  or  curbing  has  been  ascribed  to  many 
different  people,  and  is  usually  simplified  a great  deal 
more  than  the  alleged  originator  intended.  The 
origin  of  the  idea  of  allowing  the  child  a primitive 
sort  of  freedom  is  often  credited  to  Rousseau  on  the 
basis  of  his  belief  that  adaptation  should  be  to  nature 
rather  than  to  an  effete,  civilized  way  of  life.  If 
everyone  could  be  primitive,  all  would  be  well.  Actu- 
ally, Rousseau  meant  something  else.  In  fact,  he 
advised  cold  baths  for  children  to  toughen  them  for 
the  struggle  against  a relentless  nature. 

Freud’s  much  popularized  notion  that  civilization’s 
restraints  of  the  instinctual  gratifications  of  man 
caused  some  mental  illnesses  has  also  been  blamed  for 
the  cult  of  expressivism  and  nonrestraint.  Freud,  how- 


ever, grew  up  in  a patriarchal  society.  A plea  for 
more  freedom  for  children  based  on  Freud’s  theory 
must  consider  that  his  idea  of  freedom  may  have 
meant  more  than  he  or  his  childhood  friends  had — 
not  complete  nonrestraint. 

Nevertheless,  the  notion  grew  that  the  child  had 
an  innate  capacity  for  healthy  growth  if  his  inborn 
tendencies  were  not  thwarted,  leading  to  a cult  of 
permissiveness.  During  this  swing  of  the  pendulum 
some  harmful  things  disappeared.  Instead  of  being 
regarded  as  a little  adult,  the  child  was  recognized 
as  a being  in  his  own  right.  It  was  recognized  that  he 
had  a right  to  be  fed  when  he  was  hungry,  not  when 
an  adult  or  an  alarm  clock  said  he  should  be.  Cer- 
tainly self-demand  feeding  was  an  advance  over 
attempts  to  fit  infants  into  the  Procrustean  bed  of  a 
3 or  4 hour  schedule  of  feeding. 

Mothers  and  fathers  need  not  be  as  cruel  as  Wat- 
son would  have  had  them  be.  He  said,  for  example, 
"The  infant  from  8 months  onward  should  have  a 
special  toilet  seat  into  which  he  can  be  safely 
strapped.  The  child  should  be  left  alone  in  the  bath- 
room without  toys  and  with  the  door  closed.  Under 
no  circumstances  should  the  door  be  left  open  or  the 
mother  or  nurse  stay  with  the  child.”  He  added,  "This 
is  a rule  which  seems  to  be  almost  universally  brok- 
en.” 

The  period  of  permissiveness  at  its  height  was 
supposed  to  produce  the  sort  of  child  described  in 
the  New  Yorker : "I  have  a baby  almost  a year  old, 
and  he  is  what  you  might  call  stubborn.  We  have 
tried  breaking  him  of  getting  into  things  by  spank- 
ing and  slapping  his  hands.  But  he  goes  right  back. 
I have  tried  biting  him  but  I was  absolutely  wrong 
as  now  he  is  biting  us.  What  would  you  suggest?” 
The  laconic  suggestion  was,  "Kick  him  and  run  like 
hell.” 

A child  psychiatrist  is  the  person  who  is  not  al- 
lowed to  run  like  hell,  but  who  must  stay  and  try 
to  straighten  out  the  child. 

With  time,  the  pendulum  has  swung  from  permis- 
siveness to  what  Senn  has  described  as  "permissive- 
ness with  limits.”  He  and  many  others  have  pointed 
out  that  the  child  is  small  and  helpless.  A limitless 
sea  of  choices  for  activity  may  frighten  or  bore  him. 
In  a cartoon,  the  child  in  Progressive  School  asks, 
"Do  we  have  to  do  what  we  want  to  again  today?” 

At  present  the  pendulum  is  in  a healthy  spot  in 
its  arc:  although  the  parent  appreciates  the  remark- 
able dependability  of  the  child’s  physiologic  impulses, 
he  recognizes  that  his  offspring  is  an  uncivilized  little 
animal  with  no  experience  who  must  learn  to  meet 
the  world’s  requirements  with  the  help  of  a presum- 
ably civilized  adult,  his  parent.  As  a sociologist 
friend  of  mine  says,  each  generation  the  world  is 
threatened  by  a new  group  of  uncivilized  savages 
who  have  to  be  domesticated  by  the  time  they  become 
adults  if  the  world  is  to  carry  on. 
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SWINGING  PENDULUM  — Lemkau  — continued 

In  education  the  swing  of  the  pendulum  has  been 
great.  To  a considerable  degree  patterns  have  tended 
to  follow  those  outlined  in  the  previous  section  on 
child  care.  For  a time  after  the  Industrial  Revolution 
in  England,  infants’  schools  were  popular;  3 year  old 
children  were  chained  to  desks  and  expected  to  learn, 
an  atmosphere  I doubt  that  even  Admiral  Rickover 
would  condone.  As  a revulsion  against  the  rod  and 
ruler  kind  of  school  discipline  of  a few  generations 
ago,  children  have  been  given  movable  desks  with 
no  inkwells. 

The  essence  of  the  change  in  education,  it  seems 
to  me,  accents  the  child’s  right  to  use  what  he  has 
at  his  present  state  of  development.  He  is  valued  for 
what  he  is  as  well  as  for  what  he  may  become. 

The  state  of  the  world  almost  demands  that  chil- 
dren be  regarded  as  potential  engineers  and  missile 
builders,  physicists,  and  medical  researchers.  To  do 
such  jobs  they  must  learn  a great  deal  about  many 
things,  and  there  is  a tendency  to  be  grim  about  their 
educational  preparation.  Doubtlessly  children  must 
suffer  the  burdens  of  the  times  along  with  adults. 
Perhaps,  before  the  pendulum  is  given  too  big  a push 
toward  a program  of  learning  only  "useful”  things,  it 
should  be  remembered  that  man  in  the  twentieth 
century  does  not  live  by  bread — or  nuclear  fusion  or 
fission — alone.  When  Huxley  sought  to  let  his  me- 
chanical Brave  New  World  escape  from  its  horrifying 
pattern  of  life,  the  way  he  chose  was  for  a man  to  read 
Shakespeare  and  rediscover  the  beauty  and  dignity 
beyond  the  laboratory. 

Treatment  of  the  mentally  ill  will  undoubtedly  re- 
quire much  interest  and  some  money  in  the  next  few 
years  if  the  swing  of  the  pendulum  in  this  field  is  to 
be  healthy. 

In  colonial  days  the  mentally  ill  were  cared  for  in 
their  own  communities.  As  the  country  became  more 
populous,  county  institutions  were  founded.  Usually 
they  were  overcrowded  and  contained  a mixture  of 
the  mentally  ill,  physically  ill,  and  paupers.  They  were 
poorly  served  medically  and  in  almost  every  other 
way.  Dorothea  Dix’s  answer  to  the  problem  of  this 
scandal  was  to  make  the  mentally  ill  wards  of  the 
state.  Her  almost  singlehanded  efforts  established  the 
state  hospital  system  in  the  United  States.  Conditions 
in  state  hospitals  have  often  been  far  from  ideal,  but 
they  were  a real  improvement  on  what  was  avail- 
able earlier.  Patients  were  protected  from  the  com- 
munity’s teasing  and  disdain  and  were  given  good 
food  and  shelter  while  Nature,  if  she  were  kindly 
disposed,  cured  their  illnesses. 

As  psychiatric  knowledge  grew,  it  became  clear 
that  mental  illnesses  were  related  somehow  to  the 
patient’s  family  and  to  the  place  he  lives.  If  he  is  to 
live  there  again,  the  character  of  the  home  and  com- 


munity must  be  considered  in  treatment  and  readjust- 
ment. Since  he  will  return  to  the  community,  he 
should  be  treated  in  the  community.  "Treatment  is 
most  successful  if  carried  out  within  the  sound  of 
the  guns”  was  the  way  this  was  put  by  military  psy- 
chiatrists. 

Thus,  the  pendulum  has  swung  from  the  large,  iso- 
lated state  hospital  to  hospitals  close  to  the  patients’ 
community  of  origin.  The  hospital  is  no  longer  re- 
garded as  a refuge,  but  as  a place  where  the  patient 
gets  better  so  that  he  again  can  live  in  his  home. 
Many  more  patients  leave  mental  hospitals  than 
formerly.  Some  need  supportive  help  and  rehabilita- 
tion as  they  rejoin  the  local  community.  The  accent 
is  changing  from  the  hospital  as  the  lone  psychiatric 
resource  of  the  state.  Now  a system  of  services 
reaches  from  the  home  in  which  the  illness  occurs, 
through  the  mental  hygiene  clinic,  the  psychiatric 
service  of  the  general  hospital,  the  local  day  hospital, 
and,  when  necessary,  to  the  state  psychiatric  hospital. 
The  chain  of  services  should  be  maintained  for  a 
2-way  flow — from  community  adjustment  and  back 
to  community  adjustment. 

The  pendulum  has  finally  swung  back  to  active 
participation  of  the  local  community  in  the  treatment 
of  mentally  sick  people. 

Summary 

Wise  mothers  have  always  fed  hungry  babies.  Some 
"experts”  are  getting  wise  enough  to  advise  mothers 
to  depend  on  their  own  feelings  and  on  the  baby’s 
physiology  in  other  areas  as  well.  There  is  a balance 
wheel  of  massed  human  good  judgment  that  is  not 
easily  swung  with  evanescent  waves  of  opinion  and 
interest.  Since  the  concept  of  democratic  government 
rests  on  faith  in  the  same  principle,  we  can  gamble 
on  that  wisdom  serving  to  hold  the  pendulum  from 
its  wildest  swings  and  to  damp  it  before  it  goes  too 
far,  making  a revolution  instead  of  a swing. 

The  real  trouble  is  lack  of  knowledge.  If  more  were 
known,  there  would  be  fewer  wild  swings  of  opinion. 
If  physicians  knew  how  to  cure  schizophrenic  pa- 
tients the  recurrent  phenomenon  of  rise  and  fall  of 
treatments  for  the  disease  would  not  have  been  seen; 
standard  treatment  for  diabetes  has  been  insulin 
since  knowledge  of  the  substance  became  available. 

Behavior  and  mental  disease  can  be  understood  as 
natural  phenomena,  and  physicians  and  other  scien- 
tists should  continue  research  to  the  end  that  they 
be  understood.  Meanwhile,  more  swings  in  ways  of 
trying  to  help  patients  must  be  expected.  There  is  a 
duty  to  use  the  best  treatment  available  for  those 
whose  needs  cannot  wait  for  a perfect  way  of  man- 
agement. 

^ Dr.  Lemkau,  615  N.  Wolfe  St.,  Baltimore  5. 
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The  infant  is  not  born  with  emotions,  but  has  the  potentials  for 
emotional  reactivity.  The  author  describes  three  essential  phases  that 
mark  the  transition  from  infant  organism  to  human  being. 


Foundations  of  Emotional  Development 


CARSON  McGUIRE,  Ph.D.,  Austin,  Texas 


OUR  EMOTIONS  are  the  price  we  pay  for  being 
human  and  living  with  other  human  beings. 
We  are  not  born  with  emotions;  fortunately,  how- 
ever, the  infant  has  the  potentialities  for  emotional 
reactivity.  Patterns  of  emotionality  are  acquired,  in 
one  way  or  another,  in  the  process  of  learning  to 
be  a human  being.  Emotions  are  expressed  through 
bodily  processes:  amusement,  by  laughter;  sorrow,  by 
weeping;  shame,  by  blushing;  anger,  by  circulatory 
and  metabolic  changes;  anxiety  and  guilt,  by  various 
kinds  of  bodily  tension.  Anxiety,  frustration,  hostility, 
and  guilt,  when  repressed  for  long  periods,  cause 
emotional  tensions  which  disturb  not  only  bodily 
functions  but  also  feelings  about  behavior.  The  partic- 
ular pattern  of  emotional  reactions  a person  acquires, 
however,  is  a product  of  development  and  learning 
which  can  be  understood  and  changed  through  ther- 
apy and  redirection  of  learning. 

The  shaping  and  the  experiencing  of  emotionality 
apparently  occur  at  three  levels,  each  inextricably  re- 
lated to  the  other  but  each  an  avenue  of  access  for 
the  management  of  emotional  development.  First, 
there  is  the  private  feeling  or  affect  which  marks 
an  emotional  reaction.  Sometimes  a person  can  iden- 
tify the  objects  of  these  feelings,  positive  or  negative, 


and  communicate  them  to  other  trusted  individuals. 
At  other  times,  he  suppresses,  denies  to  awareness,  or 
displaces  his  feelings  on  to  others.  At  this  level,  the 
psychiatrist  and  some  psychologists  are  equipped  to 
give  guidance  and  to  cope  with  the  "dis-ease”  which 
accompanies  emotional  disturbances.  The  second  com- 
ponent, already  described,  is  a complex  set  of  physio- 
logic shifts  set  up  in  nerves,  viscera,  glands,  and 
muscles  when  emotions  are  experienced.  Here,  the 
physician  and  the  psychiatrist  are  most  deeply  con- 
cerned with  disturbances  and  modern  tranquilizers 
are  only  a part  of  their  means  of  controlling  emo- 
tionality. Finally,  there  are  the  patterns  of  behavior 
which  express  the  stirred-up  internal  states,  and  be- 
hind them,  the  feeling  components.  Here,  the  parent, 
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EMOTIONAL  DEVELOPMENT  — McGuire  — continued 

the  teacher,  the  social  worker,  and  other  cultural 
agents  become  involved  in  the  education  and  man- 
agement of  emotions  from  birth  onward. 

At  the  beginning  of  this  article,  I asserted  that 
emotions  are  the  price  we  pay  for  becoming  human. 
Infants,  besides  being  either  male  or  female,  are  born 
different  from  one  another  in  small  but  important 
ways.  The  problem  faced  by  each  organism  at  birth 
is  to  learn  to  be  a human  sufficiently  like  some  other 
human  beings  to  live  with  them.  Human  learning  has 
a price,  and  that  price  is  emotional  reactivity  to  the 
cultural  agents  (parents,  age-mates,  more  remote 
adults)  who  shape  and  guide  learning  experiences. 

Three  Necessary  Phases 

Three  essential  steps  mark  the  transition  from  in- 
fant organism  to  human  being;  each  lays  a founda- 
tion for  emotional  development  and  learned  emo- 
tional reactions: 

1.  Learning  to  be  a human  being  occurs  if,  and 
only  if,  there  are  meaningful  sequences  of  interac- 
tions between  the  learner  (self)  and  one  or  more 
cultural  agents  (others).  Through  their  actions,  inter- 
actions, and  reactions  to  the  learner,  these  cultural 
agents  create  in  the  learner  expectancies  of  suppor- 
tive or  nonsupportive  responses  to  the  self’s  behavior 
under  varying  conditions.  By  satisfying  (rewarding) 
or  thwarting  (punishing)  what  self  does,  significant 
others  can  reinforce  some  patterns  of  behavior  (neu- 
tral, or  emotionally-toned)  and  not  others.  At  the 
same  time,  emotional  reactions  are  built  up  not  only 
in  the  learner  but  also  in  closely  related  cultural 
agents. 

The  primary  transactional  feed-back  relationship 
is  that  between  mother  and  child.  In  the  subject- 
object  relationships  of  the  mother-infant  symbiotic 
unit,  some  degree  of  separation  anxiety  (fear  of  loss 
of  love)  and  deprivation  feelings  (distress  over  with- 
held gratifications)  is  bound  to  occur  as  the  infant 
and  child  become  socialized  (learns  to  become  a 
human  being).  Separation  anxiety  and  deprivation 
feelings,  together  with  the  related  pattern  of  emo- 
tional disturbances,  appear  to  be  minimized  when 
parents  or  their  surrogates  fulfill  at  least  two  con- 
ditions. One  is  that  frustrations  to  redirect  behavior, 
for  example,  weaning,  toilet  training,  and  sex-role 
training,  are  introduced  gradually  and  in  such  a way 
that  approval  or  disapproval  of  a specific  perform- 
ance is  separated  from  basic  acceptance  or  love  of  the 
developing  child.  Emotional  disturbances  are  magni- 
fied, and  overdependence  begins,  when  the  child  is 
thwarted  repeatedly  and  parental  love  is  conditioned 
upon  compliance  to  expectations.  The  other  condi- 
tion is  that  parental  figures  be  consistent  in  their 


actions  and  reactions  to  the  learning  boy  or  girl.  By 
this  I mean  consistently  permissive,  or  consistently 
strict,  or  a combination  of  both  when  distinctions 
can  be  made  among  areas  of  behavior.  For  example, 
a parent  may  be  strict  with  reference  to  aggression, 
firm  about  appropriate  sex-role  behavior,  indulgent 
with  regard  to  affection,  encouraging  toward  some 
kinds  of  autonomy,  and  affectively  neutral  in  direct- 
ing achievement.  The  objective,  with  reference  to 
emotional  development,  is  to  create  a predictable 
world  that  breeds  security  and  trust,  rather  than  in- 
security and  mistrust  of  self  and  others. 

2.  The  second  essential  step  has  to  do  with  ac- 
quisition of  language.  Upon  leaving  infancy,  the 
child  learns  that  the  use  of  words  guides  the  be- 
havior of  another  person  and,  furthermore,  that  a 
series  of  words  can  determine  one’s  own  or  another 
person’s  thoughts,  feelings,  and  actions.  Language  is 
made  up  of  symbols  and  symbols,  in  turn,  have 
meaning  in  terms  of  their  reference  to  objects, 
events,  ideas,  other  persons,  and  one’s  self.  Some 
meanings  are  shared  and  others,  to  a greater  or 
lesser  degree,  are  private.  Since  they  are  acquired  in 
dyadic  or  alpha-beta  relationships,  all  symbols  are 
to  some  extent  affect-laden  or  emotionally-loaded. 
Although  many  words  are  neutral,  much  of  our 
language  elicits  positive,  ambivalent,  or  negative  re- 
actions which  are  emotionally  toned.  Emotionality  is 
reduced  by  acquiring  language  habits  and  word  avoid- 
ances. Other  symbols,  especially  those  with  private 
meanings,  are  too  loaded  in  their  connotations  to  be 
used  publicly.  Dream  work,  some  self  reports,  and 
projective  techniques  reveal  substitutions,  repressions, 
and  inhibitions  in  the  use  of  language  which,  in  turn, 
reflect  something  about  prior  learning  experiences 
and  areas  of  emotional  disturbances.  The  analyst  and 
therapist  realize  that  language  behavior  identifies  not 
only  the  investment  of  emotional  significance  in  an 
activity,  object,  or  idea  (cathexes)  but  also  provides 
an  avenue  for  release  of  emotional  tensions  through 
verbalization  and  rehearsal  of  an  adequate  solution  to 
emotional  problems  which  can  be  tried  in  real  life. 

3.  The  final  essential  step  is  acquisition  of  some 
sort  of  motivation  other  than  immediate  gratifica- 
tion or  avoidance  of  deprivation,  so  that  a person 
lives  not  only  in  the  present  but  also  in  the  past  and 
future.  Primitive  emotions  associated  with  separa- 
tion anxiety,  deprivation  feelings,  and  narcissistic 
needs  are  at  the  mercy  of  mother  and  other  family 
members,  one’s  age-mates,  teachers,  and  other  repre- 
sentatives of  community  institutions  who  mete  out 
immediate  rewards  and  punishments  in  various  forms. 
The  next  phase  is  to  learn  to  value  approval  and  to 
avoid  failure  and  disapproval.  Emotionally,  the  driv- 
ing force  in  behavior  becomes  social  anxiety  and 
avoidance  of  being  shamed.  Identification  with  sig- 
nificant cultural  agents  causes  concern  about  being 
accepted,  avoided,  or  rejected.  In  emotional  terms, 
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the  price  is  ego-involvement  Vith  other  human  be- 
ings and  not  only  the  affect-laden  intimacies  and 
affection  which  can  emerge  in  learning  the  male  and 
female  sex  roles,  but  also  disturbances  marked  by 
feelings  such  as  frustration  and  hostility.  Finally,  a 
search  for  identity  and  maintenance  of  self-respect 
and  self-esteem  can  become  more  important  than 
immediate  gratification,  or  approval  from  and  ac- 
ceptance by  others.  Feelings  of  well-being  or  of  guilt 
which  arise  from  doing  or  not  doing  what  is  expected 
of  one’s  self  are  normal  forms  of  what  can  become 
disturbed  elation  or  depression. 

My  own  research  and  that  of  my  associates  has 
led  me  to  formulate  what  might  be  termed  a context 
theory  of  emotional  development.  The  approach  per- 
mits an  explanation  of  the  wide  variation  encoun- 
tered in  human  learning  experiences  and  in  func- 
tioning personalities.  Briefly  stated,  the  infant  organ- 
ism is  born  into  a family,  and  various  kinds  of  family 
backgrounds  and  dynamics  can  be  identified.  Some 
of  the  patterns  of  self-other  relationships,  language 
learning,  and  motivational  orientations  which  influ- 
ence emotional  reactivity  already  have  been  outlined. 
But  family  influences  do  not  provide  a full  account. 
In  effectively  functioning,  compared  to  borderline 
and  ineffectively  functioning  persons,  two  other  con- 
texts of  human  learning  are  influential.  They  are 
the  age-mate  society  in  which  acceptance  by  and 
affiliation  with  one’s  peers  become  highly  valued, 
and  the  school  and  other  community  settings  in 
which  more  remote  adult  authority  figures  place  a 
value  upon  autonomy  and  achievement.  Essentially, 
the  boy  or  girl  who  has  had  emotionally-loaded 
learning  experiences  in  the  family,  among  age-mates, 
and  with  more  remote  adults  is  a different  kind  of 
person  than  one  who  has  been  isolated  or  who  has 
lacked  acceptance  by  peers  or,  who  alternatively,  has 
been  alienated  from  community  institutions.  Most 
certainly,  the  emotional  development  of  such  persons 
appears  to  differ  significantly  from  that  of  an  indi- 
vidual whose  identifications  have  been  limited  to 
the  family  of  orientation.  By  and  large,  the  latter 
type  of  individual  with  an  emotional  disturbance 
has  been  most  numerous  in  the  case  studies  which 
undergird  psychoanalytic  and  other  views  of  emo- 
tional development.  I am  not  attempting  to  under- 
value Freudian  and  related  views  but  merely  to  indi- 
cate a range  of  variations  in  emotionality  and  the 
complexity  of  influences  upon  personality  makeup. 

All  else  being  equal,  the  kinds  of  learning  experi- 
ences which  produce  optimal  emotional  development 
seem  to  bring  about  a mentally  healthy  person.  Our 
research  and  case  studies  have  caused  us  to  value  a 
set  of  attributes  found  in  effectively  functioning 
persons,  most  of  whom  have  had  a balance  among 
familial,  peer,  and  community  experiences: 

1.  Clear  perception  and  discriminating  objective 
judgment — the  ability  to  look  at  facts  squarely  and 


accurately,  neither  overlooking  some  nor  exaggerat- 
ing others  out  of  proportion. 

2.  Autonomy  and  initiative — the  ability  and  moti- 
vation to  cope  with  events  and  other  persons  in  self- 
starting, self-determined,  and  ego-directed  manner, 
in  contrast  to  a passive  acceptance  of  environmental 
conditions  and  dependence  upon  others. 

3.  Self-acceptance  and  personal  stability — a posi- 
tive self-respecting  attitude  toward  oneself  combined 
with  the  necessary  internal  regulation  of  feelings 
and  flexibility  of  behavior  to  react  to  events  with 
emotions  appropriate  to  the  situation. 

4.  Socially-oriented  achievement  motivation  and 
self-realizing  drive— the  urge  and  tendency  to  work 
hard  and  purposefully  to  use  one’s  full  powers,  to 
achieve  personally  worthwhile  results,  and  to  estab- 
lish efficient  and  effective  work  habits. 

5.  A positive  attitude  toward  and  ethical  respon- 
sibility for  others — basic  trust  in  self  and  others; 
ability  to  differentiate  the  approval  or  disapproval 
of  specific  forms  of  behavior  from  acceptance,  avoid- 
ance, or  rejection  of  the  other  person;  and  a spon- 
taneous, interested  concern  for  the  rights,  happiness, 
and  well-being  of  other  human  beings. 

That  these  attributes  are  a possible  outcome  of  the 
essential  steps  in  becoming  a human  being  is  not  too 
much  to  expect  as  a goal  to  attain. 


Summary 

Certain  concepts  of  emotional  development  are 
not  commonly  held.  Rather  than  accept  the  idea  that 
human  beings  are  born  with  specific  emotions  that 
unfold  with  body  development,  the  author  has  indi- 
cated that  we  learn  emotional  reactions  in  our  re- 
lationships with  cultural  agents.  Three  essential  steps 
in  becoming  human  are  described:  the  self -other  re- 
lationship, learning  a language,  and  acquiring  com- 
plex motivations.  Each  of  these  is  emotionally  loaded. 
The  person  who  learns  his  emotions  not  only  in 
the  family,  but  also  among  age-mates  and  more  re- 
mote adults  in  the  school  and  other  community  set- 
tings probably  has  a greater  chance  of  being  mentally 
healthy  than  one  with  more  restricted  experiences. 
The  healthy  person  has  enough  anxiety  to  go  on 
learning  and  enough  capacity  for  guilt  to  control  his 
behavior.  A parent  who  restricts  opportunities  for 
a young  person  to  relate  to  people  outside  the  family 
setting  assumes  a great  deal  of  responsibility.  Some- 
times this  restriction  of  learning  contexts  turns  out 
satisfactorily.  More  often  than  not,  however,  parents 
cannot  successfully  provide  the  total  range  and  variety 
of  examples  necessary  for  a child’s  emotional  devel- 
opment. 

| Dr.  McGuire,  3415  Foothills  Terrace,  Austin  3. 
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Hypnosis  in  Medical  Practice 


JOHN  L.  OTTO,  M.D. 

GALVESTON,  TEXAS 


A summary  of  a panel  discussion  presented  before  the  Texas  Academy  of  General 
Practice  on  October  1 , 1939,  in  Galveston. 

Participants  were  Milton  H.  Erickson,  M.D.,  Phoenix,  Ariz.;  Esmond  A.  Fatter, 
M.D.,  New  Orleans;  and  Martin  L.  Towler,  M.D.,  Galveston.  Dr.  Erickson  is  a hypnotist 
and  psychiatrist.  Dr.  Fatter,  who  is  president  of  the  Louisiana  Academy  of  General 
Practice,  uses  hypnotism  in  his  general  practice.  Dr.  Towler,  who  is  professor  of  neuro- 
psychiatry at  The  University  of  Texas  Medical  Branch,  does  not  use  hypnotism  in  his 
practice. 

John  L.  Otto,  M.D.,  Galveston,  who  is  clinical  professor  of  neuropsychiatry  at  The 
University  of  Texas  Medical  Branch,  was  panel  moderator  and  prepared  the  transcript 
of  the  discussion. 


Dr.  Otto:  According  to  the  "Encyclopedia  Bri- 
tannica,’’  hypnotic  phenomena  were  known  for 
thousands  of  years  by  the  Persian  Magi,  Indian  Yogis 
and  Fakirs,  and  were  probably  utilized  by  the  abo- 
rigines even  earlier  in  their  tribal  ceremonies.  Scien- 
tific and  medical  interest  was  first  universally  aroused 
during  the  latter  part  of  the  eighteenth  century  by 
Mesmer,  a Viennese  physician  who  claimed  to  be 
able  to  cure  many  diseases  by  "animal  magnetism.’’ 
He  stated  that  a vital  magnetic  fluid  became  stored 
up  in  living  bodies,  and,  by  its  instrumentality,  one 
individual  could  act  on  another.  This  method  of 
Mesmerism  was  reported  on  adversely  by  several  sci- 
entific commissions  and  fell  into  disuse  by  the  medi- 
cal profession.  It  continued  to  be  used  by  charlatans 
and  entertainers  for  personal  gain. 

In  the  middle  of  the  nineteenth  century,  Braid,  a 
Manchester  surgeon,  denied  the  presence  of  the  mys- 
terious fluid  of  Mesmer,  but  recognized  that  the 
phenomena  elicited  were  subjective  in  origin.  He 
first  used  the  term  "hypnotism”  in  place  of  "Mes- 
merism,” and  established  the  basis  for  its  modern 
study.  Before  many  years  its  use  by  European  physi- 
cians became  widespread;  particularly,  Liebaubt  and 
Bernheim  at  Nancy  laid  the  foundation  of  the  school 
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of  hypnotic  suggestion  which  is  still  in  use.  Many 
investigators,  particularly  Pierre  Janet,  have  used  hyp- 
nosis in  research  on  the  constitution  of  the  mind. 

The  popularity  of  hypnosis  as  a treatment  method 
has  waxed  and  waned  among  the  medical  profession, 
and,  apparently  now  is  undergoing  a cycle  of  popu- 
larity. Therefore,  your  Program  Committee  thought 
that  a frank  discussion  of  its  uses  and  abuses  would 
be  appropriate. 

Dr.  Erickson  : Perhaps  the  first  thing  I ought  to 
speak  about  is  the  rationale  of  interest  in  hypnosis. 
After  World  War  I,  there  came  about  a new  orienta- 
tion in  medicine.  There  was  recognition  of  the  psy- 
chosomatic aspects  of  medicine.  With  the  develop- 
ment of  psychosomatic  medicine,  there  was  laid  a 
foundation  for  recognition  of  factors  that  constitute 
a good  part  of  the  average  physician’s  practice.  What 
percentage  of  patients  go  to  the  physician’s  office  for 
psychological  reasons?  A man  doesn’t  even  go  to  see 
his  dentist  because  he  has  an  abscessed  tooth,  unless 
it  hurts;  he  needs  psychologically  oriented  motivation 
for  seeking  help.  Most  patients  report  for  psycho- 
logic reasons. 

With  recognition  of  the  tremendous  importance 
of  psychologic  forces  in  medicine,  there  was  a 
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basis  for  hypnosis.  Use  of  the  hypnotic  method  in 
the  treatment  of  "shell  shock,”  as  it  was  called  in 
post-World  War  I days,  led  to  the  discovery  that 
hypnosis  was  not  just  a magical  procedure  or 
method  of  commanding  away,  or  suggesting  away, 
symptoms.  It  could  be  used  to  re-educate  the  patient 
into  the  problems  of  facing  reality  and  utilizing  his 
own  capabilities.  In  the  1930’s,  in  the  psychology 
departments  of  various  universities,  experimental 
work  and  exploratory  studies  showed  that  hypnosis 
could  be  used  in  the  psychologic  and  physiologic 
laboratories. 

In  World  War  II,  there  was  tremendous  stimula- 
tion of  interest  in  hypnosis;  later,  because  of  the 
availability  of  instruction  and  ready  communication 
with  all  parts  of  the  world,  growth  of  interest  con- 
tinued rapidly.  At  present,  one  can  go  to  a uni- 
versity or  can  seek  instruction  from  other  qualified 
sources. 


Hypnosis  Defined 

To  define  hypnosis:  it  is  a state  of  psychologic 
awareness  characterized  by  a restriction,  limitation, 
or  fixation  of  the  attention  on  certain  ideas.  It  is 
also  characterized  by  receptiveness  to  ideas:  the  pa- 
tient is  willing  to  receive  ideas,  to  examine  them 
for  their  inherent  worth  and  to  accept  or  reject  them. 

If  they  are  accepted  because  of  inherent  worth,  the 
patient  is  willing  to  respond  to  them  in  accord  with 
his  actual  capabilities.  For  example,  if  I asked  a 50 
year  old  man,  "What  did  you  wear  on  your  fifth 
birthday,  and  what  did  you  have  for  breakfast?,”  he 
would  say,  "That  was  forty-five  years  ago.  Who 
would  remember  a thing  like  that— it’s  too  hard.’’ 
His  answer  would  not  be  in  accord  with  the  inherent 
value  of  the  question,  because  he  did  wear  something 
and  he  ate  something  on  his  fifth  birthday.  That 
birthday  was  the  culmination  of  a lifetime  of  experi- 
ence for  him  at  the  age  of  5.  In  a hypnotic  trance, 
he  would  immediately  start  building  up  associations, 
ideas,  and  memories  and  would  be  able  to  recall  the 
experience. 

Hypnotic  phenomena  are  based  on  normal  psycho- 
logic behavior.  In  catalepsy,  a patient  placed  in  an 
awkward  position  can  hold  that  position  indefinitely. 
Even  as  you  sit  here  in  the  audience,  you  keep  your 
head  in  midline  and  upright  by  balancing  your  mus- 
cle action.  You  forget  about  the  shoes  on  your  feet, 
the  glasses  on  your  face,  and  the  collar  around  your 
neck.  Because  you  spontaneously  develop  anesthesias, 
you  forget  a great  many  things  that  you  can  immedi- 
ately sense  when  attention  is  directed  to  them. 

Dr.  Otto:  The  Subcommittee  on  Hypnosis  of  the 
British  Medical  Association  gave  a briefer  definition 
of  hypnosis,  with  which  the  Council  of  the  American 
Medical  Association  on  Mental  Health  agreed. 


"A  temporary  condition  of  altered  attention  in 
the  subject  which  may  be  induced  by  another  person 
and  in  which  a variety  of  phenomena  may  appear 
spontaneously  or  in  response  to  verbal  or  other  stim- 
uli. These  phenomena  include  alterations  in  con- 
sciousness and  memory,  increased  susceptibility  to 
suggestion,  and  the  production  in  the  subject  of 
responses  and  ideas  unfamiliar  to  him  in  his  usual 
state  of  mind.  Further,  phenomena  such  as  anesthesia, 
paralysis,  rigidity  of  muscles,  and  vaso-motor  changes 
can  be  produced  and  removed  in  the  hypnotic  state.” 

Dr.  Fatter:  The  hypnotic  phenomenon  apparent- 
ly is  a part  of  the  constitutional  makeup  of  a human 
being;  in  fact,  it  appears  to  be  a part  of  lower  ani- 
mals, also.  The  hibernating  bear,  even  though  in  a 
trance,  is  completely  aware  of  his  surroundings.  This 
is  a protective  mechanism.  If  the  forest  catches  on 
fire,  the  bear  quickly  awakens  and  flees  to  safety. 
This  same  phenomenon  is  found  in  the  opossum. 
He  feigns  death;  in  that  state  an  ant  can  crawl  across 
the  cornea  of  his  eye  without  eliciting  a response. 
The  fawn  freezes  in  the  jungle  as  a protective  mech- 
anism, just  as  though  he  were  made  of  wax  or  stone; 
he  will  maintain  this  position  long  beyond  the  endur- 
ance of  voluntary  control. 

Savages,  the  American  Indians,  for  example,  in- 
duced a trance  in  the  braves  with  the  drum  and  the 
dance.  They  didn’t  know  what  the  mechanism  was, 
but  they  knew  the  end  result:  it  raised  the  warrior’s 
threshold  of  pain,  decreased  his  fatigability,  and  de- 
creased his  fear  of  battle. 


Dr.  John  L.  Otto,  moderator  of  the 
accompanying  panel  discussion,  is 
affiliated  with  the  Titus  Harris 
Clinic  of  John  Sealy  Hospital  in 
Galveston. 


Patients  have  the  ability  to  utilize  this  inborn 
mechanism  and  we,  as  physicians  can  teach  them  to 
use  it  for  their  benefit.  A tense,  anxious  patient  is 
more  predisposed  to  a stormy  postoperative  period. 
A relaxed,  docile  individual  requires  fewer  narcotics 
and  cooperates  with  the  physician.  Teaching  the  pa- 
tient to  relax  is  part  of  the  practice  of  medicine. 
Many  times  we  tell  the  patient,  "What  you  need  to 
do  is  to  go  home  and  relax,”  but,  how  many  of  us 
tell  him,  "This  is  what  you  do  when  you  get  home 
to  relax.”  The  hypnotic  phenomenon  is  a doctor- 
patient  relationship  on  a scientific  level.  I dare  say 
that  each  of  you  has  used  hypnosis  in  your  practice. 
You  use  it  every  day  on  an  unconscious  level.  Your 
patients  fixate  on  you  when  they  come  into  the  of- 
fice; you  are  the  authority,  and  their  attention  is 
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focused  on  you.  Many  times  they  are  unaware  of 
their  own  body  feelings,  and  in  that  state  of  fixation, 
you  can  teach  them  many  of  the  hypnotic  phenomena. 

A Controversial  Subject 

Dr.  Towler:  The  phenomenon  of  hypnosis  has, 
certainly,  long  been  recognized.  Nevertheless,  for  a 
great  many  reasons,  the  place  of  hypnosis  in  the  prac- 
tice of  medicine  has  continued  to  be  controversial. 
As  I see  it,  the  main  reasons  for  this  controversy 
concern  the  fact  that  hypnosis  has  been  utilized  by 
charlatans  in  a dramatic  manner,  in  an  atmosphere 
not  in  keeping  with  medical  tradition.  Unfortunately, 
such  use  still  exists  today:  in  an  atmosphere  of  witch- 
craft, voodooism,  or  other  circumstances  not  consid- 
ered respectable  or  professional. 

In  June  of  last  year  the  House  of  Delegates  of  the 
American  Medical  Association  approved  some  find- 
ings of  the  American  Medical  Association  Committee 
on  Mental  Health.  One  is  that  "General  practitioners, 
medical  specialists  and  dentists  might  find  hypnosis 
valuable  as  a therapeutic  adjunct  within  the  specific 
field  of  their  professional  competence.” 

Since  approval  of  that  report  by  the  Delegates,  a 
paroxysm  of  interest  in  hypnosis  has  occurred 
throughout  this  country.  There  has  been  what  im- 
presses me  as  a national  epidemic  of  "quickie” 
courses.  Most  physicians  have  been  literally  deluged 
with  invitations  to  attend  and  participate.  These 
courses,  advertised  by  people  who  call  themselves  li- 
censed hypnotherapists,  psychologists,  and  other 
grossly  misleading  terms,  have  included  such  special 
offers  as  the  Kentucky  Derby  Special  Course  in  Hyp- 
nosis, which  cost  included  two  reserved  seats  to  the 
races  and  two  mint  juleps! 

In  spite  of  the  fact  that  hypnosis  is  a well  validated 
phenomenon,  many  questions  need  to  be  answered 
before  the  method  is  generally  accepted  and  utilized 
by  the  medical  profession  or  by  patients. 

First,  what  can  the  medical  profession  do  to  stop 
some  of  the  charlatans  who  advertise  and  peddle 
these  short  courses  in  the  way  they  do?  I am  not  sure 
of  the  answer,  but  one  thing  is  apparent:  physicians 
need  not  attend  these  courses.  If  they  recognize  the 
character  of  the  people  who  conduct  such  courses, 
they  can  be  influential  simply  by  not  attending  and, 
consequently,  cutting  off  the  income. 

Who  should  teach  hypnosis?  The  Committee  on 
Mental  Health  of  the  American  Medical  Association 
and  the  Association’s  Subcommittee  on  Hypnosis  are 
still  formulating  answers  and  policies.  They  have 
expressed  the  opinion  that  teaching  of  this  type 
should  be  restricted  to  medical  schools  and  courses 


conducted  and  sponsored  by  recognized  medical  so- 
cieties, such  as  this  Academy. 

What  has  been  done  in  research,  and  what  must 
be  done  before  the  value  and  limitations  of  hypnosis 
as  a diagnostic  and  therapeutic  aid  is  established?  A 
well  organized,  well  designed,  and  well  controlled 
program  of  research  should  be  conducted  not  in  a 
psychologic  laboratory,  but  in  a medical  center,  where 
hypnosis  can  be  compared  with  other  currently  used 
techniques  to  determine  its  relative  value. 

If  a minor  surgical  condition  requires  only  a short 
period  of  anesthesia,  is  hypnosis  as  good,  safer,  or 
better  than  administration  of  Pentothal  or  some  of 
the  other  commonly  used  anesthetic  techniques?  With 
a large  series  it  should  be  possible  to  make  compari- 
sons in  terms  of  possible  complications.  It  seems  to 
me  that  experimental  animals  could  be  used  as  in 
other  basic  medical  research. 


Need  for  Adequate  Training 

How  much  training  does  a physician  need  before 
he  is  considered  a competent  hypnotherapist  or  hyp- 
nologist? Suppose,  for  example,  that  a physician  has 
attended  one  of  the  fly-by-night  short  courses  I men- 
tioned. He  learns  the  procedure  for  induction  of  hyp- 
nosis, which  is  simple.  He  uses  it  in  the  practice  of 
medicine  and  his  patient,  while  in  a hypnotic  state, 
has  a physical  complication.  If  the  patient  is  vindic- 
tive and  litigious,  the  question  would  arise,  "Was  this 
physician  utilizing  all  of  the  procedures  in  the  care 
and  treatment  of  this  patient  with  this  condition  that 
the  average  prudent  physician  would  have  been  util- 
izing at  the  same  time  and  under  same  or  similar 
circumstances?”  I am  not  sure  how  that  question 
would  be  answered  by  a jury  or  judge. 

A question  pertinent  to  this  audience  and  to 
other  physicians  in  Texas  is  that  of  referral  by  the 
physician  of  a patient  to  a psychologist  for  hypnosis 
and  for  therapy  under  hypnosis.  It  is  a violation  of 
medical  ethics  of  the  Texas  Medical  Association  and 
an  outright  violation  of  the  Medical  Practice  Act  to 
refer  a patient  to  a nonlicensed  practitioner  for  treat- 
ment. Physicians  participating  in  that  sort  of  practice 
jeopardize  their  positions  as  members  of  the  state 
medical  association,  as  well  as  their  licenses  to  prac- 
tice medicine. 

Dr.  Erickson:  In  1945,  the  American  Psychiatric 
Association  recommended  that  courses  in  hypnosis 
be  given  in  medical  schools.  They  commented  favor- 
ably upon  the  course  that  I was  teaching  at  Wayne 
University  College  of  Medicine,  and  recommended 
that  similar  courses  be  given  elsewhere.  Since  I left 
Detroit,  there  has  been  no  further  teaching  of  hyp- 
nosis at  Wayne  University,  for  the  simple  reason  that 
nobody  was  interested  in  teaching  it.  Where  can  such 
teachers  be  found  in  the  United  States  at  present? 
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Dr.  Towler  mentioned  that,  but  I think  he  overlooked 
one  particular  thing:  it  isn’t  only  in  the  United  States 
that  there  is  an  interest  in  hypnosis;  interest  is  world- 
wide. One  society  in  Argentina,  for  example,  has  700 
members,  every  one  a physician,  a dentist,  or  a doctor 
of  philosophy  in  psychology.  Instruction  in  hypnosis, 
I think,  should  be  given  in  medical  schools.  Never- 
theless, the  psychology  laboratory  should  be  utilized, 
and  the  physiology  laboratory,  also.  Every  possible 
approach  to  hypnosis  should  be  used.  Hypnosis,  as  an 
adjunct  to  medicine  should  not  be  turned  over  to 
workers  in  any  other  field  than  that  of  the  healing 
arts.  The  dentist  and  the  physician  can  handle  it 
adequately.  Psychologists  working  in  the  psychology 
laboratory  can  contribute  significantly,  but  I am  not 
in  favor  of  their  treating  patients,  except  under  di- 
rect medical  supervision. 

I know  of  one  charlatan  who  offers  to  give  courses 
in  Galveston,  Dallas,  and  Wichita  and  I don’t  know 
where  else.  He’ll  charge  $330  for  18  hours  of  his 
teachings,  and  boasts  that  he  is  the  world’s  fastest 
hynotist.  I wonder  what  you  would  think  of  a surgeon 
who  boasted  that  he  was  the  world’s  fastest  surgeon. 
Hypnosis  should  be  used  for  the  patient’s  benefit, 
not  to  enhance  the  physician’s  reputation  as  a fast 
worker.  This  charlatan  also  boasts  that  every  promi- 
nent physician  in  the  United  States  calls  him  in  con- 
sultation, though  he  hasn’t  even  had  a college  educa- 
tion. Anyone  who  wants  instruction  in  hypnosis 
should  scrutinize  the  professional  reputation  of  the 
person  who  offers  to  give  it.  Certainly,  nobody  who 
lacks  a professional  degree  should  be  regarded  as 
competent. 

Is  the  three-day  course  long  enough?  A three-day 
course  affords  a basic  understanding  of  techniques. 
The  physician  is  expected  to  have  knowledge  of  his 
profession.  After  he  learns  the  technique  of  inducing 
a trance,  he  should  practice  it  on  the  patient  who 
doesn’t  represent  a serious  problem.  He  should  de- 
velop his  skill  with  other  patients,  then,  repeat  that 
3 -day  course  to  discover  more  ways  of  applying  it. 

I think  that  all  of  these  courses  should  be  spon- 
sored by  medical  and  dental  societies,  and  medical 
and  dental  schools.  Yet,  the  question  arises  in  some 
parts  of  the  country  where  there  is  no  instruction  of 
any  sort:  "Where  can  somebody  be  obtained  to  start 
that  course  and  arouse  the  interest  of  physicians.”  At 
present,  the  Academy  of  General  Practice  is  doing  a 
great  deal  to  sponsor  such  courses. 

Dr.  Otto:  Dr.  Towler,  has  hypnosis  been  of  value 
in  treatment  of  patients  with  neurologic  lesions  of 
Parkinsonism  or  cerebral  palsy? 

Dr.  Towler:  No,  I don’t  think  so.  Patients  with 
these  illnesses  are  more  effectively  treated  with  cur- 
rently used  medication.  I assume  this  question  is 
directed  toward  the  physical  manifestations  of  basal 
ganglia  disease  and  cerebral  palsy,  not  the  emotional 


components.  My  answer  is  based  on  physical  mani- 
festations. 

Dr.  Fatter:  I wonder  if  one  treats  the  disease  and 
forgets  about  the  patient.  If  by  some  technique  the 
patient  could  be  oriented,  the  disease  will  not  be 
cured,  but  he  might  learn  how  to  live  with  it. 

Dr.  Otto:  Dr.  Fatter,  would  you  elaborate  on  the 
use  of  hypnosis  by  the  physician  in  general  practice? 

Dr.  Fatter:  As  I practice  hypnosis,  I consider 
that  the  patient  is  treated  as  an  individual  function- 
ing in  his  environment  with  feelings,  likes,  and  dis- 
likes. I don  t think  that  it  is  necessary  to  deliver  a 
patient  or  to  perform  an  operation  without  anesthesia 
or  analgesia.  To  me,  that  glorifies  the  physician  rath- 
er than  supplies  the  patient’s  need.  However,  patients 
are  prepared  physically  for  operation,  but  how  about 
emotionally? 

How  can  a patient  be  prepared  to  endure  the  task 
at  hand?  I mentioned  before  that  in  a trance  the 
savage’s  threshold  to  pain  is  raised,  his  fear  of  battle 
is  decreased,  and  his  threshold  of  endurance  is  raised. 
This  same  objective  can  be  accomplished  in  patients 
as  a primary  gain.  Many  times,  it  is  surprising  how 
much  anesthesia  patients  will  spontaneously  and 
automatically  develop.  A mother  kisses  her  child’s 
wound  and  the  child  feels  better.  A patient  states, 
When  Dr.  Brown  walked  in  to  the  room,  I felt 
better.”  She  did  feel  better;  she  let  herself  feel  better. 

Patients  fixate  on  us,  as  doctors;  they  are  intent 
when  they  come  into  our  offices.  They  sit  down  and 
we  are,  to  them,  as  a parent  is  to  a child.  Our  hands 
are  soothing;  our  presence,  to  them,  is  comforting. 
That  is  the  art  of  medicine. 

The  physician  has  become  so  scientific  in  the  past 
15  years  that  he  overlooks  the  fact  that  the  sharpest 
therapeutic  tool  in  his  possession  is  his  personality. 
He  should  learn  how  to  use  it  on  a scientific  basis 
for  the  benefit  of  his  patients. 

Dr.  Otto:  Dr.  Towler,  do  you  believe  that  the 
present  wave  of  interest  in  hypnosis  is  an  emotional 
epidemic? 

Dr.  Towler:  I think  that  the  amount  of  real 
basic  research  which  is  organized  and  conducted 
by  the  medical  profession  will  influence  the  duration 
of  this  interest  and,  ultimately,  the  place  that  hyp- 
nosis has  in  the  practice  of  medicine. 

Dr.  Otto:  There  has  been  some  comment  that 
hypnosis  and  suggestion  are  synonymous.  What  do 
you  think,  Dr.  Erickson? 

Dr.  Erickson:  I don’t  know  how  to  answer  that 
question.  In  hypnosis,  you  secure  the  patient’s  atten- 
tion and  offer  him  ideas  to  act  upon.  As  he  incorpo- 
rates them  into  his  thinking,  he  progressively  enters 
a trance.  WTen  that  state  begins  and  ends,  however, 
you  really  don’t  know. 

I agree  with  Dr.  Towler  as  to  the  importance  of 
scientific  research.  To  bring  hypnosis  to  scientific 
maturity,  there  should  be  extensive  laboratory  study 
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of  the  phenomenon.  At  present  there  is  an  emotional 
epidemic  so  far  as  the  tremendous  interest  in  hyp- 
nosis is  concerned.  As  hypnosis  is  put  on  a scientific 
basis,  it  will  survive.  In  the  past  interest  has  waxed 
and  waned  because  hypnosis  depended  upon  one  man 
or  one  clinic  to  teach  it;  now,  there  are  teaching 
centers  all  over  the  world. 


Hypnosis  and  Psychoanalysis 

Dr.  Otto:  Dr.  Erickson,  can  the  time  for  formal 
psychoanalysis  be  materially  shortened  by  use  of  hyp- 
nosis? 

Dr.  Erickson:  In  1889,  Freud  stated:  "Eventually, 
free  association  methods  will  be  replaced  by  hyp- 
nosis.” In  1910,  and  again  in  1923,  he  repeated  that 
statement;  unfortunately,  I can’t  cite  the  exact  refer- 
ences. Yes,  hypnosis  can  shorten  the  length  of  psy- 
choanalysis tremendously,  and  that’s  one  of  the  inter- 
ests of  modern  psychoanalysts. 

Dr.  Otto:  Dr.  Erickson,  how  successful  is  hyp- 
nosis in  symptom  removal  in  conditions  with  a strong 
psychologic  component,  without  delving  deeply  into 
psychologic  aspects  of  the  cause? 

Dr.  Erickson  : It  depends  upon  the  symptom.  The 
patient  who  overeats  for  deep  seated  psychologic 
reasons  has  two  problems:  the  deep  seated  psycho- 
logic reason  and  the  obesity.  If  half  of  his  problem 
is  corrected,  he  may  be  able  to  cope  with  the  other. 
In  all  of  my  experiences  since  1923,  I haven’t  found 
any  adverse  effects  from  symptom  removal.  I have 
done  experimental  as  well  as  clinical  work  on  that 
subject. 

Dr.  OTTO:  Is  a hypnotic  trance  likely  to  activate 
latent  psychosis? 


Dr.  Erickson  : As  Dr.  Fatter  mentioned,  hyp- 
nosis is  the  development  of  a physician-patient  rela- 
tionship. Certainly,  the  near-psychotic  patient,  the 
patient  who  is  likely  to  commit  suicide,  needs  some- 
body with  whom  he  has  a good  interpersonal  rela- 
tionship. Hypnosis  does  more  to  prevent  suicide  than 
to  cause  it:  it  does  more  to  prevent  the  outbreak  of 
a psychosis  than  to  cause  one.  In  fact,  as  a psychiatrist, 
I strongly  recommend  the  use  of  hypnosis  in  such 
circumstances  to  build  up  a good,  strong,  safe  and 
secure  interpersonal  relationship. 

Dr.  Towler:  I certainly  endorse  what  Dr.  Fatter 
and  Dr.  Erickson  have  said  with  regard  to  the  im- 
portance of  a good  doctor-patient  relationship.  I 
believe,  however,  that  a wholesome,  effective  doctor- 
patient  relationship  can  be  established  without  the 
conscious,  deliberate  use  of  hypnosis;  there  may  be 
some  unconscious  participation  on  the  physician’s 
part.  Dr.  Erickson  said  that  he  would  use  hypnosis 
for  a patient  potentially  suicidal  or  depressed.  As  I 
understood,  he  used  it  to  facilitate  development  of  a 
workable  relationship;  perhaps  he  would  use  hyp- 
nosis therapeutically.  I would  not;  I would  use  the 
so-called  somatic  approaches  which  I believe  would 
be  more  effective  under  the  circumstances. 

Dr.  Otto:  Dr.  Erickson,  would  you  use  hypnosis 
as  the  sole  treatment  for  a depressive  illness? 

Dr.  Erickson:  I certainly  would  not.  One  ought 
to  know  every  possible  approach  to  illness.  If  you 
can’t  know  them  at  all,  have  as  wide  a variety  of 
approaches  as  possible.  Certainly,  for  some  patients 
I wouldn’t  use  hypnosis  under  any  circumstances;  for 
others,  it  would  be  the  method  of  choice.  It  is  a 
matter  of  clinical  judgment  always.  Psychiatrists 
should  be  able  to  use  hypnosis,  the  somatic  approach, 
the  analytic  approach,  the  Meyerian  approach. 

| Dr.  Otto,  Titus  Harris  Clinic,  John  Sealy  Hospital, 
Galveston. 


If  You  Itch , It  Might  Be  Mites 

Mites  may  be  flooding  your  bedroom  at  night,  an  article  in  the  August  issue  of  GP, 
journal  of  the  American  Academy  of  General  Practice,  declares. 

Avian  mites  which  live  on  feathered  animals  are  difficult  to  see — they  are  less 
than  one-fiftieth  of  an  inch  long — and  they  enter  the  air  conditioner  easily  because 
their  favorite  feathered  friends — birds — find  the  cooling  machinery  such  a convenient 
place  to  nest. 

Homeowners  are  advised  to  screen  air  intake  on  air  conditioners  and  the  warm, 
dry  ledges  below  the  units  to  stop  the  birds  from  nesting.  In  addition,  window  ledges 
should  be  painted  with  commercial  preparations  especially  designed  to  discourage 
the  mites. 
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Of  the  12,000  patients  returned  to  communities  from  state  mental  hospitals  during 
the  last  fiscal  year,  an  estimated  4,000  will  return  to  institutions.  Patients  are  reluctant 
to  leave  the  hospital  for  fear  of  the  reception  they  will  receive  at  home.  As  they  suspect, 
members  of  the  comjnunity  continue  to  have  superstitions  and  unrealistic  fears  concerning 
mental  illness. 


POST-HOSPITAL  CARE 
OF  MENTAL 

C.  J.  RUILMANN,  M.D. 

Austin,  Texas 


STATE  MENTAL  hospitals  are  complicated  and 
ponderous  institutions.  It  would  be  foolish  to  say 
that  a revolution  in  the  real  sense  of  change  has  been 
or  could  be  brought  about  in  the  over-all  state  mental 
hospital  picture.  A noteworthy  evolution  during  a 
period  of  about  10  years,  however,  has  produced 
some  real  changes  in  the  amount  and  kind  of  work 
required  of  a state  mental  hospital.  Although  these 
changes  have  solved  some  problems,  they  have,  as 
physicians  might  expect,  created  some  new  problems. 

In  Texas,  and  in  a good  many  other  states,  the  av- 
erage population  of  state  mental  hospitals  has  been 
shrinking  slowly.  In  Texas,  for  example,  at  the  end 
of  the  last  fiscal  year  there  was  approximately  a 2 
per  cent  decrease  in  hospital  population,  compared  to 
the  beginning.  The  real  significance  is  not  in  the 
decrease,  but  rather  that  the  decrease  should  have 
occurred  in  the  presence  of  a rapidly  rising  number 
of  admissions  with  each  successive  year.  The  reasons 
for  an  increase  in  admissions  several  times  as  great 
as  the  population  increase  are  not  clearly  understood, 
and  need  considerable  exploration.  This  discussion 
will  not  be  concerned  with  the  reasons,  but  will 
recognize  the  existence  of  the  fact. 

A fiscal  year  is  a convenient  frame  of  reference 
for  evaluating  experience.  During  the  last  fiscal  year, 
state  mental  hospitals  in  Texas  returned  12,603  living 
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citizens  of  the  state  to  their  communities.  Most  of 
these  were  active  adults  in  the  young  to  middle  age 
brackets.  Patients  65  years  and  older,  who  comprise 
about  one-fifth  of  all  admissions,  constitute  only  one- 
fifteenth  or  less  of  discharges,  and  many  of  these 
enter  private  nursing  homes  or  other  kinds  of  care 
arrangements.  Responsibility  for  12,000  individuals 
who  have  attained  a state  of  reasonably  good  health 
and  who  must  be  integrated  in  the  communities  from 
which  they  came,  naturally,  gives  cause  for  concern. 

It  may  be  possible  to  draw  comfort  from  data 
which  indicate  that  2 of  every  3 patients  who  are 
returned  to  their  homes  will  not  be  readmitted  to  the 
hospital.  Nevertheless,  no  state  in  the  nation  has 
evaluated  realistically  the  quality  of  adjustment  made 
by  patients  who  do  not  return  to  the  hospital.  Of  the 
12,000  patients  who  were  returned  home  during  the 
last  fiscal  year,  approximately  4,000  can  be  expected 
to  return  to  the  hospital.  Since  these  patients  were, 
at  time  of  discharge,  in  reasonably  good  condition, 
the  reason  for  the  relatively  large  number  of  re- 
admissions might  be  questioned.  A decade  ago  it  was 
not  a matter  of  great  consequence,  since  the  total 
number  of  annual  admissions  was  considerably  less 
than  the  present  annual  number  of  readmissions. 

A state  mental  hospital,  whatever  its  shortcomings, 
is  in  many  ways  a special  kind  of  place.  In  addition 
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to  the  direct  medical  facilities  and  activities  offered 
in  such  an  institution,  and  in  spite  of  it  being  over- 
crowded, having  lack  of  privacy,  and  other  less  desir- 
able characteristics,  the  hospital  setting  becomes  for 
most  patients  a place  of  safety  and  security.  During 
the  early  phases  of  hospitalization  this  is,  of  course, 
a therapeutic  advantage.  As  the  time  approaches  for 
the  patient  to  attempt  a somewhat  more  complex 
adjustment  required  in  the  community,  however,  his 
overdependence  on  the  protective  aspects  of  the  hos- 
pital become  a real  factor,  not  only  in  his  discharge, 
but  in  his  ability  to  remain  well  outside  the  institu- 
tion. 


RELUCTANCE  TO  LEAVE  HOSPITAL 


Patients,  on  leaving  the  hospital,  generally  experi- 
ence considerable  doubt  and  misgivings  as  to  the 
reception  they  will  receive  at  home.  They  remember 
all  too  well  the  unpleasant  interlude  which  for  most 
of  them  immediately  preceded  hospitalization.  Almost 
all  patients  who  recover  to  the  extent  of  being  con- 
sidered for  discharge  or  furlough  are  sharply  aware 
that  friends,  neighbors,  and  even  family  members 
are  likely  to  be  ill  at  ease  and  anxious.  Although  a 
patient,  even  on  leaving  the  hospital,  may  have  an 
incomplete  knowledge  of  the  dynamics  of  his  ill- 
ness, he  is  almost  certain  to  be  aware  of  problems 
related  to  the  difficulties  in  interpersonal  relation- 
ships which  are  a part  of  his  illness.  Many  patients 
are  more  realistic  and  more  toleranr  in  these  matters 
than  members  of  their  families  and  friends  and 
neighbors. 


It  may  seem  strange  that  patients  often  are  reluc- 
tant to  leave  state  mental  hospitals,  but  this  is  the 
case.  Moreover,  the  idea  is  not  surprising  in  view 
of  the  great  anxiety  experienced  by  most  persons 
when  it  is  necessary  to  contemplate  any  aspect  of 
mental  illness.  This  is  not  to  imply  that  the  many 
efforts  to  educate  the  public  away  from  traditional 
superstitions  and  misconceptions  about  mental  ill- 
ness have  been  fruitless,  but  only  that  much  more 
is  necessary  if , the  state  hospitals’  readmission  rate 
is  to  be  reduced  to  those  in  whom  relapse  is  un- 
avoidable. 


Dr.  C.  J.  Ruilmann  of  Austin,  who 
is  director  of  Mental  Health  and 
Hospitals  for  the  Board  of  Texas 
State  Hospitals  and  Special  Schools, 
presented  this  paper  before  the 
Conference  of  City  and  County 
Health  Officers  at  the  Texas  Med- 
ical Association's  Annual  Session, 
April  12,  1960,  in  Fort  Worth. 


The  follow-up  care  of  a patient  discharged  from 
a state  mental  hospital  has  medical  and  nonmedical 
aspects.  Providing  for  one  without  the  other  tends 
to  be  fruitless.  Hospital  medical  staffs  are  properly 
reluctant  to  discharge  a patient  who  has  taken  a 
significant  amount  of  medication  unless  there  is 
some  assurance  that  the  family  physician  or  another 
medical  practitioner  in  the  patient’s  community  will 
follow  his  progress  and  take  a personal  interest  in 
his  well  being.  Doubts  about  the  matter  of  follow-up 
frequently  result  in  needed  medication  being  dis- 
continued when  the  patient  leaves  the  hospital  or 
reduced  to  an  amount  deemed  safe  rather  than  in 
keeping  with  his  requirements. 


RETURN  TO  COMMUNITY 

From  the  events  reported  by  readmitted  patients 
and  by  relatives  of  such  patients,  the  person  who  has 
recently  returned  to  his  community  from  a mental 
hospital  apparently  is  expected  to  perform  better 
than  the  rest  of  the  people  in  the  community.  He 
also  is  required  to  behave  within  narrower  limits 
of  tolerance  than  his  fellow  citizens.  Smaller  devia- 
tions in  his  behavior  are  regarded  with  more  ap- 
prehension and  are  studied  more  closely  than  is  true 
of  deviant  behavior  on  the  part  of  others.  It  is  inter- 
esting, but  disheartening,  to  note  the  retrospective 
re-evaluation  of  behavior  when  a community  mem- 
ber suddenly  learns  that  someone  has  recently  been  a 
patient  in  a mental  hospital. 

Although  these  matters  are  difficult  to  quantitate, 
it  is  impossible  to  deny  the  existence  of  some  of  the 
attitudes  just  discussed.  As  far  as  the  patient’s  ability 
to  remain  well  is  concerned,  they  usually  are  crucial 
factors.  Even  the  basic  necessity  of  earning  a liveli- 
hood is  surrounded  by  difficulties  emanating  from 
superstitions  and  unrealistic  fears,  which  often  deny 
a former  patient  even  a chance  to  earn  a living.  Some 
of  these  factors  may  not  be  primarily  medical,  but 
they  are  part  of  the  community  climate,  and,  there- 
fore amenable  at  least  in  some  degree,  by  the  medical 
segment  of  the  community. 

The  readmission  rate  to  state  mental  hospitals  could 
be  cut  by  half,  I believe,  if  the  elemental  things  of 
which  we  all  have  been  aware  for  a long  time  were 
applied.  The  follow-up  care  of  patients  has  been 
neglected  more  than  most  of  the  other  aspects  of 
state  mental  hospital  operation  until  recently,  even 
though  this  area  offers  a rich  potential  for  promoting 
good  health  of  the  people  and  for  diminishing  the 
astronomical  case  load  of  these  large  institutions. 

t Dr.  Ruilmann,  Box  S,  Capitol  Station,  Austin. 
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Recognition  and  Treatment  of  Shock 

In  Acute  Myocardial  Infarction 


The  author  has  studied  22  cases  of  shock  occurring  in  the  course  of  acute  myo- 
cardial infarction.  The  mortality  rate  in  this  series  was  45  per  cent.  The  use  of  vaso- 
constrictor substances  definitely  has  lowered  the  mortality  rate  when  compared  with 
previous  series  treated  by  other  means. 


HOWARD  E.  HEYER,  M.D.# 

Dallas,  Texas 


THE  DEVELOPMENT  of  shock  in  acute  myo- 
cardial infarction  is  a grave  complication  asso- 
ciated with  a high  mortality  rate.  The  rate  of  occur- 
rence of  severe  shock  in  this  condition  has  been 
variously  estimated  at  from  7 to  20  per  cent.8, 13, 14, 

25,  27,  30 

The  frequency  with  which  the  diagnosis  is  made 
in  various  series  of  patients  appears  related  to  the 
severity  of  diagnostic  criteria  employed.  When  pa- 
tients are  untreated,  the  mortality  rate  in  severe  car- 
diogenic shock  has  been  reported  to  range  from  70 
per  cent  to  as  high  as  93  per  cent.8, 13, 14, 25,  27 ’ 30 
Immediate  treatment  may  reduce  the  death  rate  con- 
siderably 2'4,  n’ 15, 1C’ 18’  20,  22_24’  26-  28-  31 

Moderate  hypotension  often  occurs  in  myocardial 
infarction  and  should  not  be  confused  with  true  clini- 
cal shock.  The  latter  is  now  generally  diagnosed  when 
the  pressure  falls  to  approximately  80  mm.  of  mercury 
systolic,  with  clinical  signs  of  shock,  such  as  sweating, 
pallor,  tachycardia,  weakness,  and  dulled  sensorium. 
When  this  clinical  picture  is  present,  the  patient  is  in 
a grave  and  precarious  condition  and  the  outlook  is 
poor  without  treatment.  The  present  article  relates 
the  author’s  experience  in  22  cases  of  shock,  and 
point  out  the  means  of  therapy  which  appear  most 


helpful  in  this  condition.  Observations  of  the  general 
course  of  the  blood  pressure  in  a series  of  cases  of 
acute  myocardial  infarction  without  shock  also  were 
made. 


CRITERIA  AND  MATERIAL 

The  diagnosis  of  acute  myocardial  infarction  was 
made  on  the  basis  of  a characteristic  clinical  history 
with  associated  electrocardiographic  changes  and  con- 
firmatory laboratory  evidence,  such  as  transitory  ele- 
vation in  the  transaminase  level.  In  addition,  autopsy 
confirmation  was  obtained  in  5 of  the  10  patients 
who  died  with  cardiogenic  shock.  In  the  present 
study  197  cases  of  acute  myocardial  infarction  were 
surveyed. 

Shock  was  diagnosed  under  the  following  condi- 
tions: (1)  decrease  in  blood  pressure  to  levels  of 
80  mm.  systolic  or  below  and  (2)  clinical  signs  of 
shock.  Patients  in  whom  severe  hypotension  was 
attributable  primarily  to  other  causes,  such  as  severe 
tachycardia  or  pulmonary  embolism,  were  not  in- 
cluded. Twenty-two  cases  which  met  these  criteria 
were  included. 
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SHOCK  IN  MYOCARDIAL  INFARCTION — Heyer — continued 

Because  of  the  grave  prognostic  implications  of 
this  syndrome,  vasoconstrictor  therapy  was  started 
almost  immediately  if  shock  did  not  yield  promptly 
to  administration  of  analgesics  and  oxygen.  In  many 
cases  therapy  was  instituted  within  a half  hour.  In 
16  patients,  levarterenol  (Levophed)  alone  was  em- 
ployed; in  2 patients  metaraminol  (Aramine)  alone 
was  used.  Two  patients  received  both  levarterenol 
and  metaraminol,  and  2 patients  received  both  levar- 
terenol and  mephentermine  sulfate  (Wyamine).  The 
promptness  of  therapy  was  considered  to  be  of  par- 
ticular importance  in  improving  the  outlook  for 
survival. 

In  some  instances,  a pressor  effect  with  elevation 
in  blood  pressure  was  obtained,  even  though  the 
patient  later  succumbed.  A satisfactory  response  to 
treatment  was  considered  present  when  blood  pres- 
sure was  elevated  to  a level  of  100  mm.  or  above, 
with  relief  of  symptoms  and  signs  of  shock.  The 
term  survival  was  used  to  designate  all  patients  who 
survived  the  acute  episode  and  left  the  hospital. 

RESULTS 

In  the  present  series  of  197  cases,  shock  occurred 
in  22  instances.  Thus,  the  incidence  of  shock  was 
approximately  11.1  per  cent. 

The  over-all  mortality  rate  in  previous  series  of 
patients  treated  with  levarterenol  (table  1)  was  ap- 
proximately 60  per  cent.2'4,  u’ 15, 16, 18'20,  22-24,  26,  28, 
31  In  the  present  series  of  22  cases,  12  patients  sur- 
vived and  10  patients  succumbed  to  the  episode  of 
shock  ( table  2 ) . This  yielded  a mortality  rate  of  45 
per  cent,  which  is  less  than  that  generally  recorded  in 
the  literature.  It  is  comparable  to  that  of  Sampson 
and  Zipser,28  who  reported  a mortality  rate  of  47 
per  cent. 

Some  of  these  patients  had  congestive  failure  at 


some  time  during  hospitalization,  but  those  in  whom 
congestive  failure  was  the  primary  manifestation  caus- 
ing hypotension  were  not  included  in  the  group. 
Those  in  whom  congestive  failure  developed  with 
shock  appeared  to  have  a poorer  prognosis  since  8 
of  the  10  patients  who  died  had  significant  evidence 
of  congestive  failure.  Previous  myocardial  infarction 
did  not  appear  to  influence  the  outcome  since  a 
significant  number  of  survivors  had  had  previous 
episodes  of  this  type. 

The  duration  of  shock  before  therapy  appeared  to 
influence  the  outcome.  Thus,  in  3 patients,  vasocon- 
strictor therapy  was  delayed  2 or  more  hours  after 
the  onset  of  shock,  and  all  of  these  patients  died.  In 
the  group  that  survived,  the  longest  duration  of  shock 
before  therapy  was  IV2  hours,  and  in  most  instances 
it  was  less  than  1 hour. 

Among  patients  with  acute  myocardial  infarction 
who  did  not  have  shock,  blood  pressure  did  not  de- 
crease to  80  mm.  or  below  at  any  time  during  hos- 
pitalization. Many  patients  had  systolic  levels  be- 
tween 90  mm.  and  100  mm.  some  time,  but  these 
periods  of  hypotension  were  not  associated  with  clin- 
ical signs  of  shock  or  circulatory  failure.  All  of  the 
patients  with  acute  myocardial  infarction  without 
shock  had  a decrease  in  blood  pressure  at  some  time 
during  hospitalization. 

CASE  HISTORY 

A 55  year  old  white  female  had  chest  pain  beginning 
approximately  12  hours  before  admission  to  the  hospital. 
This  was  mild  at  first,  but  increased  in  severity  during  the 
2 hours  before  admission.  She  had  had  a previous  episode 
of  acute  myocardial  infarction  at  the  age  of  45,  but  had 
made  an  uneventful  recovery. 

On  admission,  the  patient  was  pale,  perspiring,  and  in 
considerable  distress.  Blood  pressure  (figure  1)  was  76/50, 
with  pulse  rate  of  48  per  minute,  with  a regular  rhythm. 
The  lungs  were  clear  without  rales.  The  use  of  oxygen  per 
mask,  and  Demerol  100  mgm.  by  injection,  was  followed 
by  prompt  disappearance  of  pain  and  cessation  of  sweating. 


Table  1. — Myocardial  Infarction  With  Shock — Results  of  Levarterenol  Therapy. 


Author 

Year 

Patients 

Shock  Relieved 

Survivors 

Deaths 

Kaindl  and  Lindner1,5  

1950 

1 

1 (100%) 

1 

(100%) 

0 

Liljedahl  and  Norlander18 

1951 

1 

1 (100%) 

1 

(100%) 

0 

Birke8  

1952 

3 

3 (100%) 

2 

(67%) 

1 

(33%) 

Miller  and  Baker1”  

1952 

7 

1 (14%) 

1 

(14%) 

6 

(86%) 

Kurland  and  Malach16 

1952 

14 

9 (64%) 

4 

(29%) 

10 

(71%) 

Livesay  and  Chapman20  

1953 

6 

1 (17%) 

1 

(17%) 

5 

(83%) 

Miller  and  Others24 

1953 

9 

5 (56%) 

5 

(56%) 

4 

(44%) 

Gazes  and  Others11  

1953 

7 

7 (100%) 

6 

(86%) 

1 

(14%) 

Smith  and  Guz31  

1953 

6 

4 (67%) 

4 

(67%) 

2 

(33%) 

Moyer  and  Others26 

1953 

14 

6 (43%) 

6 

(43%) 

8 

(57%) 

Calenda  and  Others4 

1953 

13 

4 (31%) 

2 

(15%) 

11 

(85%) 

Sampson  and  Zipser28 

1954 

30 

20  (67%) 

16 

(53%) 

14 

(47%) 

Binder  and  Others2 

1955 

25 

12  (48%) 

8 

(32%) 

17 

(68%) 

Littler  and  McKendrick10  

1957 

22 

0 

22 

(100%) 

Miller  and  Moser28  

1959 

55 

•38  (70%) 

22 

(40%) 

33 

(60%) 

Total  

213 

112  (53%) 

79 

(37%) 

134 

(63%) 
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The  pressure  returned  to  102/74  mm.  within  approximately 
15  minutes,  and  an  hour  after  admission  was  110/76  mm. 

An  electrocardiogram  made  on  admission  showed  sharp 
elevation  of  the  ST  segments  in  leads  II,  III,  and  AVF. 
During  the  course  of  hospitalization,  this  tracing  went 
through  serial  changes  typical  of  an  acute  posterior  myocar- 
dial infarction,  with  a Q-3,  T-3  pattern  evolving,  confirmed 
by  similar  findings  in  AVF.  Normal  sinus  rhythm  was 
present. 

On  the  third  hospital  day  (figure  1),  approximately  57 
hours  after  the  onset  of  chest  pain,  clinical'  signs  of  shock 


t t 

Demerol  iOOmgm  Cedilanid  i.2 mgm  T.V. 

g Oxggen  (mask)  ^ Norepinephrine  f 
& mgm  / liter  — | 


4 12  20 

; 1st  DAY- 


28  36  44 

-2nd  DAY- 


52  60  68 

* 3rd  DAY ■ 


76  84" 

*-4™  DAY  — 4*- 


HOURS  S'  DAYS  AFTER  ONSET 


Fig.  1.  Acute  myocardial  infarction.  Shock  was  present 
on  admission,  but  yielded  promptly  to  administration  of 
analgesic  and  oxygen.  On  the  third  hospital  day,  shock 
recurred,  necessitating  administration  of  1 -norepineph- 
rine; patient  survived. 


developed,  and  blood  pressure  fell  from  110/80  to  76/64 
mm.  It  remained  at  this  level  for  30  minutes,  and  did  not 
respond  to  the  use  of  oxygen  by  inhalation.  No  chest  pain 
was  present.  Levarterenol  therapy  was  begun,  8 mg.  in 
1,000  cc.  of  5 per  cent  glucose  in  distilled  water  by  intra- 
venous drip  method.  Blood  pressure  promptly  returned  to 
normal,  and  within  5 minutes  had  reached  a level  of 
120/80,  with  pulse  rate  of  112  per  minute.  The  levarterenol 
solution  was  given  for  approximately  14  hours,  then  grad- 
ually was  discontinued.  During  this  time  normal  blood 
pressure  levels  were  maintained.  Subsequent  convalescence 
was  uneventful.  The  patient  left  the  hospital  in  good  con- 
dition. 

Comment. — The  above  case  illustrates  2 points: 
(1)  that  shock  may  occur  with  the  onset  of  chest 
pain  and  may  yield  to  the  prompt  administration  of 
analgesics  and  oxygen;  (2)  if  shock  is  not  corrected 
promptly  with  these  measures,  as  happened  with  the 
second  episode  on  the  third  hospital  day,  vasocon- 
strictor substances  must  be  given  within  a reasonable 
period  to  avoid  irreversible  circulatory  failure. 


TREATMENT 

On  the  basis  of  the  present  study,  it  appears  that 
cardiogenic  shock  is  a medical  emergency  of  the 
gravest  magnitude.  Treatment  should  be  instituted 
without  significant  delay.  A few  patients  may  re- 
spond quickly  to  administration  of  analgesics,  oxy- 
gen, and  other  symptomatic  measures.  If  this  relief 


Table  2. — Results  of  Vasopressor  Therapy  in  22  Cases 
With  Shock  After  Myocardial  Infarction. 

Total  Cases  Pressor  Effect  Survivors  Deaths 
22  20  12  (55%)  10  (45%) 


is  not  secured  within  a few  minutes  and  if  the  pa- 
tient shows  signs  of  deepening  shock,  vasoconstrictor 
substances  should  be  employed  at  once.  From  previ- 
ous reports,  use  of  transfusions  and  intravenous  fluids, 
including  plasma,  does  not  appear  to  have  decreased 
the  mortality  rate  from  shock  when  employed  alone. 

Although  1 patient  in  the  present  series  was  sue-  * 
cessfully  treated  with  metaraminol,  hypotension  was 
not  successfully  controlled  by  this  substance  in  3 
others.  Apparently  the  vasoconstrictor  of  choice  is 
levarterenol.  If  shock  does  not  yield  promptly  to 
administration  of  metaraminol,  no  delay  should  be 
permitted  before  levarterenol  is  used. 

Delay  appears  important  in  influencing  the  out- 
come when  shock  develops  in  patients  with  myo- 
cardial infarction.  With  this  point  in  mind,  blood 
pressure  and  heart  rate  are  routinely  determined  at 
hourly  or  2 hourly  intervals  for  the  first  9 6 hours  of 
hospitalization.  Although  this  may  occasionally  be 
annoying,  most  patients  tolerate  it  fairly  well,  since 
they  are  given  analgesics  and  sedatives  for  rest.  De- 
velopment of  shock  may  thus  be  recognized  promptly 
and  treatment  quickly  instituted.  Moderate  hypo- 
tension occurs  without  shock  in  many  cases  of  acute 
myocardial  infarction.6,  21  Per  se  it  may  not  warrant 
treatment,  but  all  patients  with  hypotension  should 
be  observed  carefully  to  permit  early  recognition  of 
true  shock. 

Many  patients  with  severe  shock  will  have  evi- 
dence of  congestive  failure  within  a variable  period 
after  the  onset  of  cardiogenic  shock.  Digitalis  should 
be  administered.  Intravenous  administration  of  Cedil- 
anid was  usually  employed  in  the  present  series.  Like- 
wise, treatment  for  arrhythmias  should  be  instituted 
promptly,  since  heart  block  will  cause  a significant 
deterioration  in  the  patient’s  condition,  as  will  auricu- 
lar or  ventricular  arrhythmias  with  tachycardia. 

Levarterenol  is  given  intravenously  in  a concen- 
tration of  8 mg.  per  1,000  cc.  of  5 per  cent  glucose 
in  distilled  water.  If  necessary  to  maintain  adequate 
blood  pressure  levels,  an  amount  as  much  as  32  mg. 
of  levarterenol  per  liter  may  be  given.  The  rate  of 
administration  is  governed  by  the  level  of  blood  pres- 
sure, and  may  vary  from  6 to  as  much  as  40  or  more 
drops  per  minute.  In  general  it  is  preferable  to  keep 
the  blood  pressure  level  at  about  100  mm.  systolic 
or  above.  Severe  elevations  in  pressure  should  be 
avoided  since  they  increase  cardiac  work  in  the  pres- 
ence of  a damaged  myocardium. 

If  shock  is  severe,  the  use  of  a polyethylene  cathe- 
ter passed  into  the  arm  veins  is  probably  the  best 
means  of  administration.  Small  veins  of  the  hand  and 
foot  should  not  be  used  since  phlebitis  may  develop. 
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Extravasation  of  levarterenol  may  develop  occasion- 
ally, and  sloughing  may  be  prevented  by  prompt  in- 
jection of  phentolamine  (Regitine)  into  the  area 
of  extravasation.  It  is  wise  to  continue  a slow  infu- 
sion of  fluid  even  after  normal  blood  pressure  is 
maintained  without  use  of  vasoconstrictor  substances. 
Occasionally,  such  patients  relapse  into  shock,  and 
it  is  advantageous  to  have  a route  of  administration 
immediately  available  for  employment  of  vasocon- 
strictor substances. 


Or.  Howard  E.  Heyer  of  Dallas  spe- 
cializes in  cardiovascular  disease 
in  Dallas. 


DISCUSSION 

It  is  evident  from  the  mortality  rate  in  the  present 
study  (45  per  cent),  as  well  as  from  a review  of  the 
work  of  other  investigators,  that  prompt  administra- 
tion of  vasoconstrictor  substances  has  significantly 
lowered  the  death  rate  in  cardiogenic  shock.2"4, 11> 15, 

16,  18,  20,  22-24,  26,  28,  31 

Previously  reported  mortality  rates  of  approxi- 
mately 70  to  above  90  per  cent8, 13, 14,  25,  27, 30  defi- 
nitely have  been  decreased  by  use  of  these  substances. 
Moreover,  in  the  present  series,  if  patients  whose 
treatment  was  delayed  more  than  3 hours  are  elimi- 
nated, the  mortality  rate  is  reduced  even  further. 

Most  hemodynamic  studies  performed  in  patients 
with  acute  myocardial  infarction  and  shock  indicate 
a pronounced  decrease  in  cardiac  output.9, 10, 12, 17,  32 
The  venous  pressure  shows  mild  to  moderate  degrees 
of  elevation,  and  peripheral  resistance  has  been  gen- 
erally, though  not  invariably,  increased.  The  lack  of 
elevation  in  peripheral  resistance  in  some  patients  has 
been  pointed  out  by  Agress  and  Binder,1  and  may  be 
attributable  to  failure  of  a homeostatic  vasoconstric- 
tor response. 

Apparently  the  time  that  elapses  before  treatment 
is  of  considerable  importance  in  determining  whether 
or  not  patients  with  shock  will  survive.  Thus,  Samp- 
son and  Zipser  in  a group  of  30  patients  with  shock 
after  myocardial  infarction  treated  with  levarterenol, 
reported  an  immediate  survival  rate  of  67  per  cent, 
and  an  over-all  survival  rate  of  53  per  cent.  In  the 
patients  who  survived,  duration  of  shock  was  1.8 


hours,  whereas  those  who  died  had  an  average  dura- 
tion of  shock  before  treatment  of  4.0  hours.  Miller 
and  Moser  reported  that  only  3 of  10  patients  in 
whom  shock  after  myocardial  infarction  was  present 
for  over  4 hours  survived,  whereas  10  of  17  patients 
treated  for  shock  of  less  than  1 hour’s  duration  sur- 
vived. Griffith  and  his  co-workers  noted,  in  treating 
patients  with  shock  in  myocardial  infarction  (by 
vasopressor  substances  and  additional  means),  that 
60  patients  treated  within  3 hours  of  onset  had  a 
mortality  rate  of  only  13  per  cent.  In  contrast,  74 
patients  treated  after  a 3 hour  interval  had  a mortal- 
ity rate  of  76  per  cent. 

In  the  present  series,  all  patients  whose  treatment 
was  delayed  more  than  3 hours  died.  There  were, 
however,  some  patients  who  succumbed  to  shock 
even  though  treatment  was  instituted  prcfmptly. 

Probably  survival  is  dependent,  in  addition  to  other 
factors,  upon  the  degree  of  myocardial  damage  sus- 
tained. Thus,  the  careful  experiments  of  Wiggers33 
with  animals  indicate  that  irreversible  circulatory  fail- 
ure develops  when  hemorrhagic  shock  is  prolonged 
for  an  extended  period.  Corday  and  his  associates7 
have  pointed  out  the  effect  of  severe  hypotension  in 
decreasing  coronary  flow — especially  collateral  flow — 
and  in  reducing  the  contractility  of  heart  muscle. 
Savranoglu  and  associates29  have  shown  that  after  an 
hour,  sustained  tissue  anoxia  in  animals  seemed  to 
produce  damage  of  irreversible  degree.  In  addition, 
Calvia  and  his  co-workers5  have  shown  that  the  de- 
creased availability  of  myocardial  oxygen,  and  the 
decrease  in  effective  coronary  flow  which  occurs  in 
shock,  can  be  reversed  readily  by  restoration  of  pres- 
sures to  normal  with  levarterenol. 

It  appears  clear,  therefore,  both  from  clinical  re- 
ports and  laboratory  evidence,  that  severe  myocardial 
damage  may  be  produced  in  cardiogenic  shock,  which 
is  self-perpetuating  and  cyclical,  and  which  may 
eventuate  in  irreversible  damage  to  the  circulation. 
For  this  reason,  prompt  treatment  appears  highly  de- 
sirable. 


SUMMARY 

Twenty-two  cases  of  shock  occurred  in  the  course 
of  acute  myocardial  infarction.  The  mortality  rate 
in  this  series  was  45  per  cent.  Use  of  vasoconstrictor 
substances  definitely  reduced  the  mortality  rate  when 
compared  with  previous  series  of  patients  treated  by 
other  means. 

In  most  instances  vasoconstrictor  therapy  was  in- 
stituted promptly  after  onset  of  shock.  All  patients 
in  whom  therapy  was  delayed  significandy  succumbed 
to  the  episode.  Prompt  recognition  and  treatment  of 
shock  occurring  in  the  course  of  acute  myocardial 
infarction  is,  therefore,  of  great  importance. 
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ABSTRACT  OF  DISCUSSION 

Dr.  E.  Ross  Kyger,  Jr.,  Fort  Worth:  Dr.  Heyer  has  em- 
phasized forcefully  the  basic  importance  of  prompt  vasocon- 
strictive therapy  in  cardiogenic  shock  when  sedation  and 
oxygen  fail  to  produce  a satisfactory  response  within  a rea- 
sonably brief  period.  There  can  be  no  doubt'  that  this  situa- 
tion constitutes  a medical  emergency. 

Dr.  Heyer  aroused  my  curiosity  to  such  an  extent  that  I 
obtained  current  figures  relating  to  cardiogenic  shock  in  a 
local  hospital.  Although  my  sampling  is  limited,  it  funda- 
mentally supports  his  precepts.  I have  arbitrarily  reviewed 
the  cases  of  patients  with  myocardial  infarction  admitted  to 
the  intensive  nursing  unit  of  Harris  Hospital  since  January 
1,  I960,  and  specifically  those  in  whom  Levophed  was  used 
for  cardiogenic  shock.  Obviously,  this  selection  includes  a 
larger  proportion  of  more  seriously  ill  patients.  Admittedly, 
it  is  not  as  representative  a cross  section  of  patients  with 
infarction  as  Dr.  Heyer’s  personal  series. 

Of  9 patients  with  acute  infarction  who  met  the  criteria 
for  my  study,  only  4 survived  to  leave  the  hospital,  a re- 
covery rate  of  44  per  cent.  In  this  small  group  Levophed 
was  started  no  longer  than  30  minutes  after  the  onset  of 
overt  shock,  and  was  continued  for  periods  of  4,  9,  30, 
and  48  hours,  respectively.  Of  the  4 survivors,  3 had  pos- 
terior infarctions,  and  1 an  anteroseptal  infarction.  None 
had  evidence  of  a previous  infarction. 

An  analysis  of  fatal  cases  also  is  interesting.  In  1 case 
infusion  of  Levophed  was  started  within  minutes  after  the 
advent  of  shock,  and  was  continued  for  20  hours  until 
death  occurred.  This  was  a case  of  posteroseptal  infarction 
in  a heart  that  had  sustained  a previous  infarction. 

In  the  4 other  fatal  cases,  Levophed  administration  was 
begun  2,  2,  5,  and  24  hours,  respectively,  after  onset  of 
shock  and  was  continued  for  2,  20,  2,  and  1 hour,  respec- 
tively. The  patient  who  died  in  2 hours  had  a posterior 
infarction,  with  an  old  anterior  infarction  associated  with 
ventricular  aneurysm.  Another  patient  who  died  in  3 hours 
was  82  years  of  age,  had  an  extremely  fibrotic  heart,  and 
sustained  fresh  occlusions  of  both  the  right  coronary  artery 
and  circumflex  branch  of  the  left.  The  remaining  2 patients 
both  had  anteroseptal  infarcts;  treatment  was  started  at  2 
and  24  hours,  respectively,  after  onset  of  shock.  The 
former  died  after  20  hours  of  Levophed  administration,  and 
the  latter  after  only  1 hour.  In  each  case,  aside  from  the 
location  of  the  injury,  delay  in  starting  vasoconstrictive  ther- 
apy apparently  contributed  materially  to  the  fatal  outcome. 

I would  like  to  qualify  one  of  Dr.  Heyer’s  statements;  I 
believe  that  the  location  of  injury,  as  well  as  its  extent, 
is  an  important  determining  factor  of  the  outcome.  Al- 
though the  numbers  in  my  present  series  are  small,  it 
seems  more  favorable  to  have  a posterior  than  an  antero- 
septal infarction.  Apparently  previous  infarctions  materially 
increase  the  risk. 

There  can  be  no  doubt  that  the  most  favorable  results 
are  to  be  expected  when  vasoconstrictive  therapy  is  begun 
as  soon  as  it  is  evident  that  shock  has  not  responded  to 
oxygen  and  sedatives. 
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Ruptured  Plantaris  Tendon 

An  Easily  Overlooked  Entity 


Rupture  of  the  plantaris  tendon  should  be  considered  as 'a  diagnostic  possibility  in 
any  case  in  which  there  is  sudden  onset  of  pain  in  the  calf  after  sudden  exertion. 
Treatment  is  simple  if  the  condition  is  recognized  early;  surgical  correction  is  seldom 
indicated. 


HARRY  LEDBETTER,  M.D. 

Wichita  Falls,  Texas 


THE  PLANTARIS  muscle  is  a narrow  fleshy  slip 
approximately  4 inches  long,  arising  from  the 
lateral  supracondylar  line  of  the  femur  and  from  the 
oblique  popliteal  ligament  of  the  knee.  Its  belly 
crosses  obliquely  between  the  gastrocnemius  and 
soleus  muscles  and  ends  in  a long  slender  tendon 
which  descends  along  the  medial  border  of  the  tendo 
calcaneus,  to  be  inserted  with  it  into  the  posterior 
part  of  the  calcaneus.  It  is  a rudimentary  muscle  in 
man  and  serves  only  as  an  accessory  to  the  gas- 
trocnemius, aiding  in  extension  of  the  ankle  if  the 
foot  is  free,  or  in  flexion  of  the  knee  if  the  foot  is 
fixed.  Since  it  is  rudimentary,  it  is  not  stressed  in  the 
teaching  of  anatomy.  Its  only  possible  importance 
is  that  it  can  produce  sudden  disabling  pain  in  the 
leg  because  of  rupture.  The  presence  of  the  muscle 
is  easily  forgotten  by  those  whose  work  does  not 
require  frequent  reference  to  anatomy,  and  the  con- 
dition may  not  be  considered  as  a possibility  in  the 
differential  diagnosis  of  sudden  pain  in  the  calf. 

In  a rupture  of  this  muscle  the  usual  history  is 
that  of  immediate  onset  of  pain  in  the  calf  muscle 
during  sudden  forced  dorsiflexion  of  the  ankle.  This 
is  followed  by  a painful  limp,  with  increasing  pain 

738 


as  the  patient  tries  to  walk  on  the  heel.  After  2 to 
3 hours  there  is  usually  swelling  of  the  calf  of  the 
involved  leg.  After  3 to  4 days,  discoloration  on  the 
skin  extends  along  the  lower  half  of  the  leg,  usually 
on  the  medial  side.  The  weakest  point  of  the  muscle 
is  its  belly,  and  it  is  at  this  point  that  rupture  usually 
occurs.  Maximal  tenderness  is  usually  in  the  upper 
half  of  the  calf.  The  extent  and  duration  of  symptoms 
depend  on  the  size  of  the  hematoma  which  develops. 

Treatment  is  simple  if  the  entity  is  recognized 
early.  Usual  procedures  to  minimize  hematoma  for- 
mation are  included:  elevation  of  the  extremity  and 
use  of  ice  packs  and  elastic  pressure  dressings.  This 
is  followed  by  limited  weight  bearing  on  crutches, 


Dr.  Harry  Ledbetter  of  Wichita 
Falls  is  an  orthopedic  surgeon. 
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continuation  of  pressure,  physical  therapy,  and  ad- 
ministration of  Varidase.  Elevation  of  the  shoe  heel 
allows  an  earlier  return  to  weight  bearing.  The  usual 
healing  period  is  approximately  3 weeks. 


Case  Reports 

Case  1. — A football  coach,  aged  31,  was  loading  his 
boys  on  a bus  after  a game.  He  mrned  and  suddenly 
sprinted  toward  the  bus  with  immediate  severe  onset  of 
pain  in  the  calf  of  the  left  leg.  He  walked  the  few  remain- 
ing steps  to  the  bus  with  great  difficulty.  Approximately 
three  hours  later,  at  examination,  he  was  walking  on  the 
toes  of  the  left  foot.  The  calf  on  the  left  side  was  painful 
and  swollen.  There  was  generalized  tenderness  throughout 
the  calf  muscles,  but  with  maximal  tenderness  at  the  junc- 
tion of  the  upper  and  middle  third.  The  treatment  pro- 
gram previously  outlined  was  followed.  Four  days  later  the 
discoloration  typical  of  this  condition  appeared.  Convales- 
cence was  uneventful,  with  complete  recovery  at  the  end 
of  3 weeks. 

Case  2. — A basketball  coach,  aged  35,  was  attempting  to 
demonstrate  a jump  shot.  While  he  was  springing  on  his 
toes,  a sudden  severe  pain  developed  in  the  calf  of  the 
right  leg.  The  patient  was  seen  the  next  morning;  he 
walked  with  great  difficulty.  The  circumference  of  the 
right  calf  was  1%  inches  larger  than  the  corresponding 


level  on  the  left  leg.  There  was  diffuse  tenderness  through- 
out the  calf,  but  maximal  tenderness  in  the  upper  half. 
Attempts  to  stretch  the  calf  muscles  resulted  in  great  dis- 
comfort. Ice  packs  were  eliminated,  as  it  was  believed  that 
period  of  hemorrhage  had  past.  Otherwise  treatment  was 
as  outlined  previously,  with  uneventful  convalescence  over 
a period  of  31/2  weeks. 

Case  3. — A track  coach,  aged  51,  in  attempting  to  dem- 
onstrate the  proper  use  of  a starting  block  for  his  sprinters, 
felt  a sudden  severe  pain  in  the  calf  of  the  right  leg.  He 
considered  the  condition  that  of  a Charley  horse,  applied 
an  analgesic  pack,  and  continued  the  remainder  of  that 
day  with  his  track  team.  The  next  morning,  the  leg  was 
sorer,  and  he  walked  with  great  difficulty.  The  analgesic 
balm  pack  was  replaced  with  one  known  commercially  as 
Atomic  Balm,  in  liberal  amounts.  This  was  covered  with 
multiple  layers  of  absorbent  cotton  and  firm  elastic  pres- 
sure bandage.  The  patient  was  seen  for  the  first  time  the 
second  morning  after  injury.  He  was  walking  on  crutches. 
In  addition  to  massive  swelling  of  the  calf  of  the  leg 
consistent  with  a large  hematoma,  there  was  a second  degree 
burn  over  the  entire  leg  from  knee  to  ankle,  from  the 
Atomic  Balm.  The  skin  was  so  painful  that  the  patient 
could  not  tolerate  an  elastic  pressure  dressing.  For  1 week 
he  was  hospitalized  with  continuous  elevation  of  the  leg, 
treatment  of  burns,  and  Varidase  therapy.  This  was  fol- 
lowed by  use  of  elastic  bandages,  whirlpool  therapy,  and 
crutches  for  8 weeks  before  the  patient  could  tolerate 
walking  even  with  elevated  shoe  heels.  This  case  illustrates 
that  the  condition  of  ruptured  plantaris  tendon  can  be 
more  than  a simple  problem  if  neglected. 

♦ Dr.  Ledbetter,  1518  Tenth  Street,  Wichita  Falls. 


Danger.  Power  Mowers 

Power  mowers,  according  to  an  article  in  Today’s  Health,  maim  hundreds  of 
children  and  adults  each  year,  and  most  accidents  are  blamed  on  carelessness. 

Safety  rules  recommended: 

Clear  lawn  of  rocks,  wire,  and  other  debris. 

Keep  feet  away  from  blades  when  starting  motor. 

Keep  bystanders  and  pets  from  mowing  area. 

Know  how  to  stop  engine  quickly. 

Operate  mower  slowly  enough  to  maintain  control,  and  never  leave  it  running 
unattended. 

Store  gasoline  in  an  approved,  tightly  sealed  container  in  a safe  place. 

Don’t  cut  up  and  down  hills.  Always  cut  sideways. 

Never  attempt  to  remove  an  object  from  the  mower  until  the  blades  have  come 
to  a standstill. 

Don’t  refuel  the  engine  when  it  is  hot.  It  may  burst  into  flames. 

Don’t  use  an  electric  mower  when  it  is  wet  or  raining. 

When  mowing  over  rough  terrain,  set  the  blades  high  to  prevent  them  from  picking 
up  debris  and  hurling  it  like  shrapnel. 
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The  tenth  recorded  case  in  the  United  States  of  human  infestation 
with  Dipylidium  caninum,  a tapeworm  usually  found  in  dogs  and  cats, 
is  reported.  Presumably,  the  3 year  old  child  had  accidentally  ingested 
an  infested  flea  from  his  pet  cat,  which  was  found  to  be  infested  with 
the  parasite. 


Case  Report  of  Human  Infestation 
With  Dipylidium  Caninum 


Leroy  J.  Olson,  Ph.D.,  and 
Q.  T.  Box,  M.D. 

Galveston,  Texas 


THIS  REPORT  presents  what  appears  to  be  the 
tenth  recorded  case  in  the  United  States  of 
human  infestation  with  Dipylidium  caninum,  a tape- 
worm usually  found  in  dogs  and  cats.  Previous  re- 
ports of  human  cases  (usually  in  children)  were  re- 
viewed by  Hutchison  and  others1  in  1959,  and  showed 
the  following  distribution:  1 case  in  Minnesota,  1 
in  Georgia,  3 in  Louisiana,  3 in  Texas,  and  1 in 
Mississippi. 

This  patient  was  a 3 year  old  white  male  from  Galveston. 
The  diagnosis  of  Dipylidium  caninum  was  made  after  a 
report  by  the  child’s  mother  of  motile  objects  in  the  stools. 
Examination  of  stool  specimens  showed  these  objects  to  be 
gravid  proglottids  characteristic  of  the  parasite.  The  child 
was  examined,  but  no  significant  clinical  findings  were 
noted.  The  mother  reported  that  he  was  restless,  had  a 
poor  appetite,  and  had  difficulty  in  sleeping. 

This  parasite  has  been  cited  as  cause  for  gastroin- 
testinal disturbances  and  behavioral  changes  in  some 
cases.  On  the  basis  of  only  one  to  two  proglottids 
per  day  in  the  patient’s  stools,  this  case  apparently 
represented  infestation  with  a single  tapeworm.  The 
child  was  treated  on  an  empty  stomach  with  100  mg. 
of  quinacrine  hydrochloride  suspended  in  a sweet 
syrup;  several  hours  later  a purgative  was  given.  All 
stools  were  collected  for  72  hours,  but  no  scolices 


Leroy  J.  Olson,  Ph.D.,  is  a member  of  the  Department 
of  Microbiology  at  the  University  of  Texas  Medical 
Branch  in  Galveston,  and  his  co-author.  Dr.  Q.  T.  Box, 
is  a member  of  the  Department  of  Pediatrics  at  the 
Medical  Branch. 
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were  recovered.  Subsequently,  stools  remained  nega- 
tive for  4 weeks,  were  intermittently  positive  for  2 
weeks,  and  remained  negative  for  several  months,  in- 
dicating elimination  of  the  parasite. 

It  is  difficult  to  evaluate  the  effectiveness  of  ther- 
apy in  the  elimination  of  this  infestation  because  of 
the  brief  recurrence  of  positive  stools.  The  period  of 
negative  stools  after  treatment  indicates  that  this 
drug  had  some  effect  on  the  tapeworm,  but  the  scolex 
apparently  persisted  during  treatment,  as  evidenced 
by  the  brief  recurrence  of  gravid  proglottids.  Later 
the  child’s  pet  cat  was  found  to  be  infested  with  this 
parasite,  as  were  other  animals  in  that  vicinity.  Pre- 
sumably, the  patient  had  become  infested  by  acci- 
dentally ingesting  an  infested  flea  (the  intermediate 
host  of  Dipylidium  caninum ) . 

In  view  of  the  close  relationship  of  children  to 
their  pet  cats  and  dogs,  the  common  occurrence  of 
this  parasite  in  such  pets,  and  the  high  incidence  of 
fleas  on  them,  it  is  difficult  to  explain  why  infesta- 
tion has  not  been  reported  more  frequently  in  man. 
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INTUSSUSCEPTION 


Caused  by  Duplication 


Cyst  of  Jejunum 


A case  of  intussusception  of  the  small  intestine  attributable  to  a 
duplication  cyst  of  the  fefunum  is  reported.  Intussusception  was  re- 
duced, and  the  tumor,  along  with  100  cm.  of  gangrenous  intestinal 
tissue,  was  resected,  with  end  to  end  anastomosis.  The  patient  recovered. 


DOUGLAS  M.  BENOLD,  M.D. 

GEORGETOWN,  TEXAS 


THE  PURPOSE  of  this  article  is  to  report  a case 
of  intussusception  of  the  jejunum  in  a 1 6 year 
old  girl.  This  case  is  unusual  because  intussusception 
was  caused  by  a rare  tumor  of  the  small  intestine — 
a duplication  cyst  in  the  wall  of  the  jejunum. 


CASE  REPORT 

A 16  year  old  Latin  American  girl  was  admitted  Decem- 
ber 12,  1959,  complaining  of  severe  pain  in  the  left  lower 
part  of  the  abdomen.  Pain  had  been  sudden  in  onset  and 
was  constant,  but  there  were  exacerbations  of  severe  cramp- 
ing pain  every  5 or  10  minutes.  There  was  nausea,  but 
no  vomiting,  diarrhea,  or  melena.  The  patient  had  had  a 
normal  bowel  movement  the  day  before  admission.  She 
had  just  completed  a normal  menstrual  cycle.  There  were 
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no  symptoms  referrable  to  the  urinary  tract.  On  questioning, 
the  mother  said  that  the  girl  had  had  several  previous  simi- 
lar episodes  of  pain  since  childhood — always  with  spon- 
taneous recovery.  She  also  reported  that  the  child  had  been 
weak  and  listless  for  several  months. 

At  physical  examination,  a small,  pale  girl,  obviously  in 
severe  pain,  was  lying  on  her  left  side  with  her  knees 
pulled  up  against  her  abdomen.  Temperature,  pulse  rate, 
and  respiratory  rate  were  normal.  Blood  pressure  was  120/70 
mm.  of  mercury.  Positive  findings  were  limited  to  the  ab- 
domen; there  was  tenderness  in  the  left  flank,  left  costo- 
vertebral angle,  and  lower  left  abdomen,  with  moderate 
rigidity.  No  masses  or  organs  were  palpated.  Bowel  sounds 
were  normal.  Rectal  and  vaginal  examination  revealed 
nothing  abnormal. 

A catheterized  urine  specimen  was  normal  except  for 
3 to  4 white  blood  cells.  Serologic  tests  for  syphilis  were 
negative.  Complete  blood  cell  count  was  as  follows:  red 
blood  cells,  3,850,000;  hemoglobin,  8.9  Gm.;  white  blood 
cells,  23,400;  lymphocytes,  22;  eosinophils,  1;  polymorpho- 
nuclear leukocytes,  77;  stab  cells,  29;  and  segmented  cells, 
48. 

A tentative  diagnosis  of  enteritis  or  diverticulitis  was 
made.  A small  enema  gave  no  relief  of  pain,  and  the  solu- 
tion returned  clear.  The  patient  was  given  Demerol,  50  mg., 
and  became  more  comfortable.  She  was  given  a clear  liquid 
diet  and  Chloramphenicol,  500  mg.,  every  6 hours  by 
mouth. 

Approximately  5 hours  after  admission  the  patient  vom- 
ited a moderate  amount  of  clear  liquid  with  a few  flecks 
of  bright  blood.  She  rested  fairly  comfortably  throughout 
the  night  after  admission,  but  the  next  day  the  pain  became 
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more  severe  again.  Temperature  rose  to  99-6  F.  There  was 
a round,  tender  mass,  approximately  the  size  of  a large 
orange,  in  the  left  midportion  of  the  abdomen.  It  was 
movable  and  seemed  cystic  in  nature.  A flat  plate  of  the 
abdomen  showed  a "normal  intestinal  gas  pattern,”  and  a 
long  oval  mass  occupied  the  left  side  of  the  abdomen. 

Even  though  no  definite  diagnosis  was  evident,  the  pa- 
tient was  thought  to  have  a disease  requiring  surgical 
treatment.  She  was  given  500  cc.  of  whole  blood,  and  was 
prepared  for  surgery.  A laparotomy  was  done  with  use  of 
general  anesthesia  about  40  hours  after  admission.  Another 
500  cc.  of  whole  blood  was  given  during  surgery.  When 
the  peritoneal  cavity  was  entered,  a jejuno-ileal  intussuscep- 
tion was  found,  starting  approximately  12  inches  from  the 
ligament  of  Treitz.  The  intussusception  was  released  with 
considerable  difficulty.  A tumor  1 to  1.5  inches  in  diameter 
was  found  in  the  antimesenteric  wall  of  the  jejunum  at  the 
start  of  the  intussusception.  Approximately  4 feet  of  non- 
viable  small  intestine  was  resected  and  end-to-end  anasto- 
mosis was  done. 

Pathologic  Data. — The  specimen  was  a 100  cm.  length 
of  small  intestine  identified  as  terminal  jejunum  and  proxi- 
mal ileum.  A 60  cm.  length  of  bowel  was  dark,  with  the 
remaining  40  cm.  more  lightly  colored.  The  degree  of  dis- 
coloration suggested  necrosis  of  tissue.  At  one  end  of  the 
tissue  a tumor  projected  into  the  lumen  of  the  bowel;  this 
zone  measures  2.3  by  3.8  cm.  In  the  center  of  a section 
from  the  tumor  nodule  was  a cystic  space  filled  with  a pale, 
mucoid  material.  The  entire  tissue  was  dark  red  character- 
istic of  abundant  interstitial  hemorrhage  and  suggestive  of 
necrosis. 

On  microscopic  examination,  the  section  of  intestinal  wall 
away  from  the  tumor  showed  hyperemia,  edema,  interstitial 
hemorrhage,  and  degeneration  of  the  wall.  There  was  auto- 
lysis of  the  greater  part  of  the  lining  mucosa,  with  only 
small  fragments  remaining.  Blood  vessels  were  engorged, 
and  the  structure  of  the  wall  was  distorted  and  indistinct 
from  degeneration.  Sections  from  the  tumor  mass  showed 
prominent  elevation  of  mucosa  which  lined  the  bowel  wall 


Fig.  1.  Gross  specimen,  cross-section  through  duplica- 
tion cyst  and  surrounding  jejunum.  Cyst  is  intramural  in 
position  and  almost  fills  lumen  of  jejunum.  Cyst  could 
not  be  enucleated;  resection  and  end  to  end  anastomosis 
of  involved  intestine  was  proper  procedure. 


and  covered  the  tumor.  The  tumor  was  produced  by  the 
presence  of  an  enteric  cyst.  A large  central  lumen  sug- 
gested a lining  mucosa  which  had  been  eroded  by  autolysis. 
A thin  zone  of  submucosa  remained.  Surrounding  the  lumen 
were  bundles  of  smooth  muscle,  in  layers,  identical  with 
that  found  in  the  normal  bowel  wall  (Fig.  2).  The  various 
sections  demonstrated  a large  lumen,  with  its  surrounding 
smooth  muscle  wall,  and  several  smaller  ones  encircling  it. 
This  represented  a zone  of  reduplication  of  the  bowel  wall 
within  itself.  Since  it  had  been  confined  to  a single  loca- 
tion, it  had  produced  a cyst,  representing  an  enteric  cyst. 
There  was  nothing  suggestive  of  neoplastic  proliferation. 

Pathologic  diagnosis  was  small  intestine,  terminal  je- 
junum, and  proximal  ileum:  enteric  cyst  with  intussuscep- 
tion and  gangrene. 

Postoperative  Period. — The  patient  had  a smooth  post- 
operative course.  Wangensteen  suction  was  constant,  and 
fluids  were  administered  intravenously.  Chloramphenicol 
was  given  intramuscularly.  After  3 days  the  gastric  suction 
tube  was  removed  and  oral  feedings  were  begun.  The  pa- 
tient had  a normal  bowel  movement  on  the  fourth  post- 
operative day.  Chloramphenicol  was  continued  until  the 
eighth  postoperative  day.  There  were  no  signs  of  peritonitis. 
The  patient  was  dismissed  from  the  hospital  in  good  condi- 
tion on  the  tenth  postoperative  day. 


DISCUSSION 

Intussusception  is  the  invagination  of  a portion  of 
intestine  or  colon  into  a more  distal  portion  of  the 
intestinal  tract.  This  telescoping  of  the  bowel  may 
occur  at  different  levels  of  the  enteric  tube,  but  the 
ileocolic  type,  in  which  the  ileum  advances  into  the 
colon,  is  by  far  the  most  common.  Other  types  of 
intussusception  are  jejuno-ileal,  ileoileal,  and  colo- 
colic. 

Intussusception  is  most  commonly  found  in  infancy 
and  early  childhood  and  constitutes  an  important 
surgical  emergency.  Gross,6  in  a survey  of  702  cases, 
reported  that  75  per  cent  of  the  patients  were 
younger  than  1 year  of  age,  and  85  per  cent  younger 
than  2 years.  In  infants  and  small  children,  no  defi- 
nite cause  for  intussusception  can  usually  be  found; 


Fig.  2.  Photomicrograph,  cross-section  through  wall  of 
cyst.  Mucosal  lining  of  cyst  and  layers  of  smooth  muscle 
in  cyst  wall  can  be  seen. 
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in  only  6 per  cent  of  the  702  cases  reported  by  Gross 
was  an  etiologic  agent  demonstrable.  In  contrast, 
intussusception  in  older  children  and  adults  is  almost 
always  secondary  to  pre-existing  disease  or  tumor  of 
the  bowel  wall.  Ferrer4  reported  that  25  adults  with 
intussusception  were  treated  at  the  New  York  Pres- 
byterian Hospital  between  July,  1932,  and  July,  1949- 
In  22  of  these  a contributory  disease  was  present. 
Ferrer  found  the  following  types  of  tumors  in  the 
small  bowel  to  be  causative:  fibroma,  polyp,  lipoma, 
leiomyoma,  lymphosarcoma,  and  carcinoma.  No  dup- 
lication cysts  were  reported. 

Eliot  and  Corscaden,3  in  a study  of  300  cases  of 
intussusception  in  adults,  found  that  in  60  cases  be- 
nign tumor,  and  in  40  cases  malignant  tumor  was 
the  underlying  cause.  In  1 instance  a "cyst  of  the 
ileocecal  valve”  had  produced  intussusception. 

Olson,9  reviewing  records  of  the  Mayo  Clinic  from 
1911  through  1942,  found  77  tumors  of  the  small 
bowel,  of  which  38  had  caused  clinical  symptoms.  Of 
these  38  tumors  of  the  small  bowel,  1 1 had  produced 
intussusception.  In  this  series  only  1 symptomatic 
enteric  cyst  was  found,  and  it  did  not  cause  intus- 
susception. 

From  the  references  cited,  it  is  apparent  that  dup- 
lication cysts  of  the  intestine  are  exceedingly  rare 
causes  of  intussusception.  Close  search  of  the  litera- 
ture shows  many  reports  of  duplications  of  the  bowel 
or  "enteric  cysts”;  however,  few  cases  have  been  cited 
as  the  cause  of  intussusception.  Gross/1  in  his  series 
of  702  cases,  reported  3 cases  of  intussusception 
caused  by  duplication  in  the  terminal  ileum  and  ileo- 
cecal area — all  in  infants. 

Duplications  of  the  alimentary  tract  have  been 
described  under  various  names,  including  "inclusion 
cysts,”  "enteric  cysts,”  "enterogenous  cysts,”  and 
"ileum  duplex.”  Duplications  may  be  spherical  or 
elongated  hollow  structures.  Their  walls  contain  the 
same  layers  found  in  the  intestinal  tract,  that  is, 
smooth  muscle  and  a lining  of  mucous  membrane. 


Fig.  3.  Part  of  gross  specimen,  sagittal  section  through 
duplication  cyst  and  surrounding  jejunum. 


They  are  intimately  attached  to  some  portion  of  the 
alimentary  tract,  most  commonly  in  the  ileum  and 
ileocecal  valve  area.  Duplication  cysts  vary  in  size, 
some  being  as  large  as  a grapefruit.  They  are  usually 
firmly  attached  to  the  adjacent  intestine  and  may  be 
intramesenteric,  submucousal,  or  subserosal.  Some 
are  located  between  the  walls  of  smooth  muscle  in 
the  intestine.  There  is  usually  a common  blood  sup- 
ply to  the  cyst  and  to  the  adjacent  intestine,  making 
it  unwise  to  try  to  dissect  the  cyst  free  from  the  in- 
testine (Fig.  1 and  3). 

The  exact  embryologic  origin  of  duplication  cysts 
is  not  known,  and  several  theories1,  7 have  been  ad- 
vanced. Probably  the  most  plausible  theory  is  that 
advanced  by  Bremer:1 

"The  group  of  anomalies  comprising  the  en- 
terogenous cyst,  intestinal  duplications,  and  the 
like  is  divisible  into  two  smaller  classes  on  the 
basis  of  embryologic  origin.  Most  of  the  spheri- 
cal cysts  are  derived  from  true  diverticula,  which 
are  frequently  found  projecting  from  the  ventral 
or  antimesenteric  surface  of  the  enteric  tube  in 
embryos  of  the  8th  or  9th  week  and  are  normally 
absorbed  later.  Abnormally  they  continue  to 
grow.  If  restricted  by  the  intestinal  muscle,  they 
bulge  within  the  lumen  (as  in  this  case),  but 
if  they  pierce  the  muscle  layers,  outward  expan- 
sion is  not  limited  and  they  may  become  large 
cysts  attached  to  the  intestine. 

"A  few  of  the  spherical  and  most  of  the  tubu- 
lar structures  represent  true  duplication,  originat- 
ing by  an  abnormal  persistence  of  the  vacuoles 
normally  present  among  the  massed  cells  of  the 
'solid  stage’  of  the  intestine,  a phenomenon  of 
growth  in  the  embryos  of  the  6th  or  7th  week. 
By  the  confluence  of  a chain  of  vacuoles  a new 
channel  is  formed,  parallel  to  the  original  lumen.” 

Duplication  cysts  may  cause  various  symptoms,  de- 
pending upon  their  size  and  location.  About  two- 
thirds  of  symptom-producing  intra-abdominal  cysts 
cause  intestinal  obstruction.2  They  may  obstruct  the 
lumen  and  cause  vomiting  or  colicky  pain,  or  may 
be  the  point  of  origin  of  an  intussusception.  Pain  may 
also  be  produced  by  pressure  within  the  cyst  from 
fluid  secreted  within  the  lumen.  The  cyst  may  ob- 
struct mesenteric  blood  vessels  and  produce  necrosis, 
sloughing,  and  bleeding  in  the  adjacent  intestine.  The 
most  important  diagnostic  sign  of  a duplication  cyst 
is  a palpable  mass  of  unexplained  origin  in  the  ab- 
domen. 
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Americans  Participate  in  Dangerous  Sports 

Millions  of  Americans  participate  in  sports  involving  some  element  of  danger. 

Statisticians  at  Metropolitan  Life  Insurance  Company  believe  that  the  "incidence 
and  seventy  of  injuries  sustained  in  competitive  sports  can  be  decreased  by  players  having 
proper  equipment  and  facilities,  good  instruction  and  supervision  . . . adequate 
health  examinations  of  athletes,  and  prompt  medical  attention  to  injuries!’ 

From  1955  through  1959,  football  accounted  for  108  deaths  in  the  United  States; 
81  of  them  the  result  of  injuries  in  activities  directly  associated  with  the  game.  Tackling 
and  blocking  were  responsible  for  more  than  one  fourth  of  fatalities,  and  27  deaths  were 
indirectly  attributable  to  heat  stroke,  heart  failure,  and  other  conditions. 

Fatal  injury  in  baseball  is  relatively  uncommon.  Major  leagues  have  not  had  a fatal 
injury  since  1920,  and  amateur  leagues  have  had  few  fatal  injuries. 

Twelve  amateur  and  six  professional  fighters  lost  their  lives  from  1955  through 
1959.  Five  lives  were  lost  by  amateurs  in  1959  alone. 

No  overall  figures  are  available  on  injuries  or  deaths  connected  with  basketball, 
skiing,  and  ice  hockey. 

In  all,  information  indicates  that  injuries  resulting  in  temporary  disability  are 
common  in  organized  competitive  sports  and  that  the  annual  toll  includes  many  severely 
injured  and  not  a few  deaths. 
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★ Coming  Meetings 


Texas  Medical  Association,  Austin,  Sept.  17-18,  I960,  Jan.  28, 
1961;  Galveston,  April  23-25,  1961.  Dr.  May  Owen,  Fort  Worth, 
Pres.;  Mr.  C.  Lincoln  Williston,  1801  North  Lamar  Blvd.,  Austin, 
Exec.  Secy. 

American  Medical  Association,  Washington,  D.  C.,  Nov.  28-Dec.  1, 
I960.  Dr.  E.  Vincent  Askey,  Los  Angeles,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


September 

American  Association  of  Obstetricians  and  Gynecologists,  Hot  Springs, 
Va„  Sept.  8-10,  I960.  Dr.  Robert  A.  Ross,  Chapel  Hill,  N.  C„ 
Pres.;  Dr.  Clyde  L.  Randall,  216  Summer  St.,  Buffalo  22,  Secy. 
American  College  of  Radiology,  Atlantic  City,  Sept.  30-Oct.  1,  I960. 
Dr.  Earl  E.  Barth,  Chicago,  Pres.;  Mr.  W.  C.  Stronach,  20  N. 
Wacker  Dr.,  Chicago  6,  Executive  Director. 

American  Society  of  Clinical  Pathologists,  Chicago,  Sept.  24-Oct.  2, 
I960.  Dr.  John  J.  Clemmer,  Albany,  Pres.;  Mr.  Claude  E.  Wells, 
445  Lake  Shore  Drive,  Chicago  11,  Executive  Secy. 

Association  of  American  Physicians  and  Surgeons,  St.  Louis,  Sept. 
29-Oct.  1,  I960.  Dr.  Louis  Wegryn,  Elizabeth,  N.  J..  Pres.; 
Mr.  Harry  E.  Northam,  185  N.  Wabash  Ave.,  Chicago  1,  Ex- 
ecutive Director. 

Tri-State  Medical  Assembly,  Louisiana,  Sept.  14-15,  I960.  Dr.  R.  B. 
Langford,  Shreveport,  Pres.;  Dr.  J.  W.  Wilson,  Jr.,  940  Margaret 
Place,  Shreveport,  Secy. 

Texas  Division,  American  Cancer  Society,  Austin,  Sept.  14,  I960. 
Dr.  David  A.  Todd,  San  Antonio,  Pres.;  Mr.  Curt  W.  Reimann, 
5014  Bull  Creek  Rd.,  Austin  3,  Executive  Director. 

Texas  Heart  Association,  Dallas,  Sept.  9-10,  I960.  Dr.  Robert  E. 
Leslie,  El  Campo,  Pres.;  Mr.  Ernest  T.  Guy,  404  Jesse  H.  Jones 
Library  Building,  Houston  25,  Executive  Director. 

Texas  Pediatric  Society,  Sept.  30-Oct.  1,  I960,  Dallas.  Dr.  Byron 
York,  Houston,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris, 
Secy. 

Tenth  District  Society,  Beaumont,  Sept.  7,  I960.  Dr.  Bedford  Mace, 
Beaumont,  Pres.;  Dr.  Irving  M.  Richman,  3280  Fannin  St., 
Beaumont,  Secy. 


October 

American  Academy  of  Pediatrics,  Chicago,  Oct.  17-20,  I960.  Dr. 
William  W.  Belford,  San  Diego,  Calif.,  Pres.;  Dr.  E.  H.  Christo- 
pherson,  1801  Hinman  Ave.,  Evanston,  111.,  Executive  Director. 
American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
On.  9-14,  I960.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  St.  S.W.,  Rochester,  Minn.,  Secy. 
American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19,  Secy. 

American  College  of  Gastroenterology,  Philadelphia,  On.  23-29, 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Surgeons,  San  Francisco,  Oct.  10-14,  I960.  Dr. 
Owen  H.  Wangensteen,  Minneapolis,  Pres.;  Dr.  William  E. 
Adams,  950  E.  59th  St.,  Chicago,  Secy. 

American  Heart  Association,  St.  Louis,  On.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland,  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Public  Health  Association,  San  Francisco,  Oct.  31-Nov.  4. 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

Southern  Medical  Association,  St.  Louis,  Oct.  31-Nov.  3,  I960.  Dr. 
Edwin  H.  Lawson,  New  Orleans,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 


Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4, 
I960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Oct.  23,  I960. 
Dr.  Robb  Rutledge,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
Westchester  House,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  El  Paso,  Oct.  20-22,  I960. 
Dr.  R.  L.  Deter,  El  Paso,  Pres.;  Dr.  Merle  Thomas,  1501  Ari- 
zona Building,  El  Paso,  Secy. 

Texas  Academy  of  General  Practice,  Dallas,  On.  3-5.  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Society  on  Aging,  Houston,  Oct.  6-8,  I960.  Dr.  Ernest  W. 
Keil,  Temple,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  San  Antonio,  Oct.  3-4,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott 
and  White  Clinic,  Temple,  Secy. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O’Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 


National  and  Regional 

American  Academy  of  Allergy,  Washington,  D.  C.,  Feb.  6-8,  1961. 
Dr.  Bram  Rose,  Montreal,  Canada,  Pres.;  Dr.  Joseph  Noah,  100 
N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
American  Academy  of  General  Practice,  Miami,  April  17-20,  1961. 
Dr.  John  G.  Walsh,  Sacramento,  Calif.,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery.  Dr.  William  E.  Adams, 
Chicago,  Pres.;  Dr.  Hiram  T.  Langston,  7730  Corondelet  Ave., 
St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  Reed  M. 
Nesbitt,  Ann  Arbor,  Mich.,  Pres.;  Dr.  W.  J.  Engel,  2020  E. 
93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Plastic  Surgeons,  May  17,  1961.  Dr.  Herbert 
Conway,  New  York  City,  Pres.;  Dr.  Thomas  D.  Cronin,  6615 
Travis  St.,  Houston  25,  Secy. 

American  College  of  Allergists,  Dallas,  March  12-17,  1961.  Dr. 
Giles  A.  Koelsche,  Rochester,  Minn.,  Pres.;  Mr.  Eloi  Bauers,  2160 
Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians,  New  York  City,  June  22-26, 
1961.  Dr.  M.  Jay  Flipse,  550  Brickell,  Miami,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  1 1 , Executive  Director. 
American  College  of  Obstetricians  and  Gynecologists.  Dr.  John  I. 
Brewer,  Chicago,  Pres.;  Mr.  Donald  F.  Richardson,  P.  O.  Box 
749,  Chicago  90,  Executive  Secy. 

American  College  of  Physicians,  Miami  Beach,  May  8-12,  1961.  Dr. 
Chester  S.  Keefer,  Boston,  Pres.;  Dr.  E.  C.  Rosenow,  Jr.,  4200 
Pine  St.,  Philadelphia  4,  Executive  Director. 

American  Congress  of  Physical  Medicine  and  Rehabilitation.  Dr.  F.  J. 
Kottke,  Minneapolis,  Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan 
Ave.,  Chicago  2,  Executive  Secy. 

American  Dermatological  Association.  Dr.  Marion  B.  Sulzberger,  New 
York,  Pres.;  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32, 
Secy. 

American  Gastroenterological  Association,  Chicago,  May  25-27,  1961. 
Dr.  Hugh  Butt,  Rochester,  Minn.,  Pres.;  Dr.  Wade  Volwiler,  Dept, 
of  Medicine,  University  of  Washington,  Seattle  5,  Secy. 

American  Gynecological  Society.  Dr.  Karl  H.  Martzloff,  Portland, 
Pres.;  Dr.  A.  A.  Marchetti,  3800  Reservoir  Rd.  N.W.,  Washing- 
ton 7,  D.C.,  Secy. 

American  Hospital  Association.  Dr.  Russell  A.  Nelson,  Baltimore, 
Md.,  Pres.;  Dr.  Edwin  L.  Crosby,  18  E.  Division  Street,  Chicago, 
Executive  Director. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Lake 
Placid  Club,  May  23-25,  I960.  Dr.  Fletcher  D.  Woodward,  Char- 
lottesville, Va.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg., 
Rochester,  N.  Y.,  Secy. 

American  Neurological  Association,  Atlantic  City,  June  12-14,  1961. 
Dr.  H.  G.  Wolff,  New  York  City,  Pres.;  Dr.  M.  D.  Yahr,  710 
W.  16th  St.,  New  York  32,  Secy. 

American  Ophthalmological  Society,  Hot  Springs,  Va.,  May  17-19, 
1961.  Dr.  Edwin  B.  Dunphy,  Boston,  Pres.;  Dr.  Joseph  A.  C. 
Wadsworth,  108  E.  68th,  New  York  21,  Secy. 

American  Orthopaedic  Association,  Yosemite  National  Park,  May  22- 
25,  1961.  Dr.  Edwin  F.  Cave,  Boston,  Pres.;  Dr.  Lee  Ramsay 
Straub,  535  E.  70th  St.,  New  York  21,  Secy. 
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American  Pediatric  Society,  Atlantic  City,  May  2-5,  1961.  Dr.  L. 
Emmett  Holt,  New  York  City,  Pres.;  Dr.  Conrad  M.  Riley,  Denver 
General  Hospital,  Denver  4,  Secy. 

American  Proctologic  Society.  Dr.  H.  R.  Reichman,  Salt  Lake  City, 
Pres.;  Dr.  Norman  D.  Nigro,  10  Peterboro,  Detroit  1,  Secy. 
American  Psychiatric  Association,  Chicago,  May  7-12,  1961.  Dr. 
Robert  H.  Felix,  Bethesda,  Md.,  Pres.;  Austin  M.  Davies,  1270 
Avenue  of  the  Americas,  New  York  20,  Exec.  Assistant. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29.  Secy. 
American  Urological  Association,  Los  Angeles,  May  22-25,  1961.  Dr. 
John  E.  Heslin,  Albany,  N.  Y.,  Pres.;  Mr.  William  P.  Didusch, 
1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Henry  Meyer- 
ding,  Rochester,  Minn.,  Pres.;  Dr.  Ross  T.  Mclntire,  1516  Lake 
Shore  Dr.,  Chicago,  Executive  Director. 

National  Tuberculosis  Association,  Cincinnati,  Ohio,  May  21-26, 
1961.  Mr.  Herbert  C.  De  Young,  Chicago,  Pres.;  Judge  Herman 
Dehnke,  213  Main,  Harrisville,  Mich.,  Secy. 

Radiological  Society  of  North  America,  Cincinnati,  Ohio,  Dec.  4-9, 

1960.  Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S. 
Childs,  713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

South  Central  Association  of  Blood  Banks,  New  Orleans,  March  3-4, 

1961.  Dr.  Kenneth  M.  Heard,  Jackson,  Miss.,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stoneleigh  Hotel,  Dallas,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 

Southwest  Allergy  Forum,  Rio  Grande  Valley,  Spring,  1961.  Dr. 
Johnny  A.  Blue,  Oklahoma  City,  Pres.;  Dr.  George  L.  Winn,  Suite 
104,  Lister  Medical  Building,  430  Northwest  Twelfth  St.,  Okla- 
homa City,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio.  Dr.  Peter 
E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711 
Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  St.  Louis,  April  10-13,  1961.  Dr. 
Howard  D.  Cogswell,  Tucson,  Ariz.,  Pres.;  Mary  O'Leary,  813 
Medical  Arts  Bldg.,  Oklahoma  City,  Exec.  Secy. 

United  States-Mexico  Border  Public  Health  Association,  San  Diego, 
June  25-29,  1961.  Dr.  Adan  Mercado  Cerda,  Tamaulipas,  Mexico, 
Pres.;  Dr.  Ulpiano  Blanco,  El  Paso,  Secy. 


State 

Texas  Academy  of  Internal  Medicine,  Dallas,  December,  I960.  Dr. 
Robert  Mitchell,  Plainview,  Pres.;  Dr.  Sam  Arnett,  2609  19th  St., 
Lubbock,  Secy. 

Texas  Air-Medics  Association,  Galveston,  April  22-25,  1961.  Dr. 
C.  D.  Henry,  San  Antonio,  Pres.;  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Secy. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Galveston,  April 
22-25,  1961.  Dr.  L.  P.  Walter,  Austin,  Pres.;  Dr.  W.  V.  Brad- 
shaw, Jr.,  1800  University  Drive,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1, 
Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Galveston,  April 
22-25,  1961.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kel- 
ton,  Jr.,  108  West  30th,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Galveston, 
April  22-25,  1961.  Dr.  Hiram  M.  Anderson,  San  Angelo,  Pres.; 
Dr.  Milton  V.  Davis,  3707  Gaston  Avenue,  Dallas,  Secy.-Treas. 
Texas  Dermatological  Society,  Galveston,  April  22-25,  1961.  Dr. 
M.  W.  Harrison,  Houston,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy.-Treas. 

Texas  Diabetes  Association,  Galveston,  April  22-25,  1961.  Dr.  James 
A.  Greene,  Houston,  Pres.;  Dr.  John  W.  Chriss,  2436  Morgan 
Street,  Corpus  Christi,  Secy.-Treas. 

Texas  Hospital  Association,  Dallas,  May  15-17,  1961.  Dr.  F.  R. 
Higginbotham,  San  Antonio,  Pres.;  Mr.  O.  Ray  Hurst,  1905  N. 
Lamar,  Austin,  Executive  Director. 

Texas  Industrial  Medical  Association,  Galveston,  April  22-25,  1961. 
Dr.  Noble  B.  Daniel,  Texarkana,  Pres.;  Dr.  J.  G.  Burdick,  Pasa- 
dena, Secy. 

Texas  Neuropsychiatric  Association,  Galveston,  April  22-25,  1961. 
Dr.  Clarence  S.  Hoekstra,  Dallas,  Pres.;  Dr.  E.  Ivan  Bruce,  Jr., 
Galveston,  Secy.-Treas. 

Texas  Ophthalmological  Association,  Galveston,  April  22-25,  1961. 
Dr.  Otto  Lippmann,  Austin,  Pres.;  Dr.  James  H.  Scruggs,  Waco, 
Secy. 
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Texas  Orthopedic  Association,  Galveston,  April  22-25,  1961.  Dr. 

Ike  S.  McReynolds,  Houston,  Pres.;  Dr.  Margaret  Watkins,  Dallas, 
Secy.-Treas. 

Texas  Otolaryngological  Association,  Galveston,  April  22-25,  1961. 
Dr.  August  J.  Streit,  Amarillo,  Pres.;  Dr.  Louis  E.  Adin,  Jr., 

Dallas,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Galveston,  April 
22-25,  1961.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Fort  Worth,  March  5-8,  1961. 

Mrs.  Maggie  Belle  Davis,  Corpus  Christi,  Pres.;  Mr.  Joseph  N. 
Murphy,  Jr.,  Box  4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 

Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9,  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Galveston,  April  22-25,  1961. 

Dr.  Randle  J.  Brady,  Houston,  Pres.;  Dr.  Eugene  L.  Slataper, 

Houston,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Galveston,  April  22-25, 
1961.  Dr.  W.  S.  Horn,  Jr.,  Fort  Worth,  Pres.;  Dr.  Louis  Levy, 
Fort  Worth,  Secy.-Treas. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Galveston, 
April  22-25,  1961.  Dr.  H.  Gray  Carter,  Dallas,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Temple,  Secy.-Treas. 

Texas  Society  of  Pathologists,  Inc.,  Galveston,  April  22-25,  1961. 

Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A. 
Stembridge,  Dallas.  Secy.-Treas. 

Texas  Society  of  Plastic  Surgeons,  Galveston,  April  22-25,  1961. 

Dr.  J.  B.  Patterson,  Fort  Worth,  Pres.;  Dr.  Raymond  O.  Brauer, 
Houston,  Secy.-Treas. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  1-3, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Carolyn  H.  Mil- 
lard, 1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  Antonio, 
Dec.  2-3,  I960.  Dr.  Lyle  J.  Logue,  Houston,  Pres.;  Dr.  Oliver 
Suehs,  14  Medical  Arts  Square,  Austin,  Secy. 

Texas  Traumatic  Surgical  Society,  Galveston,  April  22-25,  1961.  Dr. 
Edward  R.  Rowe,  Galveston,  Pres.;  Dr.  John  C.  Long,  Plainview, 
Secy.-Treas. 

Texas  Tuberculosis  Association,  Corpus  Christi,  March  16-18,  1961. 
Dr.  J.  Edward  Johnson,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box 
6158,  Austin  21,  Executive  Director. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas,  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St„ 
Wichita  Falls,  Secy. 


District 

First  District  Society,  Pecos,  Feb.  3,  1961.  Dr.  Russell  Holt,  El 
Paso,  Pres.;  Dr.  Gordon  L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 
Second  District  Society,  Snyder,  1961.  Dr.  M.  J.  Loting,  Midland, 
Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 

Third  District  Society,  Lubbock.  Dr.  Grady  M.  Wallace,  Lubbock, 
Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth,  Amarillo,  Secy. 
Fourth  District  Society,  San  Angelo,  May,  1961.  Dr.  J.  G.  Boden- 
hamer,  Mason,  Pres.;  Dr.  M.  D.  Knight,  234  W.  Beauregard, 
San  Angelo,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9,  1961. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13th,  Austin,  Secy. 

Eighth  District  Society,  Corpus  Christi.  Dr.  M.  Warren  Hardwick, 
Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346,  Victoria,  Secy. 
Ninth  District  Society,  Bellville,  Spring,  1961.  Dr.  Irving  M.  Wat- 
son, Jr.,  Conroe;  Dr.  William  E.  Sharp,  721  E.  Texas,  Baytown, 
Secy. 

Eleventh  District  Society,  Jacksonville.  Dr.  Marlin  T.  Braswell,  Hen- 
derson, Pres.;  Dr.  Floyd  Verheyden,  813  John  St.,  Jacksonville, 
Secy. 

Twelfth  District  Society,  Waco,  January  10,  1961.  Dr.  Bernard 
Rosen,  Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th  St., 
Corsicana,  Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  William  B. 
Allensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  Charles  Wise,  Naples,  Pres.;  Dr. 
George  Bennett,  402  S.  Bolivar,  Marshall,  Secy. 
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Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  11,  I960.  Dr. 
Andrew  Jackson,  Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  20-22, 
1961.  Dr.  Frank  H.  Kidd,  Jr.,  Dallas,  Pres.;  Millard  J.  Heath, 
433  Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 
New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  6-9, 
1961.  Dr.  Maurice  E.  St.  Martin,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 


Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  10-12, 
1961.  Dr.  C.  Forrest  Jorns,  Houston,  Pres.;  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Secy. 
Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 


Board  Examinations 


Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.; 
Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State  Office  Bldg.,  201  E. 
14th  St.,  Austin. 


MEDICOLEGAL  NOTES 

Consent  Should  Be  Obtained  Before 
Hazardous  Procedures 


The  various  legal  aspects  of  obtaining  consent  from 
patients  prior  to  the  performance  of  surgery  and  certain 
other  procedures  has  been  discussed  in  my  column  on 
numerous  occasions,  and  physicians  are  normally  keenly 
aware  of  the  necessity  for  such  consent. 

Failure  to  obtain  valid  consent  from  the  patient  for 
medical  and/or  surgical  care  and  treatment  may  well  sub- 
ject the  physician  to  liability  for  damages  for  what  amounts 
to  a technical  assault  and  battery.  Such  would  be  true,  in 
the  absence  of  an  emergency,  even  though  the  medical 
and  surgical  treatment  was  beneficial  to  the  patient  and  was 
performed  without  negligence  on  the  part  of  the  physician. 

Aside  from  the  need  of  obtaining  this  consent,  there 
appears  to  be  a rising  incidence  of  cases  involving  the 
failure  to  obtain  "informed  consent.”  Two  recent  court 
decisions — one  in  Kansas  and  the  other  in  Missouri — have 
held  that  a physician  who  fails  to  inform  a patient  of 
the  possible  serious  collateral  hazards  of  a medical  or  surgi- 
cal procedure  may  be  held  liable  for  malpractice  even 
though  the  physician  follows  approved  standards  of  medi- 
cal care. 

In  the  Kansas  case  (Natanson  vs.  Kline,  350  P.  2d 
1093),  the  Supreme  Court  of  that  state  held  that  a radiol- 
ogist who  failed  to  fully  advise  his  patient  of  the  possible 
hazards  of  cobalt  irradiation  treatments  was  guilty  of 
malpractice.  The  court  in  this  case  was  careful  to  point 
out  that  such  holding  was  not  based  on  a charge  of  assault 
and  battery,  but  rather  on  negligence  for  the  failure  to 
obtain  an  informed  consent.  However,  the  court  stated  that 
where  the  patient  is  fully  aware  of  the  dangers  involved, 
his  consent  to  the  treatment  would  constitute  an  informed 
consent. 

In  the  Missouri  case  (Mitchell  vs.  Robinson,  334  SW 
2d  11),  the  Supreme  Court  of  that  state  held  that  the 
physicians  ".  . . owed  their  patient  in  possession  of  his 
faculties  the  duty  to  inform  him,  generally,  of  the  possible 
serious  collateral  hazards”  of  combined  electroshock  and 
insulin  subcoma  therapy.  The  treatment  in  this  case  re- 


sulted in  fracture  of  several  vertebrae,  and  the  patient  sued 
to  recover  damages  for  these  injuries.  He  denied  that  the 
physicians  had  informed  him  of  these  possible  dangers  and 
testified  that  if  he  had  known  of  them,  he  would  not  have 
consented  to  the  treatment. 

The  implication  of  these  .cases  is  readily  evident.  In 
instances  in  which  the  contemplated  surgery  or  course  of 
treatment  is  particularly  hazardous,  the  physician  has  an 
obligation  to  the  patient  to  make  known  this  fact.  There- 
fore, if  consent  is  given  to  the  course  of  treatment  it  will 
be  an  informed  one.  Although  to  date  there  have  been 
no  cases  before  the  appellate  courts  in  which  this  particular 
issue  was  raised,  it  is  possible  that  our  courts  might  follow 
the  reasoning  of  the  Missouri  and  Kansas  courts. 

Because  of  this  possibility,  I would  recommend  that 
physicians  make  known  to  their  patients  any  above-average 
hazards  present  in  a particular  course  of  treatment  being 
contemplated.  If  the  patient  is  still  agreeable,  then  I 
would  suggest  further  that  the  consent  form  used,  besides 
designating  the  procedure  or  treatment  to  be  performed, 
set  forth  that  certain  hazards  are  present  and  that  after 
being  fully  apprised  of  such  dangers,  the  patient,  never- 
theless, requests  and  authorizes  the  physician  to  undertake 
such  procedure  or  treatment.  This  type  of  consent  form 
lessens  the  likelihood  of  a subsequent  allegation  that  an 
"informed  consent”  was  not  obtained.  Of  course,  the  mere 
obtaining  of  this  type  of  consent  from  the  patient  does 
not  relieve  the  physician  from  the  obligation  actually  to 
make  the  dangers  known  to  the  patient. 

Physicians  and  hospitals  should  cooperate  closely  in 
cases  where  hazardous  procedures  or  treatment  are  being 
contemplated  so  that  adequate  consent  forms  may  be  used 
to  help  insure  that  the  patient  has  given  an  "informed 
consent.”  By  these  simple  precautions,  the  physician  may 
well  avoid  the  possibility  of  a suit  involving  failure  to 
obtain  "informed  consent.” 

— Philip  R.  Overton,  LL.B.,  Austin. 
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MEDICAL  MEETINGS 

Southern  Medical  Section 
Plans  St.  Louis  Meet 

The  Section  on  Ophthalmology  and  Otolaryngology  of 
the  Southern  Medical  Association  will  hold  its  annual  meet- 
ing October  31-November  3 in  St.  Louis. 

A live  color  television  program  on  "Preventive  and  Cura- 
tive Treatment  of  Retinal  Detachment”  will  open  the  ses- 
sion. Presenting  it  with  the  assistance  of  the  department’s 
staff  are  Dr.  Paul  A.  Cibis,  associate  professor  of  clinical 
ophthalmology,  and  Dr.  Bernard  Becker,  professor  and 
chairman  of  the  Department  of  Ophthalmology,  both  of 
Washington  University  School  of  Medicine,  St.  Louis. 

Presenting  papers  Monday  afternoon  are  Dr.  Theodore 
E.  Walsh,  Dr.  James  E.  Miller,  Dr.  Robert  N.  Tindall,  Dr. 
Robert  A.  Moses,  and  Dr.  Guerdan  Hardy,  all  of  St. 
Louis. 

Tuesday  speakers  and  their  topics  are  as  follows: 

Dr.  George  M.  Haik  of  New  Orleans,  the  chairman’s 
address,  "Subluxated  and  Dislocated  Lenses”;  Dr.  A.  D. 
Ruedemann,  Jr.,  Detroit,  "A  Clinical  Study  of  Alternating 
Hypertropia”;  Dr.  William  W.  Vollotton,  Charleston,  S.  C., 
"Iatrogenic  Eye  Diseases”;  Dr.  Harry  Harwich  and  Dr. 
David  Kosner,  both  of  Coral  Gables,  Fla.,  "Effect  of  Whip- 
lash Injuries  on  Ocular  Functions”;  Dr.  Alston  Callahan, 
Birmingham,  Ala.,  "More  Recent  Experience  with  Alpha- 
Chymotrypsin”;  Dr.  John  Nowell  and  Dr.  George  Ellis, 
New  Orleans,  "Light  Coagulation  in  Treatment  of  Retinal 
Disease”;  Dr.  Wendell  D.  Gingrich,  Galveston,  "Therapy 
of  Cephalosporium  Keratomycosis”;  Dr.  Clay  W.  Evatt, 
Charleston,  S.  C.,  "Congenital  Cataracts”;  and  Dr.  Robert 
A.  Schimek,  New  Orleans,  "Useful  Variations  in  Techniques 
for  Surgery  of  Blepharoptosis.” 

The  session  will  be  closed  with  "Contact  Lens  Symposi- 
um” by  Dr.  Thomas  J.  Van  Zant,  Houston;  Dr.  Donald 
Fonda,  Ridgewood,  N.  J.;  Dr.  Jack  Lee,  San  Antonio;  and 
Captain  Norris  L.  Newton,  M.C.,  Brooks  Air  Force  Base, 
San  Antonio. 

Wednesday  papers  and  topics  are  as  follows: 

Dr.  William  M.  Trible,  Washington,  D.  C.,  "Destructive 
Lesions  of  the  Superior  Maxilla  Resembling  Malignancy”; 
Dr.  Donald  F.  Proctor,  Baltimore,  "Bleeding  Following 
Tonsil  and  Adenoid  Operations”;  Dr.  Lyle  M.  Sellers,  Dal- 
las, "The  Round  Window — A Critical  Reevaluation”;  Dr. 
Ben  H.  Senturia,  Dr.  Robert  Goldstein,  and  Dr.  Benjamin 
Rosenbluth,  St.  Louis,  "Results  of  Mastotympanic  Surgery: 
A Critical  Evaluation”;  Dr.  Harry  Zoller,  New  Orleans, 
"Stapedectomy  with  Vein  Graft  for  Deafness  Due  to  Oto- 
sclerosis”; and  Round  Table  Discussion  with  Dr.  Lyle 
Sellers,  Dr.  Ben  Senturia,  Dr.  Harry  Zoller,  and  Dr.  Miles 
Lewis,  Jr.,  New  Orleans. 

Further  information  may  be  obtained  from  Dr.  A.  C. 
Esposito,  Suite  1212,  First  Huntington  National  Bank 
Building,  Huntington  1,  W.  Va. 


Dallas  Doctor  to  Become 
Director  of  College  of  Surgeons 

Dr.  John  Paul  North  of  Dallas  will  become  the  director 
of  the  American  College  of  Surgeons,  January  31,  1961, 
following  the  organization’s  annual  meeting  Oct.  10-14, 
I960,  in  San  Francisco.  He  will  succeed  Dr.  Paul  R.  Haw- 
ley, director  since  1950. 

Dr.  North  has  been  chief  of  the  Surgical  Service,  Vet- 
erans Hospital,  Dallas,  since  1955. 


Medical  Assistants  Plan 
October  Meeting  in  Dallas 

The  American  Association  of  Medical  Assistants  has 
scheduled  its  fourth  annual  national  convention  next  month 
in  Dallas.  Meeting  dates  are  October  14-16. 

Featured  will  be  an  educational  seminar  and  a leadership 
seminar.  For  the  first,  talks  will  include,  "Waiting  Room 
Atmosphere”;  "The  Hospital,  the  Doctor,  and  You”;  and 
"The  Problem  of  Medical  Care  Cost  in  the  60’s.” 

The  leadership  seminar  will  feature  lectures  on  credit 
and  office  management  and  a roundtable  discussion  of 
physician-assistant-patient  relationships. 

Speakers  at  the  meeting  will  include  Dr.  E.  Vincent 
Askey,  President  of  the  American  Medical  Association;  Dr. 
May  Owen,  President  of  the  Texas  Medical  Association;  Dr. 
Milford  O.  Rouse,  Dr.  Elliott  Mendenhall,  and  Dr.  Edward 
A.  Newell,  all  of  Dallas;  and  Dr.  Leo  J.  Starry  of  Oklahoma 
City. 


New  York  University  Sets 
Endocrine  Organs  Symposium 

"Surgery  of  Endocrine  Organs”  will  be  the  subject  of  a 
3 day  symposium  conducted  by  the  schools  of  medicine  of 
New  York  University  Medical  Center,  November  17  to  19- 

Directors  of  the  symposium  are  Dr.  John  H.  Mulholland, 
professor  and  chairman  of  the  Department  of  Surgery,  and 
Dr.  S.  Arthur  Localio,  professor  of  clinical  surgery. 

Further  details  and  application  forms  may  be  obtained 
from  the  Office  of  the  Associate  Dean,  New  York  Univer- 
sity Post-Graduate  Medical  School,  550  First  Avenue,  New 
York  16,  N.  Y. 


State  Board  of  Medical  Examiners 

The  next  meeting  of  the  Texas  State  Board  of  Medical 
Examiners  will  be  held  December  1-3  at  the  Hilton  Hotel, 
Fort  Worth.  Examinations  will  be  given  and  applications 
for  license  by  reciprocity  will  be  considered. 

Completed  applications  for  the  examination  of  graduates 
from  medical  schools  in  the  United  States  must  be  filed 
with  the  state  office  30  days  before  the  meeting.  For  grad- 
uates outside  the  United  States  and  for  applicants  for 
reciprocity,  applications  must  be  filed  60  days  prior  to  the 
meeting. 

Applications  should  be  filed  with  the  Texas  State  Board 
of  Medical  Examiners,  Office  of  the  Secretary,  1714  Medical 
Arts  Building,  Fort  Worth  2. 


Chest  Physicians  Set  Meeting 

Scheduling  its  seventeenth  annual  meeting  at  the  Statler- 
Hilton  Hotel  in  St.  Louis  is  the  Southern  Chapter  of  the 
American  College  of  Chest  Physicians.  Meeting  dates  are 
October  30-31,  and  physicians  are  invited  to  attend  without 
a registration  fee. 

Further  information  may  be  obtained  from  the  American 
College  of  Chest  Physicians,  112  East  Chestnut  Street, 
Chicago  11. 
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Texas  Surgical  Society 
Sets  Semi-Annual  Meeting 

Texas  Surgical  Society  will  hold  its  semi-annual  fall 
meeting  on  October  2,  3,  and  4 in  San  Antonio. 

Dr.  John  A.  Schilling,  professor  and  head  of  the  Depart- 
ment of  Surgery  of  the  University  of  Oklahoma  School  of 
Medicine,  Oklahoma  City,  will  be  guest  speaker  for  the 
meeting.  He  will  deliver  two  papers. 

The  Right  Reverend  Bishop  Everett  H.  Jones  of  the 
Episcopal  Church  at  San  Antonio  will  be  banquet  speaker 
at  8 p.m.  on  October  2,  the  opening  day.  His  topic  will  be 
"The  Doctor  and  the  Minister.” 

Speakers  and  their  topics  include  Dr.  R.  Wilson  Cros- 
thwait  of  Waco,  "Texas  Surgical — Past,  Present,  and  Fu- 
ture”; Dr.  Luke  W.  Able  of  Houston,  "Extrophy  of  the 
Bladder:  Anatomical  Reconstruction”;  Dr.  Thomas  D.  Cro- 
nin and  Dr.  Thomas  H.  Guthrie,  both  of  Houston,  "The 
Surgery  of  Hypospadias”;  Dr.  John  A.  Schilling,  "Recent 
Studies  in  Wound  Healing”;  Dr.  Roy  H.  Baskin  of  Waco, 
"Pulmonary  Tuberculosis:  Report  of  Several  Unusual 
Cases”;  Dr.  W.  S.  Lorimer,  Jr.,  Dr.  Fred  C.  Rehfeldt,  and 
Dr.  Robb  Rutledge,  all  of  Fort  Worth,  "Carotid  Angio- 
plasty.” 

Also,  Dr.  James  E.  Pridgen  of  San  Antonio,  "Leiomyo- 
sarcoma of  the  Stomach”;  Dr.  T.  June  Melton,  Jr.  and  Dr. 
Martha  Madsen,  both  of  Midland,  "Adenocarcinoma  of  the 
Apendix — Presentation  of  a Case”;  Dr.  Joe  T.  Gilbert  of 
Austin,  "Appendix  Duplex  Appendicitis  in  the  Presence  of 
Situs  Inversus”;  Dr.  Walter  C.  Watkins  of  Amarillo,  "The 
Surgical  Treatment  of  Congenital  Megacolon”;  Dr.  Howard 
R.  Dudgeon,  Jr.  of  Waco,  "The  Role  of  Aberrant  Tendons 
in  DeQuervain’s  Disease”;  Dr.  William  R.  Klingensmith, 
Jr.  of  Amarillo,  "Injuries  to  the  Diaphragm.” 

Also,  Dr.  Edwin  M.  Sykes,  Jr.  and  Dr.  Ernest  Gregory, 
both  of  San  Antonio,  "Acute  Enterocolitis  Necrotans”;  Dr. 
E.  K.  Blewett  of  Austin,  "A  Critique  on  the  Stein-Levinthal 
Syndrome”;  Dr.  R.  J.  White  of  Fort  Worth,  "Carcinoma 
of  the  Pancreas,  Presenting  As  Acute  Duodenal  Obstruction 
— A Report  of  Four  Cases”;  Dr.  Schilling,  "Pathophysiology 
of  Intestinal  Obstruction”;  Dr.  Phillip  L.  Day  and  Dr.  John 
J.  Hinchey,  both  of  San  Antonio,  "A  Follow-up  Study  of 
Some  200  Operated  Herniated  Intervertebral  Lumbar  Discs”; 
and  Dr.  M.  Bradfield  Oxford  of  San  Antonio,  "Meconium 
Peritonitis.” 


Joint  Medical  Meeting 

The  Medical  Society  of  the  United  States  and  Mexico  will 
hold  its  fifth  annual  meeting  in  Guadalajara,  Jalisco,  Mex- 
ico, on  November  8,  9,  and  10;  and  in  Mazatlan,  Sinaloa, 
Mexico,  on  November  11  and  12. 

Further  information  about  the  meeting  may  be  received 
by  writing  M.  A.  Carreras,  M.D.,  130  South  Scott,  Tucson, 
Ariz. 


Texas  Physicians  Are  Speakers 

Among  speakers  at  the  Society  of  Nuclear  Medicine  at 
Estes  Park,  Colo.,  recently  were  Dr.  Raymond  G.  Rose  and 
Dr.  Mavis  P.  Kelsey  of  The  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  Houston,  who  dis- 
cussed statistical  results  from  the  use  of  radioiodine  therapy 
in  63  patients  with  thyroid  cancer  in  the  last  11  years. 

Dr.  James  R.  Maxfield,  Jr.,  of  Dallas,  also  was  a speaker 
at  the  meeting. 
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Lummis  Foundation  Symposium 
To  Be  Held  October  22  in  Houston 

The  Frederick  Rice  Lummis  Medical  Foundation,  estab- 
lished for  medical  education,  research,  and  community  wel- 
fare, is  sponsoring  the  second  annual  1 day  symposium  this 
year  on  pulmonary  diseases  on  October  22  at  the  Jesse 
Jones  Library  Building  at  the  Texas  Medical  Center  in 
Houston. 

Speakers  include  Dr.  Maurice  S.  Segal,  Department  of 
Inhalation  Therapy,  Boston  City  Hospital,  Boston;  Dr.  H. 
Corwin  Hinshaw,  University  of  California  School  of  Medi- 
cine, San  Francisco;  Dr.  John  B.  Hickman,  Department  of 
Medicine,  Indiana  University  School  of  Medicine,  Indian- 
apolis; Dr.  Joel  E.  Reed,  Diagnostic  Clinic  of  Houston, 
Houston.  In  addition,  there  will  be  a clinical  pathologic 
conference  which  will  be  discussed  by  the  guest  speakers. 

There  is  no  registration  fee.  For  further  information, 
those  interested  may  contact  Dr.  William  M.  Donohue, 
Diagnostic  Clinic  of  Houston,  6448  Fannin,  Houston. 


American  Public  Health  Association 
To  Meet  in  San  Francisco 

The  August,  I960,  issue  of  the  Texas  State  Journal  of 
Medicine  carried  a news  story  which  incorrectly  stated  the 
site  of  the  eighty-eighth  annual  meeting  of  the  American 
Public  Health  Association.  The  Association  will  meet  in 
San  Francisco  (not  New  York)  on  the  dates  specified  in 
the  earlier  article — October  31  to  November  4.  Additional 
information  may  be  obtained  from  Dr.  Berwyn  F.  Mattison, 
Executive  Director,  American  Public  Health  Association, 
1790  Broadway,  New  York  19- 


General  Practice  Physicians 
Announce  Speakers  for  1960 

Among  outstanding  speakers  at  the  I960  Scientific  As- 
sembly of  Texas  Academy  of  General  Practice  to  be 
held  October  3-5  in  Dallas  will  be  Dr.  Hampar  Kelikian, 
associate  professor  of  Orthopedic  Surgery  at  Northwest- 
ern University  Medical  School  and  a former  president 
of  the  Regional  Trauma  Society  of  American  College 
of  Surgeons;  Dr.  William  J.  Block,  San  Antonio,  presi- 
dent of  the  Southwest  Texas  Heart  Association;  and 
Dr.  J.  E.  Miller,  clinical  professor  of  radiology  at  the  Uni- 
versity of  Texas  Southwestern  Medical  School,  Dallas,  and 
former  president  of  the  Texas  Radiological  Society. 


Pediatrics  Seminar  at  New  Orleans 

"Advances  in  Pediatric  Therapy”  will  be  the  topic  of  a 
September  23  seminar  at  the  Roosevelt  Hotel  in  New  Or- 
leans. 

Approved  by  the  American  Academy  of  General  Practice 
for  Category  I credits,  the  seminar  is  sponsored  by  the 
Louisiana  Chapter  of  the  American  Academy  of  Pediatrics 
and  the  American  Academy  of  General  Practice. 

Further  information  may  be  obtained  from  the  Louisiana 
State  Medical  Society,  1430  Tulane  Avenue,  New  Orleans. 
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Neuropsychiatrists  Meet 
Next  Month  in  Austin 

Scheduled  for  October  28-29  in  Austin  is  the  sixth  joint 
meeting  of  the  Sociedad  Mexicana  de  Neurologia  Y Psi- 
quiatria  and  the  Texas  Neuropsychiatric  Association. 

Speakers  include  Dr.  Agustin  Caso,  president  of  the 
Mexican  Society  of  Neurology  and  Psychiatry;  Dr.  Clarence 
S.  Hoekstra  of  Dallas,  president  of  the  Texas  Neuropsychi- 
atric Association,  opening  remarks;  Dr.  David  T.  Wells, 
Austin,  "Results  of  State  Hospital  Therapy  of  Patients  Ad- 
mitted from  Training  Schools  for  Delinquent  Roys”;  Dr. 
Samuel  Hoerster,  Jr.,  Dr.  Jedd  H.  Green,  Dr.  James  H. 
Gardner,  and  Dr.  Hugh  Brown,  Austin,  "Use  of  Hydralazine 
in  the  Treatment  of  Huntington’s  Chorea”;  Dr.  T.  M. 
Runge,  Dr.  S.  W.  Bohls,  Dr.  Hoerster,  and  Mrs.  Nawasa 
Thurman,  Austin,  "Infrared  Spectroscopic  and  Chromato- 
graphic Studies  in  Psychotic  and  Normal  Individuals”;  Dr. 
Coleman  De  Chenar,  Austin,  "Intracerebral  Sarcoma  with 
Pulmonary  and  Hepatic  Metastases”;  Dr.  Bohls,  Austin, 
"Organization  of  Laboratory  Services  in  a State  Hospital”; 
and  Dr.  Bohls  and  Mrs.  Rosselle  Crick,  Austin,  "Necessity 
of  Routine  Examination  for  Early  Uterine  Malignancy  in 
Patients  Admitted  to  State  Hospitals.” 

Speakers  and  their  topics  for  the  afternoon  session: 

Dr.  Bohls  and  Mrs.  Thurman,  Austin,  "Incidence  of 
Hemoglobin  Abnormalities  in  Patients  at  the  Austin  State 
Hospital”;  Dr.  Howard  Alexander,  Wichita  Falls,  "Com- 
bined Stelazine,  Convulsive  Electrical  Stimulation  and  Non- 
convulsive  Electrical  Stimulation  in  the  Treatment  of 
Schizophrenia”;  Dr.  J.  B.  Des  Rochers,  San  Antonio,  "Psy- 
chiatric Service  in  a Tuberculosis  Hospital”;  and  Dr.  John 
S.  Peek,  Rusk,  "Treatment  of  the  Alcoholic  in  a State  Hos- 
pital.” 

Speakers  and  their  topics  on  Saturday  morning: 

Dr.  Preston  E.  Elarrison  and  Dr.  F.  E.  Williams,  Big 
Spring,  "Survival  Following  Ingestion  with  Suicidal  Intent 
of  Massive  Doses  of  Tranquilizers”;  Dr.  S.  Bergen  Morri- 
son, Waco,  "Erratic  Teenage  Behavior,  A Case  Report”;  Dr. 
John  A.  Boston,  Jr.,  and  Dr.  Wade  Lewis,  Austin,  "A  Case 
of  Pseudo-Megacolon  in  a Child”;  Dr.  George  Ehni,  Hous- 
ton, "Congenital  Absence  of  the  Corpus  Callosum  Accom- 
panied by  Hydrocephalus”;  and  Dr.  William  T.  Lhamon 
and  Dr.  John  Kinross-Wright,  Houston,  "Aspects  of  Day 
Hospitals.” 


Industrial  Health  Congress 
To  Be  Held  in  North  Carolina 

Representatives  of  industry,  agriculture,  governmental 
agencies,  and  medicine  will  gather  in  Charlotte,  N.  C., 
October  10-12  for  the  twentieth  Congress  on  Industrial 
Health. 

The  congress  is  sponsored  by  the  American  Medical 
Association’s  Council  on  Occupational  Health  and  is  held 
each  year  to  develop  and  to  maintain  high  medical  standards 
in  industry  and  on  the  farm. 

Established  in  1938,  the  council  supports  safe  and  health- 
ful working  conditions  for  employees  through  medical 
supervision  of  workers,  control  of  environment,  health  edu- 
cation, and  counseling,  according  to  Dr.  B.  Dixon  Holland, 
council  secretary.  The  congress  programs  are  primarily  di- 
rected toward  the  general  practitioner. 


EDUCATION 

Workshop  Program  Set 
By  Nursing  League 

Miss  Ruth  L.  Smith  of  Drexel  Hill,  Pa.,  has  been  named 
director  of  a new  workshop  program  sponsored  by  the 
Texas  League  for  Nursing,  Inc.  The  league  has  received 
a grant  of  $71,700  for  the  program  from  the  Division  of 
Nursing  Resources  of  the  Department  of  Health,  Education, 
and  Welfare. 

The  short-term  training  program  in  nursing  management 
skills  was  instigated  by  the  league  after  a 2 year  study  on 
nursing  needs  and  resources  by  the  Texas  Graduate  Nurses’ 
Association,  Texas  League  for  Nursing,  and  Board  of  Nurse 
Examiners  for  the  State  of  Texas,  in  association  with  the 
Texas  Commission  on  Patient  Care. 

During  the  first  year,  three  workshops  are  planned  for 
head  nurses.  They  will  be  repeated  in  four  regional  areas. 
Objectives  are  to  make  key  nursing  personnel  more  aware 
of  responsibilities  for  planning  and  evaluating  nursing  care 
and  for  developing  the  personnel  assigned  to  nursing  serv- 
ice, and  to  provide  the  tools  to  carry  out  these  responsi- 
bilities more  effectively. 


Communicable  Disease  Center 
Announces  Refresher  Courses 

The  Laboratory  Branch  of  the  Department  of  Health, 
Education,  and  Welfare’s  Communicable  Disease  Center  at 
Atlanta,  Ga.,  will  offer  a series  of  laboratory  refresher 
training  courses  from  October  10,  I960,  to  April  7,  1961. 

Courses  included  will  be  on  virology,  tuberculosis,  rabies, 
staphylococci,  microbiology,  pulmonary  mycoses,  medical 
bacteriology,  veterinary  mycology,  viral  and  rickettsial  dis- 
eases, and  enteric  bacteriology. 

Certain  courses  will  be  offered  by  special  arrangement 
only,  including  those  on  malaria,  virus  techniques,  coryne- 
bacterium  diphtheriae,  salmonella  typhosa,  leptospirosis, 
and  streptococci. 

Information  and  application  forms  may  be  obtained  from 
the  Laboratory  Branch,  Communicable  Disease  Center,  U.  S. 
Public  Health  Service,  Atlanta  22,  Georgia. 


Vocational  Nurses  Examination 

New  schools  approved  at  the  July  meeting  of  the  State 
of  Texas  Board  of  Vocational  Nurse  Examiners  were  Bryan 
School  of  Nursing,  Bryan,  and  Memorial  Hospital  School 
of  Vocational  Nursing,  Dumas. 

At  the  statewide  examination  held  then,  343  candidates 
earned  Vocational  Nurse  Licenses,  and  21  applicants  from 
other  states  were  granted  reciprocity  licenses.  Mrs.  Sarah 
Danley  Rice,  a graduate  of  the  Dallas  Vocational  School  of 
Nursing,  received  the  highest  score  on  the  examination. 

Since  the  inception  of  the  Vocational  Nurse  Law  on 
September  7,  1951,  22,212  licenses  have  been  issued. -Of 
these,  13,312  licentiates  qualified  through  waiver  require- 
ments; 8,683  were  graduated  from  12  months  vocational 
nurse  schools  and  passed  the  board  examination;  and  217 
received  licenses  by  reciprocity. 

The  next  examination  will  be  held  in  two  sections  on 
October  21  and  22. 
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State  Board  Names 
15  to  Honor  Roll 

Fifteen  physicians  who  took  the  Texas  State  Board  of 
Medical  Examiners  examination  in  June,  I960,  have  been 
included  on  the  honor  roll  of  those  making  grades  90  and 
above. 

Included  are  Dr.  William  Christopher  Duncan,  Webster, 
South  Dakota,  now  in  Houston,  who  made  the  highest  score; 
Dr.  John  Spafford  Carleton  of  the  University  of  Buffalo; 
Dr.  Ronald  Elton  Costin  of  Dallas,  now  at  Chanute  Air 
Force  Base  in  Illinois;  Dr.  Douglas  Morgan  Dennis,  Dim- 
mitt,  now  in  Houston;  Dr.  Gary  Evan  Miller,  Houston, 
now  in  Galveston;  Dr.  Robert  Zempter  Eanes,  Galveston; 
Dr.  Abbe  Alzu  Ledbetter,  Jr.,  Houston,  now  in  Galveston; 
Dr.  Daniel  Gordon  Walker,  Houston;  Dr.  John  Richard 
Stafford,  Houston;  Dr.  Louis  Frank  Israel,  Houston;  Dr. 
Richard  Lee  Mabry,  Decatur,  now  in  Dallas;  Dr.  Joe  Sidney 
Stell,  Jr.,  Houston;  Dr.  James  Dennis  Jett,  Houston;  Dr. 
Jerry  Clyde  Coker,  Greenville,  now  in  San  Antonio;  and 
Dr.  Malcolm  Leo  Petway,  Garland,  now  in  Houston. 

The  board  met  in  executive  session  on  August  20  and  21 
and  issued  323  licenses  by  examination  and  86  licenses  by 
reciprocity. 


Postgraduate  Courses 

Clinical  Cardiopulmonary  Physiology,  Chicago,  October 
24-28. — The  American  College  of  Chest  Physicians  will 
sponsor  a postgraduate  course  on  Clinical  Cardiopulmonary 
Physiology  October  24-28  at  the  Sheraton  Towers  Hotel, 
Chicago.  The  course  was  arranged  under  the  co-chairman- 
ship of  Dr.  Albert  H.  Andrews,  Associate  Clinical  Professor 
of  Bronchoesophagology,  University  of  Illinois  College  of 
Medicine,  and  Dr.  Edwin  R.  Levine,  Assistant  Professor  of 
Clinical  Medicine,  Chicago  Medical  School.  Further  in- 
formation may  be  obtained  by  writing  the  Executive  Direc- 
tor, American  College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago  11. 

Recent  Advances  in  the  Diagnosis  and  Treatment  of  Dis- 
eases of  the  Heart  and  Lung,  New  York  City,  November 
14-18. — The  twelfth  annual  course  on  Recent  Advances  in 
the  Diagnosis  and  Treatment  of  Diseases  of  the  Heart  and 
Lungs  will  be  offered  November  14-18  by  the  American 
College  of  Chest  Physicians  at  the  Park  Sheraton  Hotel  in 
New  York  City.  It  was  arranged  under  the  co-chairmanship 
of  Dr.  Edgar  Mayer,  clinical  professor  of  medicine,  New 
York  University  Postgraduate  Medical  Center;  Dr.  Alfred  S. 
Dooneief,  lecturer  in  medicine,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons;  and  Dr.  Emil  A.  Naclerio, 
chief,  Thoracic  Surgical  Services,  Harlem  and  Columbus 
Hospitals,  New  York.  Further  information  may  be  obtained 
from  the  Executive  Director,  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chicago  11. 

Coronary  Artery  Disease,  Houston,  November  28-Decem- 
ber  2. — A comprehensive  symposium,  Coronary  Artery  Dis- 
ease, has  been  scheduled  from  November  28  through  De- 
cember 2,  by  The  University  of  Texas  Postgraduate  School 
of  Medicine  at  Houston.  The  5 day  program  has  been  ap- 
proved by  the  American  Academy  of  General  Practice  for 
Category  I credit.  Further  information  may  be  obtained 
by  writing  the  Office  of  the  Dean,  The  University  of  Texas 
Postgraduate  School  of  Medicine,  410  Jesse  Jones  Library 
Building,  Texas  Medical  Center,  Houston  25. 

Recent  Advances  in  Oral  Therapy  for  Diabetes,  Oklahoma 
City,  November  9- — A postgraduate  conference  on  recent 


advances  in  oral  therapy  for  diabetes  will  be  presented  by 
the  University  of  Oklahoma  Medical  Center  on  November 
9 in  Oklahoma  City.  Reservations  may  be  made  through  the 
Postgraduate  Office  at  the  Medical  Center,  800  Northeast 
13,  Oklahoma  City. 

Infectious  Diseases,  Dallas,  October  1. — The  University 
of  Texas  Southwestern  Medical  School,  in  association  with 
the  Texas  Academy  of  General  Practice,  will  hold  a post- 
graduate seminar  on  infectious  diseases  on  October  1 in 
Dallas.  Members  of  the  Academy  of  General  Practice  will 
be  given  7 hours  of  credit  for  attendance.  Registration  for 
the  course  is  $10.  Further  information  may  be  obtained 
from  John  S.  Chapman,  M.D.,  Division  of  Postgraduate 
Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Boulevard,  Dallas  35. 

Orthopedic  Surgery,  Dallas,  November  17-19. — The  Uni- 
versity of  Texas  Southwestern  Medical  School  at  Dallas  will 
present  a postgraduate  course  on  orthopedic  surgery  on 
November  17,  18,  and  19  in  Dallas.  Further  information 
may  be  received  by  writing  to  John  S.  Chapman,  M.D., 
Division  of  Postgraduate  Education,  5323  Harry  Hines 
Boulevard,  Dallas  35. 


Physicians  and  Schools  Conference 
Report  Is  Available  to  Physicians 

"The  Emotional  Growth  of  the  Child,”  a summary  re- 
port of  the  third  Texas  Conference  on  Physicians  and 
Schools  which  was  held  in  Dallas,  April  4,  has  just  been 
published.  It  has  been  distributed  to  physicians,  school  ad- 
ministrators, principals,  school  nurses,  counselors,  certain 
teachers,  key  members  of  the  parent-teachers  associations, 
ministers,  and  representatives  of  civic  groups  primarily  con- 
cerned with  the  welfare  of  the  child. 

The  Texas  Medical  Association’s  Committee  on  School 
Health  sponsored  the  conference  in  cooperation  with  the 
Dallas  Independent  School  District. 

Any  interested  physician  may  obtain  a pamphlet  by 
writing  to  Mr.  Ken  Knopp,  Texas  Medical  Association, 
1801  North  Lamar,  Austin. 


Postgraduate  Assembly  in  California 

The  fourteenth  Annual  Postgraduate  Assembly  sponsored 
by  the  San  Diego  County  General  Hospital  will  be  held 
November  2 and  3 at  the  County  Hospital  in  San  Diego, 
Calif. 

Sections  will  be  held  on  chest,  medicine,  obstetrics- 
gynecology,  orthopedics,  pediatrics,  surgery,  and  urology. 

Further  information  may  be  received  from  the  registrar, 
William  Tisdale,  M.D.,  in  care  of  the  San  Diego  County 
General  Hospital,  San  Diego  3. 


HELP  Program  Set  for  Residents 

The  American  College  of  Obstetricians  and  Gynecologists 
has  set  up  a Higher  Education  Loan  Program  (HELP)  to 
enable  resident  physicians  to  complete  their  training  in  ob- 
stetrics and  gynecology.  Loans  up  to  $5,000  will  be  made  to 
help  doctors  through  their  specialty  training  period  and 
early  practice.  Further  information  may  be  requested  from 
Donald  F.  Richardson,  executive  secretary  of  the  organiza- 
tion, 79  West  Monroe  Street,  Chicago  3. 
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DRUG  NOTES 


Povan  Is  Effective  Drug 
For  Pinworm  Infestation 


Povan  (Pyrvinium  Pamoate,  Parke-Davis  and  Company), 
a new  anthelmintic  which  now  is  commercially  available, 
is  a red  dye  that  is  so  effective  a single  dose  may  rid  a 
person  of  pinworm  infestation. 

Development  of  this  new  drug  is  a major  contribution  to 
the  armamentarium  of  the  physician.  Although  dyes,  such 
as  gentian  violet,  have  been  used  for  some  time,  these  older 
dyes  exert  a number  of  undesirable  side-effects;  namely, 
nausea  and  vomiting,  and  other  gastrointestinal  disorders. 
Introduction  of  Piperazine  (Antepar,  Burroughs-Wellcome) 
was  a major  development  in  the  early  1950’s.  However, 
experimental  observations  have  shown  that  this  compound 
is  effective  only  against  fully  matured  pinworms. 

Povan  is  related  to  Vanquin  (Pyrvinium  Chloride,  Parke- 
Davis  and  Company) . Both  possess  the  amidinium  ion  sys- 
tem (believed  to  be  responsible  for  the  activity)  which  is 
characteristic  of  the  cyanine  dyes.  The  difference  is  that 
Vanquin  is  the  chloride  salt,  whereas  Povan  is  the  pamoate 
salt.  Experimentation  has  demonstrated  that  the  pamoate 
salt  (Povan)  is  as  effective  against  pinworms  as  the 
chloride  salt  (Vanquin),  though  less  soluble.  This  low 
solubility  of  Povan  is  advantageous  since  the  drug  can  get 
to  the  worms  lodged  in  the  intestines  without  being  ab- 
sorbed into  the  bloodstream  of  the  host.  Consequently, 
Povan  exerts  fewer  side-effects  and  greater  effectiveness. 
From  the  standpoint  of  pharmaceutical  development,  this 
low  solubility  may  facilitate  formulation  since  the  compound 
may  be  incorporated  into  a pleasant  tasting  preparation. 
The  case  of  Povan  illustrates  the  fact  that  physico-chemical 
properties  contribute  to  the  effectiveness  of  therapeutic 
agents,  as  well  as  the  actual  activity  of  the  compound. 

Recommended  administration  of  Povan  is  a single  oral 
dose  equivalent  to  5 mg.  of  the  base  per  kilogram  of  body 
weight.  Systemic  toxicity  has  not  been  a problem  at  these 
dosage  levels.  Vomiting  may  occur  with  larger  doses.  The 
drug  is  indicated  in  pinworm  infestation  (Enterobius  vermi- 
cularis)  of  children  and  adults. 

B.W.-58-232  [4,  6-diamino-l-(p-chlorophenyl)-l,  2-dihy- 
dro-2,  2-(3'-methylpentamethylene)-s-triazine  Hydrochlor- 
ide; Burroughs-Wellcome  and  Company,  Inc.]  is  a member 
of  a series  of  dihydrotriazines  which  are  also  highly  effective 
in  pinworm  infestations.  This  new  compound,  currently 
under  clinical  investigation,  is  relatively  nontoxic.  In  fact, 
toxicity  is  so  low  that  it  has  been  impossible  to  feed  mice 
enough  to  kill  them.  The  development  of  these  two  new 
anthelmintics  may  “signal  the  end  of  pinworms  as  a public 
health  problem”  (Chem.  and  Eng.  News,  April  18,  I960). 

The  New  and  Non-official  Drugs  of  I960  lists  the  fol- 
lowing vermifugal  agents:  diethyl  carbamazine  citrate  (Het- 
razan,  Lederle)  introduced  in  1949;  piperazine  citrate  (An- 
tepar, Burroughs-Wellcome)  introduced  in  1953;  piperazine 
calcium  edathamil  (Perin,  Endo)  introduced  in  1954;  piper- 
azine tartrate  (Piperat,  Lincoln)  introduced  in  1954;  di- 
thiazinine  iodide  (Abminthic,  Pfizer)  introduced  in  1958 
and  also  commercially  available  as  Delvex  by  Eli  Lilly  and 
Company. 

The  development  of  effective  anthelmintics  has  been  a 
problem  for  a number  of  reasons.  Of  major  consideration 
is  the  fact  that  the  effectiveness  of  these  agents  depends  on 
numerous  and  diversified  factors.  Above  all,  an  ideal  anthel- 
mintic must  exhibit  a wide  margin  between  the  dose  neces- 


sary to  effectively  eradicate  the  parasitic  worms  and  the 
dose  toxic  to  the  host.  As  in  all  forms  of  chemo-therapy, 
the  principle  of  “selective  toxicity”  serves  as  the  principal 
basis  for  research. 

Research  also  has  been  directed  toward  elucidation  of  the 
mechanism  of  action  of  anthelmintics.  Logically,  if  mode 
of  action  is  understood,  the  search  for  more  effective  and 
ideal  anthelmintics  will  be  conducted  on  a sounder  basis. 
Many  studies  have  shown  outstanding  indications.  Never- 
theless, it  is  difficult  to  define  the  action  of  most  anthel- 
mintics an  unequivocal  statement.  Bach  and  Kushner  of 
Lederle  Research  Laboratories  (in  Burger’s  Medicinal  Chem- 
istry, Second  Edition,  I960)  state  that  the  effectiveness  of 
many  anthelmintics  is  attributable  to  one  of  the  following 
modes  of  action:  narcosis,  paralysis  or  death  of  the  parasite 
causing  its  elimination;  irritation  or  burning  of  the  worm 
tissue;  digestion  of  the  helminth  by  a proteolytic  agent;  and 
disturbance  of  the  worm  tissue  by  a chemical  agent  causing 
it  to  migrate  and  subsequently  to  be  destroyed.  Conse- 
quently, the  physiology  of  the  parasitic  worm  is  another 
important  consideration  in  the  development  of  effective 
anthelmintics. 

Outline  of  Anthelmintics 

Bach  and  Kushner  have  categorized  most  anthelmintics 
on  the  basis  of  the  following  chemical  classification: 

I.  Chlorinated  Hydrocarbons:  For  example,  tetrachloro- 
ethylene,  U.S.P.,  which  has  been  used  extensively  and  which 
is  considered  one  of  the  most  effective  anthelmintics  of 
this  group.  It  is  effective  against  intestinal  flukes  in  humans, 
hookworm  infestations  in  animals  and  man,  and  Tricho- 
stronylus  in  cattle.  This  chlorinated  hydrocarbon  is  not 
considered  ideal  because  of  its  toxicity  to  liver  tissue. 

II.  Phenols:  For  example,  hexylresorcinol,  U.S.P.,  has 
been  used  as  an  anthelmintic  for  ascaris  and  hookworm. 

III.  Antimonials  and  Arsenicals:  ethylstibamine,  U.S.P., 
A.D.I.,  N.N.D.,  1950,  and  other  similar  preparations  have 
been  used  in  filiariasis. 

IV.  Piperazine  Derivatives:  For  example,  Antepar  (Piper- 
azine Citrate,  Burroughs-Wellcome)  is  a classical  illustration 
of  this  category. 

V.  Triphenylmethane  Dyes:  Gentian  violet  is  a classical 
illustration. 

VI.  Cyanine  Dyes:  For  example,  Povan  and  Vanquin. 

VII.  Xanthones  and  Thiaxanthones:  Members  of  this 
class  have  been  studied.  In  spite  of  the  fact  that  they  are 
active,  they  are  not  well  tolerated. 

VIII.  Deoxybenzoins:  A number  of  these  compounds 
bearing  an  isosteric  relationship  to  the  preceding  group 
are  still  under  investigation. 

IX.  Symmetrical  Diaminodiphenoxyalkanes:  A number 
of  active  compounds  in  this  class  are  receiving  the  attention 
of  clinicians. 

X.  Antimalarials  as  anthelmintics:  quinacrine  (U.S.P. 
and  N.N.D.;  Atabrine,  Winthrop-Stearns)  are  classical  ex- 
amples of  this  category,  which  has  received  attention  because 
of  activity  against  T.  saginata. 

XI.  Phenothiazine  and  Related  Compounds:  Phenothi- 
azine  has  been  used  extensively  as  an  anthelmintic.  It  is  one 
of  the  most  important  anthelmintics  for  food-producing 
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animals,  because  of  its  wide  range  of  activity  and  inexpen- 
siveness. Phenothiazine  has  shown  activity  in  humans 
against  pinworms  and  roundworm  infestation,  but  is  far 
from  being  the  drug  of  choice. 

XII.  Miscellaneous  Natural  Products:  Certain  antibiotics 
have  been  used  successfully  in  this  capacity:  Neomycin, 
Bacitracin,  certain  Tetracyclines,  Chloroamphenicol,  and 
others.  (Two  possible  explanations  for  the  anthelmintic 
activity  of  the  antibiotics  have  been  proposed:  reduction  of 
intestinal  flora  which  may  serve  as  nutrient  material  for 
the  parasitic  worms  and  possible  direct  toxic  action  on  the 
parasite. ; 

Santonin,  a natural  product  obtained  from  certain  Arte- 
misia plants,  has  been  recognized  as  an  anthelmintic  for 
some  time.  It  has  been  used  extensively  abroad.  Oil  of 
Chenopodium  is  another  classical  natural  product  with 
potent  anthelmintic  properties.  This  oil  exhibits  a narrow 
margin  of  safety,  hence  has  had  limited  use.  Other  well 
known  natural  products  that  have  shown  activity  as  anthel- 
mintics are  Aspidium  Oleoresin,  Emetine,  and  Ficin  (a 
proteolytic  enzyme  which  occurs  in  the  latex  of  certain 
tropical  plants ) . 

A review  of  this  outline  reveals  the  diversified  nature 
of  anthelmintics.  This  review  also  should  facilitate  the  or- 
ganization of  those  anthelmintics  currently  in  extensive  use. 
Povan  and  Vanquin  have  been  classified  as  Cyanine  Dyes. 
In  contrast,  B.W.-58-232,  the  Dihydrotriazine,  represents 
a new  class  of  anthelmintics.  This  dihydrotriazine  deriva- 
tive was  developed  during  an  investigation  of  dihydropyri- 
midines as  potential  antimalarials,  during  which  a series  of 
corresponding  dihydrotriazines  were  synthesized  for  com- 
parative testing.  Certain  of  these  dihydrotriazines  were  in- 
active as  antimalarials,  but  demonstrated  a high  degree  of 
anthelmintic  activity.  Among  these  was  B.W.-58-232. 

— Jaime  N.  Delgado,  Ph.D.,  Austin. 


OF  GENERAL  INTEREST 
Personals 

Dr.  Grover  L.  Bynum,  who  has  been  a fellow  in  internal 
medicine  at  the  Mayo  Foundation  in  Rochester,  Minn.,  will 
be  located  in  Austin,  and  Dr.  Stanley  Berman,  who  has 
been  a fellow  in  surgery  at  the  same  institution,  will  move 
to  Houston. 

Mrs.  Seale  T.  Cutbirth,  wife  of  a Brownwood  physician, 
was  named  Mrs.  Texas  at  Fort  Worth  in  June. 

Three  physicians,  Drs.  H.  F.  Avery,  John  Dunn,  and 
Charles  Sullivan,  recently  purchased  the  Pecos  newspaper, 
Pecos  Enterprise,  changing  its  name  to  the  Pecos  Indepen- 
dent and  Enterprise. 

Dr.  John  A.  Webb  recently  was  appointed  assistant  pro- 
fessor of  pathology  at  the  University  of  Texas  Medical 
Branch,  Galveston. 

Recently  reelected  as  president  of  the  Amarillo-Potter 
County  Heart  Association  was  Dr.  H.  H.  Latson  of  Amarillo. 
Serving  again  as  medical  advisor  is  Dr.  Horace  Wolf  of 
Amarillo. 

Dr.  and  Mrs.  A.  J.  Streit  of  Amarillo  began  a trip 
through  the  Far  East  on  August  1.  They  plan  to  visit 
Japan,  Hong  Kong,  Manila,  and  Hawaii,  where  they  expect 
to  attend  the  Pan-Pacific  Surgical  Society.  In  October  they 
will  attend  the  American  College  of  Surgeons  meeting  in 
San  Francisco  on  their  way  home. 

Dr.  John  H.  Vaughan  of  Amarillo  has  retired  from  ac- 
tive service  after  51  years  of  medical  practice  in  Texas. 


Dr.  James  R.  Maxfield,  Jr.,  Dallas,  was  named  vice  presi- 
dent-elect of  the  society  of  Nuclear  Medicine  at  the  organi- 
zation’s national  meeting  in  Estes  Park,  Colo.,  recently. 

Dr.  Glenn  Drager,  neurologist,  joined  the  staff  of  The 
University  of  Texas  Medical  Branch  at  Galveston  as  associ- 
ate professor  in  the  Department  of  Neurology  and  Psy- 
chiatry on  September  1.  Since  1959,  Dr.  Drager  has  been 
associate  professor  of  neurology  at  Baylor  University  College 
of  Medicine,  Houston. 


Weekly  Television  Program 
Scheduled  for  Physicians 

October  30  marks  the  initiation  of  a new  weekly  review 
of  medical  news  for  physicians  over  nationwide  commercial 
television  channels. 

"This  Week  in  Medicine,”  a 15  minute  program,  will  be 
broadcast  on  Sunday  afternoons.  Each  program  will  include 
a worldwide  summary  of  medical  news  and  a filmed  feature 
on  some  aspect  of  research,  clinical  medicine,  or  surgery. 
This  will  be  the  first  time  regular  television  channels  will 
have  been  used  to  reach  a nationwide  medical  audience  on 
a professional  level. 

Produced  by  the  editorial  staff  and  medical  consultants 
of  Medical  News,  Inc.,  the  series  will  be  sponsored  by  CIBA 
Pharmaceutical  Products,  Inc. 

Tests  in  Dallas,  Kansas  City,  Miami,  and  Binghamton 
showed  that  even  though  the  program  could  be  seen  by 
the  public  over  regular  channels,  the  technical  language 
and  subject  matter  limited  the  audience  to  physicians  and 
members  of  allied  health  professions. 

FAA  Revises  Vision  Tests 

Existing  standards  for  diplopia,  depth  perception,  abduc- 
tion, and  adduction  have  been  rescinded  from  the  Civil 
Air  Regulations  in  a recent  amendment. 

Vision  standards  and  vision  testing  procedures  recently 
were  reviewed  by  the  Bureau  of  Aviation  Medicine,  which 
found  that  present  tests  for  depth  perception,  diplopia  prism 
convergence,  and  prism  divergence  do  not  satisfactorily 
provide  the  information  needed  to  assess  the  visual  pro- 
ficiency of  airmen.  It  was  found  that  limiting  values  for  the 
tests  have  seldom  served  as  the  basis  for  disqualification, 
despite  their  existence. 

Vision  standards  which  more  accurately  limit  disqualifi- 
cation to  applicants  with  significant  alterations  of  eye  muscle 
balance  have  been  proposed. 


Urologists  Offer  Award 

The  American  Urological  Association  has  announced  its 
annual  Urology  Award  for  essays  on  the  result  of  clinical 
or  laboratory  research  in  urology.  Competition  is  limited 
to  urologists  who  have  been  graduated  not  more  than  10 
years,  and  to  hospital  interns  and  residents  doing  research 
work  in  urology. 

The  first  prize  essay  will  appear  on  the  program  of  the 
American  Urological  Association  at  Los  Angeles,  May  22-25, 
1961.  First  prize  is  $500,  second  is  $300,  and  third  is  $200. 
Further  information  may  be  obtained  from  William  P. 
Didusch,  Executive  Secretary,  1120  North  Charles  Street, 
Baltimore. 
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Frozen  Blood  Method 
Is  Proved  Reliable 

A group  of  researchers  at  the  United  States  Navy  Hos- 
pital, Chelsea,  Mass.,  have  proved  a deep-freeze  method  of 
preserving  human  blood  for  4 years  to  be  safe,  reliable, 
and  workable. 

Begun  at  the  hospital  in  1956  under  joint  supervision  of 
the  Department  of  the  Navy  and  the  Protein  Foundation, 
Boston,  the  experiment  was  based  on  the  theory  that  glyc- 
erol, an  alcohol,  could  prevent  the  damaging  formation  of 
ice  crystals  in  red  blood  cells  during  freezing  and  thawing. 
The  Cohn  fractionator,  a machine  developed  in  1951  to 
separate  blood  into  its  component  parts,  was  used  to  add 
the  glycerol  to  the  blood  cells  and  to  remove  it  after  frozen 
storage. 

The  glycerolized  blood  cells  were  stored  in  three  deep- 
freeze lockers,  two  at  — 80  degrees  C.  and  the  other  at 
— 120  degrees  C.  After  storage,  the  cells  were  reprocessed 
into  reconstituted  whole  blood  or  other  liquid  form  for 
transfusions  and  placed  under  ordinary  refrigeration. 

An  "exceptionally  low”  rate  of  unpleasant  reactions 
among  recipients  was  noted — the  overall  incidence  of  reac- 
tions was  ten  times  less  than  the  general  reaction  rate  for 
conventionally  processed  whole  blood.  The  incidence  of 
hepatitis  was  reduced,  and  separation  of  the  blood  into  its 
component  parts  made  it  possible  to  tailor  content  of  trans- 
fusions to  the  needs  of  individual  patients. 


Government'  Distributes  Books 
On  Health,  Education,  Welfare 

Two  documents  prepared  annually  by  the  Department 
of  Health,  Education,  and  Welfare  are  available  to  the 
public  for  the  first  time.  They  are  "Programs  of  the  U.S. 
Department  of  Health,  Education,  and  Welfare”  and 
"Health,  Education,  and  Welfard  Trends.” 

The  first  volume  contains  information  about  the  pro- 
gram objectives  of  each  major  unit  of  the  department  and 
about  the  extent  of  the  problem  toward  which  the  program 
is  directed,  its  legal  basis,  and  related  information.  The 
second  contains  convenient  reference  social  data  on  many 
subjects.  Its  purpose  is  to  aid  in  the  understanding  of  na- 
tional developments  in  health,  education,  and  welfare  and 
to  help  in  analysis  of  current  and  emerging  problems. 

Copies  are  available  from  the  United  States  Government 
Printing  Office,  Division  of  Public  Documents,  Washing- 
ton 25,  D.  C. 

Commission  on  Patient’  Core  Elects 

Dr.  G.  V.  Brindley,  Jr.,  Temple,  was  reelected  chairman 
of  the  Texas  Commission  on  Patient  Care  at  a recent  meet- 
ing in  Austin. 

Others  named  were  W.  P.  Earngey,  Jr.  of  Harris  Hos- 
pital, Fort  Worth,  vice  chairman;  and  Dr.  Joseph  F.  Mc- 
Veigh, Fort  Worth,  secretary-treasurer. 

Health  Insurance  Pamphlet  Available 

Doctors  may  order  quantities  of  a new  booklet  on  health 
insurance  entitled,  "Let’s  Use,  Not  Abuse  Health  Insur- 
ance,” from  the  Texas  Medical  Association  central  office 
at  1801  North  Lamar  Boulevard,  Austin.  The  publication 
is  provided  by  the  American  Medical  Association. 


County  Society  Cooperation 
With  National  Foundation  Outlined 

The  American  Medical  Association  House  of  Delegates 
at  the  I960  annual  session  passed  a resolution  urging  county 
medical  societies  to  cooperate  with  the  National  Foundation. 
This  organization  is  concerned  with  poliomyelitis,  viral 
diseases,  arthritis,  congenital  defects,  and  central  nervous 
system  disorders. 

The  AMA  recommended  that  members  of  the  medical 
advisory  committee  to  a local  chapter  be  selected  from 
names  furnished  by  the  component  medical  society  and  that 
the  committee  supply  a detailed  report  on  its  actions  to 
the  society  at  least  once  annually. 

In  addition,  the  following  basic  principles  were  recom- 
mended : 

1.  The  committee  chairman  should  automatically  be  a 
member  of  the  local  Foundation  chapter. 

2.  Expenditure  of  local  chapter  funds  for  medical  care 
and  professional  education  should  be  approved  by  the 
medical  advisory  committee.  The  committee  should  deter- 
mine extent  and  degree  of  eligibility  for  financial  assist- 
ance for  medical  care,  and  in  economically  borderline  cases 
should  determine  to  what  extent  the  local  chapter  may 
assist  in  payment  of  paramedical  services. 

3.  The  Foundation  should  make  no  payment  for  physi- 
cian’s services,  except  as  outlined  in  its  memorandum  (The 
Chapter  Medical  Advisory  Committee)  dated  August,  1959. 
Fees  for  physician’s  services  will  be  arranged  privately  be- 
tween physician  and  patient. 

4.  Each  chapter  which  extends  aid  to  patients  receiving 
professional  medical  or  surgical  service  should  conform  to 
policies  of  the  advisory  committee  in  the  community  in 
which  treatment  is  rendered. 

5.  Physicians  who  agree  to  serve  on  advisory  committees 
should  be  aware  of  the  responsibilities  of  such  positions, 
and  should  offer  constructive  leadership. 


Basic  Sciences  Examination 
Scheduled  for  October  17-18 

October  17  and  18,  I960,  have  been  designated  as  dates 
for  the  next  examination  of  the  Texas  State  Board  of 
Examiners  in  the  Basic  Sciences. 

Applications  for  the  October  examinations  will  not  be 
accepted  after  October  5,  and  all  necessary  information  and 
documents  required  by  the  board  must  be  completed  and 
in  the  applicant’s  file  by  that  date. 

Individuals  interested  in  participating  may  obtain  details 
of  time  and  place  by  writing  to  the  Executive  Secretary, 
The  Texas  State  Board  of  Examiners  in  the  Basic  Sciences, 
201  East  14th  Street,  Austin. 


Nursing  College  Names  Instructors 

Two  instructors  recently  appointed  to  the  faculty  of  the 
College  of  Nursing  of  Texas  Woman’s  University  at  Hous- 
ton are  Mrs.  Lorraine  Alvis  of  Houston,  formerly  an  in- 
structor at  Methodist  Hospital  School  of  Nursing,  and  Miss 
Joanne  Steinberger  of  Springfield,  Ohio. 

The  College  of  Nursing,  located  at  Texas  Medical  Cen- 
ter, was  scheduled  to  open  September  14,  with  a class  of 
50  students.  Mrs.  Kathryn  Crossland,  Associate  Dean,  is 
director. 
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Insurance  Forms  to  Include 
Authorization  to  Pay  Statement 

To  be  included  on  the  back  of  the  revised  printing  of 
the  all-purpose  single  insurance  form  developed  by  the 
Health  Insurance  Council  is  an  "Authorization  to  Pay” 
statement. 

Physicians  who  have  the  current  forms  may  have  the 
statement  typed  on  the  back  of  the  form  if  they  so  wish.  It 
reads  as  follows: 

AUTHORIZATION  TO  PAY 

I hereby  authorize 

(Name  of  Insured)  (Name  of  Company) 

to  pay  directly  to the  surgical  and/or 

(Name  of  Physician) 

medical  benefits,  if  any,  otherwise  payable  to  me  for 
his  services  as  described  on  the  reverse  side  hereof,  but 
not  to  exceed  the  charges  for  those  services.  I under- 
stand that  I am  financially  responsible  for  those  charges 
not  paid  by  my  insurance. 

Date Signed 

The  all-purpose  forms  are  to  be  used  in  lieu  of  insurance 
company  forms  which  do  not  comply  with  the  simplified 
claim  forms  approved  by  the  Health  Insurance  Council  and 
the  American  Medical  Association’s  Council  on  Medical 
Service. 

The  Steck  Company  at  Austin  is  printing  and  stocking 
the  form,  designated  as  No.  COMB-1. 

Health  Insurance  Figures  Increase 

Latest  figures  from  the  Health  Insurance  Council  show 
that  5,271,000  Texans  held  health  insurance  during  1959, 
a 4.5  per  cent  increase  over  1958. 

Number  of  persons  with  surgical  expense  insurance 
climbed  from  4,876,000  at  the  end  of  1958  to  4,997,000 
at  the  end  of  last  year.  Persons  protected  by  regular  medical 
expense  insurance  which  helps  pay  for  physicians’  visits  for 
non-surgical  care,  increased  from  3,066,000  to  3,211,000. 


Alcoholic  Study  Grants  Slated 

A new  grant-in-aid  program,  through  which  relatively 
small  research  grants  may  be  arranged  quickly  for  compe- 
tent scientists  working  in  the  field  of  alcoholism  and  re- 
lated subjects,  has  been  announced  by  the  Scientific  Ad- 
visory Committee  of  Licensed  Beverage  Industries,  Inc. 

The  program  is  made  possible  through  a grant  of  $500,- 
000  over  a 5 year  period.  It  is  to  be  administered  by  the 
Scientific  Advisory  Committee,  which  includes  members 
representing  a wide  range  of  relevant  disciplines.  Physicians 
among  them  are  Dr.  J.  D.  McCarthy,  professor  of  medicine, 
Nebraska  University  College  of  Medicine,  and  Dr.  Jackson 
A.  Smith,  clinical  director,  Illinois  State  Psychiatric  Insti- 
tute, Chicago. 

Not  intended  to  replace  support  from  governmental 
agencies,  private  foundations,  or  other  sources,  the  grants 
will  be  awarded  to  qualified  researchers,  including  young 
scientists  in  the  biological  and  behavioral  sciences,  who 
wish  to  make  preliminary  or  pilot  studies  for  the  purpose 
of  raising  or  clarifying  promising  hypotheses.  Grants  will 
range  from  $2,000  to  $10,000  for  1 year. 


Application  forms  and  detailed  information  may  be  ob- 
tained from  the  Scientific  Advisory  Committee,  Licensed 
Beverage  Industries,  Inc.,  155  East  44th  Street,  New  York 
17. 


Venereal  Disease  Pamphlet' 

"Venereal  Disease  . . . Old  Plague — New  Challenge”  is 
the  title  of  a pamphlet  just  released  by  the  Public  Affairs 
Committee,  Inc.,  New  York.  Primarily  concerned  with  the 
increase  of  venereal  disease  among  teen-agers  in  many  parts 
of  the  country,  the  new  booklet  explains  details  on  the 
nature  of  the  new  hazard,  its  causes,  and  what  is  being 
done  to  meet  the  challenge. 

Author  of  the  pamphlet,  T.  Lefoy  Richman,  associate 
director  of  the  American  Social  Health  Association,  has 
declared  that  "the  teen-ager  has  come  more  prominently 
into  the  special  VD  problem  group;  sexual  behavior  is 
becoming  more  casual  among  many  groups;  and  that  the 
prostitute  is  being  widely  displaced  as  a spreader  of 
venereal  disease.”  Annual  infected  population  in  the  United 
States  under  20  years  of  age  is  estimated  at  200,000.  How- 
ever, fewer  than  50,000  of  these  are  reported  in  a year. 

To  combat  the  lack  of  detection  of  the  disease,  a new 
kind  of  health  worker — the  venereal  disease  investigator — 
has  been  employed  to  search  out  and  talk  to  sex  contacts 
of  VD  patients  in  bars,  taverns,  bawdy  houses,  street  cor- 
ners, and  alleys. 

"Although  the  private  physician  has  always  figured 
prominently  in  VD  thinking,”  adds  Mr.  Richman,  "he  had 
never  really  become  a part  of  the  control  team  in  any 
significant,  nationwide  effort.  The  new  program  has  two 
major  objectives  for  private  physician  participation:  an 
increase  in  reporting  from  the  present  25  per  cent  to  100 
per  cent;  and  an  increase  in  interviews  from  the  present 
25  per  cent  to  100  per  cent  of  those  reported.” 

Mr.  Richman  also  emphasizes  the  importance  of  early 
family  teaching  regarding  the  pitfalls  of  the  disease. 

Booklets  may  be  obtained  by  addressing  the  Public  Af- 
fairs Committee,  a nonprofit  educational  organization,  at 
22  East  38th  Street,  New  York.  Cost  is  25  cents. 


Houston  Home  for  Aged 
Marks  Sixtieth  Anniversary 

In  October,  St.  Anthony’s  Home  for  the  Aged,  6301 
Almeda  Road,  Houston,  commemorates  60  years  of  service 
to  the  aged.  The  oldest  institution  of  its  kind  in  the  city, 
it  is  operated  by  the  Sisters  of  Charity  of  the  Incarnate 
Word.  Present  occupancy  is  64  guests.  Minimal  age  for 
admission  is  65  years;  average  age  of  applicants  is  80 
years,  2 months.  The  oldest  resident  was  101  years  old  this 
past  summer. 


New  Medical  Library  in  Bexar 

The  old  medical  library  in  San  Antonio,  the  meeting 
place  for  approximately  30  years  of  the  Bexar  County 
Medical  Society,  is  being  torn  down  this  month. 

It  is  to  be  replaced  by  the  new  medical  library  building. 
Construction  should  be  started  about  November  1,  Dr. 
O.  Roger  Hollan,  chairman  of  the  building  committee, 
announced. 
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Blunt,  Reputedly  Arrogant  as  a Teacher, 
Thomas  Addison  Showed  Inner  Humility 


A great  name  in  medicine,  Thomas  Addison,  has  ap- 
peared repeatedly  on  the  front  pages  of  our  newspapers.  He 
was  one  of  the  "four  greats”  of  Guy's  Hospital  in  London. 
He,  and  the  other  three — Richard  Bright,  Thomas  Hodgkin, 
and  Astley  Cooper — left  their  names  indelibly  imprinted 
upon  the  practice  of  medicine.  Each  was  a man  of  genius 
in  his  own  right,  yet  each  was  different  in  his  approach 
to  the  practice  of  medicine. 

Thomas  Addison  (1795-1860)  holds  a unique  place  in 
medical  history  as  the  discoverer  of  two  diseases,  both 
named  after  him — Addison’s  anemia  (pernicious  anemia) 
and  Addison’s  disease  (adrenal  insufficiency  usually  at- 
tributable to  tuberculosis  of  the  adrenal  glands). 

Born  of  humble  parents  near  Newcastle,  England,  in 
1795  (as  entered  in  the  Baptismal  Register  of  Long  Benton 
Church),  Addison  was  the  son  of  a grocer.  It  was  intended 
for  him  to  study  law,  but  he  chose  medicine  as  a career. 
Medical  students  usually  were  apprenticed  to  a surgeon  or 
apothecary,  but  Addison  went  straight  to  Edinburgh  Uni- 
versity to  begin  his  medical  studies.  He  graduated  in  1815 
and  soon  decided  to  go  to  London.  Although  he  had  already 
graduated  with  his  medical  degree,  he  entered  Guy’s  Hos- 
pital as  an  ordinary  student,  slowly  climbing  until  he 
became  a member  of  the  honorary  staff.  He  was  the  first 
lecturer  on  diseases  of  the  skin  at  Guy’s  thus  establishing 
the  department  of  dermatology. 

Addison  lacked  the  cheer  and  charm  of  his  contemporary, 
Richard  Bright.  He  was  blunt  and  had  a reputation  of  being 
haughty  and  arrogant.  He  confessed  in  later  years  that  he 
never  rose  to  speak  to  the  students  "without  feeling  ner- 
vous,” but  his  listeners  would  depart  with  the  feeling  that 
he  had  spoken  in  an  arrogant  manner  with  a tone  of 
bluster. 

In  1850,  in  "Guy’s  Hospital  Reports,”  Addison  published 
the  first  description  of  xanthoma  diabeticorum. 

Addison  did  not  marry  until  he  was  52  years  old.  Just 
before  the  ceremony,  unknown  to  the  wedding  party,  a 
storm  blew  part  of  the  church  roof  down  upon  the  altar. 
The  fact  was  not  discovered  until  the  procession  entered 
the  church. 

' Good  God,”  exclaimed  Addison,  "is  this  not  ominous?” 

It  was  not.  Addison  survived  his  wedding  13  years. 

As  a teacher  of  clinical  medicine,  Addison  was  in  his 
element.  His  students  feared  rather  than  loved  him;  never- 
theless, they  accepted  as  gospel  every  word  that  he  uttered. 

It  has  been  written  that  Addison  had  another  character- 
istic: 

'He  has  been  known,  after  seeing  a patient  within  the 
radius  of  eight  or  ten  miles,  to  remember  on  his  near  ap- 
proach to  London,  thinking  over  the  case  on  his  way,  that 
he  had  omitted  some  seemingly  important  inquiry,  and  so 
to  have  posted  back  some  miles  for  the  purpose  of  satisfy- 
ing his  mind  on  the  doubt  ivhich  had  occurred  to  it.”  ( I 


am  glad  that  we  now  have  telephones,  although  at  times 
they  seem  to  have  their  disadvantages! ) 

Addison  and  Richard  Bright  wrote  an  excellent  book  on 
practical  medicine.  Addison  also  devoted  a great  deal  of 
attention  to  diseases  of  the  lungs.  His  writings  on  pneu- 
monia were  original  and  excellent. 

On  March  15,  1849,  Addison  read  a paper  before  the 
South  London  Medical  Society  entitled  "A  Remarkable 
Form  of  Anemia."  In  3 cases  autopsies  had  been  performed, 
and  in  all  3 bilateral  disease  of  the  adrenals  were  found. 
No  mention  at  this  time  was  made  of  pigmentation  of  the 
skin.  Nevertheless,  the  paper  is  of  historical  importance,  for 
it  showed  that  the  adrenal  glands  are  essential  to  life.  It 
has  even  been  said  that  the  whole  of  endocrinology  dates 
from  March  15,  1849. 

In  1855  Addison  published  his  famous  book  on  "Diseases 
of  the  Adrenal  Glands,”  which  expanded  and  clarified  his 
earlier  accounts  of  what  is  now  known  as  Addison’s  disease. 
The  name  "Addison’s  Disease”  was  given  to  the  symptom 
complex  by  the  French  physician,  Armand  Trousseau,  when 
the  importance  of  the  endocrine  glands  in  physiology  was 
better  understood.  Addison  also  discovered  another  disease, 
now  known  as  pernicious  anemia,  or  Addison’s  anemia.  As 
Addison  himself  stated,  it  was  while  investigating  "his 
anemia  that  he  stumbled  upon  his  disease.” 

Only  a few  passages  from  "On  the  Constitutional  and 
Local  Effects  of  Disease  of  the  Supra-renal  capsules”  ( 1855) 
will  be  given,  but  the  complete  text  with  case  histories 
makes  excellent  reading. 

"It  will  hardly  be  disputed  that  at  the  present  moment,” 
Addison  said,  "the  functions  of  the  suprarenal  capsules,  and 
the  influence  they  exercise  in  the  general  economy,  are 
almost  or  altogether  unknown.  The  large  supply  of  blood, 
which  they  receive  from  three  separate  sources;  their  num- 
erous nerves,  derived  immediately  from  the  semilunar 
ganglia  and  solar  plexus;  their  early  development  in  the 
foetus;  their  unimpaired  integrity  to  the  latest  period  of 
life;  and  their  peculiar  gland-like  structure — all  point  to 
the  performance  of  some  important  office:  nevertheless, 
beyond  an  ill-defined  impression,  founded  on  a considera- 
tion of  their  ultimate  organization,  that,  in  common  with 
the  spleen,  thymus,  and  thyroid  body,  they  in  some  way 
or  other  minister  to  the  elaboration  of  the  blood,  I am 
not  aware  that  any  modern  authority  has  ventured  to  assign 
to  them  any  special  function  or  influence  whatever.” 

"The  leading  and  characteristic  features  of  the  morbid 
state  to  which  I would  direct  attention  are,  anemia,  general 
languor  and  debility,  remarkable  feebleness  of  the  heart’s 
action,  irritability  of  the  stomach,  and  a peculiar  change 
of  color  in  the  skin,  occurring  in  connection  with  a dis- 
eased condition  of  the  'supra-renal  capsules.’  ’’ 

Although  Addison’s  disease  is  usually  the  result  of  tuber- 
culosis of  the  suprarenal  glands  and,  rarely,  some  other  dis- 
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ease  such  as  malignant  tumor  or  atrophy  of  undetermined 
cause  is  causative.  Addison’s  11  cases  included  some  of  the 
rarities. 

Always  of  retiring  nature,  in  1860  Addison  developed 
"melancholia”  and  retired  to  Brighton,  where  he  died  3 
months  later.  Early  in  his  career,  Addison’s  private  practice 
was  small,  but  it  advanced  slowly  and  at  his  death  he  was 
worth  about  $180,000. 

His  death  was  hardly  noticed  by  his  contemporaries. 
Only  one  paper,  The  Medical  Times  and  Gazette,  considered 
it  worthwhile  to  publish  an  obituary. 

Addison  was  buried  at  Lanercost,  Cumberland,  the  home 
of  his  forefathers.  The  grave  is  situated  in  a quiet  spot 
under  an  old  yew  tree,  surrounded  by  rows  of  tombstones 
erected  to  many  other  Addisons  of  bygone  times  but  none 
other  so  well  known  and  admired. 

— William  M.  Crawford,  M.D.,  Fort  Worth, 
Chairman,  Committee  on  Medical  History. 
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Dr.  Mathis  W.  Blackstock,  Austin,  49  journals. 

Dr.  George  E.  Clark,  Austin,  119  journals. 

Dr.  Kermit  W.  Fox,  Austin,  5 books. 

Dr.  George  R.  Herrmann,  Galveston,  2 books. 
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Book  Notes 

The  Emergency  Syndromes 
In  Pediatric  Practice 

Alfred  J.  VlGNEC,  M.D.,  Clinical  Professor  of  Pediatrics, 
New  York  University  College  of  Medicine,  New  York,  N.  Y.; 
Medical  Director  and  Pediatrician  in  Chief,  New  York 
Foundling  Hospital,  New  York,  N.  Y.;  Director  of  Pediatric 
Division,  St.  Vincent’s  Hospital,  New  York,  N.Y.  371  pages. 
S9-  New  York,  Landsberger  Medical  Books,  Inc.-,  1959- 

This  book  deserves  a more  descriptive  title.  It  is  intended 
to  assist  the  physician  in  the  management  of  acutely  ill  chil- 
dren rather  than  be  a complete  pediatric  text  or  first  aid 
book. 

There  are  chapters  on  conditions  of  each  of  the  organ 
systems  and  additional  chapters  on  metabolic  disorders, 
steroids,  poisons,  allergic  conditions,  and  the  premature 
infant.  Certain  disease  states  are  discussed  completely; 
whereas,  others  are  covered  superficially.  Emphasis  is 
strongly  placed  on  clinical  observations  with  little  atten- 
tion to  laboratory  data  and  none  to  experimental  data. 
References  are  taken  from  standard  texts  and  articles  from 
commonly  available  medical  journals. 

Some  of  the  clinical  observations  and  descriptions  are 
outstanding.  The  author  relates  anecdotes  of  clinical  experi- 
ence which  add  to  the  informality  of  the  book  yet  are  of 
instructional  nature.  The  treatment  regimes  are  clearly  stated 
and  are  generally  up-to-date. 

The  criticisms  the  reviewer  offers  would  not  significantly 
affect  the  management  of  the  conditions  discussed;  however, 
they  are  as  follows:  aortic  atresia  is  not  mentioned  as  a 
cause  of  congestive  heart  failure  occurring  in  the  neonate. 
Hemadsorption,  adeno,  and  CA  virus  are  not  listed  as 
causes  of  non-specific  infectious  laryngitis.  No  mention  is 
made  of  supraglottic  allergic  edema  in  the  discussion  of 
laryngeal  obstruction.  Undue  emphasis  is  placed  on  the  use 
of  steroids  in  the  management  of  asthma,  eczema,  and  con- 
tact dermatitis.  Undue  emphasis  is  placed  on  the  use  of 
the  E.E.G.  in  the  management  of  convulsive  disorders. 
Meningitis  and  its  management  is  not  discussed.  Short- 
comings of  the  discussion  on  favism  and  diabetic  acidosis 
do  not  limit  the  early  management  of  such  conditions 
but  they  do  not  contribute  to  an  understanding  of  the 
metabolic  derangements  in  such  states.  In  the  discussion 
of  the  management  of  acute  glomerulo-nephritis,  little  at- 
tention is  paid  to  the  use  of  the  newer  anti-hypertensive 
agents.  In  the  management  of  the  premature  infant  no 
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mention  is  made  regarding  high  dosage  of  vitamin  K and 
sulfonamides  as  causes  of  kernicterus. 

This  is  a worthwhile  book.  Obviously  an  observant  clin- 
ician of  wide  experience,  Dr.  Vignec  presents  a convenient 
and  brief  survey  of  the  diagnosis  and  management  of  con- 
ditions commonly  encountered  and  mentions  briefly  con- 
ditions uncommonly  encountered  in  the  acutely  ill  child. 
This  book  should  be  welcomed  by  the  busy  pediatrician 
as  well  as  by  the  general  practitioner. 

— Stanton  J.  Barron,  M.D.,  Abilene. 

Textbook  of  Surgery 

WARREN  H.  Cole,  M.D.,  Professor  and  Head  of  the  De- 
partment of  Surgery,  University  of  Illinois  College  of  Medi- 
cine; Chief  Surgeon,  Illinois  Research  and  Educational  Hos- 
pitals, Chicago.  1,224  pages.  $17.  New  York,  Appleton- 
Century-Crofts,  Inc.,  1959. 

The  seventh  edition  of  Dr.  Cole’s  book  remains  a stand- 
ard text  for  medical  students,  house  officers,  and  practi- 
tioners of  surgery.  It  has  43  chapters.  More  than  50  con- 
tributors have  written  for  this  book,  most  of  whom  are 
heads  of  departments  in  medical  schools  or  recognized  au- 
thorities in  their  various  fields.  Dr.  Cole,  as  editor,  has 
wisely  eliminated  most  references  to  surgical  technique  and 
has  tried  to  convey  basic  principles  on  surgery  and  basic 
ideas  of  various  disease  entities.  Highly  commendable  fea- 
tures are  the  first  chapter  on  medical  history  and  the  last 
chapter  on  medical  ethics  and  conduct. 

The  book  is  well  written,  concise,  and  clearly  illustrated. 
Unfortunately,  as  in  many  texts,  several  old  illustrations 
used  year  after  year  have  been  included.  Excellent  sections 
are  devoted  to  basic  surgical  principles  including  the  use  of 
fluids,  reaction  to  trauma,  shock,  wounds  and  wound 
healing,  infection,  laboratory  aids,  and  bacteriology.  Two 
chapters  on  vascular  and  cardiac  surgery  are  contributed  by 
a Houston  group  of  physicians. 

Necessarily,  a textbook  must  be  concise  and  positive. 
Many  questionable  or  unproved  subjects  must  be  eliminated, 
and  this  practice  has  been  followed.  This  volume  is  highly 
recommended  for  all  associated  with  surgery.  It  should  con- 
tinue to  be  one  of  our  standard  authorities. 

— William  Klingensmith,  M.D.,  Amarillo. 

The  Surgical  Treatment  of  Scoliosis 

Louis  A.  GOLDSTEIN,  M.D.,  F.A.C.S.,  Associate  Clinical 
Professor  of  Orthopedic  Surgery,  University  of  Rochester  Medi- 
cal Center,  Associate  Orthopedic  Surgeon,  Strong  Memorial 
Hospital  of  the  University  of  Rochester  Medical  Center,  Con- 
sultant, Orthopedic  Surgery,  Genesee  Hospital,  Batavia,  N.  Y. 
94  pages.  $6.75.  Springfield,  111.,  Charles  C Thomas,  1959- 

Dr.  Goldstein  has  outlined  general  treatment  of  patients 
with  scoliosis.  He  mentions  conservative  therapy,  and  out- 
lines in  detail  phases  of  surgical  correction. 

The  author  discusses  the  basic  problems  associated  with 
classification  of  curvatures,  then  projects  prognosis  on  the 
basis  of  type  of  scoliosis.  Statistics  and  references  are  given 
for  preoperative  analysis  and  correction  before  surgical 
intervention.  Techniques  of  surgery  are  outlined,  and  post- 
operative management  of  the  patient  is  discussed. 

The  author  presents  a series  of  51  personal  cases,  illus- 
trations of  types  of  curves,  and  basis  of  prognosis  in  each 
case.  He  analyzes  his  case  results  in  relation  to  etiology  and 
curve  patterns,  giving  examples  of  each. 

I think  that  this  monograph  would  be  used  in  teaching 
programs.  It  represents  an  excellent  summary  and  statistical 
analysis  of  the  surgical  treatment  of  patients  with  various 
types  and  patterns  of  scoliosis. 

The  appendix  of  the  monograph  by  D.  Vernon  Thomas, 


M.B.,  F.F.A.R.C.S.,  is  on  important  considerations  in 
anesthesia.  He  offers  an  excellent  discussion  of  problems 
which  the  surgeon  should  anticipate  to  assure  satisfactory 
anesthesia  with  minimal  hazard. 

— C.  E.  Ratcliff,  M.D.,  Lubbock. 

Home  Medical  Encyclopedia 

(Former  tide:  Medicine  for  the  Layman)  PAUL  KUHNE, 
M.D.  Translated  from  German  by  Jean  Cunningham,  Adapted 
for  American  readers  with  an  introduction  by  DONALD  G. 
COOLEY,  editor  of  Your  Life,  and  Your  Health  magazines. 
404  pages.  50  cents.  Greenwich,  Conn.,  Fawcett  Publications, 
Inc.,  I960. 

This  is  a small  paperback  book  which  is  authoritative, 
readable  and  up-to-date.  It  is  a guide  to  basic  principles  of 
good  health  and  nutrition,  and  easy  for  travelers  to  carry 
and  for  families  to  replace. 

Schifferes'  Family  Medical  Encyclopedia 

Justus  J.  Schiefferes,  Ph  D.,  Director,  Health  Education 
Council;  formerly  medical  editor,  National  Foundation  for 
Infantile  Paralysis,  associate  in  hygiene,  Columbia  University, 
managing  editor,  Modern  Medicine.  602  pages.  50  cents.  New 
York,  Permabooks,  1959- 

I Prescribe  Laughter 

Thomas  Richard  Rees,  M.D.  Ill  pages.  $2.75.  New 
York,  Vantage  Press,  I960. 


★ American 

Medical  Association 


AMA  Meeting  Film  Available 

Highlights  of  the  American  Medical  Association’s  I960 
annual  meeting  in  Miami  Beach  may  be  viewed  on  film 
by  interested  state  and  county  medical  societies. 

Schering  Corporation,  in  cooperation  with  the  AMA’s 
Department  of  Medical  Motion  Pictures  and  Television,  has 
made  the  33-minute,  black  and  white  sound  film  available. 
Host-narrator  is  Dr.  Ralph  Jones,  Jr.  of  the  Dade  County 
(Florida)  Medical  Society,  a professor  of  medicine  at  the 
University  of  Miami. 

The  feature,  Medifilm  Report  II,  may  be  obtained  by 
writing  to  the  American  Medical  Association,  535  North 
Dearborn  St.,  Chicago  10,  or  to  the  Audio-Visual  Depart- 
ment, Schering  Corporation,  Union,  N.  J. 


^ Woman’s  Auxiliary 


Woman's  Auxiliary  Sells 
Christmas  Cards  for  AMEF 

The  Woman’s  Auxiliary  is  again  sponsoring  a Christmas 
card  sale  to  benefit  the  American  Medical  Education  Foun- 
dation. This  year’s  card,  which  pictures  the  Texas  Medical 
Association  headquarters  building  in  color,  is  printed  on 
stock  of  excellent  quality. 

The  price  is  $2.50  per  box  of  25  cards.  Those  who  want 
to  order  cards  should  write  to  Mrs.  Ben  H.  Griffin,  Frost, 
enclosing  a check  or  money  order  for  the  total  number 
desired. 
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PROFILE  IN  LEADERSHIP 


N A LOT  OF  patients  we  cannot  make  the  correct 

V-/  diagnosis.  Some  we  diagnose  we  cannot  cure.  But 
there  is  never  a time  in  the  practice  of  medicine  that  you 
can’t  be  kind  to  a sick  man.” 

This  is  the  philosophy  of  big,  bluff  Dr.  Tate  Miller, 
Dallas,  who  became  eighty-third  president  of  the  Texas 
Medical  Association  during  the  1948  annual  session  held 
in  Houston.  He  had  just  served  the  usual  year  as  president- 
elect. Before  that,  he  had  completed  a 6-year  tour  of  duty 
with  the  Navy  during  World  War  II,  a conflict  which  saw 
him,  eventually,  as  chief  of  medicine  at  Special  Augmented 
Hospital  No.  3 on  Okinawa. 

Not  that  Dr.  Miller  is  given  to  bragging  about  his  long- 
time Navy  service  (2  Vi  years  on  active  duty  in  World  War 
I,  23  years  in  the  active  reserve  with  numerous  training 
cruises).  At  the  time  of  his  election  to  the  Association 
presidency,  he  admitted  to  having  won  a couple  of  ribbons 
for  pistol  and  rifle  prowess,  but  reflected  that  he  was  "the 
only  Texas  doctor  with  31  years  of  Naval  service  who  never 
received  a commendation  for  anything!” 

Born  in  Corsicana  in  1892,  Tate  Miller  was  the  third  of 
10  children  in  his  family.  His  father,  Dr.  Thomas  A.  Miller, 
was  a general  practitioner. 

After  receiving  a bachelor  of  literature  degree  from 
David  Lipscomb  College,  Nashville,  in  1911,  Dr.  Miller 
obtained  his  medical  degree  in  1915  from  Vanderbilt  Uni- 
versity. He  returned  to  Texas  to  intern  in  Dallas. 

The  story  goes  that  when  the  young  doctor  completed 
his  internship  he  called  upon  Dr.  H.  G.  Walcott  of  Dallas, 
considered  the  Southwest’s  pioneer  .gastroenterologist.  "I’m 
your  new  assistant,  sir,”  he  said. 

"I  can’t  afford  an  assistant,”  bristled  Dr.  Walcott. 

”1  didn’t  say  anything  about  money,  sir.  I’m  your  assist- 
ant anyhow.” 

Only  then  did  Dr.  Walcott  discover  the  identity  of  his 
brash  caller:  the  son  of  his  old  friend.  Dr.  Thomas  Miller. 

The  young  man  got  his  job — and  $50  a month  salary. 
The  partnership  lasted  a long  time,  dissolved  finally  by  Dr. 


DR.  TATE  MILLER 


Outdoor  Hobbies,  Inside  Warmth  Typify 
Dr.  Tate  Miller,  1948  TMA  President 


in  the  years  before  and  after,  Dr.  Miller  has  used  his  con- 
Walcott’s  death  in  1937.  About  the  time  Tate  Miller  ac- 
quired his  first  job,  he  also  acquired  a wife — the  former 
Miss  Emma  Blythe  of  Lynchburg,  Tenn.  The  two  of  them 
live  in  a Preston  Hollow  home  with  a beautiful  garden 
area  running  down  to  a small  lake  in  the  back.  Here  Mrs. 
Miller  raises  flowers  and  her  husband  raises  tomatoes,  but 
the  doctor  is  not  the  dedicated  green-thumber  he  might 
be. 

"He’s  just  a gardener  until  he  finds  four  worms.  Then  he 
goes  fishing,”  one  neighbor  has  confided. 

As  the  picture  accompanying  this  article  indicates,  Dr. 
Miller’s  fishing  techniques  (strictly  informal)  have  excel- 
lent results.  He  also  likes  to  "hunt  birds  a little  and  mess 
around  with  bird-dogs.” 

The  Millers  have  no  children.  But  Dr.  Miller  is  active 
in  the  Dallas  Salesmanship  Club,  which  supports  projects 
to  benefit  underprivileged  youngsters. 

Both  as  president  of  the  Texas  Medical  Association  and 
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siderable  speaking  talent  to  fight  for  medical  causes  in 
which  he  believes.  Himself  a specialist  (gastroenterology), 
he  is  a champion  of  the  general  practitioner:  "You  are  the 
profession’s  brightest  hope  for  winning  back  its  lost  stand- 
ing in  the  hearts  of  the  people,”  he  once  told  members  of 
the  Texas  Academy  of  General  Practice. 

As  Association  president  he  started  a movement  to  give 
qualified  Texas  Negro  doctors  a better  break,  a result  being 
the  House  of  Delegates’  appointment  of  a seven-man  com- 
mittee, including  Dr.  Miller,  to  work  with  the  Lone  Star 
State  (Negro)  Medical  Association  for  reforms.  In  1950, 
he  sponsored  the  resolution  to  strike  the  "white”  require- 
ment from  the  membership  section  of  the  Constitution  and 
By-Laws  of  the  Texas  Medical  Association — a hope  which 
was  realized  in  1955. 

Dr.  Miller  has  stumped  the  state  in  behalf  of  better  rural 
medicine.  He  fought  successfully  for  the  Texas  basic  science 
bill,  and  he  has  often  written  and  spoken  against  govern- 
ment-controlled medicine.  When  he  accepted  the  Associa- 
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tion  presidency,  he  advised  his  colleagues  sternly  that  the 
time  had  come  to  "wade  into  politics  belly-deep”  before  it 
was  too  late. 

A natural  leader,  Dr.  Miller  has  been  president  of  the 
Dallas  County  Medical  Society,  the  Dallas  Physicians'  Club, 
the  Texas  Society  of  Gastroenterologists  and  Proctologists, 
and  chairman  of  the  Southern  Medical  Association’s  Section 
on  Gastroenterology.  He  is  certified  by  the  American  Board 
of  Internal  Medicine  and  Gastroenterology — which  doesn't 
prevent  him  from  taking  occasional  cracks  at  what  he  con- 
siders an  over-emphasis  on  the  need  for  certification. 

Dr.  Miller  has  written  a number  of  papers  on  his  special- 
ty. From  1916  until  1942,  when  the  school  was  moved  to 
Houston,  he  was  a member  of  the  faculty  of  Baylor  Uni- 
versity College  of  Medicine,  and  he  lectured  for  years  on 
dietetics  and  gastroenterology  to  Baylor  University  nursing 
students.  He  occupies  a chair  in  clinical  medicine  in  the 


Southwest  Medical  Foundation. 

Today  Dr.  Miller  is  in  partnership  with  Dr.  William 
McCartney  Hibbitts,  with  whom  he  shares  an  office  in 
Dallas’  Medical  Arts  Building.  His  associates  and  staff  tes- 
tify that  he  usually  arrives  at,  and  departs  from,  that  office 
singing — in  a voice  which  defies  classification.  His  success 
as  a speaker  before  medical  and  other  groups  has  gained 
him  the  title,  "the  Will  Rogers  of  Texas  Medicine." 

Of  what  is  Tate  Miller  proudest  among  his  medical 
achievements? 

He  does  not  hesitate  over  his  answer.  "Maintaining  the 
loyalty  and  friendship  of  12,000  out  of  12,001  doctors  I 
have  known.  Although  many  have  disagreed  with  me  on 
various  issues,  we  are  still  friends  . . .” 

This  is  Dr.  Tate  Miller,  to  whom  the  practice  of  kind- 
ness goes  along  with  the  practice  of  medicine:  another  pro- 
file in  leadership. 


DR.  H.  E.  NICHOLSON,  JR. 


A general  practitioner  from  Wheeler,  Dr.  Harold  Earl 
Nicholson,  Jr.,  died  May  31,  I960,  at  his  home  of  a heart 
attack. 

Born  February  20,  1917,  at  Mobeetie,  Dr.  Nicholson  was 
the  son  of  a physician,  Dr.  H.  E.  Nicholson,  Sr.,  of 
Wheeler,  with  whom  he  later  practiced. 

Dr.  Nicholson  undertook  his  preliminary  education  at 
Wheeler,  graduating  as  valedictorian  of  his  class.  He  re- 


DR. H.  E.  NICHOLSON,  JR. 


ceived  his  bachelor  of  science  degree  from  Texas  A & M 
College,  Bryan,  in  1937,  and  was  one  of  13  honor  gradu- 
ates in  a class  of  600.  Baylor  University  College  of  Medi- 
cine, then  located  in  Dallas,  awarded  him  his  medical  de- 
gree in  1942,  and  he  served  his  internship  at  Shreveport 
Charity  Hospital,  in  Louisiana. 

Married  October  9,  1954,  to  Miss  Dorothy  Dean  Walton 
at  Houston,  he  and  his  wife  were  parents  of  one  son,  H.  E. 
Nicholson  III.  From  1943  until  1946  he  served  in  the 
United  States  Army  Medical  Corps  in  the  South  Pacific, 
holding  the  rank  of  captain. 

He  was  a fellow  of  the  American  Academy  of  General 
Practice,  and  he  belonged  to  the  American  Mediial  Associ- 
ation, the  Texas  Medical  Association,  Armstrong-Donley- 
Childress-Collingsworth-Hall-Wheeler  Counties  Medical  So- 
ciety, and  Phi  Chi  medical  fraternity. 

A Methodist,  Dr.  Nicholson  was  a Scottish  Rite  Mason 
and  he  belonged  to  the  American  Legion. 

Survivors  include  his  wife  and  son  of  Austin,  and  his 
parents.  Dr.  and  Mrs.  Nicholson,  Sr.,  of  Wheeler. 


DR.  D.  R.  BABER 

Dr.  Dunbar  Roy  Baber,  physician  at  Daingerfield  since 
1926,  died  on  July  22,  I960,  at  his  home. 

A native  of  Marblehill,  Ga.,  Dr.  Baber  was  born  Janu- 
ary 15,  1896,  the  son  of  W.  L.  and  Lilly  (Reaves)  Baber. 

He  attended  The  University  of  Texas  at  Austin  and  re- 
ceived his  bachelor  of  science  degree  from  the  University  of 
Oklahoma  in  1923.  The  University  of  Arkansas  School  of 
Medicine  awarded  him  his  medical  degree  in  1925.  In- 
terning at  Shreveport  Charity  Hospital,  he  served  his  resi- 
dency at  Baptist  Hospital  in  Little  Rock,  Ark. 

In  1953,  he  undertook  postgraduate  work  from  The 
University  of  Texas  Medical  Branch  at  Galveston.  He  had 
done  research  activity  in  malaria  and  hookworm,  and  he 
had  written  articles  for  the  Tri-State  Journal. 

He  was  an  honorary  member  of  Texas  Medical  Associa- 
tion, and  he  belonged  to  the  American  Medical  Association, 
and  Camp-Morris-Titus  Counties  Medical  Society.  He  had 
been  county  society  president  twice. 

In  addition,  he  was  a member  of  the  school  board,  the 
Lions  Club,  the  Board  of  Stewards  of  the  Methodist  Church, 
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and  the  Masons.  He  also  was  city-county  health  officer,  and 
had  served  with  the  draft  board. 

Fishing  and  photography  were  his  hobbies. 

Survivors  include  his  wife  of  Daingerfield;  two  brothers, 
W.  L.  Baber  of  Marshall  and  Lee  Baber  of  Big  Spring; 
and  one  sister,  Mrs.  Pauline  Yelton,  Dallas. 


DR.  O.  V.  LAWRENCE 

Dr.  O.  V.  Lawrence,  a Brownsville  physician  for  more 
than  50  years,  died  May  27,  I960,  of  a heart  ailment  and 
pneumonia.  He  had  retired  from  practice  because  of  ill 
health  in  January,  1957. 

Dr.  Lawrence,  an  eye,  ear,  nose  and  throat  specialist,  was 
born  January  10,  1876,  in  Mansfield,  the  son  of  Oscar 


DR.  O.  V.  LAWRENCE 


Jerome  and  Frances  (Burroughs)  Lawrence.  He  attended 
common  school,  passed  the  teachers’  examination  and  taught 
school  for  6 years  before  entering  The  University  of  Texas 
Medical  Branch  at  Galveston,  where  he  graduated  in  1907. 
Serving  his  internship  at  Shreveport,  La.,  he  later  went  to 
Surgical  Mining  Camp  near  Monterrey,  Mexico,  and  re- 
turned to  practice  briefly  in  Fort  Worth  and  to  study  for 
his  specialty  at  Chicago. 

Active  in  civic  work,  Dr.  Lawrence  participated  in  public 
health  work  and  was  chairman  of  the  local  Red  Cross 
chapter  for  several  years.  He  served  on  the  Brownsville 
Independent  School  Board  for  25  years,  from  1922  to 
1947,  and  for  20  years  was  president  of  the  board.  For 
voluntary  patriotic  service  during  World  War  II,  he  was 
given  the  Selective  Service  medal. 

Elected  an  honorary  member  of  Texas  Medical  Associa- 
tion in  1959,  Dr.  Lawrence  also  was  a member  of  the 
American  Medical  Association  and  of  the  Cameron-Willacy 
Counties  Medical  Society.  He  was  at  one  time  secretary 
of  the  Texas  Medical  Association  Section  on  Eye,  Ear, 
Nose,  and  Throat.  He  was  on  the  medical  staff  of  Mercy 
Hospital  at  Brownsville. 

Survivors  include  his  wife,  the  former  Nancy  Carr,  whom 
he  met  and  married  in  Monterrey,  Mexico;  two  daughters, 
Mrs.  Ivan  Chauveaux  of  Claude  and  Mrs.  Eric  Lof  of  Elm- 
hurst, 111.;  one  son,  O.  V.  Lawrence,  Jr.  of  Roswell,  N.  M.; 
three  sisters,  Mrs.  Harry  Rudmose  and  Mrs.  Aileen  Brown, 
both  of  Fort  Worth,  and  Mrs.  W.  M.  Schofield  of  Lockhart; 
and  six  grandchildren. 


DR.  FERNANDO  LUIS  ARGUELLES 

Dr.  Fernando  Luis  Argiielles,  El  Paso,  died  June  11, 
I960,  in  Providence  Memorial  Hospital  in  that  city  of  a 
cerebral  hemorrhage. 

A native  of  Matamoros,  Tamaulipas,  Dr.  Argiielles  was 
the  son  of  Camilo  and  Angela  Lira  Argiielles.  He  received 
his  preliminiary  education  in  Matamoros  and  was  gradu- 
ated May  9,  1905,  from  the  University  of  Mexico  School 
of  Medicine.  He  served  his  internship  and  residency  in 
Juarez,  Chihuahua. 
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From  1906  until  1909,  Dr.  Argiielles  was  in  private 
practice  at  Juarez  and  from  1910  until  1912  he  was  city 
health  physician  at  Juarez.  He  had  practiced  in  El  Paso 
from  1912  until  the  time  of  his  death. 

Elected  an  honorary  member  of  Texas  Medical  Associa- 
tion in  1950,  Dr.  Argiielles  was  also  a member  of  the 
American  Medical  Association  and  of  the  El  Paso  County 
Medical  Society. 

He  belonged  to  the  Holy  Family  Catholic  Church,  the 
Union  Catolica  de  San  Jose,  and  the  Logia  Hispano  Ameri- 
cano. 

He  was  married  December  22,  1910,  in  San  Francisco,  to 
Miss  Mercedes  Corella,  who  died  August  8,  1953. 

Survivors  include  his  daughters,  Mrs.  Julieta  Franco  of 
El  Paso,  Mrs.  Maria  Luisa  Grobet  and  Mrs.  Mercedes 
Iturbe,  both  of  Mexico  City;  three  sisters,  Mrs.  Maria  do 
los  Angeles  Huerta  of  Mexico  City,  Mrs.  Eugenia  Ortega 
of  Monterrey,  Nuevo  Leon;  and  Mrs.  Margarita  Mejia 
Borja  of  Los  Angeles;  and  a brother,  Edmundo  Argiielles 
of  El  Paso. 


DR.  M.  L.  JOHNSON 

Dr.  Malcolm  Liddell  Johnson,  a Paris  surgeon,  died 
May  30,  I960,  at  his  home.  He  had  returned  home  from 
a hospital  the  day  before. 

Born  October  31,  1910,  at  Blossom,  Dr.  Johnson  is  the 
son  of  Mrs.  F.  G.  Johnson  of  Paris  and  the  late  Mr.  John- 
son. He  was  graduated  from  the  Paris  public  schools  in 
1927.  He  attended  the  University  of  the  South  at  Sewanee, 
Tenn.;  The  University  of  Texas  at  Austin,  from  which  he 
received  a bachelor  of  science  degree;  and  The  University  of 
Texas  Medical  Branch  at  Galveston,  from  which  he  took 
his  medical  degree.  From  1935  until  1937  he  was  house 
officer  in  surgery  at  Boston  City  Hospital. 

Dr.  Johnson  was  in  military  service  5 Vi  years,  serving 
as  a surgeon  at  Brooke  General  Hospital,  San  Antonio,  at 
the  induction  center  at  Denver,  and  at  Camp  Phillips,  Kan. 
He  was  in  the  European  Theater  as  chief  surgeon  with  the 
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11 6th  General  Hospital  in  England,  France,  and  in  Ger- 
many. He  held  the  rank  of  lieutenant  colonel. 

He  was  married  in  1953  to  Miss  Margaret  Louise  Lewis, 
who  now  lives  in  Midland  with  their  two  children,  Malcolm 
Liddell  Johnson,  Jr.,  and  Lisa  Johnson. 

A specialist  in  bones  and  joints,  Dr.  Johnson  was  a mem- 
ber of  the  American  Medical  Association  and  the  Texas 
Medical  Association,  with  membership  through  the  Lamar- 
Delta  Counties  Medical  Society. 

Survivors  include  his  wife  and  two  children;  his  mother 
of  Paris;  a sister,  Mrs.  B.  O.  Smith,  Houston;  and  a brother, 
A.  Sidney  Johnson  of  Paris. 


DR.  J.  L.  DAWSON 

Dr.  Jesse  Louis  Dawson,  honorary  member  of  Texas 
Medical  Association  and  Dallas  general  practitioner  for 
many  years,  died  July  4,  I960,  at  his  home. 

Born  August  18,  1886,  in  Muenster,  Dr.  Dawson  was  the 
son  of  the  late  John  C.  Dawson,  a former  Cooke  County 
commissioner.  He  was  graduated  from  Myra  High  School. 

He  attended  North  Texas  State  College  at  Denton  and 
taught  school  for  several  years  in  Cooke  County  before  he 
entered  medical  school.  In  1913,  he  was  graduated  from 
Baylor  University  College  of  Medicine,  then  located  in 
Dallas,  and  continued  his  internship  at  Parkland  Hospital, 
Dallas,  for  11  months.  He  was  on  the  clinical  staff  of  St. 
Paul’s  Sanatarium  for  many  years. 


DR.  J.  L.  DAWSON 


From  1914  until  1916,  he  practiced  in  Valley  View. 
After  World  War  I,  in  1918,  he  opened  his  office  in  Dal- 
las, where  he  practiced  until  his  retirement  in  1949. 

During  World  War  I he  served  as  a captain  with  the 
United  States  Army  Medical  Corps  in  France. 

Besides  honorary  membership  in  Texas  Medical  Associa- 
tion, he  belonged  to  the  American  Medical  Association,  and 
the  Dallas  County  Medical  Society.  His  church  was  High- 
land Park  Presbyterian  in  Dallas. 

Survivors  include  three  brothers.  Arch  Dawson,  Wichita 
Falls;  Walter  Dawson,  Corona,  Calif.;  and  Homer  W.  Daw- 
son, Grand  Prairie. 
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What  Difference  Does  it  Make? 

Have  you  ever  had  the  feeling  that  your  vote  isn’t  very 
important?  Well,  doctor,  you  have  a lot  of  company!  In 
November  1948,  45,000,000  persons  21  years  of  age  or 
older  did  not  vote.  Now  even  greater  issues  confront  us,  and 
the  balance  of  power  lies  with  one-third  of  our  people  who 
care  so  little  they  won’t  drive  out  of  their  way  to  vote. 

In  Texas  in  1948,  a Senator  was  elected  by  fewer  than 
100  disputed  votes.  In  any  national  election  year,  a 55  to  65 
per  cent  turnout  of  those  of  voting  age  is  regarded  as  phe- 
nomenal. Yet  in  Britain,  Sweden  and  other  northern  Euro- 
pean countries,  an  80  to  88  per  cent  vote  is  customary. 

Thomas  Jefferson  said  that  that  government  is  strongest 
"of  which  every  man  feels  a part.”  When  30  per  cent  of  our 
adult  population  fails  to  vote,  it  raises  a serious  question 
about  the  sense  of  responsibility  of  our  people  and  the 
security  of  our  republic. 

Sophisticated  cynics  tell  us  that  voting  is  a waste  of  time, 
that  government  is  so  complex  even  the  dedicated  citizen  is 
unable  to  assimilate  enough  information  about  platforms, 
compromises,  and  policies  to  vote  intelligently.  Unfortu- 
nately, many  subscribe  to  these  specious  contentions.  True, 
we  sometimes  do  not  have  all  the  information  we  would 
like  to  have  in  deciding  how  to  vote.  Nevertheless,  we  can 
select  the  man  whose  expressed  political  and  economic 
philosophy  comes  closest  to  our  own,  and  thereby  exercise 
intelligently  our  right  of  suffrage. 

Every  political  expert  anticipates  a close  election.  A few 
thousand  votes  may  be  decisive  in  selection  of  the  next  pres- 
ident. Let  us  be  certain  that  members  of  the  medical  pro- 
fession and  their  wives,  with  so  much  at  stake,  exercise  100 
per  cent  their  citizenship  franchise. 
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Professional  Nurse  Education 

Changes  are  manifest  in  established  trends 
of  professional  nurse  education  in  the  United 
States.  The  traditional  diploma  program  con- 
ducted by  hospital  schools  of  nursing  on  the 
basis  of  3 calendar  years  is  being  superseded 
by  professional  nurse  programs  in  institutions 
of  higher  education. 

An  increasing  number  of  controlled  pro- 
grams for  nurse  education  in  junior  and  com- 
munity colleges  is  being  established  on  the 
basis  of  2 academic  years  (18  months)  or  2 
calendar  years  (24  months),  or  a modification 
of  these  two  plans.  Also  increasing  is  the  num- 
ber of  collegiate  schools  of  nursing,  which  are 
showing  a definite  trend  toward  4 academic 
years  (36  months)  instead  of  4 calendar  years 
(48  months). 

In  view  of  the  changes  in  professional  nurse 
education,  the  Board  of  Nurse  Examiners  for 
the  State  of  Texas,  in  cooperation  with  repre- 
sentatives of  related  health  organizations,  has 
developed  a new  curriculum  plan  for  continu- 
ing support  of  the  diploma  program  of  hos- 
pital schools  of  nursing. 

To  develop  the  new  program,  it  was  neces- 
sary to  determine  what  was  education  and  what 
was  compensation  in  the  existing  educational 
programs  of  nursing  schools.  A study  was  made 
of  the  moral  and  spirimal  values  of  nurse  edu- 
cation as  related  to  human  beings — the  pa- 
tients, of  the  materialistic  requirements  of  edu- 
cation, and  of  compensation  related  to  the 
socioeconomic  needs  of  school  life.  All  profes- 
sional health  workers  have  a moral  obligation 
in  the  care  of  the  sick.  If  they  fail  to  recognize 
supply  as  related  to  demand,  they  fail  in  their 
humanitarian  services. 

The  "newT  look”  of  the  curriculum  plan  of- 
fers new  hope  and  greater  opportunity  to  hos- 
pital schools  of  nursing.  It  also  enables  pro- 
gressive advancement  of  collegiate  nurse  edu- 
cation and  junior  college  controlled  programs. 
The  program  was  inaugurated  to  meet  the 
needs  of  industrial  expansion  and  population 


growth  of  Texas.  An  amendment  to  the  Nurse 
Practice  Act  enables  the  Board  of  Nurse  Exam- 
iners to  endorse  an  increasing  number  of  pro- 
fessional nurses  coming  to  Texas  after  gradua- 
tion from  the  shorter  programs  of  nursing, 
without  penalizing  them.  Only  7 states  continue 
to  require  3 calendar  years  for  the  endorsement 
of  registered  nurses  from  other  states. 

There  are  two  plans  in  the  new  program. 
The  basic  curriculum  for  either  of  the  plans  is 
divided  into  three  phases: 

Phase  I (36  weeks)  includes  basic  sci- 
ences and  other  courses  with  their  applica- 
tion to  nursing  care.  Required  college 
courses  are  acceptable  as  transferrable  cred- 
it from  any  college  in  the  United  States. 

Phase  II  (76  weeks)  includes  courses  in 
medical,  surgical,  maternal  and  child  care, 
and  psychiatric  nursing. 

Phase  III  (12  weeks)  includes  intensive 
nursing  experience.  This  experience  is  flex- 
ible to  enable  faculty  members  to  guide  the 
student  in  selected  areas  of  clinical  practice 
for  continued  preparation  in  her  profes- 
sional work. 

Of  the  25  hospital  schools  of  nursing  in  the 
state,  15  are  now  conducting  the  new  program. 
Three  other  hospital  schools  of  nursing  are  con- 
sidering the  institution  of  such  a plan. 

The  new  program  has  many  advantages: 
These  include: 

Greater  coordination  and  utilization  of 
students’  assignments  in  clinical  laboratory 
work  and  supervised  practice  to  improve 
patient  care  at  reduced  cost. 

Greater  satisfaction  to  students  and  hos- 
pital management.  The  40  hour  week,  of 
which  24  hours  are  allotted  to  education 
and  16  to  additional  supervised  practice 
are  uninterrupted  by  formal  classes  or  field 
trips.  Students  are  given  a greater  oppor- 
tunity to  exercise  intellectual  ability  and  to 
apply  the  theoretical  concept  of  total  health 
in  practical  situations. 

Greater  benefit  to  patients  because  of 
students’  professional  attimdes.  Concurrent 
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teaching  supported  by  case  method  assign- 
ments and  nursing  care  plans  is  conducive 
to  high  scholastic  achievement  and  perform- 
ance. 

Improvement  in  management  of  fresh- 
men students  who  are  permitted  to  live  "at 
home.” 

Educational  advantage  of  students  who 
have  transferred  into  the  school  of  nursing 
after  having  completed  all  required  aca- 
demic or  college  courses. 

Predicted  increase  in  students  who  will 
graduate  from  schools  of  nursing. 

Greater  academic  respectability  of  facul- 
ty members  in  their  positions  of  educators. 

The  Board  of  Nurse  Examiners  will  continue 
to  work  with  participating  hospital  schools  of 
nursing  in  implementation  of  the  new  curricu- 
lum to  improve  patient  care. 

— Julia  C.  Kasmeier,  Director  of 
Programs,  Board  of  Nurse 
Examiners  for  the  State  of  Texas. 

The  Infection  Problem  as  it 
Applies  to  Surgery 

As  recently  as  20  years  ago,  surgeons  had  a 
healthy  respect  for  bacteria  and  infections.  The 
aseptic  operating  room  ritual  was  strictly  ob- 
served, and  postoperative  dressings  were  care- 
fully changed.  Isolation  technique  was  enforced 
to  separate  "dirty”  cases  from  "clean”  ones. 
Hand  washing  was  prevalent.  It  was  necessary 
to  culture  and  identify  bacteria  in  infected 
wounds  so  that  specific  therapy  could  be  started, 
if  available,  as  there  were  no  "shotgun”  anti- 
biotics. 

As  more  potent  antibiotics  were  developed, 
the  bacteriologist  and  the  culturing  of  infected 
wounds  were  forgotten,  because  by  use  of  the 
"wonder  drugs”  the  infection  could  be  under 
control  before  the  culture  report  was  available. 
Infections  were  no  longer  considered  a prob- 
lem. Surgical  patients  were  treated  prophylac- 
tically  with  antibiotics  to  prevent  any  type  of 
infection.  Antibacterial  soaps  were  developed, 
and  the  surgeon  needed  to  scrub  his  hands  for 


only  3 minutes  instead  of  the  usual  10.  The  old 
proved  methods  of  preparing  the  operative  site 
were  discarded,  the  newer  soaps  were  substi- 
tuted, and  everything  seemed  wonderful.  Sur- 
geons all  over  the  country  were  lulled  into  a 
sense  of  complacency,  and  the  basic  funda- 
mentals which  pioneer  surgeons  had  labored  so 
hard  to  teach  were  forgotten.  All  went  well 
until  about  5 years  ago,  when  the  incidence  of 
infections  in  clean  surgical  wounds  began  to 
increase  rapidly.  This  trend  has  continued,  and 
is  a real  problem  today. 

In  spite  of  recent  adverse  publicity,  there  is 
no  reason  for  hysteria  or  an  attitude  of  defeat- 
ism among  members  of  the  medical  profession. 
If  we  adopt  a realistic  attitude  and  use  a little 
common  sense  for  prevention  and  treatment 
of  infection,  we  can  control  it.  Although  the 
antibiotics  are  responsible  for  the  development 
of  this  problem,  physicians  are  certainly  better 
prepared  to  deal  with  it  than  before  the  intro- 
duction of  these  drugs.  Nevertheless,  many  of 
the  points  of  technique  elaborated  by  the  pio- 
neer surgeons  concerning  the  prevention  and 
spread  of  infections  need  to  be  relearned.  The 
bacteriologist  is  regaining  the  respect  to  which 
he  is  entitled. 

Staphylococcal  disease  has  always  existed. 
Two  new  developments,  however,  have  caused 
it  to  become  a serious  problem  in  hospitals: 
( 1 ) the  emergence  of  antibiotic-resistant  strains 
of  staphylococcus  and  (2)  the  emergence  of 
strains  with  epidemic  potential.  This  disease 
first  appeared  in  hospitals,  for  that  was  the 
environment  of  the  antibiotic-resistant  organ- 
isms, but  at  present  it  is  fairly  common  outside 
the  hospital,  as  well. 

These  infections  assume  particular  impor- 
tance in  surgical  patients  as  most  of  them  have 
wounds  into  which  infection  may  be  introduced, 
either  at  time  of  operation  or  in  the  postopera- 
tive period.  However  careful  the  surgeon  may 
be,  he  still  feels  bad  if  one  of  his  "clean”  cases 
becomes  infected.  Any  infection  in  the  post- 
operative period  is  associated  with  increased 
morbidity.  Postoperative  staphylococcal  infec- 
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tions  are  most  commonly  wound  infections  and 
result  in  minimal  morbidity.  They  can  become 
major  complications,  however,  and  in  some  in- 
stances cause  death.  Furthermore,  any  infected 
surgical  wound  is  a potential  source  of  cross 
contamination  of  other  clean  wounds. 

If  these  infections  are  treated  with  an  anti- 
biotic to  which  the  offending  organism  is  not 
sensitive,  the  resistant  organism  is  left  unop- 
posed and  a minor  infection  converted  into  a 
serious,  often  generalized  one.  To  carry  out 
effective  treatment,  a culture  and  sensitivity 
test  must  be  performed  and  an  appropriate 
antibiotic  given.  Each  surgeon  should  become 
familiar  with  the  resistance  patterns  prevalent 
in  his  institution.  By  so  doing,  he  will  be  able 
to  start  administration  of  the  correct  antibiotic 
in  most  cases  before  sensitivity  studies  are  com- 
pleted. Minor  infections  such  as  furuncles  and 
minor  wound  infections  may  not  require  anti- 
biotic treatment,  merely  drainage  and  heat.  Pa- 
tients with  major  infections,  particularly  those 
with  systemic  symptoms,  should  have  therapy 
with  the  appropriate  antibiotic.  Probably  more 
important  than  active  treatment  of  infections 
are  measures  directed  toward  their  prevention 
and  spread.  The  control  measures  adopted  must 
apply  to  the  entire  institution.  Full  cooperation 
of  all  employees  is  mandatory  if  the  plan  is  to 
succeed.  General  control  measures  should  pro- 
vide for  the  protection  of  susceptible  patients 
from  staphylococcal  disease,  isolation  of  infec- 
tious patients  and  personnel,  control  of  carriers, 
energetic  treatment  of  active  disease,  and  pro- 
tection of  the  hospital  from  outside  infections. 

Specific  measures  for  control  and  prevention 
include  reactivation  of  the  proved  "common 
sense”  measures  of  asepsis  which  all  physicians 
have  been  trained  to  use.  The  surgeon  should 
adhere  rigidly  to  the  aseptic  ritual  in  the  operat- 
ing room,  including  a 10  minute  hand  scrub 
and  a 10  minute  cleansing  of  the  operative 
area,  if  postoperative  infections  are  to  be  de- 
creased. I also  believe  it  is  important  to  discon- 
tinue the  prophylactic  use  of  antibiotics  in 
clean  surgical  cases. 


The  staphylococcal  problem  cannot  be  en- 
tirely eradicated.  Nevertheless,  with  common 
sense,  a few  regulations,  and  the  cooperation 
of  personnel,  an  adequate  control  program  can 
be  established  in  any  hospital. 

— Edward  B.  Rowe,  President, 

Texas  Traumatic  Surgical  Society, 
Galveston,  Texas. 


The  United  Fund 

The  United  Community  Campaigns,  embrac- 
ing United  Funds  and  Community  Chests,  have 
been  called  "the  world’s  largest  voluntary  fund- 
raising effort  for  health  and  welfare  services.” 
Most  of  these  once-a-year  drives  are  conducted 
between  Labor  Day  and  Thanksgiving. 

Last  year  more  than  $450,000,000  was  con- 
tributed by  Americans  through  individual  and 
corporate  gifts. 

The  organizations  benefited  by  these  cam- 
paign funds  are  many,  and  include  a wide  cross- 


section  of  the  population.  From  babies  (adop- 
tion services,  day  nurseries ) to  the  aged  ( homes 
for  the  aging,  golden  age  clubs) — all  segments 
of  society  are  included  in  the  services  made  pos- 
sible by  annual  contributions  to  the  funds. 

Doubtlessly,  many  physicians  already  have 
"pet”  charities  to  which  they  contribute  gen- 
erously. In  their  budget  this  year  they  may 
wish  to  include,  as  well,  a gift  to  the  United 
Fund  or  Community  Chest  in  their  locality, 
where  they  will  see  many  of  the  projects  en- 
abled by  the  fund  drive  materialize. 
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OUR  MEDICAL  ASSISTANTS 

The  career  of  medical  assistant  continues  to  gain 
in  stature.  This  is  as  it  should  be;  the  medical  assist- 
ant is  the  #2  public  relations  emissary  in  the 
physician’s  office.  Often,  she  is  delegated  the  addi- 
tional duties  of  business  manager,  receptionist,  and 
office  secretary.  With  these  significant  responsibili- 
ties, she  obviously  can  help  make  or  break  her  em- 
ployer’s practice. 

During  the  past  10  or  15  years,  training  pro- 
grams for  medical  assistants  have  been  organized.  One  which  has 
proved  effective  is  a 12  month  course  by  an  accredited  secondary 
school,  with  the  cooperation  of  the  medical  society  and  hospitals  in 
the  community.  In  addition,  there  have  been  a number  of  "brush-up” 
sessions  with  emphasis  on  public  relations  for  women  already  em- 
ployed as  medical  assistants. 

The  medical  assistant  must  be  endowed  with  many  attributes.  Most 
essential  is  the  ability  to  establish  friendly  relationships  with  people. 
This  fundamental  trait  requires  an  inherently  friendly  disposition, 
talent,  love  for,  and  desire  to  work  at  the  job. 

Every  one  of  us  individually  should  make  an  inventory  of  the 
front  office  assistant.  She  should  be  encouraged  to  join  her  professional 
organization  and  to  contribute  to  its  activities  and  educational  pro- 
grams. She  should  be  given  background  information  to  help  build 
good  public  relations  for  the  physician’s  office.  Literature  of  this  type 
can  be  obtained  from  state  and  national  medical  societies.  The  Ameri- 
can Medical  Association  has  published  a handbook  for  physicians’ 
aides  entitled,  "Winning  Ways  with  Patients.”  The  Association  also 
makes  available,  through  state  and  county  societies,  planning  packets 
for  meetings  of  medical  assistants,  with  enclosures  emphasizing  good 
public  relations. 

We  should  let  our  medical  assistants  know  that  we  consider  them 
integral  members  of  the  health  team.  They  should  be  given  the  in- 
centive and  the  opportunity  to  learn  newer  and  better  work  methods. 
Most  medical  assistants  are  sincere  women  anxious  to  put  their  activities 
in  their  employers’  offices  on  a high  professional  plane  of  efficiency. 
They  are  our  allies — and  next  to  us — our  best  public  relations  repre- 
sentatives. We  should  help  them  to  render  even  more  effective  service. 
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A column  for  readers'  assents,  dissents,  and 
comments,  selected  monthly  by  the 
official  advisory  committee  of  the  Texas 
State  Journal  of  Medicine 


"Small  Voice  of  Conscience" 
Answer  to  VA  Problem 


(The  following  comments  were  written 
by  Dr.  Ben  Walpole  of  Houston  in  re- 
sponse to  the  contribution  by  Dr.  Mil- 
ton  V.  Davis  of  Dallas  in  the  Pro /Con 
section  of  the  August,  1960,  Journal,  en- 
titled " Physician  Holds  Key  in  Control- 
ling VA  Medical  Program.”) 

I read  with  much  interest  Dr.  Milton  V.  Davis' 
comments  in  Pro/Con  in  the  August  issue  of  the 
Texas  State  Journal  of  Medicine.  I follow  each  of 
his  arguments,  but  not  the  final  conclusion. 

I fail  to  see  how  the  refusal  of  private  physicians 
to  send  patients  to  Veterans  Administration  hospitals 
could  effect  a decrease  in  the  in-patient  census.  All 
the  veteran  needs  to  do  to  circumvent  the  physician 
who  refuses  to  send  him  there  is  to  go  through  the 
admitting  office  of  the  VA  hospital.  Most  of  the 
patients  whom  I have  treated  as  private  patients  who 
have  been  in  VA  hospitals  at  one  time  or  another 
have  done  just  that. 

The  only  answer  is  the  "small  voice  of  conscience” 
of  the  individual  physician.  All  decent  men  and 
women  desire  only  the  finest  care  for  the  veteran 
whose  disability  is  the  result  of  service  to  his  coun- 
try. However  when,  as  Dr.  Davis  states,  "Regularly 
66  per  cent  of  in-patients  and  85  per  cent  of  patients 
discharged  are  treated  for  conditions  in  no  way  re- 
lated to  service-connected  disability,”  it  becomes  a 
matter  of  conscience  for  the  individual  physician 
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whether  he  will  aid  the  widespread  philosophy  that 
the  government  owes  everyone  a living. 

I have  known  but  one  physician,  who  after  serving 
for  3 or  4 months  as  a consultant  to  the  VA  hospital 
and  who  after  surveying  the  situation  as  described, 
at  a time  when  he  himself  was  under  considerable 
financial  stress,  decided  it  was  contrary  to  his  per- 
sonal ethics  to  accept  money  from  the  government 
to  treat  nonservice-connected  disability  patients.  He 
wrote  a letter  to  the  VA  to  this  effect  and  resigned. 
More  often  I have  heard  physicians  cynically  refer  to 
the  set-up  in  which  they  accepted  remuneration,  often 
with  unflattering  references  to  the  myriads  of  so-and- 
so’s  cluttering  up  VA  hospital  beds  and  detracting 
from  the  legitimate  care  due  the  real  disabled  vet- 
eran. 

It  is  indeed  a curious  turn  of  thought  on  the  part 
of  the  VA  that  the  services  of  a hospital  must  be 
expanded  for  the  maintenance  of  a residency  pro- 
gram. The  next  step  will  be  to  inaugurate  an  obstet- 
rical residency  on  the  specious  argument  that  it  is 
necessary  in  order  to  have  a pediatric  service. 

All  of  these  things  involve  much  fundamental 
philosophy  in  the  retreat  from  individual  responsi- 
bility on  which  I could  write  at  length,  but  it  ap- 
pears that  many  physicians  are  no  less  vulnerable 
to  the  appeal  of  getting  something  for  nothing  than 
are  their  equally  gullible  lay  brethren. 

— Ben  Walpole,  M.D.,  Houston. 
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Arteriosclerotic  Occlusive  Disease 
of  the  Aorta  and  Major  Arteries 

Current  Concepts  of  Surgical  Therapy  Denton  A.  Cooley,  M.D 

Houston,  Texas 


Development  of  direct  and  aggressive 
surgical  approaches  in  arteriosclerotic 
occlusive  disease  has  afforded  relief  of 
symptoms  and  salvage  of  extremities  in 
many  patients  who  could  not  have  been 
benefited  by  indirect  or  less  definitive 
methods  of  therapy.  Lesions  tend  to  occur 
initially  as  segmental  lesions  at  certain 
anatomic  sites.  Recognition  of  clinical 
symptoms  and  demonstration  of  loss  of 
pulsatile  flow  in  the  involved  vessel  should 
be  followed  by  arterio graphic  studies. 

Once  the  location  and  nature  of  the 
lesion  is  determined  and  a patent  distal 
arterial  network  is  demonstrated,  direct 
techniques  of  arterial  reconstruction 
may  be  employed. 

DURING  THE  past  decade  extensive  clinical 
experience  with  surgical  treatment  of  patients 
with  occlusive  lesions  of  major  arteries  has  demon- 
strated the  feasibility  of  a direct  and  aggressive 
approach  to  relieve  ischemia  in  tissues  distal  to 
occlusion.  This  fundamental  principle  of  therapy  is 
widely  accepted,  since  successful  results  are  obtained 
only  when  pulsatile  blood  flow  is  restored.  Most  sur- 
gical and  medical  measures  previously  employed  are 
of  secondary  importance  in  segmental  arteriosclerotic 
occlusive  disease.  Two  important  facts  are  increas- 
ingly evident.  The  first  is  that  arteriosclerosis  begins 
as,  and  often  remains,  a localized  and  truly  segmental 
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process;  the  second,  that  certain  well-known  sites 
of  predilection  exist  for  occlusive  lesions  which  pro- 
duce recognizable  clinical  patterns  or  syndromes.  For 
the  most  part,  the  strictly  peripheral  sites  of  predilec- 
tion are  not  amenable  to  surgical  treatment  although 
investigative  efforts  are  also  being  directed  toward 
successful  management  in  these  lesions.  Lesions  in 
the  anterior  descending  coronary  artery,  middle  cere- 
bral artery,  and  pedal  vessels  because  of  their  an- 
atomic locations  or  small  size  make  surgical  efforts 
subject  to  a high  failure  rate.  Other  sites  of  predilec- 
tion for  occlusive  lesions  in  vessels  more  than  2 to  3 
mm.  in  diameter  are  well  known  to  be  favorable 
for  definitive  surgical  treatment  (Fig.  1).  A consid- 
eration of  diagnosis  and  management  of  occlusions 
in  these  vessels  forms  the  basis  for  this  presentation. 


DIAGNOSIS 

Many  techniques  of  diagnosis  have  been  advocated. 
Practically,  however,  only  a few  basic  principles  and 
techniques  are  needed  to  demonstrate  the  location, 
nature,  and  extent  of  the  lesion. 

Physical  Findings:  An  unfortunate  tendency  among 
many  physicians  who  use  various  diagnostic  aids  has 
been  a disregard  for  the  fundamentals  of  physical 
diagnosis.  Pedal  pulses  are  located  at  almost  constant 
sites  in  the  foot,  and  the  examiner  should  be  able  to 
palpate  them  as  readily  as  he  can  the  radial  pulse. 
Not  only  pedal  pulses,  but  also  popliteal,  femoral, 
and  abdominal  pulses,  should  be  palpated  in  the 
attempt  to  localize  an  occlusive  lesion.  Auscultation 

769 


Fig.  1.  Sites  of  predilection  for  arteriosclerotic  occlusion 
for  which  definitive  surgical  treatment  is  feasible  with 
low  operative  risk. 


is  often  necessary,  since  a bruit  in  the  neck,  inter- 
scapular zone,  or  abdominal  aorta  may  localize  accu- 
rately a carotid  occlusion,  coarctation  of  the  aorta,  or 
aorto-iliac  occlusion.  Comparison  of  blood  pressure 
between  extremities  is  often  neglected  in  diagnosis. 
Oscillometry  as  applied  to  the  extremities  provides 
an  objective  measurement  of  the  degree  of  vascular 
insufficiency.  Too  often,  however,  examiners  using 
this  method  fail  to  apply  the  basic  principles  of 
diagnosis  and  have  little  knowledge  of  the  actual 
location  of  the  lesion.  Sound  knowledge  and  applica- 
tion of  the  principles  of  physical  diagnosis  are  vital 
in  the  examination  of  a patient  with  arterial  disease. 

Arteriography:  An  accurate,  localized  diagnosis  is 
of  prime  importance  since  the  success  of  vascular 
surgery  depends  upon  selection  of  an  optimal  tech- 
nique of  repair.  Arteriography  provides  necessary  in- 


From  the  Cora  and  Webb  Mading  Department  of  Sur- 
gery, Baylor  University  College  of  Medicine,  Houston, 
Texas. 

Supported  in  part  by  the  United  States  Public  Health 
Service  under  grants  H-3137  and  HTS-5387  and  by  the 
Houston  Heart  Association. 
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formation  concerning  the  lesion  which  can  be  gained 
by  no  other  means,  since  it  indicates  the  location  and 
extent  of  the  lesion  and  also  demonstrates  the  status 
of  the  circulatory  bed  distal  to  occlusion.  Of  the  two, 
the  latter  information  is  often  the  more  important 
since  any  reconstructive  procedure  will  fail  if  the 
run-off  system  is  inadequate  to  handle  the  increased 
circulatory  flow.  Thus,  arteriography  is  a necessary 
diagnostic  method  in  arteriosclerotic  occlusive  disease. 
The  usually  low  risk  associated  with  these  techniques 
is  fully  justified  when  weighed  against  the  useful 
purpose  which  is  served. 

OCCLUSIVE  SYNDROMES 

Since  arteriosclerosis  tends  to  produce  occlusions 
in  selected  sites,  symptoms  and  clinical  findings  are 
relatively  uniform  in  character,  producing  recogniz- 
able patterns  or  syndromes.  Familiarity  with  these 
enables  easy  recognition  of  the  circulatory  deficiency 
and  prompt  treatment. 

Carotid-Subclavian  Occlusions  ( Aortic  Arch  Syn- 
drome): Lesions  may  be  located  at  the  origin  of  the 
main  vessels  from  the  aortic  arch  or  at  the  bifurca- 
tion of  the  innominate  artery  into  the  subclavian 
and  carotid  arteries  (Fig.  1).  Clinical  manifestations 
of  disease  depend  upon  the  site  of  occlusion  and  the 
effect  upon  circulation  of  the  brain,  eyes,  face,  and 
upper  extremities.  Neurologic  disturbances  vary  from 
mild  and  transient  symptoms  of  headache,  vertigo, 
diplopia,  hemiparesis,  aphasia,  and  syncope  to  epi- 
leptiform convulsions,  complete  paralysis,  and  death, 
depending  upon  the 'rapidity  of  occlusion.  Ocular 
disturbances  range  from  photopsia  to  blindness. 
Symptoms  of  arterial  insufficiency  in  the  upper  ex- 
tremities are  usually  mild,  consisting  of  weakness, 
easy  fatigability,  paresthesia,  and  claudication,  but 
these  are  seldom  incapacitating.  Palpation  of  pulses 
in  the  arms  and  neck  usually  indicates  the  diagnosis. 
Differential  blood  pressures  in  the  upper  extremities 
also  may  give  a good  indication  of  the  degree  of 
arterial  obstruction.  A bruit  above  the  clavicles  or 
sternum  may  also  be  noted. 

Carotid  Bifurcation  Disease:  The  high  incidence 
of  this  lesion  has  focused  attention  upon  it  as  a cause 
of  neurologic  disorders.  In  a review  of  large  num- 
ber of  patients  with  cerebrovascular  strokes,  90  per 
cent  were  the  result  of  occlusive  disease,  either  acute 
or  chronic.  Between  20  and  50  per  cent  of  lesions 
causing  the  stroke  are  located  near  the  origin  of  the 
internal  carotid  artery  in  the  neck.  Depending  upon 
the  rapidity  of  progression  of  the  lesion,  partial  or 
incomplete  occlusions  are  characterized  by  exacerba- 
tions and  remissions  of  hemiparesis,  aphasia,  mental 
confusion  (usually  associated  with  bilateral  lesions), 
and  transient  blindness.  Unilateral  numbness  and 
weakness  on  the  contralateral  side  with  monocular 
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blindness  are  almost  pathognomonic  of  carotid  insuf- 
ficiency. Diminished  carotid  pulsation  in  the  neck  or 
pharynx  and  reduced  pressure  in  the  retinal  artery 
are  sometimes  demonstrable.  A bruit  audible  to  the 
patient  as  well  as  to  the  examiner  indicates  the 
presence  of  the  lesion.  Explosive  onset  as  a full-blown 
stroke  is  typical  of  complete  thrombotic  occlusion 
of  the  internal  carotid  artery  or  its  branches.  Emer- 
gency operation  after  carotid  arteriography  is  usually 
necessary  for  complete  clinical  recovery  in  these 
cases.  In  approximately  60  to  80  per  cent  of  patients 
who  have  sudden  occlusion  of  the  internal  carotid 
artery,  there  are  preceding  minor  neurologic  epi- 
sodes, or  so-called  "little  strokes.”  Therefore,  an  ag- 
gressive surgical  attack  against  the  occlusive  lesions 
in  the  cervical  portion  of  the  internal  carotid  arteries 
while  symptoms  are  transient  and  before  the  crip- 
pling stroke  occurs  is  logical.  Carotid  arteriography 
with  use  of  local  anesthesia  demonstrates  the  seg- 
mental occlusive  lesions,  and  should  demonstrate  the 
intracranial  circulation  also  (Fig.  2). 

V ertebral-Basilar  Artery  Occlusion:  The  syndrome 
of  basilar  artery  insufficiency  consists  of  visual  (cor- 
tical), cerebellar,  cranial  nerve,  and  bilateral  motor 
and  sensory  disturbances.  Among  the  symptoms  of 
vertebral  and  basilar  artery  occlusion  are  rotational 
vertigo,  disturbance  in  equilibrium,  diplopia,  bilateral 
blindness  or  hemianopsia,  and  bilateral  sensory  and 
motor  impairment.  Sometimes  numbness,  tingling, 
and  pain  in  the  face  is  the  sensory  complaint,  and 
ataxia  and  lack  of  muscular  coordination  may  mani- 
fest motor  impairment.  Since  the  right  and  left 
vertebral  arteries  join  at  the  brain  stem  to  form  the 
basilar  artery,  location  of  the  lesion  cannot  usually 
be  determined  by  physical  examination  alone.  Verte- 
bral arteriography  by  the  trans-subclavian  route  with 
use  of  local  anesthesia  is  essential  in  suspected  cases 
for  accurate  diagnosis  (Fig.  3). 

Renal  Artery  Occlusion:  The  association  of  renal 
artery  occlusion  and  hypertension  was  elucidated  in 
the  famous  experiments  of  Goldblatt  in  1934;  since 
then  the  pathogenesis  of  renovascular  hypertension 
has  been  investigated  extensively.  More  than  a decade 


ago  nephrectomy  was  widely  used  as  a means  of 
relieving  hypertension  in  the  presence  of  an  ischemic 
or  contracted  kidney  usually  destroyed  by  prolonged 
infection.  These  operations  frequently  were  unsuc- 
cessful. Development  of  aortography  has  helped  enor- 
mously in  proper  case  selection  for  surgical  treatment 
in  renovascular  hypertension.  From  a practical  stand- 
point, not  all  patients  with  so-called  essential  hyper- 
tension can  undergo  aortography.  Clinical  features 

i Ip  Dr.  Denton  A.  Cooley  of  Houston 

'.•jgt  presented  this  article  before  the 

Section  on  Surgery  of  the  Texas 
Medical  Association  in  Fort  Worth 

Ai  M 

of  renovascular  hypertension  are  similar  to  those  of 
essential  hypertension,  although  in  a few  patients  a 
bruit  over  the  flank  suggests  the  presence  of  stenosis. 
Since  no  one  simple  or  completely  satisfactory  screen- 
ing study  for  renovascular  lesions  in  hypertensive 
patients  is  available,  several  must  be  used  in  diag- 
nosis. About  50  per  cent  of  patients  with  unilateral 
renal  artery  stenosis  have  abnormal  excretory  pyelo- 
grams,  and  the  finding  of  a poorly  functioning  kid- 
ney should  arouse  suspicion.  Differential  renograms 
made  with  radioactive  Diodrast  sometimes  indicate 
reduced  renal  flow  in  one  kidney.  Split  renal  function 
tests  show  reduced  glomerular  filtration  rate,  relative 
oliguria,  and  reduced  sodium  excretion  on  the  af- 
fected side,  but  this  study,  unfortunately,  is  too  com- 
plicated for  practical  purposes.  Since  diagnosis  of 
renovascular  hypertension  depends  upon  accurate 
demonstration  of  stenosis  by  aortography,  this  tech- 
nique should  be  employed  more  frequently. 

Factors  in  the  clinical  history  of  a hypertensive 
patient  which  suggest  the  possibility  of  renal  artery 
stenosis  are  recent,  sudden  onset  of  hypertension; 
sudden  increase  in  blood  pressure  in  an  already  hyper- 


Fig.  2.  (a)  Left  and  (b)  right  carotid 
arteriograms  in  56  year  old  patient 
with  transient  episodes  of  right  herrti- 
paresis  and  aphasia  showing  severe 
stenosis  of  left  internal  carotid  artery 
and  partial  stenosis  on  the  right. 
Symptoms  were  relieved  by  bilateral 
endarterectomy  and  patch  graft  arter- 
ioplasty. 


Fig.  3.  (a)  Right  and  (b)  left  verte- 
brosubclavian arteriograms  in  60 
year  old  patient  who  complained  of 
dizziness  and  diplopia,  showing  com- 
plete occlusion  of  left  vertebral  artery 
in  its  midportion  and  stenosis  of  the 
right  at  its  origin.  Symptoms  of  basi- 
lar artery  insufficiency  were  relieved 
by  arterioplasty  on  right  vertebral  ar- 
tery. 


tensive  patient;  appearance  of  symptoms  after  injury 
or  illness;  and  rapid  onset  of  hypertension  in  a pa- 
tient ,in  the  arteriosclerotic  age  group  (40  to  60 
years). 

Approximately  80  per  cent  of  patients  become 
normotensive  after  arterial  restoration.  The  remainder 
are  usually  improved  or  respond  to  antihypertensive 
drugs  more  favorably  than  before  operation  (Fig.  4). 

Superior  Mesenteric  and  Celiac  Artery  Occlusion: 
In  recent  years  the  clinical  manifestations  of  an 
incomplete  occlusion  of  the  superior  mesenteric  artery 
have  been  recognized.  Abdominal  cramps  after  meals 
are  common  symptoms  of  this  lesion  and  result  from 
gastrointestinal  ischemia.  These  symptoms  are  re- 
ferred to  as  intestinal  or  abdominal  angina.  In  many 
patients  defective  absorption  from  the  intestinal 
tract  develops,  and  the  result  is  a sprue-like  syndrome 
with  large  semi-solid  and  sometimes  liquid  stools. 
Curiously  enough,  some  patients  have  constipation 
and  sluggishness  of  intestinal  mobility.  The  lesion 
may  be  suspected  from  the  clinical  history,  presence 
of  a bruit  in  the  epigastrium,  and  demonstration  of 
undigested  food  in  the  stools.  Diagnosis  should  be 
confirmed  by  abdominal  aortography  made  with  the 
patient  in  the  lateral  position.  Complete  or  sudden 
thrombosis  of  the  superior  mesenteric  artery  rapidly 
causes  gangrene  of  the  mesenteric  organs  and  usually 
ends  fatally,  emphasizing  the  need  for  early  diagnosis 
of  the  occlusive  lesion  and  surgical  intervention 
when  obstruction  is  only  partial. 

Aorto -iliac  Lesions:  Occlusions  of  the  terminal 
abdominal  aorta  and  iliac  vessels  are  among  the 
commonest  arteriosclerotic  lesions  demanding  surgi- 
cal treatment,  and  fortunately  the  results  are  excep- 
tionally good.  Symptoms  consist  of  intermittent 
claudication  involving  the  lower  extremities,  and 
almost  all  patients  complain  of  calf  pain  on  walking. 
Characteristically,  however,  symptoms  involve  the 
thighs,  gluteal  muscles,  and  hips.  In  high  occlusions 
of  the  abdominal  aorta,  even  the  lumbar  muscles 
become  painful  on  walking.  Reduced  flow  through 
the  internal  iliac  arteries  produces  pelvic  symptoms 
in  both  sexes,  but  these  are  most  strikingly  in  the 
male  in  whom  sexual  impotence  is  a common  com- 


plaint. The  most  important  physical  finding  is  ab- 
sence of  pulsation  in  the  femoral  arteries  at  the  groin, 
but  a faintly  palpable  femoral  pulse  may  result  from 
incomplete  occlusion  or  the  presence  of  an  extensive 
collateral  network.  A systolic  murmur  or  bruit  may 
be  audible  over  the  abdominal  aorta  or  femoral  ar- 
teries at  the  groin,  and  auscultation  should  always 
be  employed  in  examination.  Although ' oscillometry 
of  the  lower  extremities  may  be  useful,  the  single 
most  important  diagnostic  test  is  translumbar  aortog- 
raphy. In  most  of  these  patients  patent  distal  cir- 
culation is  present  unless  extensive  gangrene  of  the 
lower  extremity  is  also  present.  Since  surgical  treat- 
ment produces  more  than  90  per  cent  good  results, 
clinical  recognition  of  this  type  of  lesion  is  of  special 
importance.  Translumbar  aortography  with  use  of 
general  anesthesia  carries  a low  risk  to  the  patient 
and  provides  accurate  localization  of  the  occlusive 
lesion  (Fig.  5). 

F emoropopliteal  Lesions:  A site  of  predilection  for 
arterial  occlusions  distal  to  the  inguinal  ligament  is  in 
Hunter’s  adductor  canal.  Occlusive  lesions  at  this  site 
characteristically  produce  claudication  confined  to 
the  calf,  after  the  patient  walks  50  to  100  yards.  Such 
patients  frequently  have  atrophic  changes  in  the  feet 


Fig.  4.  (a)  Translumbar  aortogram  in  52  year  old 
woman  with  severe  hypertension  (210/120  mm.  of 
mercury)  showing  stenosis  of  right  renal  artery  with 
poststenotic  dilatation  of  the  artery,  (b)  Aortogram  2 
weeks  after  endarterectomy  and  patch  graft  arterio- 
plasty of  the  renal  artery.  Blood  pressure  was  150/90 
mm.  after  operation. 
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Fig.  5.  Typical  translumbar  aorto- 
gram  in  patient  with  aorto-iliac  occlu- 
sive disease.  In  (a)  occlusion  in  the 
left  external  iliac  artery  is  clearly 
demonstrated,  and  in  (b)  a normal 
peripheral  arterial  system  is  evident. 
Such  lesions  are  favorable  for  graft 
bypass  techniques. 


with  ulceration  and  gangrene  because  of  limited 
collateral  blood  supply.  Femoral  artery  occlusions  in 
the  thigh  may  remain  localized  for  long  periods,  or 
may  progress  rapidly.  Femoral  arteriography  with 
use  of  local  anesthesia  is  useful,  since  the  success  of 
surgical  treatment  depends  to  a large  extent  upon 
the  nature  and  extent  of  the  occlusive  process  in  the 
popliteal  and  tibial  vessels  (Fig.  6).  If  an  adequate 
popliteal-tibial  run-off  is  available,  use  of  a bypass 
graft  or  endarterectomy  with  patch  graft  angioplasty 
should  be  successful. 


SURGICAL  TECHNIQUES 

Several  techniques  of  arterial  repair  are  used,  each 
of  which  has  specific  advantages  in  specific  situa- 
tions. The  rapid  advancement  in  this  field  of  surgery 
is  attributable  largely  to  widespread  use  of  arterial 
graft  replacement.  Although  several  years  ago  various 
homografts,  autografts,  and  even  heterografts  were 
employed,  synthetic  prostheses  are  used  almost  ex- 
clusively at  present  in  occlusive  arterial  lesions.  A 
knitted  Dacron  graft  with  crimping  to  prevent  "kink- 
ing” has  proved  the  most  satisfactory  of  all  prostheses 
in  repair  of  occlusive  lesions.  The  graft  is  impreg- 
nated with  blood  before  use  to  control  bleeding 
through  the  interstices.  Tissue  growth  into  the  graft 
enables  firm  healing  and  development  of  an  internal 
lining  which  is  adherent  and  smooth.  These  pros- 


theses have  been  implanted  in  patients  for  more  than 
4 years  without  complications.  In  general,  grafts  in 
vessels  of  large  caliber  have  a better  prognosis  than 
in  small  vessels,  probably  indicating  that  the  rapidity 
of  arterial  flow  controls  the  tendency  for  subsequent 
thrombosis  to  occur. 

Numerous  techniques  of  repair  are  available  for 
treatment  in  atherosclerotic  occlusive  lesions.  A few 
are  endarterectomy,  arterial  excision  with  graft  re- 
placement, graft  bypass,  endarterectomy  with  patch 
graft,  and  various  combinations  of  these  procedures. 
Choice  of  the  procedure  often  depends  upon  the 
personal  preference  of  the  surgeon,  and  in  our  surgi- 
cal group  no  firm  rules  have  been  established  for  use 
of  any  of  these  methods.  The  patch  graft  angioplasty 
has  been  used  frequently  in  arteries  of  small  caliber. 
In  this  technique  a longitudinal  arteriotomy  for  end- 
arterectomy is  used  but  is  not  closed  directly  since 
this  would  cause  stricture  (Fig.  7).  Instead  a patch  of 
knitted  Dacron  is  sutured  into  the  opening,  widening 
this  area  and  preventing  subsequent  occlusion  (Fig. 
8). 

My  own  preference  in  carotid  artery  occlusion  is 
endarterectomy  with  patch  graft  angioplasty.  A simi- 
lar procedure  is  employed  for  subclavio-vertebral  oc- 
clusions. This  method  is  satisfactory  for  renovascular 
occlusions  and  localized  occlusions  of  femoral  and 
popliteal  vessels.  The  bypass  procedure  using  a Dac- 
ron prosthesis  is  preferred  for  aortic  arch  lesions, 
aorto-iliac  occlusions,  celiac  and  mesenteric  occlu- 


Fig.  6.  (a)  Femoral  arteriograms  in 
patient  with  bilateral  diffuse  occlu- 
sions in  popliteal  and  tibial  branches 
representing  poor  vascular  drainage, 
(b)  Endarterectomy  and  patch  graft 
arterioplasty  restored  circulation  in 
left  popliteal  artery  and  prevented 
amputation. 


Fig.  7.  Drawings  showing  the  technical  principle  in 
patch  graft  arterioplasty.  In  (b)  is  shown  the  repaired 
longitudinal  arteriotomy  which  would  be  employed  after 
endarterectomy  for  an  occlusive  lesion  of  some  length. 
Stenosis  of  the  arteriotomy  is  almost  inevitable  unless  a 
patch  graft  is  inserted  to  enlarge  the  lumen  at  this 
point. 


sions,  and  extensive  segmental  occlusions  in  the 
superficial  femoral  artery.  Combinations  of  excision 
and  bypass  graft  may  be  indicated  in  many  instances 
in  which  aneurysmal  and  occlusive  lesions  coexist,  as 
is  frequently  the  case  in  aortic,  iliac,  and  femoral 
artery  disease.  Heparin,  10  to  20  mg.,  is  injected  into 
the  distal  artery  during  the  operative  procedure  to 
prevent  peripheral  thrombosis  while  a major  vessel 
is  occluded.  After  operation  anticoagulants  are  seldom 
necessary,  and  may  cause  serious  complications  be- 
cause of  the  threat  of  hemorrhage  in  extensive  ar- 
terial procedures. 

Sympathectomy  in  its  various  forms  still  occupies 
a place  in  surgical  treatment,  particularly  in  diffuse 
peripheral  occlusive  disease  and  primarily  in  instances 
in  which  grafting  of  the  vessels  is  not  possible.  It  is 
now  fully  appreciated  that  sympathectomy  alone 
does  not  relieve  the  symptoms  of  intermittent  claudi- 
cation but  that  it  may  help  in  the  healing  of  recently 
formed  cutaneous  lesions  produced  by  ischemia.  Con- 
comitant lumbar  sympathectomy  is  frequently  used 
with  femoropopliteal  and  aorto-iliac  occlusions  to 
enhance  peripheral  flow.  Occasionally,  however,  post- 
sympathectomy neuralgia  causes  such  disabling  symp- 
toms that  lumbar  sympathectomy  should  not  be  used 
indiscriminately.  Fortunately,  this  syndrome  occurs 
in  only  a small  percentage  of  patients  undergoing 
sympathectomy  and  does  not  contraindicate  the  pro- 
cedure when  used  under  proper  conditions. 

t Dr.  Cooley,  Baylor  University  College  of  Medicine, 
Houston  25. 


Fig.  8.  Photographs  made  at  operation  for  subclavian 
vertebral  occlusion.  In  (a)  the  small  vertebral  artery  is 
shown  at  its  junction  with  the  larger  subclavian  artery; 


the  Dacron  patch  is  also  visible.  In  (b)  the  patch  has 
been  inserted  in  the  longitudinal  arteriotomy  incision 
after  endarterectomy. 
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Several  "decholesterolizing”  methods  have  been  attempted  with 
moderate  success  in  various  heart  conditions.  Triparanol  ( Mer/29 ) 
has  proved  to  be  more  efficient  and  has  produced  less  side  reactions 
than  other  drugs. 

DECHOLESTEROLIZING  MEASURES 

WITH  CLINICAL  OBSERVATIONS 
ON  TRIPARANOL  (MER-29) 


ELMER  E.  COOPER,  M.D. 

Technical  Assistance  by 
Jane  Deason,  B.S.,  M.T. 

SAN  ANTONIO,  TEXAS 


NTIL  THE  PAST  decade,  patients  with  athero- 
sclerosis were  considered  "untouchables”  when 
therapy  was  considered.  Today  we  are  beginning  to 
suspect  that  atherogenesis  is  not  inevitable,  and  that 
perhaps  it  may  be  preventable  and  reversible. 

Considerable  evidence  has  accumulated  experi- 
mentally, clinically,  and  pathologically  to  correlate 
high  serum  cholesterol  levels  and  atherogenesis.  It  is 
evident  in  diabetes  mellitus,  familial  hypercholester- 
olemia and  familial  xanthomatosis.  Epidemiologic 
studies12  indicate  low  incidence  of  coronary  disease 
in  populations  with  low  cholesterol  levels.  In  non- 
obese  normotensive  males  with  elevated  cholesterol 
levels,  Dawber7  found  that  the  risk  of  arteriosclerotic 
heart  disease  increased  by  six  times. 

Since  there  is  no  other  rational  line  of  attack,  ag- 
gressive assault  has  developed  on  "decholesterolizing” 
methods.  Lower  cholesterol  levels  effected  have  not 
been  impressive  and  have  been  short  lived.  The 
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measures  also  are  often  difficult  to  pursue,  costly, 
associated  with  undesirable  side  effects,  or  potentially 
toxic. 


Decholesterolizing  Methods 

Estrogens  reduce  atherogenic  patterns  of  lipid 
spectra  to  those  considered  normal.4  However,  large 
doses  are  required  and  produce  side  effects  of  femin- 
ization in  the  male.  There  is  loss  of  libido,  potentia, 
and  gynecomastia  in  many  men  so  treated.  In  post- 
menopausal patients,  there  has  been  uterine  bleeding. 
Because  of  the  seriousness  of  the  underlying  disorder, 
however,  several  of  my  patients  have  chosen  to  con- 
tinue use  of  estrogens  over  a prolonged  period. 

Beta-sitosterol,  a phytosterol,  was  suggested  by 
Peterson15  and  others  for  reduction  of  cholesterol  by 
prevention  of  absorption.  Sitosterol  combines  with 
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exogenous  and  endogenous  cholesterol  to  form  non- 
resorbable  crystals  and  thus  effects  lowered  serum 
cholesterol.  My  experience  concerned  its  administra- 
tion to  25  patients.5  Initially,  results  were  impressive, 
but  after  4 months  its  effect  was  less  evident.  It  is 
believed  that  endogenous  cholesterol  production  is 
increased  to  maintain  homeostasis.  This  discourages 
the  use  of  phytosterols. 

Nicotinic  acid  in  large  doses  was  found  by  Altschul 
and  others2  to  be  successful  in  lowering  cholesterol 
levels  by  approximately  20  per  cent.  The  suggested 
dose  of  1 Gm.,  four  to  eight  times  daily,  was  tried 
for  6 months  in  a group  of  18  patients  from  my 
private  practice.  There  was  considerable  difficulty  in 
cooperation.  Loss  of  appetite,  nausea,  rash,  pruritis, 
and  several  severe  attacks  of  indigestion  precluded 
continued  use  of  this  drug.  In  my  experience,  the 
average  reduction  in  cholesterol  was  13  per  cent. 

Diet 

There  is  considerable  difference  in  the  incidence 
of  coronary  disease  among  ethnic  groups.  Many  in- 
vestigators assume  the  differences  to  be  related  to 
diet.  They  believe  that  there  is  positive  evidence  of 
a decholesterolizing  effect  by  the  large  intake  of 
unsaturated  fatty  acids  (high  iodine  number  acids). 

Despite  the  high  intake  of  fat  in  Eskimos,  the 
incidence  of  coronary  disease  is  low.  Their  diet  of 
seal,  fish,  and  other  marine  animals  consists  of  fat 
characterized  by  unsaturated  fatty  acids.  Keys12  noted 
that  the  major  food  of  the  Japanese,  who  have  little 
atherosclerosis,  is  fish.  The  Latin  people,  with  low 
coronary  disease  incidence,  are  olive  oil  eaters.  In 
primitive  areas  such  as  Africa,  China,  Guatemala,  and 
Okinawa,  atherosclerosis  is  infrequent  and  mild. 
Maize,  soybean,  and  sunflower  seed  are  responsible 
for  the  high  amount  of  unsaturated  fatty  acid  in  the 
diet  of  such  peoples.  Hammond10  has  observed  that 
fats  make  up  less  than  4 per  cent  of  the  total  caloric 
intake  of  these  natives. 

Fatty  acids  with  low  concentration  of  unsaturated 
acids  promote  higher  serum  cholesterol,  whereas  the 
fats  with  larger  concentration  of  unsaturated  fatty 
acids  result  in  lowered  serum  cholesterol.  Vegetable 
oils  contain  more  of  the  unsaturated  fatty  acids  than 
do  animal  fats  and  hydrogenated  vegetable  fats.  Hy- 
drogenated shortenings  are  cotton  seed  or  soybean 
oil  in  which  the  double  bonds  are  saturated. 

Ahrens1  found  a linear  correlation  between  degree 
of  saturation  of  dietary  fat  and  cholesterol  levels. 
The  highest  cholesterol  levels  are  found  with  butter 
and  coconut  oil;  intermediate  levels  with  palm  oil, 
lard,  cocoa  butter,  and  olive  oil;  and  lowest  levels 
with  peanut,  cottonseed,  and  corn  oil. 


Despite  these  recognized  facts,  it  is  as  difficult  to 
regulate  diets  in  atherogenic  suspects  as  it  is  to  try 
to  discontinue  use  of  nicotine  in  pulmonary  cancer- 
ophobics. 

Heparin  and  Polysaccharides 

Engelberg  and  others  have  shown  considerable 
success  in  the  improvement  of  lipid  patterns  with  the 
use  of  intermittent  heparin  therapy.8  In  100  patients 
with  coronary  disease  who  were  given  200  mg.  of 
heparin  subcutaneously  twice  weekly  in  a 2 year 
study,  the  resultant  death  rate  was  one-fifth  as  great 
as  in  a comparable  coronary  disease  series  treated 
without  heparin. 

Dr.  Elmer  E.  Cooper  practices  in- 
Jjk  . Jm  ternal  medicine  in  San  Antonio. 

Heparin  also  removes  fat  from  the  blood  stream, 
and  fat  promotes  thrombosis — especially  during  the 
first  4 to  6 hours  after  a meal.  Alimentary  lipemia, 
particularly  that  produced  by  butter  far,  is  associated 
with  increased  coagulability,  platelet  adhesiveness, 
adhesiveness  and  aggregation  of  erythrocytes,  and  in- 
creased viscosity.  Coronary  disease  patients  are  known 
to  have  more  intense  postprandial  chylomicronemia. 
Heparin  effects  clearing  promptly.  Nevertheless,  the 
heparin  regimen  has  proved  to  be,  in  the  authors' 
experience,  expensive  and  troublesome  for  patients 
to  pursue  long. 

Inhibition  of  Cholesterol  Biosynthesis 

In  a recent  10  year  survey  by  the  National  Heart 
Institute  on  the  problems  of  cholesterol  and  athero- 
genesis,  it  was  stated:  "Studies  of  lipid  metabolism 
have  stressed  the  importance  of  cholesterol  biosyn- 
thesis, as  opposed  to  cholesterol  intake,  in  determin- 
ing cholesterol  balance.”13 

Because  the  liver  adjusts  cholesterol  production  in 
accordance  with  amounts  returned  in  biliary-enteric 
circulation,  inhibition  of  synthesis  is  necessary  to 
reduce  cholesterol  concentration.  Reduction  of  endo- 
genous cholesterol  synthesis  by  specific  inhibitor 
could  produce  negative  cholesterol  balance  and  mo- 
bilize cholesterol  from  atheromatous  plaques. 

During  uricosuric  agent  studies,  Merck  Labora- 
tories found  that  benzmalecene  inhibits  cholesterol 
synthesis  from  C14-acetate  or  C14-di-mevalonic  acid 
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by  rat  liver  homogenates.  Also,  in  chronic  toxicity 
studies,  benzmalecene  depressed  cholesterol  levels 
markedly  in  dogs,  and  hypercholesterolemia  was  in- 
hibited in  cholesterol  fed  chickens. 

Benzmalecene  proved  effective  in  reducing  serum 
cholesterol  levels  in  14  subjects  (male  and  female, 
overtly  atherosclerotic  and  normal)  studied  from  2 
to  9 months  in  the  author’s  practice.6  The  average 
cholesterol  control  for  the  group  was  305.35  mg.; 
500  mg.  benzmalecene  was  administered  in  capsules 
before  2 or  3 meals  daily  (diet  unrestricted).  Com- 
pared to  controls,  an  average  drop  of  93  mg.  per  100 
cc.  occurred  the  first  week,  103  the  third  week,  107 
the  sixth,  96  the  twelfth,  63  the  twenty-second,  68 
the  twenty-seventh  and  100  at  the  thirty-sixth  week. 
The  overall  average  drop  was  90  mg.  per  100  cc. 

No  toxic  effects  were  observed  in  hematopoietic, 
cardiovascular  or  renal  systems.  Serum  bilirubin,  uro- 
bilinogen and  alkaline  phosphatase  determinations 
were  normal.  In  many  patients,  there  was  an  increase 
in  bromsulphalein  retention.  There  was  no  jaundice, 
nor  were  bile  salts  found  in  the  urine.  The  retention 
has  been  interpreted  as  functional  inhibition  of  he- 
patic secretory  transport  mechanism  for  B.S.P.  (en- 
zymatic activity). 

Although  cooperation  and  tolerance  were  excellent, 
continued  work  has  been  interrupted  until  a safer 
congener  is  available.  When  medication  was  discon- 
tinued, B.S.P.  levels  returned  to  normal. 

Triparanol  (MER/29),  synthesized  by  Frank  P. 
Palopoli14  in  1956,  is  a new  chemical  entity,  l-[p- 
( B-diethylaminoethoxy ) phenyl]  - 1 - ( p-totyl ) -2  ( p- 
chlorophenyl ) ethanol,  with  the  structure  shown  in 
Fig.  1. 


CH3 

Fig.  1.  Structure  of  Triparanol  (MER/29). 

It  is  not  a hormone,  vitamin,  unsaturated  fatty  acid, 
nor  a phytosterol.  Instead,  it  is  an  estrogen  analogue 
lacking  true  feminizing  effects. 

Radioisotope  studies  in  animals  and  clinical  radio- 
isotope studies  in  man  pursued  in  the  past  2 years 
by  Blohm,  MacKensie,  Steinberg,  Mobberly,  Frantz, 
Gould,  and  others  indicate  that  Triparanol  partially 
inhibits  cholesterol  biosynthesis  in  various  tissues  and 
reduces  tissue  as  well  as  senim  cholesterol.18 

In  rats  the  specific  inhibition  in  tissues  reduced 
cholesterol  levels  in  plasma  by  62  per  cent;  in  eryth- 
rocytes 40  per  cent;  liver  40  per  cent;  lung  33  per 
cent;  skeletal  muscle  27  per  cent;  aorta  21  per  cent. 
Levels  of  cholesterol  in  brain  and  adipose  tissue, 
however,  were  not  altered  significantly.3 
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Furthermore,  it  was  proved  that  inhibition  of  the 
synthesis  of  cholesterol  occurs  at  the  end  stage  in 
acetate  conversion,  namely  at  desmosterol  (24-dehy- 
drocholesterol ) .17 

Hollander  and  Chobanion  undertook  studies  of 
cholesterol  metabolism  with  radioisotopes  to  deter- 
mine if  the  depression  in  serum  cholesterol  by  Tri- 
paranol was  accompanied  by  a shift  into  tissues.  This 
could  conceivably  redistribute  cholesterol  into  blood 
vessels.  Results  of  their  study  led  them  to  conclude 
that  the  apparent  miscible  body  pool  of  cholesterol 
was  reduced  by  almost  one-half  during  Triparanol 
administration.11  These  findings  suggest  that  the 
drug  is  effective  in  reducing  body  cholesterol  as  well 
as  serum  cholesterol. 

In  animal  studies,  Triparanol  is  virtually  nontoxic. 
There  is  no  evidence  of  hepatic  damage;  no  effect  on 
adrenal  function;  nor  any  disturbance  in  pituitary, 
ovary,  or  estrogen  target  organs.  After  Triparanol 
treatment  in  animals,  tissue  studies  were  normal  with 
one  exception;  there  was  depletion  of  lipids  in  the 
adrenals.  However,  adrenal  function  studies  in  ani- 
mals and  man  were  normal.  Ford9  determined  that 
adrenocortical  function  (plasma  hydrocortisone,  uri- 
nary 17-ketosteroid,  and  17-ketogenic  steroid)  were 
normal  during  prolonged  administration  of  Tripara- 
nol. 


Princeton  Conference  on  Triparanol 

Long  term  experimental  studies  in  over  500  pa- 
tients treated  with  Triparanol  for  almost  2 years 
(Princeton  Conference  on  MER/29,  December  16- 
17,  1959)  were  impressive  in  the  lack  of  toxicity 
reported  and  the  clinical  safety  assured.  It  was  gen- 
erally accepted  that  Triparanol  effected  worthwhile 
reductions  in  serum  cholesterol.  Many  additional  in- 
teresting clinical  observations  were  made  by  the 
investigators:16  Kountz  noted  improvement  in  those 
with  intermittent  claudication.  Some  of  his  patients 
with  angina  had  fewer  attacks  during  administration 
of  the  drug.  Vaginal  cytologic  examinations  showed 
mild  estrogenic  effect.  One  postmenopausal  woman 
in  his  group  had  slight  vaginal  bleeding.  Toro  re- 
ported that  2 female  patients  who  were  completely 
bald  before  taking  the  drug  grew  hair  again.  Frantz 
noted  significant  concentration  of  desmosterol  in 
serum  of  humans,  as  well  as  in  rats  treated.  Todd 
observed  a lack  of  appreciable  effect  on  clotting 
mechanism.  Blohm  found  no  true  estrogenic  potency, 
but  he  thinks  that  it  potentiates  any  estrogen  already 
present.  Russek  presented  a case  with  a prompt  and 
sustained  fall  in  cholesterol  from  346  to  192  mg. 
Yet  during  the  third  month  of  medication,  a second 
myocardial  infarction  developed.  Estes  noted  potenti- 
ation of  the  effect  of  nicotinic  acid  in  dosages  which 
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ordinarily  were  ineffective  alone.  Steinberg  showed 
that  elevated  levels  of  cholesterol  produced  by  diet 
rich  in  saturated  fatty  acids  could  be  lowered  with 
Triparanol.  One  patient  reported  by  Lisan,  who  had 
an  electrocardiographic  pattern  with  ST  segment  de- 
pressions, had  a normal  tracing  during  treatment  and 
improvement  in  his  angina.  Two  patients,  during 
therapy,  experienced  sudden  elevation  of  cholesterol 
levels  and  in  each,  coronary  thrombosis  followed. 
Any  escape  from  hypocholesterolemic  action  of  Tri- 
paranol usually  was  reversed  by  doubling  or  tripling 
the  dose,  according  to  Lisan. 


Clinical  Experience 

I have  given  Triparanol  to  51  patients  of  both 
sexes  for  from  1 to  9 months.  Although  most  of  them 
had  overt  atherosclerotic  disease,  5 did  not.  The  usual 
initial  average  oral  daily  dose  was  500  mg.  In  3 pa- 
tients with  hepatic  disease,  750  mg.  was  required  to 
effect  appreciable  reductions.  When  effective  re- 
sponses were  obtained,  which  occurred  most  often 
within  2 to  8 weeks,  dosage  was  reduced  to  one  250 
mg.  capsule  daily. 

The  average  control  cholesterol  level  was  deter- 
mined from  three  separate  tests  taken  at  weekly  to 
monthly  intervals.  Many  of  these  control  values  were 
the  averages  of  long  range  cholesterol  determinations 
taken  over  months  to  years  prior  to  treatment.  Follow- 
up determinations  during  medication  were  made  every 
2 weeks.  Analyses  were  done  by  the  same  technician 
using  the  Bloor  colorimetric  method.  Patients’ 
weights,  smoking  or  drinking  habits,  dietary  desires, 
physical  exercise,  and  activities  were  unchanged. 
Those  who  were  taking  various  medications  previ- 
ously were  permitted  to  continue  their  programs  un- 
altered. 

Forty-seven  of  the  51  subjects  had  an  appreciable 
reduction  of  serum  cholesterol  ranging  from  26  to 
195  mg.  per  100  cc.  and  percentage  drops  from  8 
to  49  per  cent  of  control  values  were  obtained.  The 
overall  average  drop  for  the  group  of  51  patients 
was  24.7  per  cent.  The  percentile  decreases  were 
greater  in  those  with  the  highest  initial  cholesterol 
readings. 

Compared  to  our  previous  dechoiesterolizing  at- 
tempts, the  results  with  Triparanol  were  impressive. 
The  lowered  levels  obtained  were  maintained  through- 
out the  study  with  slight  variations.  Within  2 weeks 
after  medication  was  discontinued,  cholesterol  levels 
rose  to  control  values.  Repeated  courses  of  medica- 
tion caused  similar  lowering  of  serum  cholesterols. 

During  the  study,  routine  complete  blood  counts 
and  urinalyses  were  taken  frequently  on  each  patient. 
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After  2 to  3 months  of  therapy,  transaminase  (S.  G. 
O.  T.),  B.  S.  P.,  alkaline  phosphatase,  urobilinogen 
and  cephalin  flocculation  studies  were  performed. 
These  were  all  unaffected  by  the  drug. 

Cooperation  and  tolerance  were  excellent.  In  one 
instance  there  was  an  evanescent  erythematous  skin 
rash,  and  in  one  patient,  nausea,  but  it  was  not 
necessary  to  discontinue  medication.  Two  women  re- 
ported thinning  of  hair  while  taking  500  mg.  daily, 
and  dosage  was  reduced  to  await  final  conclusions 
on  the  possibility  of  this  as  a side  effect.  Two  pa- 
tients with  angina  thought  that  their  attacks  were 
less  severe  and  less  frequent.  Their  electrocardi- 
ograms, including  tracings  made  with  the  Master’s 
test,  were  unaltered. 


Conclusion 

Triparanol  has  proved  to  be  a more  efficient,  re- 
sponsive, predictable  decholestrolizing  measure  with 
less  undesirable  side  reactions  than  methods  previ- 
ously reported.  Reduction  in  cholesterol  occurs  in 
both  the  serum  and  the  miscible  pool  in  man.  The 
drug  acts  by  interfering  in  the  end  stage  of  the  bio- 
synthesis of  cholesterol. 

Reports  in  the  literature  and  my  experience  with 
this  type  of  therapy  are  encouraging.  It  must  be 
recognized,  however,  that  the  long  term  effects  are 
not  known;  that  the  question  of  tolerance  remains  to 
be  seen;  and  finally  that  we  are  not  yet  certain  that 
the  drug  will  prevent  heart  attacks,  strokes,  and 
atherosclerosis. 

I am  indebted  to  Dr.  Robert  H.  McMasters,  Department  of  Medi- 
cal Research,  Wm.  5.  Merrill  Company  for  his  generous  help  in 
this  project. 
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PERCUTANEOUS  RETROGRADE  SELECTIVE 

AORTOGRAPHY 


The  authors  report  a safe  and  relatively  simple  method  for  aortic 
opacification,  in  which  Teflon  catheter  tubing  is  used.  Materials  re- 
quired are  few,  complications  are  rare,  and  selective  arterial  opacifica- 
tion is  possible. 


Faber  F.  McMullen,  Jr.,  M.D.;  Henry  Goodwin  Glass,  M.D.;  and  Eugene  Cornelius,  M.D. 

HOUSTON,  TEXAS 


PERCUTANEOUS  retrograde  selective  aortogra- 
phy is  a relatively  safe,  simple,  and  accurate 
means  of  investigating  the  aorta  and  the  arterial  tree. 
The  materials  required  are  few,  complications  are 
rare,  and  selective  arterial  opacification  is  routine. 

In  1941,  after  direct  exposure  of  the  femoral 
artery,  Farinas  used  a urethral  catheter  in  retrograde 
catheterization  of  the  artery  to  demonstrate  the  ab- 
dominal arterial  system.4  Aortic  catheterization 
through  the  exposed  radial  artery  was  used  by  Rad- 
ner,  who,  in  1949,  introduced  a metal  obturator 
through  the  catheter  for  fluoroscopic  positioning.6 
Borell  utilized  the  percutaneous  catheter  technique 


From  the  Departments  of  Medicine,  Surgery,  and  Radiol- 
ogy, Hermann  Hospital,  Texas  Medical  Center,  Houston  25, 
Texas. 


to  investigate  the  arteries  of  the  pelvis  with  emphasis 
on  placental  localization  and  delineation  of  ectopic 
pregnancy.3  Without  exposure  of  the  artery,  Lind- 
gren,  in  1953,  passed  a trocar  into  the  femoral  artery 
through  which  a polyethylene  tube  was  threaded  for 
aortography.5  That  same  year  Seldinger  reported  work 
that  he  had  done  since  1952,  which  consisted  of 
percutaneous  arterial  puncture  and  use  of  a flexible 
steel  spring  guide  to  deliver  the  catheter  into  the 
arterial  lumen.8  In  1959  Sammons  reported  the  retro- 
grade opacification  of  pelvic  structures  in  200  cases.7 
Using  the  technique  of  Seldinger,  Amplatz  reported 
125  successful  cases  in  I960.1, 2 He  was  the  first 
investigator  to  use  Teflon  thin  wall  spaghetti  tubing 
in  the  percutaneous  retrograde  approach  to  the  aorta. 
The  material  necessary  for  this  technique  is  shown  in 
Fig.  1. 
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Fig.  1.  Equ  ipment  consists  of  number  17  Lindemann 
needle,  flexible  catheter  guide  fashioned  from  spring 
steel,  flange  type  tubing  adapter  with  valve,  and  coil 
of  Teflon  thin  walled  12  gauge  spaghetti  tubing.  A 
rapid  film  changer  is  useful  but  not  absolutely  necessary. 
A hand  operated  fulcrum  type  pressure  injector  has  been 
used  in  this  institution. 


TECHNIQUE 

The  evening  before  the  procedure,  both  inguinal 
areas  are  cleansed  and  shaved,  as  for  inguinal  herni- 
orrhaphy. The  next  morning  the  patient  is  allowed 
dry  toast  and  black  coffee,  and  an  enema  is  given  to 
provide  a clear  field  for  examination.  Demerol  and 
Phenergan  are  given  one  half  hour  before  the  pro- 
cedure. The  patient  is  taken  to  the  radiology  depart- 
ment, where  the  inguinal  area  is  cleansed  and  draped 
as  a sterile  field.  One  per  cent  Xylocaine  is  infiltrated 
into  the  skin  2 cm.  below  the  inguinal  ligament  just 
over  the  femoral  artery.  Local  anesthesia  is  accom- 
plished down  to  and  including  the  arterial  adventitia. 
A small  stab  wound  is  made  in  the  skin  to  admit  the 
needle  point.  Arterial  puncture  is  then  accomplished, 
after  which  the  needle  is  advanced  proximally  up 
the  femoral  artery  (Fig.  2a). 

The  obturator  is  removed  to  allow  introduction  of 
the  flexible  catheter  guide  into  the  arterial  lumen 
through  the  cannula  of  the  Lindemann  needle  (Fig. 


Fig.  2.  Successive  steps  in  technique  of  arterial  cath- 
eterization. 


2b  and  c).  After  this,  firm  pressure  is  applied  by 
the  assistant  over  the  site  of  the  puncture  and  the 
cannula  is  withdrawn,  leaving  the  guide  lying  within 
the  arterial  lumen  (Fig.  2d).  The  pretailored  Teflon 
catheter  is  passed  over  the  guide  which  directs  the 
catheter  through  the  arterial  wall  and  retrograde  up 
the  arterial  tree  to  the  aorta  (Fig.  2e  and  f).  The 
flexible  guide  is  then  removed  and  the  catheter  is 
attached  to  a standard  two  way,  three  position  B D 
stopcock  by  the  adapter,  and  intra-arterial  pressure 
infusion  of  2.5  per  cent  dextrose  in  0.45  per  cent 
saline  solution  containing  50.0  mg.  of  aqueous  hepa- 
rin per  500  cc.  is  started.  The  catheter  is  then  filled 
with  50  per  cent  Hypaque,  the  flow  through  the 
catheter  is  stopped,  and  the  catheter  is  passed  to  the 
desired  location  and  positioned  under  fluoroscopic 
control  (Fig.  3). 

After  correct  positioning,  a test  dose  of  2-5  cc.  of 
50  per  cent  Hypaque  is  injected  and  a roentgeno- 
gram is  made  to  be  certain  of  the  catheter’s  position. 
If  the  position  is  satisfactory,  20-30  cc.  of  50  per 
cent  Hypaque  are  injected  into  the  lumen  of  the  aorta 
and  a series  of  6 exposures  is  taken,  employing  the 
Sanchez-Perez  rapid  changer  operating  at  2 exposures 
per  second.  The  intra-arterial  infusion  is  then  started 
and  continued  while  the  films  are  being  developed 
and  examined  for  adequacy.  At  the  end  of  the  pro- 
cedure, the  Teflon  catheter  is  removed,  and  firm 
steady  pressure  is  applied  to  the  puncture  area  for 
8 minutes  to  obtain  hemostasis. 

There  have  been  no  complications  of  bleeding, 
prolonged  vasospasm,  or  arterial  thrombosis.  Am- 
platz  reported  125  cases  and  Sammons  reported  200 
cases,  all  of  which  had  no  complications  after  this 
procedure. 


Fig.  3.  Retrograde  catheter  positioned  above  the  renal 
arteries. 
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DISCUSSION 


Modifications  can  be  made  in  the  catheter  shapes 
and  placement,  depending  on  the  individual  require- 
ments. The  catheter  material  is  Teflon  electronic  in- 
sulating tubing.  This  material  is  tough,  malleable, 
smooth,  and  relatively  heat  resistant.  The  material 
can  be  sterilized  in  the  autoclave  and  reused;  many 
of  our  catheters  have  been  used  6 times  and  have  re- 
mained intact  after  a total  of  1 hour  of  autoclaving 
in  8 minute  periods.  Multiple  holes  can  be  made 
near  the  tip  of  the  catheter  to  reduce  injection  time, 
and  to  prevent  displacement  of  the  catheter  tip  by 
jet  effect. 

This  technique  is  useful  for  simultaneous  filling  of 
the  branches  of  the  aortic  arch  (Fig.  4).  Segmental 
study  of  the  aorta  is  easily  accomplished;  Fig.  5 
demonstrates  serial  roentgenograms  made  at  0.5 
second  intervals.  The  technique  was  helpful  in  in- 
vestigation of  a partially  calcified  abdominal  mass 
in  the  left  upper  quadrant,  in  which  retrograde 
aortography  revealed  separation  of  the  renal  vessels 
around  a relatively  avascular  area  (Fig.  6 and  7a). 
The  second  film  in  the  series  is  a nephrogram  re- 
vealing an  enlarged  lobulated  left  kidney  (Fig.  7b). 

SUMMARY 

A simple  method  for  aortic  opacification  has  been 
presented,  using  Teflon  catheter  tubing.  Accurate 
placement  of  the  contrast  media  and  the  effective- 
ness of  small  volumes  of  less  concentrated  contrast 


Fig.  4.  Good  demonstratlcuTjaf  brachiocephalic  branches 
of  aorta. 


Fig.  5c.  Injection  bolus  above  the  renal  arteries. 

b.  Injection  bolus  in  abdominal  aorta. 

c.  Injection  bolus  distal  to  aorta,  leaving  striking 
renogram. 
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McMullen  — continued 


media  make  this  method  desirable  and  relatively 
safe.  It  can  be  used  to  demonstrate  diseases  in  the 
arterial  structures,  in  the  intra-abdominal  viscera,  and 


Fig.  6.  Roentgenogram  of  abdomen  showing  area  of 
egg-sheil  type  calcification  in  left  upper  quadrant.  This 
is  less  evidence  than  on  the  original  roentgenogram. 


Dr.  Faber  F.  McMullen,  Jr.,  the 
senior  author,  and  his  colleagues 
are  affiliated  with  Hermann  Hos- 
pital in  Houston. 


in  structures  in  the  retroperitoneal  area.  The  proced- 
ure may  help  to  demonstrate  tumors  of  the  gastro- 
intestinal tract.  The  authors  believe  that  selective 
percutaneous  arterial  catheterization  will  have  many 
uses,  spanning  the  fields  of  angiography,  selective 
tumor  perfusion,  hemodynamic  studies,  and  other 
diagnostic  and  therapeutic  measures. 
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Often,  intracerebral  hemorrhage  cannot  be  distinguished  from  oc- 
clusive disease  without  specific  roentgeno graphic  studies.  Operation  in 
some  such  cases  offers  considerably  more  success  than  does  conserva- 
tive treatment.  The  authors  present  14  consecutive,  unselected  cases. 


The  Surgery 

of  Intracerebral  Hemorrhage 


ALEXANDER  GOL,  M.D.; 
G.  EHNI,  M.D.;  and 
M.  E.  LEAVENS,  M.D. 
Houston,  Texas 


“C 


l EREBROVASCULAR  disease  is  the  third- 
ranking  killer  and  foremost  crippler  of  all 
diseases  in  the  United  States,”  Bailey1  wrote  in  his 
foreword  to  a report  on  cerebrovascular  diseases. 

A segment  of  this  disease  of  particular  interest  to 
the  neurosurgeon  is  that  of  intracerebral  hematoma. 
Difficulty  in  differentiating  clinically  intracerebral 
hemorrhage  from  thrombosis  and  infarction  has  been 
a principal  hindrance  in  the  treatment  of  patients 
with  hematomas.  Another  factor  has  been  the  widely 
held  view  of  despondency  fostered  by  the  high  mor- 
tality rate  and  severe  disability  that  the  lesion  fre- 
quently produces.  However,  because  of  recent  prog- 
ress both  of  these  features  need  re-examination. 

The  objective  of  this  communication  is  to  show 
that  often  intracerebral  hemorrhage  cannot  be  dis- 
tinguished from  occlusive  disease  without  specific 
radiologic  investigations  and  that  operation  can  offer 
considerably  more  success  than  conservative  treatment 
in  many  cases  with  such  a hemorrhage.  Fourteen  con- 
secutive, unselected  cases  were  collected  partly  from 
the  files  of  the  Veterans  Administration  Hospital, 
Houston,  and  partly  from  private  practice. 

Most  intracerebral  hemorrhages  of  spontaneous 
origin  occur  in  patients  with  hypertension,  though 


the  degree  of  the  latter  may  be  moderate.  Other 
causes  are  blood  dyscrasias,  angiomas,  arteritis,  my- 
cotic aneurysms,  and  tumors.  Occasionally  hemor- 
rhage follows  trauma  to  the  head  after  some  interval 
of  time — delayed  post-traumatic  hemorrhage. 

In  our  cases  the  etiology  was  as  follows:  hyperten- 
sion (9  cases);  blood  dyscrasia  (1  case);  and  no 
apparent  cause,  normotensive  (4  cases). 

In  three  of  the  hypertensive  cases,  additional  spe- 
cific disease  was  found.  In  2,  hemorrhage  had  origi- 
nated from  a ruptured  aneurysm  of  the  circle  of 
Willis,  and  in  1 it  followed  a moderately  severe  head 
injury. 

Spontaneous  intracerebral  hemorrhage  is  mainly  a 
disease  of  middle  and  later  life.  Our  patients  were 
25  to  62  years  in  age,  with  a mean  figure  of  40. 

The  majority  of  spontaneous  intracerebral  hema- 
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INTRACEREBRAL  HEMORRHAGE  — Go  / — continued 

tomas  occur  in  the  region  of  the  internal  capsule  and 
basal  ganglia,  and  most  of  them  rupture  into  the 
ventricles.  Dorothy  Russell,3  in  183  cases  of  intra- 
cerebral, spontaneous  hemorrhage,  found  the  follow- 
ing distribution  by  site:  Hemorrhage  into  the  basal 
ganglia,  internal  capsule  and  rupturing  into  the  ven- 
tricle, 151  cases;  and  hematoma  in  the  cerebral  white 
matter,  21  cases. 

In  lesions  of  the  internal  capsule  and  basal  ganglia, 
extensive  destruction  of  cerebral  structures  occurs,  the 
walls  of  the  hematoma  cavity  are  ragged,  the  contents 
are  typically  the  color  of  prune  juice,  consisting  of 
viscous  blood  and  solid  clot.  Innumerable  small  par- 
ticles of  disintegrated  brain  tissue  are  mixed  in  with 
the  blood  and  can  usually  be  aspirated  fairly  easily 
through  a needle  with  a large  bore,  such  as  a brain 
cannula. 

Rupture  of  the  hematoma  cavity  into  the  ventricu- 
lar system  does  not  necessarily  make  the  prognosis 
worse.  Some  relief  of  intracranial  pressure  may  re- 
sult from  the  hematoma  draining  partially  into  the 
ventricular  system. 

The  much  less  frequent  hemorrhages  into  the 
cerebral  white  matter — subcortical  hemorrhages — 
tend  to  be  much  less  destructive  and  may  occasionally 
give  the  appearance  of  having  opened  up  a cavity  in 
the  tissues  without  extensive  destruction.  The  cavity 
wall  may  then  be  much  smoother  and  the  surround- 
ing cerebrum  left  in  a much  better  condition.  With 
proper  treatment,  a satisfactory  degree  of  recovery 
may  ensue. 

In  the  present  series  the  site  of  hemorrhage  was 
as  follows:  basal  ganglia,  internal  capsule  and  com- 
municating with  the  ventricles,  8 cases;  as  in  previ- 
ous category  but  not  communicating  with  the  ven- 
tricles, 3 cases;  into  the  substance  of  the  temporal 
lobe  (subcortical),  1 case;  subcortical  in  the  frontal 
lobe,  2 cases. 


Symptomatology 

It  is  commonly  assumed  that  intracerebral  hemor- 
rhage is  a sudden  overwhelming  catastrophe  with 
rapid  onset  of  unconsciousness,  preceded  by  severe 
headache  and  followed  by  crippling  neurologic  de- 
fects. Such  a syndrome  does  indeed  occur,  but  is  far 
from  being  typical  for  all  cases. 

In  more  than  half  of  the  cases  in  the  present  series, 
the  onset  was  insidious  over  a period  of  hours  to 
months.  Severe  headache  was  noted  in  slightly  more 
than  three-quarters  of  the  cases,  and  loss  of  conscious- 
ness occurred  in  just  over  half  of  the  patients  before 
admission. 

It  can  easily  be  seen  that  in  half  the  cases  the  pic- 
ture is  indistinguishable  from  cerebral  thrombosis  or 


infarction.  Yet  the  distinction  is  important  since  a 
hematoma  acts  as  a space  occupying  lesion,  like  a 
tumor.  Progressive  deterioration  will  occur  if  the 
pressure  is  severe  enough  and  if  the  lesion  continues 
to  enlarge.  Although  the  onset  may  be  gradual,  the 
prognosis  is  usually  no  better  and  we  have  seen 
patients  progressing  gradually  to  a decerebrate  state 
until  surgery  interrupted  the  disastrous  trend  of 
events. 

Other  clinical  features  noted  by  the  patient  or  his 
relatives  were:  hemiparesis  or  hemiplegia,  57  per 
cent,  and  epileptic  seizure,  29  per  cent.  In  addition 
confusion,  impairment  of  speech  and  comprehension, 
abnormal  sensory  phenomena,  and  visual  difficulties 
were  noted  in  a minority  of  the  cases. 

Unconsciousness  or  stupor  and  hemiplegia  were 
the  most  important  signs;  they  were  detected  in  two- 
thirds  of  the  cases.  Hypertension  was  noted  in  the 
same  proportion  of  the  patients.  Often,  however,  no 
adequate  history  of  normal  pressure  levels  was  avail- 
able before  admission,  and  thus  only  readings  ob- 
tained during  hospitalization  could  be  considered.  In 
more  than  one-third  of  the  cases  hemorrhage  had 
resulted  in  signs  of  unilateral  or  bilateral  decerebra- 
tion. 

Half  of  the  patients  showed  rigidity  of  the  neck, 
usually  an  indication  of  blood  in  the  spinal  fluid. 
Other  signs  found  in  a minority  of  patients  were 
aphasia,  sensory  impairment,  hemianopsia,  dilated 
pupil  on  the  side  of  hemorrhage,  and  hemorrhagic 
fundi. 

Because  of  the  often  misleading  picture  created  by 
the  history,  specific  radiographic  investigations  were 
considered  essential  to  the  proper  diagnosis  of  cere- 
brovascular disease.  Such  measures  establish  whether 
the  lesion  is  a space-taking  hemorrhagic  one  or  an 
occlusive  one.  The  radiologic  procedures  used  rou- 
tinely in  our  cases  are  of  three  types — plain  skull 
films,  carotid  and  sometimes  vertebral  angiograms, 
and  ventriculograms. 

Plain  skull  roentgenograms  may  indicate  displace- 
ment of  a calcified  pineal  body,  thus  demonstrating 
a space-occupying  lesion.  A carotid  or  vertebral  ar- 
teriogram may  show  the  site  of  a hematoma  or 
demonstrate  thrombosis.  Ventriculograms  are  espe- 
cially useful  when  there  is  any  doubt  as  to  the  pres- 
ence and  exact  localization  of  the  lesion  or  when 
operative  relief  is  urgently  needed. 


Treatment 

Intracerebral  hematomas  behave  like  other  space- 
occupying  intracranial  lesions.  Beyond  the  initial  de- 
struction, they  continue  to  depress  cerebral  function 
by  compression  which  causes  ischemia.  The  longer 
these  harmful  processes  are  allowed  to  continue,  the 
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more  severe  and  irreversible  will  be  the  effects.  There 
are,  of  course,  exceptions  in  which  the  hematoma  is 
small  enough  to  be  accommodated  inside  the  cranium 
without  too  much  additional  damage  to  surrounding 
structures,  but  in  these  cases  also,  it  is  not  possible 
to  say  that  the  results  would  not  have  been  better 
without  direct  surgical  treatment. 

The  methods  used  are  two,  usually.  A burr  hole  can 
be  made  over  the  clot  and  the  hematoma  partially 
evacuated  by  aspiration  through  a cannula,  or  more 
effectively,  craniotomy  and  evacuation  through  a cor- 
tical incision  can  be  performed.  Occasionally,  during 
the  latter  procedure  a bleeding  point  causing  the 
hematoma  can  be  sealed. 

In  a disease  as  severe  as  that  caused  by  intracere- 
bral hemorrhage,  the  incidence  of  death  and  disability 
will  obviously  be  high.  Kelly2  showed  that  of  34 
patients  conservatively  treated,  3 1 died.  In  the  present 
series  of  14  patients,  6 died.  Of  the  8 survivors,  2 
were  hemidecerebrate  and  another  3 deeply  stuporous 
or  comatose  before  operation.  In  other  words,  5 pa- 


tients who  would  have  been  regarded  as  probably 
moribund  survived  after  surgery. 

Two  of  the  survivors  are  virtually  without  a neuro- 
logic deficit  and  have  resumed  normal  activities.  The 
other  6 are  crippled  to  a variable  degree.  However, 
even  hemiplegic  patients  in  reasonably  good  health 
can  learn  to  walk  again.  Provided  their  mentality  and 
speech  are  not  greatly  impaired,  they  may  lead  a 
limited,  but  possibly  useful  and  worthwhile  existence. 
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Modern  Environmental  Health  Hazards 


Polluted  air  and  water  and  other  modern  environmental  problems 
related  to  urbanization  may  produce  many  illnesses.  Unless  the  physi- 
cian broadens  his  knowledge  of  his  patients’  background  and  of  toxi- 
cology, he  may  not  make  accurate  diagnosis. 


JOHN  D.  PORTERFIELD,  M.D.,  Washington,  D.  C. 


THOMAS  JEFFERSON  wrote  in  1787  to  his 
friend  James  Madison:  "When  we  get  piled  upon 
one  another  in  large  cities,  as  in  Europe,  we  shall 
become  as  corrupt  as  Europe.”  Jean  Jacques  Rousseau 
referred  to  cities  as  "the  abyss  of  the  human  species.” 
And  the  poet,  Shelley,  warned  early  in  the  nineteenth 
century  of  at  least  two  contemporary  health  prob- 
lems : 

"Hell  is  a city  much  like  London: 

Very  populous  and  smoky.” 

The  standard  prescription  for  an  urban  dweller’s 
maladies  has  been  a trip  to  the  country.  Despite  sage 
words,  the  urban  industrial  complex  has  become  the 
dominant  environment  of  twentieth  century  western 
man. 

Physicians  have  been  drawn  into  this  new  world 
by  circumstances  largely  beyond  their  control.  Many 
find  themselves  engaged  in  alliances  with  nuclear 
physicists  discussing  radiation,  meteorologists  in- 
volved in  air  pollution,  and  aquatic  biologists  talking 
about  water  pollution.  These  liaisons  have  produced 
new  scientific  offspring,  called  biophysicists  and  bio- 
chemists; they  have  given  new  significance  to  such 


old  but  somewhat  neglected  disciplines  as  toxicology. 
They  are  adding  new  dimensions  to  the  health  sci- 
ences, and  they  are  forcing  us  to  enlarge  our  think- 
ing to  remain  literate  in  our  own  field. 

The  general  trend  in  recent  years  toward  seeing 
more  patients  at  the  office  and  fewer  at  home  has 
. yielded  many  benefits  to  physician  and  patient  alike, 
although  it  has  had  the  unhappy  effect  of  making 
the  patient  less  visible  against  his  background.  I do 
not  recommend  a return  to  old  ways,  but  I do  sug- 
gest that  physicians  need  to  compensate  for  this  loss 
by  becoming  aware  of  the  environment  in  which 
patients  spend  their  lives. 


Urban  Concentration 

A fact  of  contemporary  American  life  is  that  most 
of  the  population  are  city  dwellers.  Texas,  which 
Easterners  tend  to  associate  with  the  "wide  open 
spaces,”  had  about  the  same  ratio  of  urban  to  rural 
population  in  1950  as  the  whole  country — roughly, 
3 to  2.  I assume  that  this  year’s  census  will  show 
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a still  heavier  urban  concentration.  It  is  estimated 
that  by  1975,  three  out  of  every  four  Americans  will 
live  in  metropolitan  areas. 

Although  the  total  population  of  Texas  increased 
by  more  than  20  per  cent  between  1940  and  1950, 
more  than  half  the  counties  in  the  state — 147  of 
them — decreased  in  population  during  that  decade. 
There  could  be  no  more  dramatic  demonstration  of 
the  degree  to  which  people  are  concentrating  in 
urban  areas.  Fewer  than  half  of  the  counties  in 
Texas  not  only  absorbed  the  full  20  per  cent  in- 
crease, but  also  drew  from  the  existing  population  of 
rural  areas. 


Industrial  Hazards 

A conditioner  of  American  life  is  the  fantastic 
expansion  and  diversification  of  industry  and  tech- 
nology. Industries  today  are  dealing  with  processes 
and  products  unheard  of  before  World  War  II.  Syn- 
thetics, plastics,  detergents,  insecticides,  industrial 
solvents,  high  energy  fuels — the  list  of  new  sub- 
stances in  the  environment  can  be  extended  almost 
indefinitely  without  mentioning  the  new  dimension 
of  nuclear  technology. 

This  is  the  brave  new  world — the  metropolitan - 
ized,  industrialized,  nuclear-powered  world — and  phy- 
sicians must  seek  to  understand  its  medical  implica- 
tions. 

The  metropolis  as  the  dominant  environment  of 
our  time  presents  a number  of  health  problems,  even 
if  for  a moment  the  industrial  component  is  ignored. 
Great  concentrations  of  people  increase  hazards 
and  complicate  the  control  of  communicable  diseases. 
The  dynamics  of  urban  and  suburban  growth  patterns 
strains  medical  resources.  Hospitals  in  a central  city, 
for  example,  are  likely  to  be  located  in  an  urban 
desert  of  expressways  and  parking  lots  while  the 
population  they  were  established  to  serve  has  moved 
miles  out  into  the  suburbs.  Slums  create  many  health 
problems,  not  the  least  of  which  are  economic.  Sub- 
urbia poses  serious  sanitation  problems.  The  larger 
the  city,  the  more  insatiable  is  its  demand  for  quan- 
tities of  pure  water.  City  tempos  and  noises  impose 
little  understood  but  unquestioned  strains  on  man’s 
physical  and  mental  well-being.  It  is  significant  that 
death  rates  for  cardiovascular  disease  and  many  types 
of  cancer  are  higher  among  city  dwellers. 

Chemical  Additives 

(Jj 

Nearly  every  food  has  acquired  new  chemicals  in 
— its  processing  and  preservation.  Many  are  grown  un- 
der the  influence  of  pesticides,  fertilizers,  and  other 
agricultural  chemicals.  What  these  substances  do 
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when  they  enter  the  body  in  trace  amounts  is  not 
known.  While  an  elaborate  research  project  is  being 
set  up  to  test  one  chemical,  12  more  are  going  into 
use. 


Dr.  John  D.  Porterfield,  Deputy 
Surgeon  General  of  the  United 
States  Public  Health  Service  in 
Washington,  D.  C.,  presented  this 
paper  before  the  Conference  of 
City  and  County  Health  Officers 
on  April  12,  1960,  in  Fort  Worth. 


The  water  we  drink  has  probably  been  used  several 
times  before.  Bacterial  menaces  have  been  removed 
from  it  before  it  reaches  our  tumblers  and  tooth- 
brushes, but  to  what  extent  the  chemicals  acquired 
in  its  passage  through  the  factory  upstream  have 
been  removed  is  unknown.  Nor  do  we  know  what 
happens  when  the  chemicals  that  slip  through  the 
water  treatment  plant  are  ingested.  Anyone  who 
has  seen  the  mountain  of  suds  outside  a sewage  treat- 
ment plant  can  testify  that  detergents  are  difficult 
to  remove  by  traditional  waste  treatment  practices. 

The  air  we  breathe  is  another  source  of  potential 
hazard.  Actually,  the  sky  is  big  enough  to  dilute  and 
disperse  an  almost  infinite  quantity  of  pollution,  if 
the  pollutants  were  distributed  evenly.  Wastes  from 
factories,  homes,  automobiles,  and  power  plants,  some 
visible  and  some  undetected  by  sight  or  odor,  pour 
into  specific  portions  of  air  over  cities,  where  most 
of  the  population  lives.  When  the  wind  doesn’t  blow, 
the  polluted  air  stays.  It  is  small  comfort  to  know  that 
the  air  5 miles  above  the  city  or  20  miles  away  from 
it  is  perfectly  pure,  when  it  is  necessary  to  breathe 
what  is  under  our  noses. 

Severe  air  pollution,  produced  by  a combination 
of  man-made  pollution  and  special  weather  condi- 
tions, can  cause  multiple  deaths,  as  in  Donora,  Pa., 
in  1948,  when  20  persons  died  and  half  the  popula- 
tion was  ill  during  a 4 day  smog.  In  London  in 
1952,  a week  of  smog  produced  the  highest  number 
of  deaths  ever  recorded  in  the  city’s  long  history  of 
vital  statistics  reporting — exceeding  the  peak  week 
of  the  influenza  epidemic  of  1917.  High  concentra- 
tions of  such  toxic  substances  as  sulfur  dioxide  and 
ozone  produce  severe  respiratory  irritation — especial- 
ly in  persons  with  preexisting  respiratory  conditions. 
In  Louisiana,  an  unknown  combination  of  substances 
has  resulted  in  widespread  outbreaks  of  "New  Or- 
leans asthma,’’  the  most  recent  in  the  fall  of  1959- 

With  air  pollution,  as  with  the  new  water  pollu- 
tion problems,  the  most  serious  cause  for  concern  is 
possible  long-term  effects  of  low  concentrations  of 
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toxic  substances.  Known  carcinogens,  like  3-4  benz- 
pyrene, are  found  in  the  air  over  all  cities.  The  lung 
cancer  death  rate  is  substantially  higher  for  city 
dwellers  than  for  the  rural  population,  regardless  of 
smoking  habits.  Urban  nonsmokers  are  several  times 
more  likely  to  acquire  lung  cancer  than  rural  non- 
smokers,  and  urban  smokers  have  a 50  per  cent 
greater  chance  of  acquiring  the  disease  than  their 
rural  counterparts. 


Radioactivity 

Contrary  to  general  belief,  a tremendous  amount 
of  research  has  been  done  and  a great  deal  is  known 
about  the  health  effects  of  ionizing  radiations  in 
relatively  heavy  dosages.  It  is  well  established  that 
exposure  to  high,  but  sublethal,  levels  of  radiation 
has  three  different  kinds  of  deleterious  health  effects 
on  groups  of  laboratory  animals — -a  general  shorten- 
ing of  average  lifespan,  carcinogenesis,  and  increased 
frequency  of  genetic  mutations.  Where  the  threshold 
levels  for  these  effects  are,  and  whether  such  thresh- 
olds exist,  are  being  intensively  studied. 

One  thing  appears  certain:  there  is  no  accommo- 
dation between  the  body  and  ionizing  radiation, 
such  as  with  pathogenic  organisms  and,  to  a certain 
extent,  with  chemicals.  Experimental  evidence  is 
clear  that  exposure  to  and  recovery  from  one  dose 
of  radiation  decreases  resistance  to  a second  exposure. 
Lifetime  dosage  is  cumulative. 

The  medical  and  dental  professions  have  been 
quick  to  respond  to  this  evidence.  It  has  been  estab- 
lished that,  for  the  general  population  of  the  United 
States  to  date,  the  largest  amount  of  radiation  ex- 
posure has  come,  not  from  weapons  testing  or  from 
development  of  nuclear  technology,  but  from  medical 
and  dental  use  of  roentgen  rays.  The  American  Col- 
lege of  Radiologists  has  urged  redoubled  precautions 
in  the  medical  use  of  radiation  and  restriction  of 
usage  to  cases  which  clearly  demand  it.  This  consti- 
tutes a major  contribution  to  the  nation’s  health. 


Health  Campaign  Complications 

These  environmental  challenges  to  human  health 
have  medical  implications  which  differ  sharply  from 
more  traditional  problems.  The  nature  of  the  ultimate 
goal  is  different.  It  is  not  as  easy  to  be  in  favor  of 
health  as  it  used  to  be.  In  the  communicable  dis- 
eases, we  can  aim  for  total  eradication — all-out  vic- 
tory— and  everybody  is  on  our  side.  Control  of  en- 
vironmental hazards  to  health  is  much  more  compli- 
cated. We  cannot  hope  to  eliminate  all  pollution  of 


air  and  water,  or  all  man-made  ionizing  radiations. 
A certain  amount  of  deterioration  in  the  environ- 
ment must  be  accepted  as  the  price  of  progress.  A 
balance  which  permits  maximum  economic  develop- 
ment at  minimum  health  hazard  must  be  sought. 

Striking  and  maintaining  this  balance  is  made  ex- 
tremely difficult  by  the  nature  of  the  health  effects 
per  se.  Herein  lies  the  second  major  difference  be- 
tween traditional  and  new  health  problems.  With  in- 
fectious diseases  in  general,  there  is  comparatively 
short  time-lapse  between  exposure  and  onset  and 
effect  is  relatively  easily  traced  to  cause.  With  the 
environmental  hazards,  the  effect  may  be  cumulative 
over  an  entire  lifespan  or,  in  the  case  of  radiation, 
over  several  generations.  Illnesses,  when  they  do  ap- 
pear, may  have  multiple  causes,  and  may  be  indis- 
tinguishable from  nonenvironmentally  related  dis- 
eases. There  appears  to  be  no  difference,  for  example, 
between  radiation-induced  leukemia  and  leukemia 
from  other  causes. 

There  is  a clear  parallel  here  to  past  experience. 
Many  times,  a case  of  anemia  had  puzzled  a physician 
because  he  did  not  know  that  the  patient  worked  in 
an  atmosphere  of  high  lead  content.  There  is  a need, 
which  will  be  increasingly  reflected  in  daily  practice, 
for  readily  available  information  on  environmental 
exposures  to  the  great  variety  of  chemicals  In  the 
environment.  This  need  can  be  fulfilled  only  if  there 
is  reawakening  of  interest  in  toxicology,  which  is 
almost  a lost  specialty  in  medical  schools  and  in 
practice.  There  has  been  a tendency  to  associate  toxi- 
cology exclusively  with  the  local  coroner’s  office.  The 
toxicologist  needs  to  be  rescued  from  the  Perry 
Mason  story  and  reinstated  as  a major  contributing 
member  of  the  everyday  medical  world. 

Public  health  physicians  are  urged  to  serve  as  the 
epidemiologic  eyes  and  ears  of  the  county  medical 
society  so  that  diagnostic  suspicions  may  be  directed 
toward  prevalent  communicable  diseases.  I now  urge 
that  local  medical  societies  avail  themselves  of  the 
services  of  toxicologists,  to  keep  members  posted  on 
exposures  which  may  have  an  impact  on  their  daily 
practice.  Clearly,  this  cannot  be  accomplished  over- 
night. There  are  not  enough  toxicologists  to  go 
around,  and  toxicologic  knowledge  about  new  chem- 
icals is  limited,  especially  in  relation  to  possible 
long-term  effects. 

An  Informed  Profession 

Health  hazards  of  the  modem  environment  have 
another  implication  for  physicians.  This  is  the  obli- 
gation to  keep  informed,  and  to  serve  as  community 
resources  for  information  related  to  health. 

It  is  often  said  that  the  physician’s  traditional  role 
as  health  counselor  has  been  greatly  diminished  by 
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the  broadside  fusillades  of  health  information  which 
reach  the  layman  through  the  daily  press,  magazines, 
and  other  mass  media.  It  is  possible  to  envision  the 
editor  of  a women’s  magazine  saying  to  his  harassed 
assistant:  "We  can’t  go  to  press  with  this  issue, 
Jones;  we  only  have  four  health  articles  this  month.” 

And  yet,  in  spite  of  this  avalanche  of  information, 
people  still  turn  to  physicians  for  basic  decisions 
with  respect  to  health.  A study  during  and  after  the 
Asian  influenza  epidemic  of  1957  demonstrated  that 
the  proportion  of  persons  vaccinated  in  several  coun- 
ties varied  according  to  the  expressed  opinion  of 
the  county  medical  society.  The  number  of  persons 
who  have  taken  advantage  of  the  Salk  polio  vaccine 
in  the  few  years  it  has  been  available — -in  excess  of 
60  million — is  attributable  to  the  active  support  of 
medical  groups  throughout  the  nation.  In  our  earnest 
desire  to  make  the  record  even  better,  we  should  not 
downgrade  this  achievement,  which  surpasses  the 
success  achieved  in  any  other  immunization  cam- 
paign over  a comparable  period. 

The  physician’s  influence  in  relation  to  the  new 
environmental  health  hazards  is  important.  The  basic 
decisions  which  will  determine  the  degree  to  which 
these  hazards  are  controlled  will  be  economic  and 
social.  They  will  be  made  by  people  who  are  not 
experts  in  health  and  medicine.  It  is  the  task  of  all 
in  the  health  professions  to  make  sure  that  the  eco- 
nomic decisions  are  made  in  terms  of  biologic  reality. 
It  would  be  folly  to  create  a gleaming  new  world 


for  a human  race  whose  health  has  been  seriously 
impaired  in  the  process. 

On  May  30,  I860,  Oliver  Wendell  Holmes  jolted 
the  Massachusetts  Medical  Society  with  the  follow- 
ing pronouncement: 

"I  firmly  believe  that  if  the  whole  materia 
medica  as  now  used  could  be  sunk  to  the  bot- 
tom of  the  sea,  it  would  be  all  the  better  for 
mankind — and  all  the  worse  for  the  fishes.” 

The  distinguished  physician  and  man  of  letters 
probably  was  overstating  his  case  somewhat  for  the 
sake  of  effect — a widely  prevalent  and  generally 
pardonable  sin  of  speakers.  I think  he  would  agree, 
if  he  were  to  return  today,  that  the  materia  medica 
of  his  day  has  been  buried  under  a modern  medical 
armamentarium  exceeding  his  fondest  dreams.  In 
the  past  century,  the  medical  profession  has  proved 
itself  worthy  of  the  high  esteem  it  holds  today. 

For  this  reason,  I am  not  one  of  the  prophets  of 
doom.  Instead  I prophesy  that  members  of  the  medi- 
cal profession  will  adapt  to  the  new  challenges  of 
the  man-made  and  man-polluted  environment.  These 
challenges  will  require  a broader  definition  of  what 
constitutes  "medical  implications.”  It  will  impose 
upon  physicians  new  modes  of  cooperation  with  new 
scientific  brethren,  and  new  extensions  of  the  medi- 
cal influence  into  society. 

^ Dr.  Porterfield,  U.  S.  Public  Health  Service,  Department 
of  Health,  Education,  and  Welfare,  Washington  25,  D.  C. 
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In  the  authors’  experience,  insulin  coma  treatment  is  still  an  excellent  method  in 
schizophrenia.  A series  of  694  patients  in  whom  it  was  used  is  reported.  Glucagon  is 
recommended  as  a means  of  terminating  coma  in  these  patients. 


INSULIN  COMA  TREATMENT 

AT  RUSK  STATE  HOSPITAL 

CHARLES  W.  CASTNER,  M.D.;  L.  D.  HANCOCK,  M.D.; 
ROY  NOBLE,  M.D.;  and  JAMES  H.  KREIMEYER,  M.D. 

Rusk,  Texas 


beds  on  another  for  Negro  females.  Average  daily 
census  of  the  former  ward  is  19,  and  of  the  latter,  15. 
A white  male  insulin  service  has  a bed  capacity  of 
14  patients,  and  recently  6 beds  have  been  designated 
for  insulin  coma  treatment  of  Negro  males. 

The  classical  Sakel  method  of  insulin  administra- 
tion is  employed;  dosage  is  increased  20  units  daily 
until  coma  is  reached.  Treatments  are  given  5 days 
a week,  and  small  maintenance  doses  of  insulin  are 
given  on  the  other  2 days.  As  a rule  45  coma  hours 
are  given;  in  a few  cases  as  many  as  90  coma  hours 
are  used.  Coma  status  is  achieved  when  the  patient 
no  longer  responds  to  questioning  or  external  stim- 
uli. Coma  is  allowed  to  proceed  for  approximately 
1 hour,  with  depth  usually  at  about  the  third  stage. 
Fourth  or  fifth  stage  signs — extensor  rigidity,  labored 
respiration,  fast  pulse,  extremely  slow  pulse  rate,  or 
loss  of  corneal  reflexes — are  indications  for  rapid 
termination  of  that  particular  coma  period.  Convul- 
sions are  also  indications  for  termination  of  coma, 
even  when  they  occur  in  light  second  or  third  stage 
coma. 

The  indications  for  insulin  coma  treatment  are  pri- 
marily those  of  schizophrenia  occurring  in  patients 


ANY  NEW  DRUGS  and  treatment  methods 
are  received  enthusiastically  by  physicians  and 
are  used  extensively  at  first,  then  for  various  reasons 
are  discarded  or  forgotten  when  they  still  might  be 
of  benefit.  This  is  as  it  should  be.  Nevertheless,  the 
purpose  of  this  article  is  to  urge  that  the  benefits  of 
insulin  coma  treatment  for  patients  with  schizo- 
phrenia be  recognized,  and  that  the  method  not  be 
discarded  in  favor  of  newer  preparations,  such  as 
tranquilizer  and  energizer  drugs. 

For  a number  of  years  the  Rusk  State  Hospital  has 
had  an  active  insulin  coma  treatment  program.  Of  a 
total  of  57  insulin  treatment  beds  19  are  available  On 
one  ward  for  white  females,  and  approximately  18 


Dr.  Charles  W.  Castner,  the  senior 
author,  is  superintendent  of  the 
Rusk  State  Hospital;  his  co-authors 
are  staff  physicians  at  that  institu- 
tion. The  paper  was  presented  at 
the  Texas  Neuropsychiatric  Asso- 
ciation meeting  in  Fort  Worth  on 
April  10,  1960. 
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from  15  to  50  years  old  with  no  evidence  of  organic 
disease,  such  as  diabetes  or  severe  valvular  heart 
disease.  Absence  of  reasonably  satisfactory  superficial 
veins  is  a contraindication  for  therapy;  extreme  obes- 
ity is  another,  since  patients  gain  20  to  30  pounds 
during  treatment.  Formerly  tranquilizer  drugs  were 
discontinued  during  insulin  coma  treatment,  then  at 
the  completion  of  45  coma  periods  patients  were 
given  intensive  Thorazine  therapy  for  2 or  3 weeks, 
with  dosage  as  great  as  1,200  mg.  daily.  In  the  past 
year  or  two,  most  patients  were  given  Thorazine,  50 
to  100  mg.  three  times  a day,  throughout  insulin 
coma  treatment.  Results  are  as  satisfactory  and  hos- 
pitalization period  is  decreased  materially.  Patients 
with  psychoses  during  pregnancy,  and  those  with 
psychoses  associated  with  chronic  convulsive  states 
have  been  treated  successfully. 


RESULTS  OF  INSULIN  THERAPY 


Insulin  coma  treatment  was  given  in  a series  of 
694  patients — 288  white  females,  209  Negro  females, 
182  white  males,  and  15  Negro  males.  This  number 
was  treated  from  approximately  April  1,  1956, 
through  August  31,  1959.  Of  the  288  white  females 
treated  with  insulin,  most  were  schizophrenic;  a 
majority  were  paranoid,  catatonic,  and  chronic  un- 
differentiated types.  A group  of  38  patients  was 
given  sub-shock  doses  of  insulin  for  severe  psycho- 
neurotic disorders,  including  anxiety  reactions,  ob- 
sessive compulsive  states,  and  psychoneurotic  depres- 
sion. 


In  October,  1959,  86  per  cent  of  these  288  patients 
were  out  of  the  hospital.  More  than  50  per  cent  were 
discharged  at  expiration  of  90-day  commitments,  or 
were  discharged  from  the  hospital  rolls  after  being 
on  furlough  for  1 year.  Of  the  14  per  cent  presently 
in  the  hospital,  all  but  1 have  been  absent  on  leave 
for  periods  varying  from  3 weeks  to  9 months. 

Obviously,  this  is  not  a satisfactory  follow-up 
system.  Nevertheless,  all  patients  had  had  previous 
psychiatric  treatment  of  greater  or  lesser  degree  be- 
fore admission.  Therefore,  it  may  be  assumed  that  a 
large  number  of  the  86  per  cent  who  were  discharged 

£be  making  reasonably  satisfactory  adjustment 
de,  or  at  most  require  only  minor  psychiatric 
ance.  Occasionally,  families  of  former  patients 
give  reports  of  satisfactory  adjustment  periods  of 
from  1 to  3 years. 

Of  the  209  Negro  females  treated  during  this  peri- 
od, practically  all  were  schizophrenic.  The  hospital 
records  showed  34  patients  remaining  in  the  hospital 
as  of  October,  1959,  which  is  16  per  cent,  and  84 
per  cent  discharged  or  on  furlough.  A fairly  large 
proportion  of  the  16  per  cent  have  been  allowed  on 
furlough  for  variable  periods. 


On  the  white  male  service,  182  patients  were 
treated  from  May,  1956,  through  September,  1959. 
At  present  30  patients,  or  16  per  cent,  are  in  the 
hospital,  which  means  that  84  per  cent  are  either  on 
furlough  or  have  been  discharged. 

The  Negro  male  insulin  service  has  been  in  opera- 
tion only  a few  months.  To  date  of  the  15  patients 
who  have  received  treatment,  5 are  on  furlough. 

The  authors  make  no  claim,  of  course,  to  cures  in 
the  present  series  of  patients.  Nevertheless,  they  be- 
lieve that  insulin  coma  treatment  is  beneficial  in 
obtaining  satisfactory  remissions  for  a large  percent- 
age of  patients  treated  by  this  method. 

Among  the  497  female  patients  treated  with  in- 
sulin, 2 deaths  occurred.  In  1 case  aspiration  pneu- 
monia was  a result  of  the  patient’s  vomiting  the 
gavage  before  being  completely  aroused  from  coma. 
The  other  death  occurred  as  a result  of  release  of 
medulla  functions  from  too  great  a depth  of  coma. 
This  mortality  rate  of  four-tenths  of  1 per  cent,  com- 
pares favorably  with  that  of  five-tenths  of  1 per  cent 
to  1 per  cent  usually  recognized  as  accompanying 
insulin  therapy.  For  the  total  number  of  patients 
treated,  the  mortality  rate  was  three-tenths  of  1 per 
cent. 


USE  OF  GLUCAGON 

Until  July,  1959,  coma  was  usually  terminated  by 
gavage  of  a concentrated  glucose-water  solution.  In 
cases  in  which  immediate  termination  was  required,  a 
50  per  cent  glucose  solution  was  given  intravenously. 

Through  the  courtesy  of  Eli  Lilly  and  Co.,  Indian- 
apolis, an  ample  supply  of  the  experimental  drug, 
glucagon,  was  made  available  for  the  termination  of 
insulin  coma.  A hormone  which  has  a hyperglylcemic 
— glycolytic  action,  it  has  not  been  released  for  the 
open  market.  After  intramuscular  injection  of  V4  to 
Vl  mg.  of  this  substance,  patients  arouse  from  deep 
coma  within  8 to  15  minutes,  at  which  time  they 
are  able  to  drink  a concentrated  sugar  solution.  When 
they  are  wide  awake,  they  are  given  their  regular 
breakfast.  Glucagon  may  also  be  given  subcutaneously 
or  intravenously. 

In  the  4 months  that  glucagon  has  been  employed, 
more  than  2,600  injections  have  been  given.  No  side 
effects  were  noted,  and  only  occasionally  was  coma 
not  terminated.  Although  doses  as  large  as  2 mg. 
have  been  employed,  it  is  apparent  that  doses  of 
to  V2  mg.  are  adequate.  In  the  authors’  opinion 
glucagon  is  of  great  benefit  for  the  patient’s  comfort 
and  safety.  Nursing  personnel  on  the  various  insulin 
services  are  enthusiastic  about  its  use.  The  danger  of 
aspiration  pneumonia  is  completely  removed. 

In  the  authors’  experience,  insulin  coma  treatment 
is  still  an  excellent  treatment  method  in  schizo- 
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phrenia.  Recent  figures  by  the  Sakel  Foundation  for 
Insulin  Treatment,  Teaching  and  Research  show  that 
only  106  hospitals  in  the  United  States  and  Canada 
use  insulin  coma  treatment  for  patients  with  schizo- 
phrenia at  present;  of  these  15  use  it  only  in  sub- 
coma amounts.  The  authors  heartily  endorse  the  use 
of  glucagon  as  a means  of  terminating  insulin  coma. 

Conclusions 

Evaluation  of  any  therapy  for  schizophrenia  is 
extremely  difficult,  and  comparison  of  results  in  a 
series  of  cases  treated  with  a single  method  with 
results  obtained  by  others  is  potentially  hazardous. 
However,  figures  in  the  present  series  for  white 
females  of  86  per  cent  and  for  Negro  females  of 
84  per  cent  as  greatly  improved,  or  improved  and  not 
in  the  hospital,  compare  favorably  with  the  83.2 
per  cent  figure  in  a series  reported  by  Laqueur  and 
LaBurt.2  Our  experiences  coincide  with  theirs  in  that 
a fair  number  of  patients  are  readmitted  for  a sec- 
ond, and  a few  for  a third,  course  of  insulin  coma 
treatment.  Personal  communications  with  Dussik3 


indicate  that  our  experience  and  results  with  insulin 
therapy  are  about  the  same,  although  the  degree  of 
recovery  has  not  been  classified  into  grades  1,  2,  3, 
and  4,  as  in  his  cases. 

From  our  experience,  we  believe  that  combined 
insulin  coma  treatment  with  small  doses  of  Thorazine 
is  the  method  of  choice,  particularly  in  female  schizo- 
phrenic patients  who  meet  the  indications  for  insulin 
coma  therapy.  Fewer  relapses  are  seen  with  use  of 
the  combined  method  than  when  insulin  or  tranquil- 
izers alone  are  employed.  Furthermore,  we  are  of  the 
opinion  that  relapses  are  less  severe  and  are  more 
quickly  amenable  to  treatment  upon  return  to  the 
hospital. 
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Folio W'Up  Clinic 

In  A State  Tuberculosis  Hospital 

Preliminary  Report 


The  author  reports  the  one-year  results  in  a follow-up  clinic  of  a state  tuberculosis 
hospital.  Both  hospital  workers  and  patients  have  cooperated  well,  and  hospitalization 
has  been  shortened  on  an  average  of  six  weeks  in  the  past  half  year. 


C.  J.  QUINTANILLA,  M.D.;  JORGE  VALLES,  M.D.;  and  E.  F.  WHITE,  M.D. 

Harlingen,  Texas 


FACILITIES  and  funds  to  establish  a follow-up 
clinic  for  any  discharged  indigent  patient  of  the 
Harlingen  State  Tuberculosis  Hospital  were  author- 
ized by  its  governing  body,  the  Board  for  Texas 
State  Hospitals  and  Special  Schools,  in  February, 
1959.  This  Clinic  began  functioning  April  15,  1959. 

This  particular  hospital,  with  maximal  capacity  of 
540  patients,  is  located  in  the  lower  Rio  Grande 
Valley  and  serves  a population  of  400,000,  40  to  80 
per  cent  of  which  is  of  Mexican  extraction.  It  was 
formally  opened  January  6,  1956,  and  was  filled  to 
capacity  by  April,  1957. 

The  follow-up  clinic  was  launched  not  without 
some  healthy  doubt  about  its  eventual  success.  A 
probable  lack  of  response  was  anticipated  on  the  part 
of  both  the  hospital  staff  and  the  large  body  of 
discharged  patients,  many  of  whom  had  been  gone 
from  two  to  four  years  and  who  had  left  under  vari- 
ous circumstances.  Much  to  our  surprise  and  satisfac- 
tion, we  were  proved  poor  prognosticators  on  both 
points. 

Before  the  follow-up  program  was  instituted,  small 
conferences  were  held  individually  with  the  hospital 
departments  which  were  to  be  involved,  and  the 
possible  values  of  the  program  to  the  discharged  pa- 
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tients  were  explored.  Once  these  workers  were  con- 
vinced of  the  benefit  to  the  patient  and  the  hospital, 
formal  organization  was  possible.  One  of  us  (J.  V.) 
served  as  director  of  the  Clinic  in  addition  to  his 
regular  duties  as  full-time  staff  physician  in  charge 
of  a ward  of  more  than  70  pediatric  tuberculous 
patients.  Office  space,  two  offices  adjacent  to  the 
admitting  office,  was  obtained.  One  stenographer 
was  hired  to  keep  records,  mail  appointment  re- 
minders, and  so  on.  A second  stenographer  was  hired 
seven  months  later.  Total  additional  cost  to  the  hos- 
pital has  been  the  salaries  of  these  two  employees. 

CLINIC  PROCEDURES 

Every  patient  who  comes  to  the  Clinic  is  inter- 
viewed by  the  director.  A chest  roentgenogram  is 
made  and  is  seen  before  the  patient  leaves  the  Clinic, 
at  which  time  a preliminary  opinion  concerning  the 
patient’s  status  is  given  him.  Patients  are  provided 
with  specimen  bottles  and  mailing  containers  for  the 
collection  of  sputum,  when  this  is  deemed  necessary. 
Specimens  are  returned  by  mail  to  our  laboratory, 
where  cultures  for  tubercle  bacilli  are  performed. 
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RESULTS 


TUBERCULOSIS  HOSPITAL  — Quintanilla  — continued 

If  a patient  who  is  to  continue  antimicrobial  ther- 
apy is  indigent,  he  is  given  a supply  of  drugs  suffici- 
ent for  one,  two,  or  three  months  of  treatment,  as 
designated,  at  the  time  of  his  visit. 

No  attempt  is  made  to  diagnose  or  treat  patients 
for  any  other  illness  than  tuberculosis.  A number  who 
are  known  diabetics  are  encouraged  to  follow  closely 
the  recommendations  of  their  private  physicians  con- 
cerning management  of  the  diabetes.  Occasionally, 
blood-sugar  determinations  and  urinalyses  are  done 
and  the  results  sent  to  the  private  physician. 

The  whole  medical  staff  meets  each  week  to  review 
cases.  At  this  conference  formal  recommendations 
are  incorporated  in  the  patient’s  hospital  records 
involving  such  decisions  as  whether  to  continue  drug 
treatment,  optimal  frequency  of  return  visits,  or  need 
for  rehospitalization.  In  general,  patients  who  con- 
tinue to  receive  drug  therapy  are  asked  to  return  at 
three  month  intervals.  Those  who  have  just  discon- 
tinued drug  therapy  are  asked  to  return  for  re-evalua- 
tion  six  months  later;  patients  who  have  not  received 
antimicrobial  therapy  in  six  months  or  longer  are 
asked  to  return  at  yearly  intervals. 

Reports  of  findings  and  recommendations  of  the 
conference  are  sent  to  the  local  health  department, 
if  one  exists;  to  the  physician  who  referred  the  pa- 
tient to  the  hospital;  and  also — in  nontechnical  lan- 
guage— to  the  patient.  In  instances  in  which  patients 
live  too  far  from  the  hospital  to  report,  chest  roent- 
genograms made  by  private  physicians  or  public 
health  clinics  have  been  mailed  to  the  Clinic;  our 
recommendations  and  reports  are  made  in  the  same 
manner.  In  Webb  County,  in  Laredo,  a follow-up 
clinic  established  locally  by  the  health  department 
has  given  excellent  cooperation,  sending  adequate 
reports  of  their  findings  on  our  patients. 

In  this,  as  in  any  other  tuberculosis  hospital,  a cer- 
tain number  of  patients  are  discharged  as  proved  or 
probably  nontuberculous  after  adequate  studies.  Usu- 
ally these  patients  are  not  requested  to  return  to  the 
Clinic.  In  a few  cases,  patients  have  been  re-examined 
once  as  a safeguard,  then  dropped  from  the  Clinic 
rolls. 

One  interesting  by-product  of  this  Clinic  is  related 
to  the  significant  number  of  former  patients  who  are 
physically  able  to  work  but  who  have  been  unable 
to  find  employment  because  of  the  stigma  of  the 
diagnosis  of  tuberculosis.  The  full-time  hospital  vo- 
cational rehabilitation  counselor  placed  a number  of 
these  persons  in  gainful  employment.  Although  it  is 
true  that  this  is  not  primarily  a purpose  of  the  Clinic, 
it  has  been  gratifying  to  help  transfer  some  patients 
from  welfare  rolls  to  productive  activity  again.  We 
feel  a moral  obligation  to  help  in  this  respect,  when 
possible. 


The  length  of  hospitalization  of  many  patients  has 
been  decreased  since  it  is  possible,  with  the  present 
system,  to  ( 1 ) furnish  medications  to  indigent  pa- 
tients, (2)  be  reasonably  certain  that  they  will  take 
them,  and,  further,  (3)  be  reasonably  certain  that 
patients  will  return  to  the  Clinic  when  called.  The 
authors  believe  that  these  conditions  are  an  absolute 
minimal  standard  for  discharge  earlier  than  usual. 
Although  hospitalization  for  the  past  six  months  has 
been  shortened  by  an  average  of  only  6 weeks,  further 
reduction  is  anticipated  as  experience  is  accumulated 
and  as  currently  hospitalized  patients  learn  the  impli- 
cations of  such  early  discharge. 

As  was  mentioned  earlier,  the  degree  of  response 
on  the  part  of  former  patients  was  misjudged.  Of  the 
first  805  letters  requesting  such  patients  to  return 
for  examination,  165  were  returned  unclaimed,  the 
addressee’s  whereabouts  being  unknown  as  in  the 
case  of  migrant  laborers.  Of  the  740  patients  who 
received  the  initial  letter,  652  returned  for  a clinic 
visit  (Table  1).  These  652  patients  have,  upon 

Table  1. — Results  of  Initial  Mailing  to  805  Former 
Patients  Asking  Them  to  Report  for  Examination. 


Letters  returned  unclaimed  1 65 

Requests  received  740 

Patients  returned  652 


recommendations  subsequent  to  the  first  visit,  had  a 
total  of  1,060  examinations.  Of  the  group  of  652 
patients,  62  who  had  left  the  hospital  against  advice 
returned  as  a result  of  a single  invitation,  whereas 
590  who  had  been  given  a medical  discharge  returned 
voluntarily  (Table  2). 

Table  2. — Relationship  of  Patients  Discharged  With  and 
Without  Medical  Advice  in  652  Follow-up  Cases. 

Discharged  with  medical  advice . . 

Discharged  against  medical  advice 


Total 652 

Total  number  of  examinations 1,060 


An  analysis  by  classification  of  the  stage  of  disease 
on  re-examination  for  the  590  patients  discharged 
with  medical  advice  is  presented  in  Table  3.  The  pre- 
dominance of  moderately  and  far  advanced  disease 


Table  3. — Disease  Stage  on  Re-examination  in  590 
Patients  Discharged  with  Medical  Advice. 


Stage  of  Disease 

Minimal  

Moderately  advanced 

Far  advanced  

Primary  


No.  of  Patients 


99 

193 

245 

53 


794 


TEXAS  State  Journal  of  Medicine,  OCTOBER,  1960 


should  be  of  concern  in  this  group,  as  well  as  the 
number  of  patients  with  primary  active  disease. 

Our  principal  concern,  of  course,  is  the  relapse  rate 
among  discharged  patients  in  any  category,  including 
against  medical  advice,  with  medical  advice,  drug 
treatment  only,  and  drug  treatment  plus  surgery.  The 
number  of  patients  discharged  with  medical  advice 
in  whom  disease  was  reactivated  is  shown  in  Table  4. 

An  analysis  of  the  relapse  rate  in  patients  dis- 
charged with  medical  advice,  treated  with  and  with- 


Table  4. — Follow-up  Study  in  Patients  Discharged  with 
Medical  Advice. 


Year 

Duration  of 
Study  (Years) 

Total  No. 
of  Patients 

No.  in  Whom 
Disease  Reactivated 

1956 

4 

41 

0 

1957 

3 

90 

0 

1958 

2 

196 

2 

1959 

1 

263 

8 

out  operation,  is  given  in  Table  5.  The  relapse  rate 
of  the  small  group  who  left  against  medical  advice 
is  shown  in  Table  6.  Finally,  duration  of  follow-up 
studies  for  patients  discharged  with  medical  advice 


Table  5. — Relapse  Rate  Among  Patients  Discharged 
With  Medical  Advice. 


Type  of  Therapy 

Total  No. 

Of  Patients 

Relapses 

Drug  treatment  only 

. . .446 

6 

Drug  treatment  plus  surgery 

. ...  144 

4 

Total 

...  590 

10 

Table  6. — Relapse  Rate  Among  Patients  Discharged 
Against  Medical  Advice. 

Discharged  

62 

Relapsed  (no  surgery)  . . . . 

20 

is  shown  in  Table  7.  The  number  of  relapses  early 
after  discharge  substantiates  the  impression  of  other 
observers  that  the  longer  a patient  remains  free  of 


TABLE  7. — Discharges  with  Medical  Advice  Per  Year. 


1956 

1957 

1958 

1959 


41 

90 

196 

263 


Total 


590 


relapse,  the  more  certain  he  is  to  continue  to  remain 
so. 

In  the  years  before  the  use  of  long-term  anti- 
microbial therapy — with  or  without  resectional  sur- 
gery— relapse  rates  in  some  series  were  as  high  as 
28.5  per  cent  in  far  advanced  disease.  Some  long- 
term antimicrobial  therapy  reports  now  depict  relapse 
rates  of  8 per  cent  in  comparable  cases.  It  has  been 


Dr.  C.  J.  Quintanilla,  the  senior 
author,  presented  this  article  be- 
fore the  Section  on  Public  Health 
of  the  Texas  Medical  Association 
in  Fort  Worth  on  April  11,  1960. 


generally  accepted  that  the  reactivation  rate  is  in 
direct  proportion  to  the  extent  of  disease  and  in  in- 
verse proportion  to  the  length  of  treatment  and  hos- 
pitalization. Also,  it  has  been  generally  believed  that 
many  relapses  could  be  attributed  to  the  type  of  life 
to  which  the  patient  returned,  whether  a sedentary 
occupation,  heavy  manual  labor,  or  other  circum- 
stances considered  beneficial  or  detrimental. 

Thus  far,  no  significant  difference  has  been  noted 
in  the  relapse  rate  of  patients  who  return  to  what 
is  usually  considered  an  ideal  environment,  as  com- 
pared with  those  who  have  little  or  no  education  and 
who  have  had  to  return  to  heavy  physical  effort. 
Perhaps  as  our  studies  continue,  it  will  be  found  that 
after  proper  treatment,  physical  activity  does  not 
have  nearly  as  much  influence  on  reactivation  rates 
as  was  once  thought. 

These  follow-up  studies  may  help  to  clarify  one 
final  point:  the  proper  management  of  bronchiectasis, 
or  at  least  of  bronchial  changes,  in  patients  with 
clinically  inactive  tuberculosis.  In  most  patients  with 
advanced  disease  and  in  those  with  moderately  ad- 
vanced lesions,  evidence  of  pronounced  bronchial 
damage  and  distortion  remains  after  parenchymal 
components  have  cleared.  Many  chest  physicians,  in- 
cluding the  authors,  have  advocated — some  rather 
violently — resection  of  these  areas  of  residual  bron- 
chiectasis. In  the  last  three  years  this  attitude  has 
been  reconsidered.  We  now  suspect  that  many  of 
these  patients  would  do  as  well  without  surgical 
treatment.  We  refer  to  those  in  whom  repeated 
sputum  cultures  are  negative  and  in  whom  there  are 
no  clinical  symptoms  referrable  to  the  bronchiectasis. 

The  authors  are  unaware  of  any  publication  in 
which  a large  number  of  patients  in  this  category 
with  sufficient  follow-up  observation  have  been 
compared  with  those  in  whom  areas  of  bronchiectasis 
were  resected.  Since  1957  bronchograms  have  been 
made  for  most  of  our  patients  with  moderately  ad- 
vanced and  far  advanced  disease.  Some  have  had 
resection  and  others  have  not,  to  serve  as  controls. 
At  some  time  in  the  future,  an  answer  may  be  ob- 
tained to  this  important  and  much  argued  point. 

^ Drs.  Quintanilla,  Valles,  and  White,  Harlingen  State 
Tuberculosis  Hospital,  Harlingen. 
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A Local  Health  Department  Employs 

ELIZABETH  GENTRY,  M.D. 

AUSTIN,  TEXAS 


A 

Physical 

Therapist 


A physical  therapist  employed  in  a local  public  health  unit  can 
contribute  to  community  health  in  many  ways.  The  work  of  such  a 
therapist  temporarily  employed  by  the  Austin-Travis  County  Health 
Department  proved  so  valuable  that  a ftdl-time  therapist  has  been 
permanently  employed. 


AS  THE  NUMBER  of  persons  with  acute  disease 
has  decreased,  health  departments  have  given 
service  to  increasing  percentages  of  people  with 
handicapping  conditions,  many  of  which  are  ortho- 
pedic. This  fact  makes  rehabilitation  a necessity,  and 
rehabilitation  includes  physical  therapy  service. 

For  several  years  members  of  the  administrative, 
medical,  and  nursing  staff  of  our  local  public  health 
unit  had  discussed  the  desirability  of  employing  a 
physical  therapist  to  enhance  rehabilitation  activities. 
However,  salaries  for  nurses,  sanitarians,  and  clerks 
were  always  too  few,  and  this  new  position  was 
never  added.  One  day  more  than  a year  ago,  it  oc- 
curred to  the  director  of  the  nursing  service  that 
there  was  in  the  community  an  unemployed  physical 
therapist,  and  also  a lapsing  nurse  salary.  One  of 
the  health  unit’s  nurses  had  gone  away  to  school  and 
8 months  of  her  salary  was  available.  It  was  decided 
to  secure  the  unemployed  physical  therapist  to  deter- 
mine whether  the  effectiveness  of  her  service  could 
be  demonstrated  within  a short  time.  Last  October 
a permanent,  full  time  therapist  was  employed.  She 
is  considered  one  of  the  most  valuable  members  of 
the  local  public  health  team. 

By  means  of  several  case  reports,  I shall  outline 


what  these  2 physical  therapists  have— been  able  to 
accomplish — the  first  after  5 months  of  service,  and 
the  second  after  4 months. 

A physical  therapist  can  secure  results  easily  and 
early. 

CASE  1. — Mr.  W.  P.,  69  years  old,  was  in  a nursing 
home.  He  had  had  a leg  amputated  in  January,  1959, 
received  physical  therapy  4 times  in  the  hospital,  and  was 
referred  to  our  physical  therapist  upon  discharge.  The 
therapist’s  services  included  help  with  crutch  walking, 
strengthening  of  arms  and  legs,  and  step  climbing.  The 
patient  progressed  rapidly,  and  on  one  occasion  ran  away 
from  the  nursing  home.  Later  he  came  and  went  from  the 
home  with  permission. 

Without  physical  therapy,  this  man  would  not  have  be- 
come ambulatory  because  the  nursing  home  operator  would 
not  have  taken  him  to  the  hospital  for  therapy,  nor  would 
the  nursing  home  staff  have  performed  the  necessary  pro- 
cedures without  the  follow-up  visits  of  the  physical  thera- 
pist. 

A physical  therapist  is  an  important  member  of 
the  community  health  team. 

CASE  2. — G.  S.,  an  extremely  obese  12  year  old  girl,  had 
had  poliomyelitis  at  15  months  of  age.  She  had  been 
operated  upon  three  times  and  had  received  physical  ther- 
apy at  the  hospital  many  times.  Physical  therapy  had  been 
given  regularly  for  several  months  immediately  after  the 
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acute  phase  of  the  disease,  then  intermittently  with  no 
follow  through  because  transportation  of  the  child  was  too 
great  a problem  for  the  family.  The  patient  had  become 
obese  a few  months  after  she  acquired  poliomyelitis.  Fail- 
ure to  continue  the  exercise  program  increased  her  obesity 
and  made  her  braces  uncomfortable,  difficult  to  put  on,  and 
difficult  to  fit.  In  addition,  it  made  transportation  for 
examination  by  her  physician  more  difficult,  so  that  she 
did  not  report  as  often  as  she  should.  She  crawled  around 
on  her  hands  and  knees,  not  walking  until  she  was  about 
4 years  old.  Through  the  efforts  of  the  public  health  nurse, 
a wheel  chair  was  secured  for  her  when  she  was  11  years 
old. 

The  patient  was  seen  bi-weekly  by  our  physical  therapist 
from  February  25  through  May  29.  The  therapist  resigned 
shortly  after  the  last  date,  and  the  patient  did  not  have 
any  more  physical  therapy  until  fall,  when  she  went  to 
the  hospital  3 times  in  October  and  November.  The  second 
therapist  saw  the  patient  on  November  3.  G.  S.  had 
walked  some  during  previous  years,  but  not  satisfactorily, 
and  she  could  not  go  up  and  down  steps.  Now  she  walks 
well,  going  up  and  down  steps,  and  she  has  started  to  do 
housework,  washing  dishes,  making  beds,  sewing,  and 
doing  some  cooking.  She  could  have  washed  dishes  and 
sewn  before  this  time,  if  her  parents  had  encouraged  her. 

Since  the  age  of  7 she  had  had  a home-bound  teacher. 
In  May,  1959,  our  therapist  asked  her  parents  about  send- 
ing her  to  school.  They  expressed  anxiety  about  her  falling, 
and  this  suggestion  was  not  followed  up  because  we  had 
no  therapist.  Our  present  physical  therapist  was  successful 
in  getting  her  admitted  to  school  in  February,  I960,  and 
the  patient  is  doing  well.  She  walks  part  of  the  time  and 
uses  a wheel  chair  the  rest  of  the  time.  Since  admission 
to  school  she  has  lost  a great  deal  of  weight.  Her  morale 
and  the  pride  of  her  parents  have  skyrocketed. 

What  might  have  happened  to  this  patient  if  the  health 
department  had  had  a therapist  earlier!  Probably  she  would 
have  walked  well  long  before,  and  she  might  have  started 
school  at  the  same  age  as  other  children. 

A physical  therapist  can  help  people  even  after 
years  of  neglect.  The  previous  patient  illustrates  this 
point,  as  does  the  next. 

CASE  3. — Miss  P.  F.,  24  years  old,  had  had  rheumatoid 
arthritis  since  the  age  of  12  years,  and  had  become  com- 
pletely bedridden  at  age  17.  She  has  received  a great  deal 
of  community  service  since  the  onset  of  disease,  and  has 
had  a home-bound  teacher  for  a few  years.  The  county 
welfare  department  paid  for  nursing  home  care  after  she 
became  bedridden.  The  public  health  nurse  saw  her 
several  times  a year  during  this  entire  period,  promoting 
evaluation  of  her  health  status  in  Galveston,  securing  finan- 
cial and  other  help  from  civic  clubs,  and  encouraging  the 
patient  to  do  handicraft.  Amazingly,  she  has  been  cheerful 
most  of  the  time  so  that  people  have  been  anxious  to  help 
her. 

In  1952  the  patient  received  intensive  physical  therapy 
for  ankylosis  and  contractures  in  Galveston.  After  her  return 
to  Austin,  she  was  seen  once  a week  in  the  physical  therapy 
department  of  a hospital  for  more  than  a year,  then  did 
not  receive  treatment  until  our  therapist  saw  her  in  Janu- 
ary, 1959.  By  this  time  contractures  and  ankylosis  had 
become  so  extreme  that  her  head  was  bent  forward  onto 
her  chest,  her  shoulders  were  fixed,  and  her  legs  were 
acutely  flexed  at  knees  and  hips.  She  complained  of  pain 
in  her  neck. 

Her  physican  did  not  think  anything  could  be  accom- 
plished, but  gave  the  physical  therapist  permission  to  try. 
Traction  was  applied  to  the  neck  with  weights,  which  were 
gradually  increased  in  size.  Pain  decreased  rapidly.  During 


the  summer  the  traction  apparatus  broke,  and  the  nursing 
home  operator  did  not  get  it  repaired.  Our  second  physi- 
cal therapist  began  treatment  again  in  November.  She  has 
worked  with  all  of  the  patient’s  joints,  and  has  secured 
15°  range  of  motion  in  all  of  them  except  the  wrists  and 
elbows.  The  patient's  legs  have  gradually  straightened  from 
a knee-chest  position  to  hip  flexion  of  from  70  to  80°. 
Her  knees  can  now  be  separated  4 inches,  whereas  formerly 
they  touched  each  other  in  a fixed  position.  The  patient 
is  able  to  sit  up  in  bed.  Previously  so  much  propping  and 
holding  was  necessary  that  she  was  not  helped  to  do  this. 
These  changes  enable  the  patient  to  carry  out  much  more 
self  care.  She  is  able  to  assist  with  the  brushing  of  her  hair, 
whereas  formerly  she  could  not  raise  her  arms  above  the 
level  of  her  shoulders.  She  feeds  herself  without  too  much 
difficulty,  a skill  she  was  about  to  lose  at  the  time  she 
was  first  helped.  She  can  assist  much  more  with  her  bath, 
and  can  move  about  in  bed  by  herself,  something  she  had 
not  been  able  to  do  for  several  years. 

For  several  years  this  patient  has  been  making  such 
items  as  potholders,  ashtrays,  and  bowls,  some  of  which 
she  has  sold.  Possibly  she  will  eventually  be  able  to  use  a 
wheel  chair.  What  happens  will  depend  upon  the  progress 
of  disease  and  upon  what  further  improvement  in  mobility 
the  patient  is  able  to  acquire  and  maintain. 


Dr.  Elizabeth  Gentry,  assistant  di- 
rector of  the  Austin-Travis  County 
Health  Department,  presented  this 
paper  before  the  Section  on  Public 
Health,  Texas  Medical  Association, 
on  April  11,  1960,  in  Fort  Worth. 


From  an  economic  standpoint,  the  salary  of  a phy- 
sical therapist  is  justified,  but  follow-up  treatment 
is  essential  to  maintain  this  advantage. 

Case  4. — Mrs.  D.,  71  years  old,  had  one  leg  amputated 
and  was  referred  immediately  to  our  physical  therapist.  She 
was  given  a wheel  chair  at  the  outset  of  treatment.  With 
gait  training  she  learned  to  ambulate  so  well  with  crutches 
that  she  no  longer  needs  it.  She  is  able  to  do  all  of  her 
own  housework.  Without  the  services  of  the  therapist  she 
would  have  remained  a wheel  chair  patient,  and  probably 
would  have  needed  increasing  amounts  of  care,  possibly 
even  nursing  home  care.  Her  achievements  have  made  her 
independent. 

Case  5. — Mrs.  C.,  58  years  old,  was  referred  to  our  ther- 
apist 6 months  after  mastectomy.  There  was  limitation  of 
shoulder  motion  from  disuse  and  the  patient  was  unable 
to  seek  paid  work.  Furthermore,  operation  was  necessary 
to  release  the  surgical  scar.  This  surgical  procedure  was 
performed  within  2 weeks  after  referral;  3 Vi  months  later 
the  patient  had  obtained  full  range  of  shoulder  motion 
and  was  ready  to  return  to  paid  employment.  If  Mrs.  C. 
had  received  the  services  of  a physical  therapist  shortly 
after  mastectomy,  operation  on  the  scar  would  probably 
have  been  unnecessary  and  she  could  have  been  earning 
her  living  by  the  time  of  referral.  Five  months  after  re- 
ferral she  was  working  4 days  a week. 

Case  6. — Mr.  A.,  65  years  old,  had  had  the  right  leg 
amputated  because  of  diabetic  gangrene  7 Vi  months  before 
he  was  seen  by  the  therapist.  A prosthesis  he  had  received 
through  a vocational  rehabilitation  agency  no  longer  fit, 
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and  he  seldom  wore  it.  He  was  using  an  oid  mop  handle  as 
a cane,  an  unsafe  procedure,  and  did  not  have  crutches.  The 
therapist  secured  a new  prosthesis,  a new  cane,  and  crutches. 
The  patient  needed  the  crutches  if  he  got  up  at  night  or 
on  other  occasions  when  he  was  not  wearing  the  prosthesis. 

CASE  7. — Mrs.  A.,  the  63  year  old  wife  of  the  patient 
in  Case  6,  was  seriously  handicapped  by  arthritis.  She  was 
walking  little,  and  was  using  a pair  of  unmatched  crutches 
found  in  the  house  when  she  had  moved  into  it  which  were 
too  short  and  which  were  unstable.  The  therapist  secured 
new  crutches  and  gave  the  patient  gait  training  and  other 
exercises  for  mobilization  of  knees  and  arm  joints.  Now 
Mrs.  A.  is  able  to  do  all  of  her  housework  most  of  the 
time,  the  exception  being  when  her  arthritic  pains  are 
worse.  Mr.  A.  assists  with  the  household  chores,  and  does 
all  of  them  when  his  wife  is  unable.  Also,  they  take  care 
of  2 grandchildren  without  additional  help  in  the  home. 
The  independence  of  this  couple  has  saved  the  community 
a great  deal  of  money.  Without  it,  both  might  have  had 
to  go  to  a nursing  home,  and  the  grandchildren  would  have 
been  placed  elsewhere. 

Physical  therapy  services  are  economical  only  when 
followed  up. 

What  happened  during  the  5 month  interval  be- 
tween the  resignation  of  our  first  therapist  and 
employment  of  our  second  one  illustrates  this  point 
well.  P.  F.,  the  patient  with  rheumatoid  arthritis, 
would  have  lost  all  of  her  gains,  because  the  nursing 
home  operator  did  not  get  her  traction  apparatus 
fixed.  Mr.  A’s  prosthesis  was  no  longer  adequate,  and 
his  cane  had  been  exchanged  for  a mop  handle.  J.  P., 
a 15  year  old  boy  with  juvenile  osteochondritis,  had 
stopped  doing  the  exercises  he  had  been  taught,  and 
many  other  examples  could  be  given. 

DISCUSSION 

It  might  be  of  interest  to  explain  how  our  physi- 
cal therapists  built  up  their  case  loads.  If  'either  had 
awaited  physician  referrals,  it  would  have  taken 
months  to  find  enough  patients  to  keep  them  busy. 
When  we  decided  to  employ  a therapist,  all  of  our 
public  health  nurses  were  asked  ro  identify  patients 
who  might  benefit  by  this  service.  Also,  the  State 
Department  of  Public  Welfare  was  requested  to  give 
names.  An  internist  interested  in  rehabilitation 
helped  our  physical  therapist,  the  hospital  therapist, 
and  me  to  talk  to  the  iqtern-resident  staff  about  her 
services  and  to  appeal  for  referrals.  Source  of  refer- 
rals for  1959  is  as  follows:  public  health  nurses,  32; 
State  Welfare  Department,  15;  intern-resident  staff, 
6.  The  fact  that  the  physical  therapist  always  gets 
orders  from  the  attending  physician  may  result  even- 
tually in  more  direct  referrals  from  physicians. 


During  the  IV2  months  of  1959  our  therapists 
served  53  patients  in  419  home  visits,  an  average  of 
almost  8 visits  per  person  with  a range  of  1 to  36 
visits.  They  saw  27  patients  in  their  own  homes  and 
26  in  nursing  homes.  They  teach  self  care,  moving 
about  in  bed,  sitting  up  in  bed,  getting  in  and  out 
of  bed,  walking,  going  up  and  down  stairs,  and  get- 
ting in  and  out  of  a car. 

Very  little  equipment  is  needed  by  the  therapist. 
Powder,  lotion,  and  paraffin  are  her  mechanical  tools, 
but  her  major  aids  are  her  hands  and  her  body.  She 
uses  passive  and  active  exercise,  gives  paraffin  baths, 
and  prescribes  hot  baths  or  hot  soaks  before  exercise. 
In  contrast  to  the  hospital  therapist,  however,  she 
does  not  have  a whirlpool  bath,  diathermy  machine, 
electrical  stimulation  apparatus,  or  parallel  bars. 

The  patient  needs  a variety  of  equipment,  but 
much  of  it  can  be  improvised.  The  apparatus  usually 
required  are  cane  and  crutch  tip  replacements,  canes, 
crutches,  and  wheel  chairs.  Examples  of  improvised 
equipment  are  a can  of  food  used  as  a weight  and 
home  made  sand  bags.  Thus  far  it  has  been  possible 
to  secure  all  of  the  equipment  needed  for  patients. 
Most  families  pay  for  it  themselves,  usually  renting 
it.  State  Crippled  Children’s  Division,  the  hospital,  or 
welfare  department  have  paid  bills  for  a few  indigent 
patients.  In  some  cases  the  therapist  has  transferred 
equipment  from  one  patient  to  another,  when  the 
first  no  longer  needed  it.  She  has  had  less  success  in 
nursing  homes  than  in  private  homes.  Often  the  op- 
erator does  not  promote  use  of  staff  time  to  carry 
out  the  exercises  or  to  get  the  patient  out  of  bed,  nor 
does  she  secure  recommended  sand  bags  and  foot- 
boards. Rehabilitation  needs  a lot  of  -selling  here. 

In  order  to  supplement  the  services  of  the  hospital 
physical  therapist,  and  not  to  supplant  them,  our  phy- 
sical therapist  visits  patients  who  cannot  return  to 
the  outpatient  department,  or  those  who  have  diffi- 
culty in  getting  there  for  reasons  such  as  long  dis- 
tance, need  of  an  ambulance  for  transportation,  or 
large  parental  responsibilities.  Until  a month  ago, 
the  medically  indigent  have  been  the  only  ones  she 
has  attended.  Now  we  are  seeking  private  patients 
as  well,  and  have  established  a fee  schedule  for  them. 

In  summary,  the  physical  therapist  has  imple- 
mented rehabilitation  activities  of  the  local  public 
health  unit,  as  well  as  those  of  the  city  hospital.  She 
has  achieved  results  in  cases  in  which  neglect  has 
existed  for  years.  With  increasing  community  atten- 
tion being  given  to  persons  with  chronic  disease,  the 
contribution  of  the  physical  therapist  to  public  health 
practice  attains  major  importance. 

I Dr.  Gentry,  1313  Sabine  Street,  Austin  2. 
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The  primary  junction  of  the  Licensing  Division  of  the  Texas  State 
Department  of  Health  is  to  assist  the  hospitals  of  the  state  in  meeting 
and  exceeding  the  standards  set  forth  in  the  Hospital  Licensing  Act, 
and  to  work  with  them  in  continued  efforts  toward  better  patient  care. 


The  New  Hospital  Licensing  Program 


FRED  P.  HELM,  M.D.,  and 
ROYCE  L.  ASHCRAFT 
Austin,  Texas 


THE  HOSPITAL  Licensing  Law  was  passed  in 
August,  1959,  by  the  Fifty-sixth  Legislature.  Its 
purpose  is  to  protect  and  promote  the  public  health 
and  welfare  through  provision  for  the  development, 
establishment,  and  enforcement  of  certain  standards 
in  the  construction,  maintenance,  and  operation  of 
hospitals  i.n  the  State.  Though  such  established  stand- 
ards are  new  to  our  state,  they  generally  are  estab- 
lished procedures  for  other  state  agencies  throughout 
the  nation,  and  are  intended  as  another  measure  of 
service  to  the  private  patient,  medical  personnel,  and 
the  hospital.  That  the  law  and  the  standards  which 
it  establishes  are  progressive  is  further  indicated  by 
endorsement  of  the  Texas  Hospital  Association  and 
other  leaders  in  the  field  of  medical  service  and  hos- 
pital care. 

This  licensing  act  establishes  only  minimal  stand- 
ards related  to  three  major  phases — sanitation,  fire 
prevention,  and  safety — as  approved  by  the  State 
Board  of  Health,  the  Attorney  General,  and  the 
Secretary  of  State.  Its  purpose  is  a program  of  service 
and  help  to  hospitals  throughout  the  state.  It  is  not 
intended,  nor  will  it  be  administered,  as  a legal 
method  of  control  within  the  institutions. 


Structurally,  the  law  functions  through  an  Advisory 
Council  appointed  by  the  Governor,  which  serves 
the  State  Board  of  Health.  The  Department  of  Health 
then  administers  the  functions  through  the  Hospital 
Licensing  Division.  Members  of  the  Advisory  Coun- 
cil include  Dr.  Van  D.  Goodall,  Clifton;  Dr.  Edwin 
E.  Conner,  Houston;  Dr.  Richard  L.  Stratton,  Cuero; 
J.  Richard  Gates,  Administrator,  Ragland-Fenlaw 
Clinic  Hospital,  Gilmer;  Robert  B.  Neal,  Jr.,  Admin- 
istrator, Flow  Memorial  Hospital,  Denton;  D.  S. 
Riley,  Administrator,  Malone  and  Hogan  Clinic- 
Hospital,  Big  Spring;  Jose  R.  De  Leon,  Pharmacist, 
Corpus  Christi;  F.  V.  Wallace  of  the  Shamrock  Oil 


Dr.  Fred  P.  Helm,  the  senior  au- 
thor, is  Chief  of  the  Special  Health 
Services  of  the  Texas  State  De- 
partment of  Health.  His  co-author, 
Mr.  Royce  L.  Ashcraft,  is  Director 
of  the  Hospital  Licensing  Division. 
This  article  was  presented  before 
the  Conference  of  City  and  County 
Health  Officers  on  April  12,  1960, 
in  Fort  Worth. 
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Corporation,  Amarillo;  and  J.  W.  Clements,  Presi- 
dent of  the  Stephenville  State  Bank. 

The  Plan  of  Survey 

The  Licensing  Division  Office  of  the  Texas  State 
Department  of  Health  includes  the  services  of  two 
field  inspectors,  as  well  as  of  its  director.  The  field 
men  will  survey  hospitals  within  the  counties  of  the 
state  not  served  by  county  health  units.  Local  fire 
marshals  will  make  inspections  and  complete  the 
hospital  fire  survey  forms. 

With  such  a tremendous  task  ahead,  the  coopera- 
tion of  physicians  is  sought  in  implementation  of 
the  functions  of  this  service.  Of  course,  the  program 
is  new  and  a long  way  from  being  complete.  Its 
operation  is  not  without  faults,  and  presently  estab- 
lished standards  are  minimal  only.  The  two  survey 
sheets  have  been  designed  to  fit  all  types  and  sizes 
of  organizations.  Of  necessity  they  are  broad  in  scope, 
but  this  factor  should  not  prove  a handicap  since 
the  objective  of  each  individual  study  is  to  set  forth 
the  service  the  specific  organization  is  rendering 


to  the  people  it  serves.  Since  the  form  cannot  fit 
every  situation  adequately,  this  is  where  Licensing 
Division  personnel  fit  into  the  survey  plan. 

Since  the  Hospital  Licensing  Law  became  effective 
January  1,  I960,  temporary  licenses  have  been  issued 
to  existing  institutions;  regular  licenses  are  to  be 
approved  after  the  survey.  At  present  691  organiza- 
tions are  operating  with  licenses  under  this  pro- 
gram. The  fees  they  pay  are  based  upon  bed  capac- 
ity at  a rate  of  $1  per  bed,  within  limits  of  a $25 
minimum  and  $300  maximum.  New  construction  is 
also  given  adequate  recognition  under  provisions  of 
the  law.  Plans  and  specifications  covering  construc- 
tion must  be  submitted  to  the  agency  for  review  and 
approval. 

In  summary,  the  primary  function  of  the  Licensing 
Division  is  to  assist  the  hospitals  of  the  state  in 
meeting  and  exceeding  the  standards  set  forth  in  the 
Hospital  Licensing  Act,  and  to  work  with  them  in 
continued  efforts  toward  better  patient  care.  Enact- 
ment of  the  law  resulted,  in  part,  from  the  efforts 
of  hospital  and  medical  administrators.  It  is  the 
objective  of  our  office  to  serve  them  in  every  way 
possible. 

♦ Dr.  Helm  and  Mr.  Ashcraft,  Texas  State  Department  of 
Health,  Austin. 
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Acute 

Intermittent 

Porphyria 


A Summary 
for  the 
Clinician 


D.  A.  MALOOLY,  M.D.,  Rochester,  Minnesota;  and 
N.  C.  HIGHTOWER,  JR.  M.D.; 

J.  D.  IBARRA,  JR.,  M.D.;  and 
R.  D.  HAINES,  M.D.,  Temple,  Texas 


A clinically  oriented  review  of  hepatic  porphyrin  synthesis  is  pre- 
sented to  facilitate  understanding  of  laboratory  screening  procedures 
for  diagnosis  of  acute  intermittent  porphyria.  Four  case  reports  illus- 
trate several  facets  of  this  disease,  and  current  concepts  of  therapy  are 
summarized. 


THE  DIAGNOSIS  of  acute  intermittent  porphyria 
need  not  be  missed.  Watson  and  Schwartz1  in 
1941  described  a simple  test  for  urine  porphobili- 
nogen which  enables  a physician  to  screen  patients 
with  little  difficulty.  This  test  should  be  used  when 
diagnosis  is  obscure  in  a patient  with  bizarre  ab- 
dominal, neurologic,  or  psychiatric  symptoms.  Al- 
though acute  intermittent  porphyria  is  relatively  rare, 
it  is  not  difficult  to  establish  the  diagnosis  once  the 
disease  is  considered.  In  this  summary  of  acute  inter- 
mittent porphyria,  the  authors  illustrate  a simplifi- 
cation of  the  biochemistry  of  porphyrin  synthesis. 
Case  histories  of  4 patients  with  acute  intermittent 
porphyria  are  presented  to  emphasize  important  clin- 
ical features  of  the  disease.  Simple  laboratory  pro- 
cedures for  the  qualitative  determination  of  porpho- 
bilinogen, uroporphyrin,  and  coproporphyrin  are  out- 
lined according  to  the  methods  of  Kark,2  and  current 
concepts  of  therapy  are  summarized. 


Porphyrin  Synthesis 

The  inborn  error  of  metabolism  in  acute  intermit- 
tent porphyria  is  thought  to  reside  in  the  enzymes 
essential  to  hepatic  porphyrin  synthesis.  Porphyrin 


synthesis  in  the  bone  marrow  apparently  is  not  af- 
fected.3, 4,5 

A simplified  scheme  of  hepatic  porphyrin  syn- 
thesis is  depicted  in  Fig.  1.  Porphyrin  precursors, 
(acetate,  succinate,  and  glycine)  give  rise  to  delta- 
aminolevulinic  acid.6  Successive  stages  in  this  path- 
way involve  porphobilinogen,  uroporphyrin  III,  cop- 
roporphyrin III,  protoporphyrin  III,7  and  respiratory 
enzymes.2'  5’  8 For  simplification,  intermediate  stages 
from  porphobilinogen  to  uroporphyrinogen  III  to 
coproporphyrinogen  III  to  coproporphyrin  III  have 
not  been  indicated  fully  in  the  scheme. 

Delta-aminolevulinic  acid,  porphobilinogen,  uro- 
porphyrins, and  coproporphyrins  may  be  found  in  the 
urine  normally,  but  only  in  minute  amounts  detect- 
able by  special  tests.  These  small  amounts  of  por- 
phyrins do  not  influence  the  screening  tests  usually 
employed  for  acute  intermittent  porphyria.  The  nor- 
mal urinary  value  for  delta-aminolevulinic  acid  is  up 
to  20  micromoles  per  24  hours.9  Porphobilinogen 
may  be  found  in  concentrations  up  to  4 micromoles 
per  24  hours.9  Uroporphyrin  (primarily  type  I with 
a trace  of  type  III)  appears  in  the  normal  urine  in 
the  amounts  of  15  to  30  micrograms  per  day.7  In 
men,  the  amount  of  coproporphyrin  is  189±59 
micrograms  per  day,  and  in  women,  134±42  micro- 
grams per  day.10 
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NORMAL 


PORPHYRIA 


Fig.  1.  Left.  Schematic  diagram  illustrating  normal  por- 
phyrin synthesis  in  the  liver  and  excretion  by  the  kidney. 


Right.  Schematic  diagram  illustrating  porphyrin  syn- 
thesis and  excretion  in  acute  intermittent  porphyria. 


In  acute  intermittent  porphyria,  the  urine  may 
contain  delta-aminolevulinic  acid,  porphobilinogen, 
uroporphyrins,  and  coproporphyrin  (Fig.  1).  Wal- 
denstrom11 indicates  that  a partial  enzyme  block 
occurs  at  the  stage  of  conversion  of  delta-aminolevu- 
linic acid  to  porphobilinogen,  and  another  enzyme 
block  at  conversion  of  porphobilinogen  to  uropor- 
phyrin III.  Faulty  condensation  of  porphobilinogen  to 
uroporphyrin  I then  occurs,  and  urinary  excretion 
of  coproporphyrin  III  is  increased. 

The  controversial  Waldenstrom  porphyrin  or  uro- 
type  porphyrin  may  be  indicated  simply  as  a com- 
plex of  type  III  and  type  I uroporphyrin  in  the  urine. 
Type  I uroporphyrin  predominates.12  The  term  "Wal- 
denstrom porphyrin’’  was  first  used  by  Grinstein, 
Schwartz,  and  Watson13  in  1945  to  designate  porphy- 
rin isolated  by  Waldenstrom’s  and  other  methods 
from  unheated  urine  of  patients  with  porphyria.  Wat- 
son and  Berg14  cited  Rimington  and  co-workers  as 
indicating  that  the  Waldenstrom  porphyrin  consisted 
of  75  per  cent  uroporphyrin  III  and  25  per  cent  uro- 
porphyrin I in  a complex.  Watson,  Berg,  and  Hawk- 
inson15  concluded  that  a mixture  of  4 parts  of  uro- 
porphyrin I with  1 part  of  a type  III  heptacarboxyl 
porphyrin  with  a melting  point  of  208  C.  ( "208” 
porphyrin)  behaves  as  a single  or  type  B Walden- 
strom porphyrin  when  dissolved  and  allowed  to 
stand  in  normal  urine.  The  small  amount  of  Walden- 
strom porphyrin  in  fresh  unheated  urine  is  mainly 
type  I,  with  a small  though  variable  proportion  of  a 
heptacarboxyl,  type  III  porphyrin.  Type  III  (probably 
octacarboxyl ) is  preponderant  in  the  unheated  urine 
in  some  patients,  but  they  are  exceptional.12, 16 


From  the  Department  of  Internal  Medicine  and  the  De- 
partment of  Clinical  Research  of  the  Scott  and  White 
Clinic. 


Clinical  Aspects 

Abdominal,  neurologic,  and  psychiatric  symptoms 
comprise  a triad  for  acute  intermittent  porphyria 
(A.  I.  P.)  The  varied  manifestations  in  each  of  these 
categories  have  been  excellently  tabulated  and  dis- 
cussed by  Waldenstrom,11  Watson,17  Kark,2  and 
Martin  and  Heck.18  The  following  case  reports  are 
illustrative. 

CASE  1. — A.  I.  P.  characterized  by  abdominal  pain,  obsti- 
pation, quadriplegia,  residual  neurologic  signs,  red  urine, 
and  sudden  death  during  second  attack.  A 49  year  old  Cau- 
casian man  was  seen  in  February,  1953.  Chief  complaint 
was  abdominal  pain  of  3 weeks’  duration.  The  patient  had 
been  well  until  IVi  years  previously,  when  he  had  had 
severe  abdominal  pain,  aching  along  the  anterior  portion 
of  both  thighs,  and  severe  vomiting.  A few  days  later  he 
had  become  paralyzed  from  the  neck  downward.  For  8 
months  he  was  unable  to  stand,  and  he  could  not  walk 
until  2 years  later.  He  had  not  regained  complete  use  of 
his  hands,  and  was  unable  to  perform  finer  coordinated 
movements. 

Severe,  continuous,  cramp-like  pain  in  the  umbilical 
region  developed  3 weeks  before  the  patient  was  seen  at  the 
Clinic.  Narcotics  were  required  for  relief.  In  addition,  he 
had  had  severe  vomiting  and  constipation.  Review  of  symp- 
toms showed  that  with  hesitation  and  straining  accompanied 
by  dribbling,  the  patient  had  been  passing  dark  red  urine 
for  1 week. 

Physical  Findings:  At  time  of  admission,  the  patient  was 
fairly  well  nourished  and  was  in.  acute  distress  from  ab- 
dominal pain.  The  systolic  blood  pressure  was  142/94 
mm.  of  mercury.  Tenderness  of  the  abdomen  was  general- 
ized but  was  most  pronounced  in  the  epigastrium  and  just 
below  the  umbilicus.  The  liver  was  not  enlarged.  Neuro- 
logic examination  showed  bilateral  wrist  drop  and  inability 
to  dorsiflex  the  feet.  Muscular  atrophy  was  observed  in  all 
4 extremities,  but  were  more  noticeable  in  the  upper  ex- 
tremities. Reflexes  were  normal  except  for  the  abdominal 
and  cremasteric  reflexes,  which  were  absent.  Pin  prick  and 
light  touch  sensations,  as  well  as  vibration  sense,  were  in- 
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tact.  Because  of  weakness  of  the  abdominal  muscles,  the 
patient  was  unable  to  sit. 

Laboratory  Studies:  Initially,  the  urine  was  amber-colored, 
with  acid  reaction  and  a trace  of  albumin.  Several  days  later, 
it  was  examined  for  porphyrins;  results  were  strongly  posi- 
tive for  porphobilinogen,  uroporphyrin,  and  coproporphyrin. 
The  urine  at  that  time  was  reddish-pink.  Hemoglobin  con- 
centration was  15  Gm./lOO  ml.,  and  red  cell  count  4,970,- 
000.  Leukocyte  count  was  11,000  with  normal  differential 
count.  Sedimentation  rate  was  11  mm.  in  1 hour  (Wester- 
gren  method ) . The  Kline  serologic  test  was  negative.  A 
bromsulphalein  test  of  liver  function  showed  grade  IV 
retention  of  dye.  Roentgenograms  of  chest  and  abdomen 
and  fluoroscopic  examination  of  the  esophagus,  stomach, 
and  duodenum  were  within  normal  limits.  Serum  amylase 
was  109  units. 

Course  in  Hospital:  Diagnosis  of  acute  intermittent  por- 
phyria was  not  made  until  3 days  after  admission.  A freshly 
voided  specimen  of  acid  urine  which  had  been  left  standing 
exposed  to  sunlight  turned  port  wine  in  color.  Studies 
listed  previously  confirmed  the  diagnosis.  Unfortunately, 
the  patient  had  received  Nembutal  and  phenobarbital.  In- 
termittent exacerbation  of  abdominal  and  neurologic  symp- 
toms occurred  during  hospitalization.  The  fifth  day  after 
admission,  the  patient  was  feeling  relatively  well  and  was 
without  pain.  That  night  cyanosis  and  respiratory  distress 
developed,  and  he  died  suddenly. 

Family  History:  Careful  inquiry  into  the  family  history 
did  not  reveal  any  symptoms  or  signs  of  overt  porphyria. 
Urine  was  obtained  from  the  patient’s  son  and  2 grand- 
daughters. Porphobilinogen  and  fluorescence  tests  on  these 
samples  produced  negative  results. 

The  intermittent  course  of  acute  intermittent  por- 
phyria is  well  illustrated  by  this  case  history.  Two 
attacks  7 years  apart  were  all  that  were  known  to 
have  occurred  before  death.  Relief  of  abdominal  pain 
required  the  use  of  narcotics,  illustrating  the  severity 
pain  can  assume  in  this  condition.  Unfortunately,  at 
first  urinalysis  urine  was  amber,  a finding  which  did 
not  confirm  the  patient’s  history  of  "red  urine.”  Since 
porphobilinogen  is  colorless,  the  Watson-Schwartz 
test  and  not  the  color  of  the  urine  should  be  the 
deciding  factor  in  exclusion  of  the  diagnosis  of  acute 
intermittent  porphyria.  Residual  neurologic  changes 
are  not  rare  in  this  disease,  and  unexplained  neuro- 
logic findings  should  suggest  acute  intermittent 
porphyria  as  a possible  explanation.  Sudden  death  by 
respiratory  paralysis,  such  as  presumably  occurred  in 
this  patient,  is  possible  in  these  patients.19  Evidence 
of  hepatic  impairment  may  be  noted.20 

CASE  2. — A.  1.  P.  characterized  by  onset  after  parturition, 
obstipation,  nervousness  and  irritability , loss  of  vision  and 
unusital  visual  field  defect,  abdominal  pain,  quadriplegia, 
and  partial  recovery  with  neurologic  residual  defects.  A 31 
year  old  Caucasian  woman  was  seen  in  April,  1953.  She 
had  been  in  good  health  until  June,  1948.  About  2 weeks 
after  the  delivery  of  her  only  child,  severe  obstipation  and 
blurred  vision  developed,  and  the  patient  became  extremely 
irritable.  These  symptoms  subsided  in  about  1 month.  She 
had  remained  well  until  the  summer  of  1951,  when  she 
noted  fatigue  and  vague  indigestion,  which  consisted  of 
epigastric  gnawing  pain,  relieved  by  food,  alkalis,  and  milk. 
She  also  had  backache  and  aching  in  the  thighs  and  calves 
of  her  legs.  That  fail  a severe  "cold”  with  cough  had  lasted 
about  3 weeks.  The  patient  then  had  obstipation,  severe 
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abdominal  pain,  and  vomiting  which  persisted  for  4 days, 
then  subsided  spontaneously.  Two  days  later  she  had  a grand 
mal  seizure  and  was  hospitalized.  Nervousness  and  irritabil- 
ity were  followed  by  progressive  blurring  of  vision,  in- 
coordination in  use  of  hands  and  feet,  generalized  muscular 
weakness,  and  quadriplegia.  She  then  lapsed  into  a coma, 
which  lasted  10  days.  During  this  period  the  urine  was 
dark  red,  and  diagnosis  of  porphyria  was  made.  In  the 
next  2 weeks,  she  improved  rapidly;  at  the  end  of  the 
month,  she  left  the  hospital.  Recovery  from  paralysis  oc- 
curred first  in  the  arms,  then  in  the  legs.  Vision  returned 
to  the  upper  half  of  each  visual  field;  however,  she  never 
regained  sight  in  the  lower  part  of  the  fields.  Coordination 
gradually  improved  during  the  next  year  and  a half  to  the 
extent  that  she  was  able  to  button  her  clothes  and  perform 
some  fine  movements  of  the  fingers.  In  June,  1952,  for  a 
period  of  2 or  3 days,  blurring  of  vision,  mental  confusion, 
and  incoordination  increased.  The  patient  also  noted  that 
during  the  2 or  3 days  before  onset  of  menstrual  periods, 
which  were  normal,  she  experienced  increased  muscular 
weakness,  incoordination,  and  diminution  of  vision. 

Physical  Findings:  At  admission,  this  well  developed 
young  woman  exhibited  difficulty  in  walking  and  in  step- 
ping upon  a stool.  Weight  was  130  pounds.  Blood  pressure 
was  112/70  mm.  of  mercury.  Temperature,  pulse  rate, 
and  respiratory  rate  were  within  normal  limits.  The  edge 
of  the  liver  was  palpable  about  1 cm.  below  the  costal 
margin.  Slight  depression  of  the  left  Achilles  reflex  was 
noted.  The  biceps,  triceps,  and  patellar  reflexes  were  equal 
and  active.  Slight  incoordination  of  the  movements  of  the 
hands  and  fingers  existed.  Clonus  and  the  Babinski  sign 
were  absent.  Pitting  edema  of  the  ankles  was  grade  I. 

The  ophthalmologic  consultant  related  that  the  fundi 
revealed  clear  media.  Optic  disks  were  round  with  distinct, 
sharp  margins.  Arteriovenous  ratio  was  1:3.  Arteriovenous 
nicking,  hemorrhages,  or  exudates  were  not  present.  In 
each  eye  the  macula  was  distinct,  and  foveal  reflexes  were 
normal.  Inferior  visual  fields  were  absent  with  contraction 
of  the  nasal  fields  (Fig.  2).  An  additional  diagnosis  of 
hypermetropia  with  astigmatism  was  made.  The  eyes  were 
refracted,  and  16  diopter  prisms  were  prescribed  base  down- 
ward. 

Laboratory  Studies:  Several  urinalyses  were  performed. 
The  urine  was  clear  yellow  to  amber  with  specific  gravity 
varying  from  1.004  to  1.018.  Porphobilinogen  was  posi- 
tive; a 24  hour  urine  collection  yielded  21  Ehrlich  units 
of  porphobilinogen  read  against  urobilinogen  as  a standard. 
Urine  specimens  were  positive  for  coproporphyrin.  All 
specimens  were  negative  for  uroporphyrin. 

Hemoglobin  concentration  was  11.5  Gm./lOO  ml.  of 
blood.  The  erythrocyte  count  was  4,000,000.  Erythrocyte 
sedimentation  was  19  mm.  per  hour  ( Westergren) . Blood 
morphologic  studies  revealed  hypochromic,  normocytic 
anemia. 

Kline  serologic  test  was  negative.  The  spinal  fluid  was 
clear,  containing  20  mg.  per  cent  of  protein.  The  Eagle 
serologic  test  was  negative,  and  the  Lange  curve  was  flat 
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Fig.  2.  Case  2.  Visual  fields.  Absence  of  inferior  fields  results  in  bilateral  altitudinal  or  horizontal  hemianopsia. 


at  the  zero  level.  The  bromsulphalein  test  of  liver  function 
did  not  show  dye  retention.  The  serum  albumin  was  3.6 
Gm.,  and  the  serum  albumin  was  2.6  Gm./lOO  ml. 

Fluroscopic  examination  of  the  stomach  and  duodenum 
showed  a small  duodenal  ulcer  deformity  without  crater 
or  obstruction.  The  stomach  was  normal.  Roentgenologic 
examination  of  chest  and  colon  did  not  demonstrate  ab- 
normalities. 

Follow-up:  The  patient  experienced  progressive  psychotic 
deterioration,  requiring  institutionalization. 

Family  History:  The  patient’s  mother  had  died  suddenly 
at  age  32  after  a pelvic  operation;  mode  and  cause  of  death 
were  unknown.  Urine  collected  from  the  patient’s  father 
and  son  was  negative  when  tested  for  porphobilinogen, 
uroporphyrin,  and  coproporphyrin. 

The  relationship  of  pregnancy  to  porphyria  is  be- 
clouded by  sedative  administration.  Durst  and 
Krembs21  collected  5 cases  of  porphyria  from  the 
literature  and  added  3 cases  of  their  own.  Two  of 
their  patients  had  acute  exacerbation  of  porphyria 
after  delivery,  as  did  the  present  patient;  however,  it 
was  believed  that  medications  may  have  been  the 
precipitating  factor.  Vine,  Shaffer,  Pauley,  and  Mar- 
golis22  collected  reports  of  27  pregnancies  in  16 
women  with  porphyria  of  either  acute  intermittent 
or  mixed  type.  Pregnancy  caused  exacerbation  in  21 
instances,  and  death  occurred  in  4 patients.  They 
concluded  that  the  cause  of  exacerbation  was  un- 
known but  that  sedatives  and  anesthetics  partially 
explained  the  unfavorable  effect. 

Ascending  paralysis,  convulsive  disorders,  periph- 
eral neuritis,  stupor,  hemianopsia,  periodic  blindness, 
and  facial  palsy  have  occurred  in  hepatic  porphyria.18 
This  patient  demonstrated  all  of  these  except  facial 
palsy.  The  unusual  visual  field  defect  can  best  be 
classified  as  an  altitudinal  or  horizontal  hemianopsia, 
and  must  be  a rarer  manifestation  of  acute  inter- 
mittent porphyria. 


Case  3. — A.  1.  P.  characterized  by  abdominal  pain , obsti- 
pation, and  grand  mal  seizures.  A 27  year  old  Caucasian 
woman  was  seen  in  October,  1953.  She  complained  of  inter- 
mittent abdominal  pain,  constipation  of  5 years’  duration, 
and  dark  urine  of  3 years’  duration.  In  1948  and  1949,  she 
had  had  episodes  of  constipation  and  abdominal  pain  lasting 
2 to  3 days.  Abdominal  pain  was  midepigastric,  steady, 
cramping,  and  severe.  In  September,  1950,  she  underwent 
appendectomy  for  severe  abdominal  pain,  vomiting,  and 
constipation;  however,  pain  continued  postoperatively  and 
jaundice  developed.  Roentgenologic  studies  of  the  gastro- 
intestinal tract  were  within  normal  limits.  After  obstipation 
was  relieved,  she  gradually  improved.  She  remained  well 
until  May,  1953,  when  she  again  had  obstipation,  abdomi- 
nal pain,  nausea,  and  vomiting.  Four  days  after  onset  of 
these  symptoms,  she  had  4 generalized  seizures  in  1 day 
and  became  stuporous.  At  this  time  the  urine  was  dark 
orange  and  became  even  darker  upon  standing.  Diagnosis 
of  porphyria  was  made.  As  soon  as  bowel  movements  began 
to  occur,  the  patient  recovered  and  remained  well  until 
September,  1953,  when  another  similar  attack  occurred, 
except  for  absence  of  convulsive  seizures. 

Attacks  all  occurred  just  before  or  after  a menstrual 
period.  The  patient’s  husband  volunteered  the  information 
that  his  wife  began  to  lose  her  appetite,  became  more  ir- 
ritable, and  tired  easily  about  1 month  before  onset  of 
attacks.  After  the  pain  disappeared,  she  remained  anorexic 
and  irritable  for  about  1 month,  missed  1 menstrual  period, 
and  gradually  regained  her  appetite. 

Physical  Findings:  At  admission,  the  patient  was  thin, 
weighing  104  pounds.  Temperature  and  respiratory  and 
pulse  rates  were  normal.  Blood  pressure  was  112/74  mm. 
of  mercury.  Remainder  of  physical  examination,  including 
neurologic  examination,  was  within  normal  limits. 

Laboratory  Studies:  Several  urinalyses  showed  clear  amber 
urine,  with  specific  gravity  varying  from  1.007  to  1.020. 
Porphobilinogen  measured  3 Ehrlich  units/ 100  ml.  Fluor- 
escence tests  were  positive  for  coproporphyrin  and  negative 
for  uroporphyrin. 

Hemoglobin  concentration  was  13.5  Gm./lOO  ml.  Eryth- 
rocyte and  leukocyte  counts  were  within  normal  limits. 
Kline  serologic  test  was  negative.  Spinal  fluid  was  clear, 
contained  20  mg.  per  cent  of  protein,  and  was  negative  for 
porphyrin.  The  Lange  curve  was  flat  at  the  zero  level.  Liver 
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function  studies  included  thymol  turbidity  of  2.5  units,  and 
bromsulphalein  excretion  test  with  grade  I dye  retention. 

Family  History:  The  patient’s  mother  was  said  to  have 
porphyria,  but  apparently  was  asymptomatic.  The  patient’s 
first  cousin  on  her  mother’s  side  had  died  at  age  22  years 
in  an  attack  of  acute  intermittent  porphyria  characterized 
by  convulsions,  paralysis,  and  coma.  The  patient’s  mother’s 
urine  was  negative  for  porphobilinogen  and  uroporphyrin, 
but  weakly  positive  for  corproporphyrin.  A maternal  aunt’s 
urine  was  negative  for  porphobilinogen,  uroporphyrin,  and 
coproporphyrin. 

This  patient’s  case  history  typifies  several  features 
of  acute  intermittent  porphyria — intermittent  attacks 
of  obstipation,  severe  colicky  abdominal  pain  associ- 
ated with  nausea  and  vomiting,  irritable  personality, 
and  grand  mal  seizures.  Jaundice  may  cause  confusion 
with  biliary  tract  disease  in  differential  diagnosis. 
The  fact  that  the  patient  underwent  appendectomy 
during  an  attack  emphasizes  the  necessity  for  aware- 
ness of  the  disease.  The  change  in  the  patient’s  be- 
havior and  her  irritability  illustrate  what  Kark  has 
termed  "termagantism,”  which  should  alert  the  ex- 
aminer to  the  necessity  of  screening  tests  on  patients 
with  neuropsychiatric  symptoms  of  undetermined 
cause  before  appending  a label  of  "psychoneurosis,” 
"hysteria,”  or  "idiopathic  epilepsy.”  Neither  the  pa- 
tient’s mother  nor  her  aunt  manifested  porphobili- 
nogenuria,  but  both  probably  bear  the  porphyric  trait 
since  their  children  had  the  disease.  As  Walden- 
strom11 pointed  out,  the  excretion  of  porphobili- 
nogen may  be  intermittent,  hence  not  detectable  by 
a single  test.* 

CASE  4. — A.  I.  P.  characterized  by  recurrent  episodes  of 
colicky  abdominal  pain,  nervousness  and  irritability  preced- 
ing menstrual  periods,  obstipation,  and  grand  mal  seizures 
probably  precipitated  by  glutethimide. 

A 37  year  old  Caucasian  woman  was  first  seen  in  Sep- 
tember, 1950.  She  had  colicky  pain  in  the  right  upper 
quadrant  that  extended  around  to  the  scapula.  Attacks  had 
started  7 years  previously  during  her  second  pregnancy. 
Each  year  since  the  onset,  she  had  had  1 or  2 attacks  of 
biliary  colic  associated  with  nausea  and  vomiting.  The  gall- 

*  Studies  by  Haeger  { Lancet  2:606-608  (Sept.  20)  1958}  and  our 
own  experience  with  two  families  would  indicate  that  quantitative 
determinations  of  urinary  delta-aminolevulinic  acid  and  porphobili- 
nogen may  be  of  assistance  in  uncovering  cases  of  latent  porphyria 
and  help  to  explain  the  negative  results  obtained  with  qualitative 
screening  tests  such  as  in  this  case. 


Fig.  3.  Cose  4.  Genealogic  diagram  of  patient's  family, 
illustrating  results  of  urinary  examinations.  Other  than 


bladder  was  not  visible  on  the  cholecystogram.  Serum  lipase 
was  within  normal  limits.  Cholecystectomy  was  performed, 
and  the  thickened  gallbladder  contained  a large  number  of 
yellow,  hard,  and  faceted  stones.  The  pancreas  was  indurated 
throughout  its  length.  Although  the  patient  received  250 
mg.  of  Pentothal  sodium  intravenously  and  many  doses  of 
barbiturates  postoperatively,  convalescence  was  uneventful. 
She  continued  to  have  mild  persistent  soreness  in  the  right 
upper  quadrant. 

Menstruation  had  begun  at  age  10,  with  regular  28  day 
cycles  of  5 days’  duration  and  average  flow.  For  3 years 
before  admission,  she  had  noted  that  from  2 to  7 days 
before  onset  of  menstruation,  she  would  have  severe  cramp- 
ing abdominal  pains  referred  to  the  right  lower  quadrant. 
Obstipation  was  severe.  The  pain  was  of  such  severity  that 
she  would  have  to  leave  her  job  until  3 to  4 days  after 
onset  of  her  period.  During  this  time,  according  to  her 
husband,  she  was  nervous,  irritable,  tense,  smoked  exces- 
sively, and  was  generally  unreasonable.  Many  medications 
prescribed  seemed  to  increase  her  nervousness,  rather  than 
causing  sedation. 

The  patient  was  seen  again  at  the  Clinic  in  March,  1958. 
The  most  recent  attack  of  abdominal  pain  commenced  just 
before  her  menstrual  period  on  March  1,  1958.  Several 
days  before  the  onset  of  pain,  red  urine  was  noticed.  Ex- 
cessive amounts  of  medication,  primarily  glutethimide,  were 
taken.  On  the  evening  of  March  21,  a grand  mal  seizure 
occurred.  The  patient  was  given  oxygen  and  Thorazine 
intramuscularly.  She  showed  excessive  irritability,  confusion, 
and  disorientation  as  to  time  and  place,  with  defective 
memory  for  recent  events.  A second  grand  mal  seizure  oc- 
curred about  2 hours  later.  BAL,  100  mg.,  was  given  and 
was  repeated  every  4 hours.  No  further  seizures  occurred. 
During  the  remainder  of  the  night,  she  yawned  frequently 
and  was  somnolent  intermittently.  Other  symptoms  or  signs 
did  not  progress.  A vascular  hypertension  of  170/100  mm. 
developed.  Obstipation  was  relieved  by  enemas.  Thorazine, 
50  mg.  4 times  daily,  and  BAL,  100  mg.  every  4 hours, 
were  continued.  Two  days  later,  blood  pressure  had  returned 
to  normal  levels,  and  the  patient  was  cheerful  and  eating 
well.  Her  disposition  had  changed  completely.  She  was 
given  Premarin,  1.25  mg.  three  times  daily,  to  suppress 
ovulation.  When  discharged  March  26,  she  was  asympto- 
matic. 

Physical  Findings:  At  admission,  the  patient  was  an  emo- 
tionally unstable  woman  with  normal  temperature  and 
pulse  and  respiratory  rates.  Neurologic  examinations  then 
and  during  hospitalization  did  not  demonstrate  abnormali- 
ties. There  were  scars  on  the  right  upper  quadrant  and 
lower  midline  of  the  abdomen.  Some  tenderness  existed  in 
the  right  lower  quadrant.  Pelvic  examination  was  negative, 
and  remainder  of  physical  examination  was  within  normal 
limits. 


the  patient,  urine  from  6 members  of  family  contained 
porphobilinogen.  Squares,  males;  circles,  females. 
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WHICH  STAYS  IN  THE 
AQUEOUS  LAYER 


ent  case  after  the  use  of  glutethimide  ( Doriden ) . 
This  case  illustrates  that  studies  of  the  family  for 
urinary  porphobilinogen  excretion  may  be  rewarding 
in  detecting  latent  porphyria.  The  fact  that  this  con- 
dition is  a dominant  trait  makes  family  studies  man- 
datory. 


Laboratory  Tests 

The  Watson-Schwartz  test  for  porphobilinogen 
and  the  reddish  fluorescence  of  uroporphyrin  and 
coproporphyrin  in  ultraviolet  light  are  simple  screen- 
ing procedures.  The  methods  tabulated  by  Kark2  have 
proved  useful  to  the  authors  for  such  purposes  (Fig. 

5). 

Watson-Scbwartz  Test  for  Porphobilinogen1- 2 
Principle:  Porphobilinogen  forms  a red  aldehyde 
with  Ehrlich’s  reagent,  which  remains  in  the  aqueous 
layer  while  urobilinogen  is  extracted  into  the  chloro- 
form layer. 

Reagents:  (1)  Ehrlich’s  reagent  (0.8  Gm.  of  p- 
dimethylamino-benzaldehyde;  150  ml.  concentrated 
hydrochloric  acid;  100  ml.  distilled  water).  (2) 
Supersaturated  aqueous  solution  of  sodium  acetate. 
(3)  Congo  red  paper.  (4)  Chloroform. 


Fig.  4.  Diagram  of  procedure  in  Watson-Schwartz  test 
for  porphobilinogen  in  urine. 


Laboratory  Studies:  Urine  was  red  with  acid  reaction. 
Positive  results  were  obtained  for  porphobilinogen  and 
coproporphyrin,  and  negative  for  uroporphyrin.  A 24  hour 
urine  specimen  yielded  2.76  Ehrlich  units  of  porphobili- 
nogen/100 cc.  Hemoglobin  level  was  13  Gm./lOO  ml. 
Blood  counts  were  within  normal  limits.  The  Kline  test 
was  negative.  A grade  I retention  of  dye  was  observed  on 
the  bromsulphalein  test.  The  alkaline  phosphatase  was 
6.4  King- Armstrong  units,  and  cephalin  cholesterol  floc- 
culation, 2 plus.  Serum  amylase  was  113  units.  Roentgen- 
ologic findings  in  chest  and  abdomen  were  negative. 

Family  History:  A maternal  uncle  had  died  suddenly  after 
an  abdominal  operation.  Two  of  the  patient’s  brothers  were 
said  to  be  excessively  nervous,  and  her  father  was  said  to 
have  had  abdominal  pain. 

Porphobilinogen  determinations  were  made  on  the  urine 
obtained  from  a number  of  members  of  the  patient’s  family 
(Fig.  3).  A trace  of  porphobilinogen  was  found  in  the  urine 
of  the  father,  1 sister,  2 brothers,  and  2 nieces.  All  other 
family  members  tested  had  negative  results  of  examination. 

The  influence  of  the  menstrual  cycle  in  porphyria 
has  been  explained  by  Levit,  Nodine,  and  Perloff,23 
who  showed  that  either  endogenous  progesterone 
from  ovulatory  periods  or  exogenous  progesterone 
caused  exacerbation.  The  history  of  premenstrual 
exacerbations,  as  in  the  present  patient,  should  sug- 
gest this  precipitating  agent,  and  may  indicate  the 
use  of  estrogens  to  suppress  ovulation.  As  in  the  case 
reported  by  Finkelman,  Sumner,  and  Verde,24  acute 
exacerbation  with  convulsions  developed  in  the  pres- 


COPROPORPHYRIN 


2 ML.  OF  GLACIAL  ACETIC  ACID 
TO 

10  ML.  OF  FRESH  URINE 
MIX  AND  ADD 

30  ML.  OF  ETHER  SHAKE  WELL 


IRRADIATE  IN  THE  DARK  WITH 
ULTRAVIOLET  LAMP 
COPROPORPHYRIN  Fluoresces  Red 
IN  THE  ETHER  LAYER 


Fig.  5.  Diagram  of  procedure  in  test  for  coproporphyrin 
in  urine. 
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UROPORPHYRIN 

IN  THE  DARK  IRRADIATE  10  ML. 

OF  URINE  WITH  ULTRAVIOLET  LAMP 
UROPORPHYRIN  AND/OR 
COPROPORPHYRIN  Fluoresces  Red 


IF  THIS  IS  NEGATIVE  ACIDIFY  THE 
URINE  TO  pH4  WITH  ACETIC  ACID 
HEAT  FOR  30  MINUTES  IN  A WATER 
BATH  AT  80  DEGREES  CENTIGRADE 


REPEAT  IRRADIATION  WITH 
ULTRAVIOLET  LAMP 
UROPORPHYRIN  Fluoresces  Red 


Fig.  6.  Diagram  of  procedure  in  test  for  uroporphyrin  in 
urine. 

Method:  To  I ml.  of  fresh  urine  add  1 ml.  of  Ehr- 
lich’s reagent.  Mix.  Add  4 ml.  of  supersaturated  aque- 
ous solution  of  sodium  acetate  and  mix.  Test  with 
Congo  red  paper  should  give  a red  reaction.  Add  3 
ml.  of  chloroform.  Mix  vigorously.  Allow  to  separate 
into  water  and  chloroform  phases.  A deep  pink-red, 
red-violet,  or  red-brown  color  in  the  aqueous  layer 
is  positive12  (Fig.  4). 

Interpretation:  Watson  states  that  weak  residual 
orange  or  faint  pink  reactions  in  the  aqueous  layer 
should  be  regarded  as  highly  questionable  insofar  as 
diagnosis  of  porphyria  is  concerned.25  When  symp- 
toms are  caused  by  acute  porphyria,  the  porphobili- 
nogen reaction  is  strong.  Positive  tests  are  observed 
exceptionally  in  lead  poisoning,  Hodgkin’s  disease, 
carcinomatosis,  cirrhosis  of  the  liver,  and  central  ner- 
vous system  conditions  such  as  poliomyelitis  and  the 
Guillain-Barre  syndrome.25,  26  A false  positive  orange 
reaction  may  be  obtained  after  ingestion  of  pyridi- 
um1'  and  serenium.27  Ingestion  of  beets  also  may 
confuse  the  results.27 

Tests  for  Uroporphyrin  and  Coproporphyrin 2 

Principles:  Uroporphyrin  and  coproporphyrin  flu- 
oresce red  in  ultraviolet  light.  Coproporphyrin  is 
soluble  in  ether,  whereas  uroporphyrin  remains  in  the 


aqueous  layer.  Heat  (80C.  for  20  to  30  minutes) 
at  pH  4 converts  nonfluorescing  porphobilinogen  to 
fluorescing  uroporphyrin-type  porphyrin.26 

Equipment  and  Reagents:  (1)  Ultraviolet  lamp 
(preferably  mercury  vapor).  (2)  Glacial  acetic  acid. 
(3)  Diethyl  ether.  (4)  Nitrazine  pH  paper.  (5) 
Water  bath.  (6)  Nonfluorescent  glassware,  separatory 
funnel,  test  tubes.  Rubber  stoppers  should  not  be 
used  as  isoprene  fluoresces  blue. 

Method:  ( 1 ) Separation  of  uroporphyrin  and  cop- 
roporphyrin. Add  2 ml.  of  glacial  acetic  to  10  ml. 
of  freshly  passed  urine.  Add  30  ml.  of  ether  and 
shake  vigorously  in  a separatory  funnel.  Allow  to 
separate  into  2 layers.  Drain  off  the  lower  aqueous 
layer  for  uroporphyrin  test. 

(2)  Test  for  coproporphyrin.  Irradiate  the  ether 
layer  with  ultraviolet  light  in  the  dark.  Red  fluores- 
cence indicates  positive  result  for  coproporphyrin 
(Fig.  5). 

( 3 ) Tests  for  uroporphyrins.  In  the  dark,  irradiate 
the  aqueous  layer  saved  from  the  original  separation 
of  uroporphyrin  and  coproporphyrin.  Red  fluores- 
cence indicates  uroporphyrin.27  If  this  is  negative, 
acidify  the  aqueous  extract  (or  the  original  urine  if 
coproporphyrin  is  not  present)  to  pH  4 with  acetic 
acid.  Heat  for  20  to  30  minutes  in  a water  bath  at 
80  C.  Expose  in  the  dark  to  ultraviolet  light  and 
observe  for  red  fluorescence  (Fig.  6).  Considerable 
amounts  of  uroporphyrin  may  be  masked,  or  rela- 
tively normal  amounts  may  yield  considerable  fluo- 
rescence, depending  on  conditions.12 

Interpretation:  Uroporphyrin  is  found  not  only  in 
acute  intermittent  porphyria  but  also  in  erythropoietic 
porphyria,  porphyria  cutanea  tarda,  and  mixed  por- 
phyria.2 Positive  coproporphyrin  test  results  may  be 
obtained  not  only  in  acute  intermittent  porphyria 
and  the  other  porphyrias,  but  also  in  a wide  range 
of  circumstances  and  conditions.  For  example,  posi- 
tive results  may  be  noted  after  exposure  to  lead, 
arsenic,  mercury,  bismuth,  copper,  iron,  gold,  silver, 
zinc,  phosphorus,  Veronal  and  Sulfonal,  paraldehyde, 
chloral  hydrate,  amylene  hydrate,  morphine,  and  car- 
bon tetrachloride.  Febrile  illnesses,  thyrotoxicosis,  ex- 
haustive exercise,  severe  hepato-cellular  damage  re- 
sulting from  cirrhosis,  infectious  hepatitis,  carcino- 
matosis, pernicious  and  hemolytic  anemia,  leukemia, 
Hodgkin’s  disease,  pellagra,  ariboflavinosis,  and  idio- 
pathic asymptomatic  coproporphyrinuria  also  may 
give  positive  test  results.28 

Watson  advocates  determination  of  porphobili- 
nogen and  pre-formed  porphyrins  in  alkalinized, 
relatively  fresh  urine  samples  without  heating.  He 
lists  several  disadvantages  to  the  heating  of  acidified 
urine,  as  follows:  ( 1 ) conversion  of  porphobilinogen 
to  uroporphyrin  is  not  quantitative  and  varies  con- 
siderably under  different  conditions,  and  there  is 
reason  to  believe  that  the  type  of  porphyrin  formed 
is  different  from  that  occurring  in  vivo;  (2)  deter- 
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mination  of  uroporphyrin  will  provide  inaccurate  and 
artifactitious  values;  (3)  there  is  significant  diminu- 
tion of  coproporphyrins. 

Color  of  the  Urine 

Principles:  Porphobilinogen  is  colorless.26  Purified 
samples  of  uroporphyrin  and  coproporphyrin  appear 
purple-red  in  direct  sunlight,  but  when  added  to 
urine  do  not  change  its  color  until  concentrations 
commonly  observed  in  erythropoietic  porphyria  are 
reached.2  Porphobilinogen  may  couple  with  itself  to 
form  the  ring  compound  uroporphyrin  or  a non- 
crystallizable  chain  compound  called  porphobilin.11 
Heat  and  acidification,  as  well  as  exposure  to  light, 
favor  the  conversion  of  porphobilinogen  to  these 
forms,  and  much  of  the  color  of  the  urine  in  acute 
intermittent  porphyria  may  be  attributed  to  porpho- 
bilin.11 Kark2  believes  that  other  pigments  color  the 
urine  in  acute  intermittent  porphyria  and  has  termed 
these  "rosein”  pigments.  These  may  develop  in  urine 
which  is  acid  either  naturally  or  through  acidification 
when  conditions  are  favorable  for  oxidation.  "Rosein” 
pigments  are  extractable  by  amyl  alcohol,  but  not  by 
chloroform  or  toluene. 

Method:  Check  the  urine  for  acidity.  If  alkaline, 
acidify  to  pH  4 with  acetic  acid.  Allow  to  stand 
exposed  to  light.  A dark  brown  to  reddish  brown 
color  indicates  the  presence  of  pigments,  as  described 
previously. 

Interpretation:  Since  porphobilinogen  is  colorless, 
freshly  passed  urine  may  be  colorless,  and  should  not 
exclude  the  diagnosis  of  porphyria.  In  any  case  the 
Watson-Schwartz  test  should  be  used  to  corroborate, 
make,  or  exclude  diagnosis. 


Current  Concepts  of  Therapy 

As  an  inborn  error  of  metabolism,  the  basic  meta- 
bolic defect  of  acute  intermittent  porphyria  remains 
beyond  "cure”  in  the  present  state  of  knowledge; 
however,  recent  advances  in  treatment  provide  the 
clinician  with  measures  to  assist  these  patients. 

Avoidance  of  known  precipitating  agents  is  basic. 
Surgical  treatment  should  be  avoided  as  fulmination 
of  an  acute  episode  may  occur.  The  anesthetic  and 
preoperative  use  of  barbiturates  and  other  sedatives 
may  be  a major  factor  in  exacerbation  after  opera- 
tion.29, 30  Among  medications,  barbiturates  have  been 
the  classic  offenders.  Many  other  drugs  have  been 
listed  as  causes  of  exacerbation.  In  a disease  marked 
by  spontaneous  exacerbations  and  remissions,  the  in- 
fluence of  various  drugs  is  open  to  question.  Even 
some  of  the  agents  used  to  treat  acute  intermittent 
porphyria  have  been  incriminated.  If  at  all  possible, 
known  precipitating  agents  should  be  avoided. 
Among  these  are  sulfonamides,18'  31  heavy  metals,18, 
31  oil  paints  and  solvents,31  intravenous  Aureomy- 


cin,32  alcohol,18  glutethimide  (Doriden),33  mepro- 
bamate (Equanil,  Miltown),33  ethchlorvynol  (Placi- 
dyl),33  ethinamate  ( Valmid ) ,33  chloroquine  (Ara- 
len),34  acetanilid,35  and  progesterone.23  Unfavorable 
results  have  been  reported  with  cortisone,36  BAL,32 
EDTA,12,  37  and  chlorpromazine  ( Thorazine ) .31 

For  symptomatic  relief,  chlorpromazine  (Thora- 
zine) has  been  helpful  for  relief  of  nervous  symp- 
toms and  pain.33  Established  paralyses,  bulbar  or  res- 
piratory paralysis,  and  porphyrin  metabolism  are 
not  influenced  by  chlorpromazine  administration. 
Doses  of  25  to  100  mg.  every  4 to  6 hours  have  been 
advocated.  Inordinate  somnolence38  and  orthostatic 
hypotension33  have  been  noted  with  use  of  this  drug 
in  patients  with  porphyria. 

Enemas,  Prostigmin,11  and  bethanecol  (Urecho- 
line ) 39  may  be  used  for  relief  of  obstipation. 

Alleviation  of  respiratory  failure  by  use  of  trache- 
otomy, respirator,  and  oxygen  has  been  described  by 
Doll,  Bower,  and  Affeldt.19  As  these  authors  showed 
in  3 case  reports,  remission  may  occur  if  death  from 
respiratory  failure  can  be  prevented  through  these 
measures. 

For  pain,  Demerol  and  tetraethylammonium  chlor- 
ide may  be  useful.  Pains  of  peripheral  neuropathy 
may  be  controlled  by  tetraethylammonium  chloride.12 
Paraldehyde,  azacyclonol  (Erenquel),  and  chloral 
hydrate  may  be  used  for  sedation.31  Rauwolfia  ser- 
pentina also  has  been  used.2,  33 

Chelating  agents,  BAL  and  EDTA,  may  be  of  some 
value,  especially  in  cases  in  which  heavy  metal  intoxi- 
cation is  thought  to  underlie  the  acute  attack.  Peters31 
suggested  that  excessive  zinc  might  cause  an  enzy- 
matic block  in  porphyrin  synthesis,  and  that  chelat- 
ing agents  might  correct  this  metabolic  error  through 
removal  of  zinc.  Doses  of  BAL  ranging  from  50  to 
1,200  mg./24  hours  in  divided  doses  were  used. 
EDTA  was  advocated  for  use  in  patients  with  a 
history  of  exposure  to  lead.  The  use  of  chelating 
agents,  especially  EDTA,  poses  the  problem  of  dan- 

THE  ROLE  OF  THE  MENSTRUAL  CYCLE 
IN  PORPHYRIA 

OVULATION 

Endogenous  progesterone 
produced  alter  ovulation 
precipitates  attacks  pre- 
menstrually  as  illustrated 
by  case  studies. 


Suppression  of  ovulation 
by  exogenous  estrogens 
reduces  attacks  due  to  en- 
dogenous progesterone. 


Fig.  7.  Diagram  illustrating  action  of  progesterone  and 
estrogen  in  acute  intermittent  porphyria. 


NO  OVULATION 
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gerous  renal  insufficiency,  and  adverse  effects,  even 
death,  have  been  noted.12,  3‘ 

The  influence  of  the  menstrual  cycle  in  acute  inter- 
mittent porphyria  was  elucidated  by  Levit,  Nodine, 
and  Perloff.23  They  found  that  progesterone,  either 
endogenous  from  ovulatory  cycles  or  exogenous,  in- 
duced attacks  of  acute  porphyria.  Estrogens  were  ad- 
ministered to  suppress  ovulation  and  endogenous 
progesterone.  Premenstrual  exacerbations  in  patients 
with  porphyria  may  suggest  utilization  of  this  type 
of  therapy  to  reduce  attacks  (Fig.  7). 

Because  acute  intermittent  porphyria  is  transmitted 
as  a dominant  trait,11  the  chance  of  finding  other 


members  of  the  family  who  bear  the  metabolic  error 
is  great.  Once  acute  intermittent  porphyria  has  been 
diagnosed,  urinary  studies  should  be  performed  on 
members  of  the  family  in  an  attempt  to  uncover 
latent  disease.32  When  patients  with  latent  porphyria 
are  discovered,  they  should  be  given  a card  or  written 
statement  of  this  fact  and  a list  of  medications  to  be 
avoided. 

| Dr.  Malooly,  Mayo  Foundation,  Rochester,  Minn. 

Drs.  Hightower,  Ibarra,  and  Haines,  Scott  and  White 
Clinic,  Temple. 

A complete  bibliography  and  reprints  may  be  obtained 
from  the  authors  at  the  Scott  and  White  Clinic. 
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j MEDICAL 


National  and  Regional 


"fa  Coming  Meetings 


Texas  Medical  Association,  Austin,  Jan.  28,  1961;  Galveston,  April 
23-25,  1961.  Dr.  May  Owen,  Fort  Worth,  Pres.;  Mr.  C.  Lincoln 
Wiiliston,  1801  North  Lamar  Blvd.,  Austin,  Exec.  Secy. 

American  Medical  Association,  Washington,  D.  C.,  Nov.  28-Dec.  1, 
I960.  Dr.  E.  Vincent  Askey,  Los  Angeles,  Pres.;  Dr.  F.  J.  L.  Blas- 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


October 

American  Academy  of  Pediatrics,  Chicago,  Oct.  17-20,  I960.  Dr. 
William  W.  Belford,  San  Diego,  Calif.,  Pres.;  Dr.  E.  H.  Christo- 
pherson,  1801  Hinman  Ave.,  Evanston,  111.,  Executive  Director. 
American  Academy  of  Ophthalmology  and  Otolaryngology,  Chicago, 
Oct.  9-14,  I960.  Dr.  John  H.  Dunnington,  New  York,  Pres.; 
Dr.  W.  L.  Benedict,  15  Second  Sr.  S.W.,  Rochester,  Minn.,  Secy. 
American  Cancer  Society,  New  York,  Oct.  26-27,  I960.  Dr.  War- 
ren H.  Cole,  Chicago,  Pres.;  Mr.  Granville  Whittlesey,  521  West 
57th  St.,  New  York  19,  Secy. 

American  College  of  Gastroenterology,  Philadelphia,  Oct.  23-29. 
I960.  Dr.  Joseph  Shaiken,  Milwaukee,  Pres.;  Mr.  Daniel  Weiss, 
33  West  60th,  New  York  23,  Executive  Director. 

American  College  of  Surgeons,  San  Francisco,  Oct.  10-14,  I960.  Dr. 
Owen  FI.  Wangensteen,  Minneapolis,  Pres.;  Dr.  William  E. 
Adams,  950  E.  59th  St.,  Chicago,  Secy. 

American  Heart  Association,  St.  Louis,  Oct.  21-25,  1961.  Dr.  A. 
Carlton  Ernstene,  Cleveland.  Pres.;  Mr.  William  F.  McGlone,  44 
E.  23rd,  New  York  10,  Secy. 

American  Public  Health  Association,  San  Francisco,  Oct.  31-Nov.  4, 
I960.  Dr.  Malcolm  H.  Merrill,  Berkeley,  Calif.,  Pres.;  Dr.  Ber- 
wyn F.  Mattison,  1790  Broadway,  New  York  19,  Executive  Secy. 
American  Society  of  Anesthesiologists,  New  York,  Oct.  2-7,  I960. 
Dr.  J.  Earl  Remlinger,  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

Southern  Medical  Association,  St.  Louis,  Oct.  31-Nov.  3,  I960.  Dr. 
Edwin  H.  Lawson,  New  Orleans,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 

Southern  Psychiatric  Association,  Virginia  Beach,  Va.,  Oct.  2-4, 
I960.  Dr.  David  A.  Wilson,  Charlottesville,  Va.,  Pres.;  Dr. 
Richard  Proctor,  Winston-Salem,  N.  C.,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Oct.  23,  I960. 
Dr.  Robb  Rutledge,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
Westchester  House,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  El  Paso,  Oct.  20-22,  I960. 
Dr.  R.  L.  Deter,  El  Paso,  Pres.;  Dr.  Merle  Thomas,  1501  Ari- 
zona Building,  El  Paso,  Secy. 

Texas  Academy  of  General  Practice,  Dallas,  Oct.  3-5,  I960.  Dr.  E. 
Sinks  McLarty,  Galveston,  Pres.;  Mr.  Donald  C.  Jackson,  1905 
N.  Lamar,  Austin,  Executive  Secy. 

Texas  Society  on  Aging,  Houston,  Oct.  6-8,  I960.  Dr.  Ernest  W. 
Keil,  Temple,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  San  Antonio,  Oct.  3-4,  I960.  Dr.  Robert 
Wilson  Crosthwait,  Waco,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scon 
and  White  Clinic,  Temple,  Secy. 

Oklahoma  City  Clinical  Society  Conference,  Oklahoma  City,  Oct. 
24-26,  I960.  Dr.  Vernon  D.  Cushing,  Oklahoma  City,  Pres.; 
Miss  Alma  F.  O'Donnell,  503  Medical  Arts  Bldg.,  Oklahoma 
City  2,  Executive  Secy. 


November 

Blackford  Memorial  Cancer  Lectures,  Denison,  Nov.  11,  I960.  Dr. 
Andrew  Jackson,  Denison,  Chm. 


American  Academy  of  Allergy,  Washington,  D.  C.,  Feb.  6-8,  1961. 
Dr.  Bram  Rose,  Montreal,  Canada,  Pres.;  Dr.  Joseph  Noah,  100 
N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  Dermatology  and  Syphilology,  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
American  Academy  of  General  Practice,  Miami,  April  17-20,  1961. 
Dr.  John  G.  Walsh,  Sacramento,  Calif.,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Association  of  Obstetricians  and  Gynecologists.  Dr.  Robert 
A.  Ross,  Chapel  Hill,  N.  C.,  Pres.;  Dr.  Clyde  L.  Randall,  216 
Summer  St.,  Buffalo  22,  Secy. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave., 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery,  Philadelphia,  April 
24-26,  1961.  Dr.  John  H.  Gibbon,  Jr.,  Philadelphia,  Pres.;  Dr. 
Hiram  T.  Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 
American  Association  of  Genito-Urinary  Surgeons.  Dr.  Reed  M. 
Nesbitt,  Ann  Arbor,  Mich.,  Pres.;  Dr.  W.  J.  Engel,  2020  E. 
93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Plastic  Surgeons,  May  17,  1961.  Dr.  Herbert 
Conway,  New  York  City,  Pres.;  Dr.  Thomas  D.  Cronin,  6615 
Travis  St.,  Houston  25,  Secy. 

American  College  of  Allergists,  Dallas,  March  12-17,  1961.  Dr. 
Giles  A.  Koelsche,  Rochester,  Minn.,  Pres.;  Mr.  Eloi  Bauers,  2160 
Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians,  New  York  City,  June  22-26, 
1961.  Dr.  M.  Jay  Flipse,  550  Brickell,  Miami,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 
American  College  of  Obstetricians  and  Gynecologists.  Dr.  John  I. 
Brewer,  Chicago,  Pres.;  Mr.  Donald  F.  Richardson,  P.  O.  Box 
749,  Chicago  90,  Executive  Secy. 

American  College  of  Physicians,  Miami  Beach,  May  8-12,  1961.  Dr. 
Chester  S.  Keefer,  Boston,  Pres.;  Dr.  E.  C.  Rosenow,  Jr.,  4200 
Pine  St.,  Philadelphia  4,  Executive  Director. 

American  College  of  Radiology.  Dr.  Earl  E.  Barth,  Chicago,  Pres.; 
Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive 
Director. 

American  Congress  of  Physical  Medicine  and  Rehabilitation.  Dr.  F.  J. 
Kottke,  Minneapolis,  Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan 
Ave.,  Chicago  2,  Executive  Secy. 

American  Dermatological  Association.  Dr.  Marion  B.  Sulzberger,  New 
York,  Pres.;  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32, 
Secy. 

American  Gastroenterological  Association,  Chicago,  May  25-27,  1961. 
Dr.  Hugh  Butt,  Rochester,  Minn.,  Pres.;  Dr.  Wade  Volwiler,  Dept, 
of  Medicine,  University  of  Washington,  Seattle  5,  Secy. 

American  Gynecological  Society.  Dr.  Karl  H.  Martzloff,  Portland, 
Pres.;  Dr.  A.  A.  Marchetti,  3800  Reservoir  Rd.  N.W.,  Washing- 
ton 7,  D.C.,  Secy. 

American  Hospital  Association.  Dr.  Russell  A.  Nelson,  Baltimore, 
Md.,  Pres.;  Dr.  Edwin  L.  Crosby,  18  E.  Division  Street,  Chicago, 
Executive  Director. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Lake 
Placid  Club,  May  23-25,  I960.  Dr.  Fletcher  D.  Woodward,  Char- 
lottesville, Va.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg., 
Rochester,  N.  Y.,  Secy. 

American  Neurological  Association,  Atlantic  City,  June  12-14,  1961. 
Dr.  H.  G.  Wolff,  New  York  City,  Pres.;  Dr.  M.  D.  Yahr,  710 
W.  16th  St.,  New  York  32,  Secy. 

American  Ophthalmological  Society,  Hot  Springs,  Va.,  May  17-19, 
1961.  Dr.  Edwin  B.  Dunphy,  Boston,  Pres.;  Dr.  Joseph  A.  C. 
Wadsworth,  108  E.  68th,  New  York  21,  Secy. 

American  Orthopaedic  Association,  Yosemite  National  Park,  May  22- 
25,  1961.  Dr.  Edwin  F.  Cave,  Boston,  Pres.;  Dr.  Lee  Ramsay 
Straub,  535  E.  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Atlantic  City,  May  2-5,  1961.  Dr.  L. 
Emmett  Holt,  New  York  City,  Pres.;  Dr.  Conrad  M.  Riley,  Denver 
General  Hospital,  Denver  4,  Secy. 

American  Proctologic  Society.  Dr.  H.  R.  Reichman,  Salt  Lake  City, 
Pres.;  Dr.  Norman  D.  Nigro,  10  Peterboro,  Detroit  1,  Secy. 
American  Psychiatric  Association,  Chicago,  May  7-12,  1961.  Dr. 
Robert  H.  Felix,  Bethesda,  Md.,  Pres.;  Austin  M.  Davies,  1270 
Avenue  of  the  Americas,  New  York  20,  Exec.  Assistant. 

American  Society  of  Clinical  Pathologists.  Dr.  John  J.  Clemmer, 
Albany,  Pres.;  Mr.  Claude  E.  Wells,  445  Lake  Shore  Drive,  Chi- 
cago 1 1 , Executive  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va.. 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29.  Secy 
American  Urological  Association,  Los  Angeles,  May  22-25,  1961.  Dr. 
John  E.  Heslin,  Albany,  N.  Y.,  Pres.;  Mr.  William  P.  Didusch, 
1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 

Association  of  American  Physicians  and  Surgeons.  Dr.  Louis  Wegryn, 
Elizabeth,  N.  J.,  Pres.;  Mr.  Harry  E.  Northam,  185  N.  Wabash 
Ave.,  Chicago  1,  Executive  Director. 
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International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Henry  Meyer- 
ding,  Rochester,  Minn.,  Pres.;  Dr.  Ross  T.  Mclntire,  1516  Lake 
Shore  Dr.,  Chicago,  Executive  Director. 

National  Tuberculosis  Association,  Cincinnati,  Ohio,  May  21-26, 
1961.  Mr.  Herbert  C.  De  Young,  Chicago,  Pres.;  Judge  Herman 
Dehnke,  213  Main,  Harrisville,  Mich.,  Secy. 

Radiological  Society  of  North  America,  Cincinnati,  Ohio,  Dec.  4-9, 

1960.  Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S. 
Childs,  713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

South  Central  Association  of  Blood  Banks,  New  Orleans,  March  3-4, 

1961.  Dr.  Kenneth  M.  Heard,  Jackson,  Miss.,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stoneleigh  Hotel,  Dallas,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 

Southwest  Allergy  Forum,  Padre  Island,  April  9-13,  1961.  Dr.  S.  H. 
Jaros,  Harlingen,  Pres.;  Dr.  H.  E.  Hawkins,  105  W.  Elizabeth, 
Brownsville,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio.  Dr.  Peter 
E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711 
Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  St.  Louis,  April  10-13,  1961.  Dr. 
Howard  D.  Cogswell,  Tucson,  Ariz.,  Pres.;  Mary  O’Leary,  813 
Medical  Arts  Bldg.,  Oklahoma  City,  Exec.  Secy. 

Tri-State  Medical  Assembly.  Dr.  R.  B.  Langford,  Shreveport,  Pres.; 

Dr.  J.  W.  Wilson,  Jr.,  940  Margaret  Place,  Shreveport,  Secy. 
United  States-Mexico  Border  Public  Health  Association,  San  Diego, 
June  25-29,  1961.  Dr.  Adan  Mercado  Cerda,  Tamaulipas,  Mexico, 
Pres.;  Dr.  Ulpiano  Blanco,  El  Paso,  Secy. 


State 

Texas  Academy  of  Internal  Medicine,  Dallas,  December,  I960.  Dr. 
Robert  Mitchell,  Plainview,  Pres.;  Dr.  Sam  Arnett,  2609  19th  St., 
Lubbock,  Secy. 

Texas  Air-Medics  Association,  Galveston,  April  22-25,  1961.  Dr. 
C.  D.  Henry,  San  Antonio,  Pres.;  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Secy. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Galveston,  April 
22-25,  1961.  Dr.  L.  P.  Walter,  Austin,  Pres.;  Dr.  W.  V.  Brad- 
shaw, Jr.,  1800  University  Drive,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  W,  W.  Bondurant,  Jr.,  San  Antonio. 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1. 
Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Galveston,  April 
22-25,  1961.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kel- 
ton,  Jr.,  108  West  30th,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Galveston, 
April  22-25,  1961.  Dr.  Hiram  M.  Anderson,  San  Angelo,  Pres.; 
Dr.  Milton  V.  Davis,  3707  Gaston  Avenue,  Dallas,  Secy.-Treas. 
Texas  Dermatological  Society,  Galveston,  April  22-25,  1961.  Dr. 
M.  W.  Harrison,  Houston,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy.-Treas. 

Texas  Diabetes  Association,  Galveston,  April  22-25,  1961.  Dr.  James 
A.  Greene,  Houston,  Pres.;  Dr.  John  W.  Chriss,  2436  Morgan 
Street,  Corpus  Christi,  Secy.-Treas. 

Texas  Division,  American  Cancer  Society.  Dr.  David  A.  Todd,  San 
Antonio,  Pres.;  Mr.  Curt  W.  Reimann,  5014  Bull  Creek  Rd., 
Austin  3,  Executive  Director. 

Texas  Heart  Association.  Dr.  Robert  E.  Leslie,  El  Campo,  Pres.;  Mr. 
Ernest  T.  Guy,  404  Jesse  H.  Jones  Library  Building,  Houston  25, 
Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  15-17,  1961.  Dr.  F.  R. 
Higginbotham,  San  Antonio,  Pres.;  Mr.  O.  Ray  Hurst,  1905  N. 
Lamar,  Austin,  Executive  Director. 

Texas  Industrial  Medical  Association,  Galveston,  April  22-25,  1961. 
Dr.  Noble  B.  Daniel,  Texarkana,  Pres.;  Dr.  J.  G.  Burdick,  Pasa- 
dena, Secy. 

Texas  Neuropsychiatric  Association,  Galveston,  April  22-25,  1961. 
Dr.  Clarence  S.  Hoekstra,  Dallas,  Pres.;  Dr.  E.  Ivan  Bruce,  Jr., 
Galveston,  Secy.-Treas. 

Texas  Ophthalmological  Association,  Galveston,  April  22-25,  1961. 
Dr.  Otto  Lippmann,  Austin,  Pres.;  Dr.  James  H.  Scruggs,  Waco, 
Secy. 

Texas  Orthopedic  Association,  Galveston,  April  22-25,  1961.  Dr. 
Ike  S.  McReynolds,  Houston,  Pres.;  Dr.  Margaret  Watkins,  Dallas, 
Secy.-Treas. 

Texas  Otolaryngological  Association,  Galveston,  April  22-25,  1961. 
Dr.  August  J.  Streit,  Amarillo,  Pres.;  Dr.  Louis  E.  Adin,  Jr., 
Dallas,  Secy. 


Texas  Pediatric  Society.  Dr.  Byron  York,  Houston,  Pres.;  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Galveston,  April 
22-25,  1961.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Fort  Worth,  March  5-8,  1961. 
Mrs.  Maggie  Belle  Davis,  Corpus  Christi,  Pres.;  Mr.  Joseph  N. 
Murphy,  Jr.,  Box  4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 
Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9,  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  Society  of  Anesthesiologists,  Galveston,  April  22-25,  1961. 

Dr.  Randle  J.  Brady,  Houston,  Pres.;  Dr.  Eugene  L.  Slataper, 

Houston,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Galveston,  April  22-25, 
1961.  Dr.  W.  S.  Horn,  Jr.,  Fort  Worth,  Pres.;  Dr.  Louis  Levy, 
Fort  Worth,  Secy.-Treas. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Galveston, 
April  22-25,  1961.  Dr.  H.  Gray  Carter,  Dallas,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Temple,  Secy.-Treas. 

Texas  Society  of  Pathologists,  Inc.,  Galveston,  April  22-25,  1961. 

Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A. 
Stembridge,  Dallas.  Secy.-Treas. 

Texas  Society  of  Plastic  Surgeons,  Galveston,  April  22-25,  1961. 

Dr.  J.  B.  Patterson,  Fort  Worth,  Pres.;  Dr.  Raymond  O.  Brauer, 
Houston,  Secy.-Treas. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  1-3, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Carolyn  H.  Mil- 
lard, 1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  Antonio, 
Dec.  2-3,  I960.  Dr.  Lyle  J.  Logue,  Houston,  Pres.;  Dr.  Oliver 
Suehs,  14  Medical  Arts  Square,  Austin,  Secy. 

Texas  Traumatic  Surgical  Society,  Galveston,  April  22-25,  1961.  Dr. 
Edward  R.  Rowe,  Galveston,  Pres.;  Dr.  John  C.  Long,  Plainview, 
Secy.-Treas. 

Texas  Tuberculosis  Association,  Corpus  Christi,  March  16-18,  1961. 
Dr.  J.  Edward  Johnson,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box 
6158,  Austin  21,  Executive  Director. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas,  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St., 
Wichita  Falls,  Secy. 


District 

First  District  Society,  Pecos,  Feb.  3,  1961.  Dr.  Russell  Holt,  El 
Paso,  Pres.;  Dr.  Gordon  L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 
Second  District  Society,  Snyder,  1961.  Dr.  M.  J.  Loring,  Midland, 
Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 

Third  District  Society,  Lubbock,  April  15,  I960.  Dr.  James  L. 
Johnson,  Amarillo,  Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth, 
Amarillo,  Secy. 

Fourth  District  Society,  San  Angelo,  May,  1961.  Dr.  J.  G.  Boden- 
hamer,  Mason,  Pres.;  Dr.  M.  D.  Knight,  234  W.  Beauregard, 
San  Angelo,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9,  1961. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13th,  Austin,  Secy. 

Eighth  District  Society,  Corpus  Christi.  Dr.  M.  Warren  Hardwick, 
Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346,  Victoria,  Secy. 
Ninth  District  Society,  Bellville,  Spring,  1961.  Dr.  Irving  M.  Wat- 
son, Jr.,  Conroe;  Dr.  William  E.  Sharp,  721  E.  Texas,  Baytown, 
Secy. 

Tenth  District  Society.  Dr.  Bedford  Mace,  Beaumont,  Pres.;  Dr. 

Irving  M.  Richman,  3280  Fannin  St.,  Beaumont,  Secy. 

Eleventh  District  Society,  Jacksonville.  Dr.  Marlin  T.  Braswell,  Hen- 
derson, Pres.;  Dr.  Floyd  Verheyden,  813  John  St.,  Jacksonville, 
Secy. 

Twelfth  District  Society,  Waco,  January  10,  1961.  Dr.  Bernard 
Rosen,  Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th  St., 
Corsicana,  Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  William  B. 
Allensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  H.  O.  Padgett,  Marshall,  Pres.;  Dr. 
James  S.  Leeves,  Naples,  Secy. 
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Clinics 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  20-22, 
1961.  Dr.  Frank  H.  Kidd,  Jr„  Dallas,  Pres.;  Millard  J.  Heath, 
433  Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  6-9, 
1961.  Dr.  Maurice  E.  St.  Martin,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Falls,  Chm. 


Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  10-12, 
1961.  Dr.  C.  Forrest  Jorns,  Houston,  Pres.;  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Secy. 
Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 


Board  Examinations 


Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.; 
Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State  Office  Bldg.,  201  E. 
14th  St.,  Austin. 


MEDICOLEGAL  NOTES 


“PRN”  Usage  in  Drug  Prescriptions 


Of  interest  to  the  physicians  of  Texas  is  the  recent  em- 
phasis being  placed  by  the  Food  and  Drug  Administration 
upon  the  refilling  of  "legend  drugs”  prescriptions. 

Both  Federal  and  State  law  prohibit  a pharmacist  from 
refilling  a physician’s  prescription  for  a "dangerous  drug” 
(those  drugs  regulated  by  virtue  of  the  provisions  of  the 
Texas  Dangerous  Drug  Act)  or  a "legend  drug”  (those 
drugs  regulated  by  the  Federal  statute  which  bear  the  state- 
ment on  the  label:  "Caution:  Federal  law  prohibits  dis- 
pensing without  a prescription.”)  unless  the  physician’s 
prescription  specifically  sets  forth  that  the  prescription  may 
be  refilled,  or  unless  the  pharmacist  obtains  the  authoriza- 
tion of  the  prescribing  physician  at  the  time  of  refilling. 

These  investigations  by  the  Food  and  Drug  Administra- 
tion have  revealed  a certain  problem  in  connection  with 
the  use  of  the  term  "PRN”  on  physician’s  prescriptions. 
The  question  raised  deals  with  whether  the  term  "PRN,” 
meaning  literally  "as  needed”  or  "as  required,”  is  a direc- 
tion to  the  patient  to  be  set  forth  on  the  label  by  the 
pharmacist,  or  whether  such  term  is  a direction  to  the 
pharmacist  authorizing  him  to  refill  the  prescription. 

In  several  instances  the  Food  and  Drug  Administration 
has  filed  criminal  actions  against  the  pharmacist  for  the 
refilling  of  these  so-called  "PRN”  prescriptions  on  the 
grounds  that  the  term  "PRN”  did  not  authorize  the  pharm- 
acist to  refill  the  prescription.  While  there  is  no  possibility 
for  the  physician  to  become  involved  as  a violator,  it  may 
well  be  that  the  prescribing  physician  will  be  called  as  a 
witness  to  testify  as  to  what  was  meant  by  the  "PRN” 
designation  on  his  prescription,  and  more  specifically 
whether  or  not  this  designation  was  meant  as  authorization 
for  the  pharmacist  to  refill  the  prescription. 

The  meaning  given  "PRN”  by  the  physician  is  con- 


trolling on  the  question  of  whether  or  not  the  pharmacist 
may  legally  refill  the  prescription.  However,  there  seems 
to  be  some  confusion  throughout  the  State,  or  possibly  a 
lack  of  agreement  between  physicians  and  pharmacists,  as 
to  the  meaning  to  be  given  the  term  "PRN.”  In  some  areas 
and  among  some  physicians  and  pharmacists,  "PRN”  is 
merely  an  instruction  pertaining  to  the  patient's  use  of 
the  drug,  and  would  normally  appear  on  the  label  affixed 
to  the  drug  container  as  a direction  for  the  patient  to  take 
the  medication  or  drug  "as  needed”  or  "as  required.”  In 
other  areas,  the  term  "PRN”  on  a physician's  prescription 
is  meant  as  authorization  for  the  pharmacist  to  refill  the 
prescription  "as  needed”  or  "as  required.” 

It  becomes  readily  apparent  that  a misunderstanding  be- 
tween the  physicians  and  pharmacists  of  a given  area  as  to 
the  meaning  of  the  term  "PRN”  could  easily  result  in 
pharmacists  inadvertently  refilling  prescriptions  which  the 
physician  neither  wanted  nor  had  authorized  to  be  refilled. 
This  might,  in  turn,  lead  to  prosecution  of  the  pharmacist 
for  violation  of  both  the  Texas  Dangerous  Drug  Act  and 
the  Federal  Pure  Food  and  Drug  Act,  with  the  further 
likelihood  of  the  physician  having  to  testify  as  a witness. 
Aside,  however,  from  these  possible  legal  complications, 
a misunderstanding  of  this  nature  could  result  in  a patient 
obtaining  refills  of  drugs  which  the  physician  may  not  want 
refilled.  The  danger  to  the  patient  in  a situation  of  this 
nature  is  obvious. 

The  solution  to  this  potentially  dangerous  situation  can 
be  brought  about  by  physicians  and  pharmacists,  on  the 
local  level.  They  should  resolve  in  their  specific  locality 
just  what  meaning  is  to  be  given  to  the  term  "PRN”  used 
in  a physician’s  prescription. 

— Philip  R.  Overton,  LL.B.,  Austin. 
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DRUG  NOTES 


New  Tranqui  lizer  Reported 
Not  to  Cause  Drowsiness 


Striatran  (Merck  Sharp  and  Dohme),  a recently  re- 
leased tranquilizer,  causes  little  or  no  drowsiness  in  the 
suggested  dosage.  Emylcamate  is  reported  to  exert  blocking 
action  in  both  the  brain  and  the  spinal  cord  and  to  have 
some  muscle  relaxant  activity.  The  usual  dose  is  one  tablet 
(200  mg.)  three  to  four  times  a day  immediately  before 
meals.  Tranquility  is  produced  without  impairing  the 
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Fig.  1.  Inter-relationships  of  emylcamate,  alcohol  cor- 
responding to  emylcamate,  and  amylene  hydrate. 


intellect  or  without  affecting  normal  behavior,  and  the 
drug  can  be  used  while  the  patient  is  driving  an  automobile 
or  operating  machinery. 

Although  the  compound  is  related  to  Meprobamate,  it  is 
considered  a derivative  of  a tertiary  alcohol.  Tertiary  al- 
cohols have  long  been  known  for  their  sedative-hypnotic 
effect.  Conversion  of  the  alcohol  to  the  corresponding 
carbamate  gives  it  greater  specificity,  accompanied  by  a 
reduction  in  general  hypnotic  activity.  Actually,  the  alcohol, 
from  which  the  carbamate  is  supposedly  derived,  is  closely 
related  to  amylene  hydrate,  tertiary  amyl  alcohol.  The  inter- 
relationships are  illustrated  in  Fig.  1.  Amylene  hydrate  has 
been  used  as  the  solvent  for  tribromoethanol,  a form  of 
rectal  anesthetic  available  as  Avertin  (Winthrop). 

FORHISTAL  (Dimethpyrindene-Ciba) , a new  antihista- 
minic,  is  reported  to  be  four  times  more  active  than  any 
other  antihistamine. 

During  investigation  on  "isoindolines,”  Ciba  researchers 
synthesized  a series  of  compounds  with  the  nitrogen  of  the 
iso-indoline  nucleous  replaced  with  carbon,  known  as  "in- 
denes.”  Many  of  these  indenes  and  the  corresponding  in- 
danes  were  prepared,  screened,  and  rejected.  Ultimately, 
1 -benzyl-2- (2-dimethyl-aminoethyl)  -isoindene  was  evaluated. 
This  compound  exhibited  10  times  the  antihistaminic  ac- 
tivity of  tripelenamine  (Pyribenzamine-Ciba) . This  ob- 
servation led  to  synthesis  of  numerous  related  compounds, 
among  which  was  Forhistal.  These  indenes  are  the  first 
new  chemical  class  with  antihistaminic  properties  to  be 
developed  in  a decade.  Therefore,  they  represent  a new  type 
of  antihistamine.  Clinical  evaluations  have  shown  that 
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Fig.  2.  A representation  of  streptokinase,  a fibrinolytic  enzyme  isolated  from  the  filtrate  of  hemolytic  streptococci. 
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dosages  between  3 to  4 mg.  per  day  are  effective,  with 
minimal  side  effects. 

THROMBOLYSIN  (Merck  Sharp  & Dohme)  recently  has 
been  released  for  use  in  the  treatment  of  patients  with 
phlebothrombosis,  thrombophlebitis,  pulmonary  embolism, 
and  thrombi  in  arteries,  excluding  the  cerebral  and  cardiac 
arteries. 

Thrombolysin  is  basically  fibrinolysin  and,  therefore, 
needs  no  further  activation  to  cause  lysis  of  clots.  It  is  pre- 
pared from  a mixture  of  pyrogen-free  streptokinase  and  a 
purified  plasma  fraction  rich  in  profribrinolysin. 

Although  fibrinolysin  will  dissolve  fibrin,  the  enzyme 
per  se  exists  in  the  blood  only  in  the  form  of  the  inert 
profibrinolysin.  Change  to  the  active  form  is  effected  by 


the  catalytic  action  of  an  ' activator.'’  The  activator  does 
not  exist  as  such  in  the  plasma.  It  is  created  from  the  inert 
"proactivator,”  which  is  present  in  all  human  fluids  (blood, 
milk,  urine,  and  others),  by  the  catalytic  action  of  a kinase. 
The  most  useful  of  these  is  streptokinase,  a fibrinolytic  en- 
zyme isolated  from  the  filtrate  of  hemolytic  streptococci 
(Fig.  2). 

The  clot-lysing  effect  of  streptokinase  is  limited  by  the 
presence,  in  many  persons,  of  streptokinase  inhibitors.  Thus, 
a preparation  which  is  basically  fibrinolysin  should  be  more 
effective  than  preparations  that  depend  on  streptokinase  for 
their  activity. 

— Jaime  N.  Delgado,  Ph.D., 

Herbert  F.  Schwartz,  M.S.,  Austin. 


MEDICAL  MEETINGS 


Texans  Participate  in 
Houston  Symposium  on 
Clinical  Surgery 

Surgeons  and  educators  from  six  states  spoke  at  a sym- 
posium on  current  clinical  surgery  in  Houston,  September 
24.  It  was  sponsored  jointly  by  the  Southeastern  Texas 
Chapter  of  the  American  College  of  Surgeons,  The  Uni- 
versity of  Texas  Medical  Branch,  and  Baylor  University 
College  of  Medicine.  Texan  speakers  and  their  topics  were 
the  following:  Dr.  John  F.  Thomas,  Austin,  moderator  of 
the  morning  session;  Dr.  Earl  J.  Roth,  Galveston,  resident 
in  surgery.  University  of  Texas  Medical  Branch,  "Electron- 
ically Controlled  Coronary  Arteriography”;  Dr.  Edgar  Frank 
Dunton,  Dallas  plastic  surgeon,  and  former  chief  resident 
in  Plastic  and  Maxillo-Facial  Surgery  at  The  University  of 
Texas  Medical  Branch,  "Intra  Lymphatic  Route  to  Tumor 
Therapy”;  Dr.  Truman  G.  Blocker,  Jr.,  Galveston,  professor 
and  chairman  of  the  Department  of  Surgery  at  The  Uni- 
versity of  Texas  Medical  Branch,  moderator  of  afternoon 
panel;  and  Dr.  E.  Stanley  Crawford,  Houston,  associate  pro- 
fessor of  surgery,  Baylor  University  College  of  Medicine, 
"Selection  of  Stroke  Patients  for  Reconstructive  Arterial 
Surgery.” 

Disaster  Medical  Care  Conference 
Scheduled  in  Chicago,  November  4-6 

The  "father  of  the  H-bomb,”  Edward  Teller,  Ph.D.,  will 
speak  at  the  eleventh  annual  County  Medical  Societies  Dis- 
aster Medical  Care  Conference  in  Chicago,  November  4-6. 

The  3 day  meeting  is  sponsored  by  the  American  Medical 
Association’s  Council  on  National  Security.  Conference 
highlight  will  be  a presentation  by  the  Division  of  Health 
Service  of  the  United  States  Public  Health  Service,  which 
will  outline  a program  of  objectives  and  activities  for  pre- 
paring the  nation  to  meet  health  needs  of  the  civilian  popu- 
lation in  the  event  of  a national  disaster. 

Those  interested  in  further  information  may  write  the 
American  Medical  Association,  535  North  Dearborn  Street, 
Chicago  10. 


College  of  Chest 
Physicians  to  Hold 
Washington  Session 

The  American  College  of  Chest  Physicians  will  hold  its 
annual  interim  session  at  the  Shoreham  Hotel  in  Washing- 
ton, D.  C.,  November  26-28. 

The  scientific  program  will  include  symposiums  on  con- 
genital bronchopulmonary  disorders,  steroid  therapy  in 
chest  diseases,  and  current  therapeutic  issues. 

A highlight  of  the  conference  will  be  the  Fireside  Con- 
ferences on  November  27.  In  addition,  three  round  table 
luncheon  discussions  will  feature  prominent  speakers  dis- 
cussing various  aspects  of  heart  and  lung  disease. 

Those  desiring  further  information  concerning  the  in- 
terim session  may  write  Murray  Kornfeld,  Executive  Direc- 
tor, American  College  of  Chest  Physicians,  112  East  Chest- 
nut Street,  Chicago  11. 


Medical  Writers'  Association 
Will  Meet  November  18-19 

The  American  Medical  Writers’  Association  will  meet 
November  18-19,  I960,  in  Washington,  D.  C.  The  original 
meeting  date  was  changed  because  of  conflict  with  observ- 
ance of  Yom  Kippur  on  October  1. 

The  Association  has  scheduled  two  unique,  unrehearsed 
panels  devoted  to  basic  problems  in  the  field  of  medical 
communication.  One  panel,  "Information:  What  It  Is  and 
How  It’s  Used,”  will  bring  together  participants  from  both 
lay  and  medical  mass  news  media.  Another,  composed  of 
a medical  editor,  author,  publisher,  and  documentarian, 
guided  by  a moderator,  will  discuss  aspects  of  "Modern 
Aids  to  Medical  Communication.”  On  the  second  day  of 
the  meeting  a program  of  workshops  on  writing  will  be 
presented. 

For  further  information,  those  interested  may  write  to 
the  American  Medical  Writers’  Association,  209-224 
W.C.U.  Building,  Quincy,  III. 


814 


TEXAS  State  Journal  of  Medicine,  OCTOBER,  196 0 


First  Tanglewood  Symposium 

The  first  annual  Tanglewood  Medical  Symposium  was 
held  at  the  Tanglewood-on-the-Lake  Country  Club,  located 
at  Pottsboro,  on  October  15-16. 

Among  the  subjects  presented  were  "Head  Injuries,” 
"The  Evaluation  of  the  Child  with  a Murmur,”  "Advances 
in  Diagnosis  and  Treatment  of  Hyperthyroidism,”  "The 
Clinical  Spectrum  of  Hypotension,”  "The  Results  of  Open 
Heart  Surgery,”  and  "Cervical  Osteoarthritis.”  Members  of 
The  University  of  Texas  Southwestern  Medical  School  in 
Dallas  participated  in  the  symposium. 


Personal  Injury  Litigation  Meeting 

Personal  injury  litigation  is  the  theme  of  an  institute  to 
be  sponsored  by  the  Southwestern  Legal  Foundation  in 
Dallas,  November  10-12. 

Both  attorneys  and  doctors  will  be  lecturers.  Highlights 
of  the  program  are  a trial  interrogation  of  medical  wit- 
nesses and  a panel  discussion  involving  techniques  of  jury 
summation. 

Registration  fee  for  the  3 day  meeting  is  $45  for  non- 
members of  the  Southwestern  Legal  Foundation.  There  is 
no  fee  for  members.  Copies  of  the  program  may  be  ob- 
tained by  writing  the  Foundation,  Hillcrest  at  Daniels, 
Dallas  5. 


Electronic  Techniques  in  Medicine 
To  Be  Discussed  in  Washington 

A program  highlighting  the  broadening  advancements  in 
medical  electronics  is  scheduled  for  the  thirteenth  annual 
Conference  on  Electrical  Techniques  in  Medicine  and  Biol- 
ogy in  Washington,  D.  C.,  October  31-November  2,  I960. 

More  than  90  international  authorities  will  discuss  the 
latest  developments  in  analytical  methods  and  instrumenta- 
tion, electroanalytical  methods,  digital  computers,  telemetry 
of  physiologic  data,  physiologic  measurements,  analogs  and 
systems  analysis,  and  instrumentation.  Four  informal  dis- 
cussion sessions  will  cover  such  subjects  as  polarography, 
nuclear  and  electron  magnetic  resonance,  computer  methods, 
and  remote  recording  and  stimulating  for  physiologic  ex- 
periments. 

For  further  information,  those  interested  may  write  Mr. 
Lewis  Winner,  152  W.  42nd,  New  York. 


Unfavorable  conditions  in  our  mental  hospitals  will  get 
worse  because  of  the  new  restrictions  being  placed  on  for- 
eign medical  graduates,  the  American  Psychiatric  Associa- 
tion warns.  If  mental  hospitals  follow  the  rules,  they  will 
have  to  fire  some  1,100  doctors — 12  per  cent  of  present 
staffs,  according  to  the  September  12  issue  of  Medical 
Economics. 


EDUCATION 


University  of  Texas 
Medical  Branch 

A $1 ,400,000  grant  of  Hill-Burton  Act  funds  toward 
the  building  and  renovation  program  of  the  University  of 
Texas  Medical  Branch  was  approved  recently  by  the  Texas 
State  Department  of  Health. 

"This  provides  the  second — and  crucial — thrust  of  the 
three-stage  construction  and  remodeling  operation  designed 
to  lift  the  Medical  Branch  to  a position  of  eminence  as 
the  South’s  most  complete  and  efficient  center  for  combin- 
ing medical  education  with  research  and  patient  care,”  Dr. 
John  B.  Truslow,  executive  dean  and  director  said. 

He  explained  that  it  assures  construction,  starting  next 
year,  of  a new  out-patient  department  building,  to  be  fol- 
lowed by  the  construction  of  a new  basic  science  building. 

Experts  in  psychiatry  over  the  nation  participated  in  an 
all  day  scientific  symposium  at  the  Moody  Center  in  Gal- 
veston, September  17,  followed  by  a dinner  honoring  Dr. 
Titus  Harris,  chairman  of  the  Department  of  Neurology 
and  Psychiatry  at  The  University  of  Texas  Medical  Branch 
in  Galveston. 

Nearly  150  members  of  the  newly  formed  Titus  Harris 
Society  and  their  wives  met  for  the  first  reunion  of  doctors 
who  took  their  resident  training  under  Dr.  Harris. 

Research  grants  and  contracts  negotiated  by  The  Uni- 


versity of  Texas  Medical  Branch  in  Galveston  during  the 
past  year  totaled  a record  high  of  $1,775,900.41,  announced 
Dr.  John  B.  Truslow,  executive  dean  and  director  of  the 
school. 

"It  is  most  gratifying  that  outside  financial  support  of 
our  research  work,  which  is  an  inseparable  part  of  a dy- 
namic teaching  program,  has  more  than  doubled  in  the 
past  four  years,  and  has  steadily  increased  each  year.  This 
reflects  the  confidence  that  others  place  in  us,  and  in  an 
area  where  competition  grows  keener  each  year.” 

Every  one  of  the  16  departments  of  the  Medical  Branch 
and  the  School  of  Nursing  received  grants  from  govern- 
ment or  private  sources,  or  both,  during  the  12-month 
period  ending  June  30,  according  to  Dr.  D.  Bailey  Calvin, 
director  of  Grants  and  Contracts. 


Postgraduate  Courses 

Fractures,  Denver,  November  3-5. — The  University  of 
Colorado  School  of  Medicine  is  sponsoring  a postgraduate 
course  on  fractures,  November  3-5  in  Denver.  Members 
of  the  Department  of  Surgery,  Division  of  Orthopedics,  at 
the  medical  school  will  participate  in  the  course,  which  is 
acceptable  for  American  Academy  of  General  Practice 
Category  I credit  for  20  hours.  Tuition  fee  of  $45  includes 
the  cost  of  a textbook  to  be  used  in  the  course.  For  further 
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information,  those  interested  may  write  to  the  University 
of  Colorado  Medical  Center,  4200  E.  Ninth  Avenue,  Den- 
ver 20. 

Neurology,  Dallas,  December  9-10. — The  University  of 
Texas  Southwestern  Medical  School  will  sponsor  a post- 
graduate course  in  neurology,  December  9-10,  in  Dallas. 
For  further  information,  those  interested  may  write  Dr. 
John  S.  Chapman,  Assistant  Dean  for  Postgraduate  Educa- 
tion at  Southwestern  Medical  School,  5323  Harry  Hines 
Boulevard,  Dallas  35. 


Doctor  of  Nursing  Science  Degree 
Offered  for  First  Time 

A Doctor  of  Nursing  Science  degree,  the  first  doctorate 
in  the  country  which  specifically  identifies  nursing  in  the 
degree  title,  has  been  established  at  the  Boston  University 
School  of  Nursing  in  Boston. 

The  first  doctoral  offering  is  in  psychiatric  nursing.  Pro- 
grams in  other  areas  will  be  instituted  in  the  next  few 
years.  Previously,  the  highest  level  of  training  offered  at 
the  school  was  the  Certificate  of  Advanced  Professional 
Specialization,  consisting  of  a minimum  of  30  semester 
hours  of  advanced  study  beyond  the  master’s  degree.  The 
new  degree  program  calls  for  a minimum  of  60  semester 
hours’  credit  in  advanced,  directed  study  and  a doctoral  dis- 
sertation. 

Overall,  the  objective  of  the  advanced  psychiatric  nursing 
program  will  be  to  develop  further  the  nurse’s  capabilities, 
to  include  well  defined  psychotherapeutic  responsibilities 
undertaken  in  collaboration  with  the  psychiatrist. 


How  long  must  you  wait  between  the  time  you  get  a 
paper  accepted  by  a national  medical  journal  and  the  time 
it’s  printed?  A new  study  by  an  editors’  group  shows  that 
the  average  wait  is  6 months,  according  to  the  September 
12  issue  of  the  Medical  Economics. 


Fellowships  for  Postdoctoral  Study 
Offered  by  the  National  Foundation 

Postdoctoral  fellowships  are  offered  by  the  National 
Foundation  to  candidates  for  training  in  research,  ortho- 
pedics, preventive  medicine,  arthritis  and  related  diseases, 
and  rehabilitation.  The  closing  date  for  submitting  appli- 
cations to  be  reviewed  in  February  is  November  1. 

Financial  support  of  the  fellowships  varies,  but  the  mini- 
mum is  $4,500  a year,  with  $540  allowed  annually  for 
each  dependent.  Annual  increases  of  $480  ordinarily  are 
granted.  For  a full  academic  program,  complete  tuition  and 
fees  are  paid;  for  other  programs,  a sum  not  exceeding 
$1,250  a year  is  made  available  to  the  institution.  Trans- 
portation not  exceeding  $600  will  be  paid  for  research  and 
orthopedic  fellows  if  foreign  study  is  approved.  United 
States  citizenship  is  required,  but  those  who  have  filed  a 
petition  for  naturalization  will  be  considered. 

Those  desiring  further  information,  may  write  the  Na- 
tional Foundation,  800  Second  Avenue,  New  York  17. 


American  Goifer  Association 
Offers  Van  Meter  Award 

The  American  Goiter  Association,  Inc.,  again  offers  the 
Van  Meter  Prize  Award  of  $300  to  the  essayist  submitting 
the  best  manuscript  of  original  and  unpublished  work  on 
goiter.  Studies  submitted  may  relate  to  any  aspect  of  the 
thyroid  gland  and  its  functions  in  health  and  disease. 

The  award  will  be  made  at  the  annual  meeting  of  the 
Association  May  3-6,  1961,  in  Philadelphia.  Essays  may 
cover  either  clinical  or  research  investigations,  should  not 
exceed  3,000  words,  and  must  be  presented  in  English. 

Duplicate  typewritten  copies,  double  spaced,  should  be 
sent  to  the  Secretary,  Dr.  John  C.  McClintock,  702  Madison 
Avenue,  Albany  8,  N.  Y.,  not  later  than  January  1,  1961. 


OF  GENERAL  INTEREST 


Personals 

Dr.  R.  L.  Daily,  Wichita  Falls,  recently  was  appointed 
to  the  State  Advisory  Hospital  Council  for  a term  of  6 
years  by  Governor  Price  Daniel. 

Dr.  Thomas  O.  Nevison,  Jr.,  of  the  School  of  Aviation 
Medicine,  Brooks  Air  Force  Base,  San  Antonio,  is  among 
four  physicians  who  will  scale  27,790  foot  Mount  Makalu 
in  Nepal’s  Himalayas  to  study  man’s  acclimatization  to  high 
altitudes  and  his  responses  to  prolonged  exposure,  accord- 
ing to  the  September  7 issue  of  Scope  Weekly. 

Dr.  Louis  W . Breck,  El  Paso,  presented  an  exhibit  at  a 
recent  meeting  of  the  International  Society  of  Orthopaedic 
Surgery  and  Traumatology  in  New  York. 

Dr.  Frederick  P.  Bornstein  of  El  Paso  gave  a paper  on 
cerebral  lesions  after  air  embolization  at  a meeting  on 


forensic  pathology  and  medicine  in  New  York  in  Sep- 
tember. 

Miss  Jean  Caylor,  daughter  of  Dr.  and  Mrs.  Robert  N. 
Caylor  of  El  Paso,  was  married  to  Dennis  J.  Sudnick  of 
Bedford,  Ohio,  on  September  3. 

Miss  Janet  Marie  Wiegart  and  Dr.  Fred  W hitcomb  Riley, 
Jr.,  of  Dallas  were  married  recently  in  Bloomfield  Hills, 
Mich. 

Dr.  M.  W.  Rogers  of  Rule  was  recognized  in  an  article 
in  the  Abilene  Reporter  News,  August  26,  on  his  eighty- 
eighth  birthday.  Dr.  Rogers,  who  practiced  in  Rule  for  54 
years,  retired  last  July. 

Dr.  John  F.  Bida,  a general  practitioner  from  Arlington 
who  recently  was  sworn  in  as  a lawyer,  will  enter  the  prac- 
tice of  law  after  the  first  of  the  year. 

Dr.  Robert  D.  Moreton  of  Fort  Worth  spoke  September 
2 1 in  Honolulu  at  the  eighth  Congress  of  the  Pan-Pacific 
Surgical  Association. 
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National  Health  Survey 
Exams  to  Begin  Soon  in 
Midland 

A series  of  health  examinations  which  are  part  of  the 
Public  Health  Service’s  United  States  National  Health  Sur- 
vey will  be  given  in  Midland,  during  a 2 Yl  week  period 
beginning  November  15.  The  approximately  150  examinees 
will  not  be  volunteers,  but  adults  predesignated  by  a prob- 
ability sampling  technique. 

Examinations  will  be  performed  in  a single  visit  to 
a mobile  examination  center  brought  into  the  area.  The 
purpose  of  the  study  is  to  collect,  on  a uniform  basis,  sta- 
tistical information  on  certain  chronic  conditions,  particu- 
larly cardiovascular  diseases  and  arthritis,  and  on  physical 
and  physiologic  measurements. 

The  health  examination  survey  is  nationwide,  and  is  a 
major  project  of  the  United  States  Health  Survey  author- 
ized by  Congress  in  1956.  It  constitutes  the  first  attempt 
in  this  or  any  other  country  to  perform  examinations  on 
a representative  sample  of  the  national  population. 


72  Per  Cent  Covered 
By  Health  Insurance 

More  than  127,000,000  Americans — 72  per  cent  of  the 
civilian  population — had  health  insurance  at  the  end  of 
1959,  the  Health  Insurance  Council  reported  recently  in 
its  fourteenth  annual  survey  on  the  extent  of  voluntary 
health  insurance  coverage  in  the  United  States. 

Both  the  number  of  persons  covered  by  health  insurance 
and  the  amount  of  benefits  paid  reached  new  highs  last 
year.  Coverage  increased  by  4,800,000  during  1959  to 
reach  a total  of  127,896,000  persons  with  health  insurance 
protection. 

Benefit  payments  by  all  health  insuring  organizations  to 
help  cover  the  cost  of  hospital,  surgical,  and  medical  care 
amounted  in  1959  to  more  than  $4,300,000,000 — up 
$400,000,000  over  1958.  In  addition,  persons  with  loss-of- 
income  policies  received  $838,000,000  in  benefits  from 
insurance  companies  to  replace  income  lost  through  dis- 
ability. Thus,  a grand  total  of  $5,175,000,000  in  health 
insurance  benefits  were  distributed  during  1959 — an  in- 
crease of  10.9  per  cent  over  1958. 


National  Foundation  Campaigns  « 

"Prevent  Crippling  Diseases — Please  Say  Yes  to  the  New 
March  of  Dimes,”  is  the  slogan  for  this  year’s  National 
Foundation  campaign,  which  started  September  25  and  ends 
November  15. 

The  National  Foundation,  in  an  analysis  of  the  inci- 
dence of  poliomyelitis  during  the  I960  season,  predicted 
this  would  be  the  lowest  annual  rate  since  the  organization 
was  founded  22  years  ago. 

Based  on  current  reports  made  by  the  United  States 
Public  Health  Service  and  a comparison  with  past  incidence 
figures,  the  total  for  this  year  was  estimated  at  3,100,  by 
the  Foundation.  For  comparison,  the  1959  final  case  load 
was  8,425.  The  pre-Salk  1950-1954  average  per  year  was 
38,727.  The  peak  year  for  pre- vaccination  years  was  in 
, 1952,  when  poliomyelitis  claimed  57,879  victims.  In  1958, 
the  total  was  1,705  cases. 


Major  Change  Announced 
In  Disability  Insurance 

A major  change  in  the  Group  Disability  Insurance  Pro- 
gram sponsored  by  Texas  Medical  Association  was  approved 
by  the  Executive  Board  on  September  18. 

Effective  November  1,  I960,  the  3 year  sickness  plan 
will  be  increased  to  a 5 year  sickness  plan  with  no  increase 
in  the  premium.  All  other  provisions  of  the  policy  will 
remain  the  same. 

In  addition,  the  15  per  cent  bonus  which  has  been  paid 
on  claims  originating  during  the  past  policy  year  on  the 
3 year  sickness  plan  will  be  increased  to  20  per  cent  on 
claims  originating  during  the  policy  year  beginning  on 
November  1. 

These  benefits  have  been  granted  because  of  favorable 
loss  experience  on  the  3 year  sickness  plan. 

The  plan  is  underwritten  by  Lumbermen’s  Mutual 
Casualty  Company  and  administered  by  Charles  O.  Finley 
and  Company.  November  1 marks  the  beginning  of  the 
fifth  policy  year  for  the  plan. 

The  Committee  on  Association  Insurance  Programs 
which  announced  the  major  change,  also  adopted  a group 
major  hospital  insurance  program,  and  recommended  that 
the  members  of  the  Association  be  surveyed  to  determine 
if  a group  business  overhead  expense  insurance  program 
and  an  investment  retirement  plan  were  desired  by  enough 
members  to  warrant  sponsorship. 


900  More  Deaths  in  1959 
Than  There  Were  in  1958 

There  were  900  more  deaths  and  more  than  50,000 
additional  injuries  on  United  States  highways  in  1959  than 
in  1958,  according  to  statistics  compiled  by  the  Travelers 
Insurance  Companies. 

Fatalities  climbed  to  37,600,  and  more  than  2,870,000 
persons  were  injured  in  automobile  accidents.  The  figures 
were  released  by  the  company  in  its  annual  highway  safety 
booklet,  entitled  this  year,  '"The  Dishonor  Roll.” 

More  than  62,000,000  men,  women,  and  children  have 
been  killed  or  injured  by  automobiles.  More  have  died  on 
the  highways  than  on  the  nation’s  battlefields,  and  more 
have  been  injured  in  this  manner  than  in  all  of  the  world’s 
wars  combined,  according  to  the  booklet. 

The  single  biggest  cause  of  accidents  resulting  in  death 
or  injury  was  speed.  More  than  43.1  per  cent  of  the  deaths 
and  38.8  per  cent  of  the  injuries  were  blamed  on  speed. 
Second  largest  killer  was  the  driver  on  the  wrong  side  of 
the  road,  blamed  for  15.9  per  cent  of  the  deaths. 


Board  of  Obstetrics  and  Gynecology 

The  American  Board  of  Obstetrics  and  Gynecology  will 
hold  its  next  scheduled  examination  (Part  1),  written,  in 
various  cities  of  the  United  States  on  January  13,  1961. 

Reopened  candidates  are  required  to  submit  case  reports 
for  review  30  days  after  notification  of  eligibility.  Further 
information  may  be  obtained  from  Dr.  Robert  L.  Faulkner, 
2105  Adelbert  Road,  Cleveland  6. 
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American  Philanthropy  Up 
$700  Million 

American  philanthropy  totaled  $7,800,000,000  in  1959, 
$700,000,000  more  than  1958,  it  has  been  revealed  in 
"Giving,  USA,”  a publication  of  the  American  Association 
of  Fund-Raising  Counsel,  Inc.  (The  AAFRC  is  a nonprofit 
organization  of  31  professional  firms  specializing  in  direct- 
ing and  counseling  fund-raising  programs  in  the  United 
States  and  Canada.) 

Religion,  by  far  the  largest  recipient  of  American  giving, 
received  about  half  of  all  philanthropy,  while  education 
received  approximately  15  per  cent  and  health,  14  per  cent 
in  1959. 

Individuals  contributed  an  estimated  $6.1  billion  or 
approximately  78  per  cent  of  all  philanthropy,  while  corpo- 
rations accounted  for  $526  million,  a slight  increase  over 
1958.  Foundations  made  grants  of  $700  million,  an  increase 
of  36  per  cent  over  1958.  Charitable  bequests  totaled  $510 
million,  also  an  increase.  One  in  four  of  the  population, 
or  45  million  Americans,  volunteered  time  and  talent  to 
one  or  more  causes  in  1959,  an  increase  of  4 million. 


Rehabilitation  of  Alcoholics 
Benefits  Texas  Children 

"Eight  children  for  every  seven  patients" — this  is  the 
proportion  of  dependent  children  under  16  in  the  homes 
of  alcoholics  admitted  for  treatment  to  Texas  state  hospitals, 
reports  Spotlight  on  Alcoholism,  bulletin  of  the  Texas 
Commission  on  Alcoholism.  Even  this  proportion  does  not 
reflect  the  dependency  count  for  one  of  the  six  hospitals 
where  such  figures  are  not  available. 

During  the  18  months  ending  in  February,  I960,  2,920 
patients  (2,552  men,  368  women)  were  admitted  to  all 
hospitals.  Five  hospitals  reported  a total  of  3,293  dependent 
children  in  their  patients’  homes. 

Apparent  recovery  figures,  however,  show  steady  im- 
provement, the  bulletin  adds.  In  the  6 months  ending  in 
February,  apparent  recovery  stood  at  31.5  of  discharges 
compared  to  a 29-3  figure  for  the  same  period  last  year. 


Examination  for  Medical  Officers 

Competitive  examinations  for  appointment  of  physicians 
as  medical  officers  in  the  regular  corps  of  the  United 
States  Public  Health  Service  Commissioned  Corps  will  be 
held  throughout  the  United  States,  January  31-February  2, 
1961. 

Appointments  provide  opportunities  for  career  service  in 
clinical  medicine,  research,  and  preventive  medicine — public 
health.  Entrance  pay  for  assistant  and  senior  assistant  sur- 
geons with  dependents  is  nearly  $8,000  a year,  and  promo- 
tions are  made  at  rapid  intervals. 

Application  forms  may  be  obtained  by  writing  to  the 
Surgeon  General,  United  States  Public  Health  Service  (P), 
Washington  25,  D.  C.  Completed  application  forms  must 
be  received  no  later  than  December  2. 


New  Occupational  Diseases 
Increase  200  Each  Year 

Occupational  diseases,  which  now  number  approximately 
3,000,  are  increasing  at  the  rate  of  nearly  200  disease  en- 
tities each  year,  according  to  the  current  issue  of  Patterns 
of  Disease,  prepared  by  Parke,  Davis  & Company  for  the 
medical  profession.  These  diseases  presently  cause  a wage 
loss  of  $420,000,000  yearly — an  estimated  10  per  cent  of 
the  total  annual  United  States  wage  loss  attributable  to 
illness. 

Most  new  disease  entities  are  caused  by  new  chemical 
compounds  introduced  by  industry  at  the  rate  of  1 every 
24  minutes,  the  publication  reports.  Editors  of  Patterns 
point  out  that  some  new  occupational  diseases  are  patho- 
logic states  ordinarily  unrelated  to  working  which,  if  con- 
tracted because  of  working  circumstances,  become  occupa- 
tional diseases.  As  examples,  psittacosis,  brucellosis,  and  Q 
fever  may  be  classified  as  occupational  diseases  for  farmers, 
meat  packers,  and  stockyard  workers. 


TMA  Headquarters  Building  Appears 
On  Cover  of  Austin  Publication 

The  Texas  Medical  Association’s  Headquarters  Building 
in  Austin  at  19th  and  Lamar  Streets  appeared  on  the  cover 
of  the  October  issue  of  Austin  in  Action,  official  publica- 
tion of  the  Austin  Chamber  of  Commerce.  Featured  in  the 
issue  were  several  of  the  trade  associations  which  have 
contributed  to  the  economic  growth  of  the  city. 


Television  Series  Postponed 

Plans  for  the  new  weekly  television  series  "This  Week 
in  Medicine,”  which  was  announced  in  the  September 
Journal,  have  been  indefinitely  postponed,  according  to 
Schless  and  Company  of  New  York.  The  series  was  planned 
as  the  first  regular  use  of  television  channels  to  reach 
a professional  audience.  The  editorial  staff  and  medical 
consultants  of  Medical  News,  Inc.,  were  producers,  and 
CIBA  Pharmaceutical  Products,  Inc.,  was  the  sponsor. 

Higher  Incomes,  New  Medical  Skills 
Raise  Spending  for  Health  Services 

American  families  spent  5.4  per  cent  of  income,  after 
taxes,  for  health  care  services  and  products  in  1959,  ac- 
cording to  the  Health  Insurance  Institute. 

Five  years  ago,  the  ratio  of  health  expenditures  to  dis- 
posable personal  income  was  4.1  per  cent,  and  3 years 
ago  it  was  an  even  5 per  cent. 

The  slight  rise  in  the  proportion  of  net  income  spent 
for  health  was  recorded  by  government  economists  over  a 
5 year  period  marked  by  a new  array  of  medical  skills  and 
specialized  equipment — and  higher  prices  for  virtually 
everything  people  buy. 


Who  gets  gout?  A profile  of  the  typical  gout  patient  is 
given  in  the  current  issue  of  Patterns  of  Disease,  a Parke, 
Davis  & Company  publication.  The  patient  is  usually  male 
— ratio  of  men  to  women  with  gout  is  20  to  1 — and  older 
than  30  years  of  ago.  The  incidence  of  gout  today  is  "prob- 
ably the  same  as  it  was  in  the  last  century”  (0.6  per  cent). 
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PLANKS  FROM  THE  PARTY  PLATFORMS 


DEMOCRATIC 

Health 

. . . Propose  federal  aid  for  constructing,  expanding, 
and  modernizing  schools  of  medicine,  dentistry, 
nursing,  and  public  health. 

. . . Provide  scholarships  and  other  assistance  to  help 
offset  costs  of  medical  education. 

Medical 

. . . Step  up  medical  research  on  cancer,  heart  disease, 
arthritis,  mental  illness. 

. . . Summon  the  nation’s  most  distinguished  scien- 
tists in  the  fields  of  heart  disease  and  cancer  to  map 
a coordinated  long-run  program  for  the  prevention 
and  control  of  these  diseases. 


. . . Provide  increased  federal  support  for  psychiatric 
research  and  training,  and  for  community  health  pro- 
grams. 


Health  Care 

. . . Provide  medical  care  benefits  for  the  aged  under 
the  existing  social  security  insurance  system. 

"We  reject  any  proposal  which  would  require 
such  citizens  to  submit  to  the  indignity  of  a 
means  test.” 

. . . Provide  corresponding  benefits,  by  appropria- 
tions from  the  general  revenue,  for  older  people  not 
covered  by  social  security. 

. . . Raise  the  standards  in  nursing  homes  and  other 
institutions  for  the  aged. 

Food  & Drug 

. . . Review  the  practices  of  federal  agencies,  with 
an  eye  to  speedier  decisions. 

. . . Provide  the  money  and  the  authority  to  strength- 
en the  Food  & Drug  Administration. 

Hospitals  . 

. . . Expand  and  improve  the  Hill-Burton  hospital 
construction  program. 

. . . Provide  increased  (medical)  facilities,  including 
nursing  home  facilities,  for  all  needy  veterans. 


REPUBLICAN 

Manpower 

. . . Pledge  federal  help  in  building  schools  of  medi- 
cine, dentistry,  public  health,  and  nursing. 

. . . Provide  financial  aid  to  students  in  these  fields. 

Research 

. . . Pledge  continued  federal  support  for  a sound 
research  program  aimed  at  both  the  prevention  and 
cure  of  diseases,  including  mental  illness  . . . and 
for  radiological  medicine. 

. . . Apply  promptly  the  results  of  research. 

"We  believe  the  Federal  roles  in  research  to  be 
in  the  area  of  ( 1 ) basic  research  which  indus- 
try cannot  be  reasonably  expected  to  pursue,  and 
(2),  applied  research  in  fields  of  prime  con- 
cern such  as  . . . public  health.” 

. . . Endorse  federal  contracting  for  research. 

''(With)  allowance  for  reasonable  charges  for 
overhead  and  management.” 

. . . Back  international  health  research  programs. 

for  the  Aged 

. . . Provide  the  aged  needing  it,  on  a sound  fiscal 
basis  and  through  a contributory  system,  protection 
against  burdensome  medical  costs  . . . with  the  option 
of  purchasing  private  health  insurance. 

. . . Support  Federal-State  grant  programs  to  improve 
health,  welfare  and  rehabilitation  services  for  handi- 
capped older  persons. 

. . . Improve  standards  of  nursing  home  care. 

. . . Protect  the  personal  relationship  of  patient  and 
physician. 

Administration 

. . . Pledge  continued  strong  support  of  the  Food  & 
Drug  Administration. 

. . . Pledge  new  legal  weapons  for  the  Food  & Drug 
Administration. 

. . Veterans 

. . . Raise  the  standards  of  medical  care  for  veterans, 
with  increasing  emphasis  on  rehabilitation. 


Reprinted  from  page  51  of  September,  I960,  issue  of  New  Medical  Materia. 
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MEMORIAL 


Bibliography  on  Athletic  Injuries 

There  has  been  a growing  demand  for  information  on 
injuries  sustained  in  athletics.  The  following  material  may 
be  secured  from  the  Memorial  Library  of  the  Texas  Medical 
Association: 

Badgley,  C.  E.,  and  Hayes,  J.  T. : Athletic  Injuries  to  the 
Elbow,  Forearm,  Wrist  and  Hand,  Am.  J.  Surg.  98:432- 
446  (Sept.)  1959. 

Barber,  L.  B.,  Jr.:  Recommendation  of  a Superior  Mouth 
Guard  for  Intramural  Sports,  Med.  Bull.  U.  S.  Army  Europe 
14:176-179  (Aug.)  1957. 

Bennett,  G.  E. : Baseball  and  Other  Athletic  Injuries, 
Med.  Times  87:302-304  (Mar.)  1959. 

Bingham,  E.  L.:  Fractures  of  the  Humerus  from  Muscular 
Violence,  U.  S.  Armed  Forces  M.  J.  10:22-25  (Jan.)  1959- 

Burbacher,  C.  R.,  and  Wike,  D.:  Prevention  and  Man- 
agement of  Football  Injuries,  J.  Florida  M.  A.  45:407-413 
(Oct.)  1958. 

Clayton,  M.  L.,  and  Weir,  G.  J. : Experimental  Investi- 
gations of  Ligamentous  Healing,  Am.  J.  Surg.  98:373-378 
(Sept.)  1959. 

Daly,  J.  J. : Treatment  of  Athletes,  California  M.  88:441- 
442  (June)  1958. 

Dennison,  A.  D.,  Jr.:  Cardiovascular  Situations  Related 
to  Athletic  Injuries:  Their  Prevention  and  Treatment, 
J.  Indiana  M.  A.  51:39-42  (Jan.)  1958. 

Devas,  M.  B. : Stress  Fractures  of  the  Tibia  in  Athletes 
or  Shin  Soreness,  J.  Bone  Surg.  Brit.  40-B:227-239  (May) 
1958. 

DeVoe,  A.  G. : Injuries  to  the  Eye,  Am.  J.  Surg.  98:384- 
389  (Sept).  1959. 

Dye,  E.  R.:  Engineering  Research  on  Protective  Head- 
gear,  Am.  J.  Surg.  98:368-372  (Sept.)  1959. 

Fausset,  C.  B. : Neurological  Situations  Related  to  Athletic 
Injuries,  J.  Indiana  M.  A.  51:36-39  (Jan.)  1958. 

Frackelton,  W.  H. : Facial  Injuries  in  Sports,  Am.  J.  Surg. 
98:390-393  (Sept.)  1959. 

Gallagher,  J.  R. : About  People , Not  Injuries,  Am.  J. 
Surg.  98:332-336  (Sept.)  1959. 

Gladden,  J.  R.:  Boxer’s  Knuckle;  Preliminary  Report, 
Am.  J.  Surg.  98:388-397  (March)  1957. 

Gonzales,  T.  A.:  Fatal  Injuries  in  Competitive  Sports, 
J.A.M.A.  146:1506-1511  (Aug.  18)  1951. 

Harkness,  J.  T.:  Physical  Fitness  for  Sports,  Am.  J.  Surg. 
98:328-331  (Sept.)  1959- 

Keast,  R.  W. : Can  Skin  Diving  be  Made  Safe,  Am.  J. 
Surg.  98:506-508  (Sept.)  1959. 

Kraus,  H. : Evaluation  and  Treatment  of  Muscle  Function 
in  Athletic  Injury,  Am.  J.  Surg.  98:353-362  (Sept.)  1959. 

Kraus,  H.:  Prevention  and  Treatment  of  Ski  Injuries, 
J.A.M.A.  169:1414-1418  (March  28)  1959. 

Lichtman,  A.  L. : Traumatic  Injury  m Athletes,  Internat. 
Rec.  M.  170:322-326  (May)  1957. 

Lipscomb,  A.  B.:  Management  of  Knee  Injuries  in  Ath- 
letes, J.  Tennessee  M.  A.  51:369-372  (Sept.)  1959- 

McCown,  I.  A.:  Boxing  Injuries,  Am.  J.  Surg.  98:509- 
516  (Sept.)  1959. 

McCown,  I.  A.:  Protecting  the  Boxer,  J.A.M.A.  1 69 : 
1409-1413  (March  28)  1959- 

McDougall,  A.:  Some  Athletic  Injuries  and  Their  Treat- 
ment, Physiotherapy  43:38-42  (March)  1957. 


Manning,  K.  R. : Utilization  of  Physical  Measures  in  the 
Treatment  of  Athletic  Injuries,  J.  Indiana  M.  A.  51:32-35 
(Jan.)  1958. 

Moritz,  J.  R. : Ski  Injuries,  Am.  J.  Surg.  98:493-505 
(Sept.)  1959. 

Munger,  G.  A.:  Remarks  to  the  American  College  of 
Sports  Medicine,  Atlantic  City,  June  5,  1955,  J.  Lancet 
77:85-86  (March)  1957. 


U- 


Murphey,  F.,  and  Simmons,  J.  C.:  Initial  Management 
of  Athletic  Injuries  to  the  Head  and  Neck,  Am.  J.  Surg. 
98:379-383  (Sept.)  1959. 

Norman,  W.  H. : Orthopedic  Injuries  in  Athletics:  Treat- 
ment and  Prevention,  J.  Indiana  M.  A.  51:30-32  (Jan.) 
1958. 

O’Donoghue,  D.  H.:  Injuries  to  the  Knee,  Am.  J.  Surg. 
98:463-476  (Sept.)  1959. 

O’Donoghue,  D.  H.:  Prevention  and  Treatment  of  Acute 
Ligament  Injuries  in  Athletes,  GP  16:74-81  (Aug.)  1957. 

O’Donoghue,  D.  H. : Surgical  Treatment  of  Injuries  to 
Ligaments  of  the  Knee,  J.A.M.A.  169:1423-1431  (March 
28)  1959. 

O’Donoghue,  D.  H.:  Treatment  of  Injuries  to  Athletes, 
Northwest  Med.  57:1433-1438  (Nov.)  1958. 

Patton,  R : Football  Injuries  in  a Big  Ten  University, 
Postgrad.  Med.  25:702-707  (June)  1959. 

Quigley,  T.  B.:  Fractures  and  Ligament  Injuries  of  the 
Ankle,  Am.  J.  Surg.  98:477-483  (Sept.)  1959. 

Quigley,  T.  B.:  Injuries  Sustained  in  Sport ; a National 
Problem,  Student  M.  7:22-25  (Dec.)  1958. 

Quigley,  T.  B. : Management  of  Ankle  Injuries  Sustained 
in  Sports,  J.A.M.A.  169:1431-1436  (March  28)  1959. 

Rachun,  A.:  Protective  Football  Equipment,  Am.  J.  Surg. 
98:363-367  (Sept.)  1959. 

Rachun,  A.:  Some  Guiding  Principles  in  Handling  In- 
juries of  College  Football  Players,  Student  M.  5:79-82 
(April)  1957. 

Rawlinson,  K. : Place  of  Trainer  in  Modern  Athletics, 
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Am.  J.  Surg.  98:337-342  (Sept.)  1959. 

Reid,  S.  E.,  and  Schiffbauer,  W. : Role  of  Athletic 
Trainers  in  Prevention,  Care,  and  Treatment  of  Injuries, 
J.  Lancet  77:83-84  (March)  1957. 

Reno,  J.  H. : Athletic  Injuries  of  the  Pelvis,  Hip  and 
Thigh,  Am.  J.  Surg.  98:451-456  (Sept.)  1959- 

Rigos,  F.  J.,  and  Gross,  K.  E.:  Ski  Injuries,  Northwest 
Med.  56:1315-1317  (Oct.)  1957. 

Ryan,  A.  J.:  Organized  Medicine  and  Athletics:  Role  of 
AMA  Committee  on  Injury  in  Sports,  Am.  J.  Surg.  98:325- 
327  (Sept.)  1959- 

Savage,  J.  L. : Northwestern  University  Intramural  Ath- 
letic Injuries,  Quart.  Bull.  Northwestern  Univ.  M.  School 
32:32-34  (Spring)  1958. 

Slocum,  D.  B.:  Mechanics  of  Common  Football  Injuries, 
J.A.M.A.  169:1640-1646  (Aug.  1)  1959. 

Slocum,  D.  B.:  Mechanics  of  Some  Common  Injuries 
to  Shoulder  in  Sports,  Am.  J.  Surg.  98:398-422  (Sept.) 
1959. 

Thorndike,  A.:  Frequency  and  Nature  of  Sports  Injuries, 
Am.  J.  Surg.  98:316-324  (Sept.)  1959. 

Thorndike,  A.:  Prevention  of  Injuries  in  College  Ath- 
letics, J.A.M.A.  169:1405-1409  (March  28)  1959- 

Thorndike,  A.:  Trauma  of  Athletics,  New  England  J. 
Med.  246:335-339  (Feb.  28)  1952. 

Tucker,  W.  E. : Hazards  of  Winter  Sports,  Practitioner 
179:689-697  (Dec.)  1957. 

Urist,  M.  R.:  Treatment  of  Dislocations  of  the  Acro- 
mioclavicular Joint,  Am.  J.  Surg.  98:423-431  (Sept.) 
1959. 

Vermooten,  V.:  Sports  Injuries  to  the  Genitourinary 
Tract,  Am.  J.  Surg.  98:457-462  (Sept.)  1959- 

Wedlick,  L.  T. : Sports  Injuries,  Med.  J.  Australia  1:800- 
801  (June  13)  1959. 

Williams,  R.  D.,  and  Patton,  R. : Athletic  Injuries  to 
the  Abdomen  and  Thorax,  Am.  J.  Surg.  98:447-450 
(Sept.)  1959. 


Books  Newly  Acquired 

Adriani,  John:  Pharmacology  of  Anesthetic  Drugs,  ed. 
4,  Springfield,  111.,  Charles  C Thomas,  I960. 

Advances  in  Internal  Medicine:  vol.  10,  New  York, 
Interscience  Publishers,  I960. 

American  College  of  Surgeons:  A Catalogue  of  the 
H.  Winnett  Orr  Historical  Collection  and  Other  Rare 
Books  in  the  Library  of  the  American  College  of  Surgeons, 
Chicago,  American  College  of  Surgeons,  I960. 

American  Medical  Association:  Proceedings  of  the  Na- 
tional Conference  on  the  Medical  Aspects  of  Sports,  Chi- 
cago, American  Medical  Association,  1959- 

American  Ophthalmological  Society:  Transactions,  Nine- 
ty-Fifth Meeting,  1959- 

Anderson,  W.  A.  D.:  Synopsis  of  Pathology,  ed.  5,  St. 
Louis,  C.  V.  Mosby,  I960. 

Barsky,  A.  J. : Congenital  Anomalies  of  the  Hand  and 
Their  Surgical  Treatment,  Springfield,  111.,  Charles  C 
Thomas,  1958. 

Belisario,  J.  C.:  Cancer  of  the  Skin,  London,  Butterworth 
& Co.,  1959. 

Chapman,  J.  S.:  Anonymous  Mycobacteria  in  Human 
Disease,  Springfield,  111.,  Charles  C Thomas,  I960. 

Ciba  Foundation  Symposium:  Cellular  Aspects  of  Im- 
munity, Boston,  Little,  Brown  & Co,  I960 

Davis,  A.  W. : Dr.  Kelly  of  Hopkins,  Surgeon,  Scientist, 
Christian,  Baltimore,  Johns  Hopkins  Press,  1959. 

Gofman,  J.  W. : Coronary  Heart  Disease,  Springfield, 
111.,  Charles  C Thomas,  1959. 


Health  Insurance  Council:  Surgical  Procedures  Classifi- 
cation and  Nomenclature,  for  Use  in  Connection  with 
Surgical  Expense  Insurance,  1956,  New  York,  Health  In- 
surance Council,  1956. 

Hudson,  J.  D.:  Hospital  Districts  and  Authorities  in  the 
United  States,  John  Douglas  Hudson,  I960. 

Josiah  Macy,  Jr.,  Foundation:  Glaucoma  Transactions, 
New  York,  Josiah  Macy,  Jr.  Foundation,  1956. 

Levine,  H.  D.:  Cardiac  Emergencies  and  Related  Dis- 
orders, New  York,  Landsberger  Medical  Books,  I960. 

Louisell,  D.  W.,  and  Williams,  H.:  Trial  of  Medical 
Malpractice  Cases,  Albany,  N.  Y.,  Matthew  Bender  & Co., 
1960. 

Mandarino,  M.  P. : Chemical  Osteosynthesis  in  Ortho- 
paedic Surgery,  Springfield,  111.,  Charles  C Thomas,  I960. 

Parkinson,  R.  H. : Tonsil  and  Allied  Problems,  New 
York,  MacMillan,  1951. 

Rawcliffe,  D.  R.:  Illustrations  and  Delusions  of  the 
Supernatural  and  the  Occult  ( Psychology  of  the  Occult), 
New  York,  Dover  Publications,  1959. 

Rose,  H.  M.,  ed. : Viral  Infections  of  Infancy  and  Child- 
hood, New  York,  Hoeber-Harper,  I960. 

Scher,  S.  C.,  and  Davis,  H.  R.,  eds. : Out-Patient  Treat- 
ment of  Schizophrenia;  A Symposium,  New  York,  Grune 
& Stratton,  I960. 

Seven,  M.  J.,  and  Johnson,  L.  A.:  Metal-binding  in 
Medicine,  Philadelphia,  J.  B.  Lippincott,  I960. 


Gifts  to  the  Library 

Dr.  Morris  Davidson,  Austin,  15  journals;  17  bulletins; 
2 pamphlets. 

Dr.  Henry  L.  Hilgartner,  Austin,  70  journals;  6 reprints. 

Dr.  Lang  F.  Holland,  Austin,  256  journals. 

Dr.  Sam  N.  Key,  Jr.,  Austin,  43  journals. 

Dr.  Marjorie  Lawlis,  Austin,  40  books. 

Drs.  Georgia  and  Carey  F.  Legett,  Austin,  155  journals. 

Mr.  Dan  Lehman,  Austin,  19  journals. 

Dr.  Walter  Long,  Austin,  12  books;  8 journals. 

Dr.  Morris  E.  Malakoff,  Laredo,  178  journals. 

Dr.  Robert  G.  McCorkle,  Austin,  7 journals. 

Dr.  Berthold  H.  Reinarz,  Austin,  256  journals;  180 
pamphlets. 

Dr.  M.  Rogers,  Rule,  23  journals. 

Dr.  Benjamin  F.  Simms,  Austin,  323  journals. 

Dr.  C.  M.  White,  Beaumont,  30  books. 

Dr.  David  R.  Womack,  Austin,  35  journals;  14  pam- 
phlets. 

Rugeley  and  Blasingame  Clinic,  Wharton,  books  and 
journals. 


Book  Notes 

A Dictionary  for  Medical  Secretaries 

Isabel  Alice  Stanton,  Secretary,  Director  of  Graduate 
Training,  Baylor  University  College  of  Dentistry;  Secretary, 
Coordinator  of  Internal  Medicine,  Division  of  Graduate 
Medicine,  University  of  California,  Los  Angeles.  175  pages. 
S6.50.  Springfield,  111.  Charles  C Thomas,  I960. 

This  dictionary  is  a helpful  and  authoritative  publica- 
tion. The  list  of  irregular  words  included  in  the  book  are 
of  particular  value  in  dictaphone  typing,  in  which  pro- 
nounciation  is  not  always  clear.  Most  of  the  more  fre- 
quently used  works  are  included  and  explained  in  such  a 
way  that  even  a beginning  medical  secretary  should  be  able 
to  understand  them. 

— R.  C.  Jordan,  M.D.,  Austin. 
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★ American 

Medical  Association 


New  Developments  in  Old  Diseases 
Theme  of  AMA  Clinical  Session 

The  theme  "New  Developments  in  Old  Diseases  and 
Old  Developments  in  New  Diseases,”  will  be  stressed  at 
the  fourteenth  clinical  meeting  of  the  American  Medical 
Association  in  Washington,  November  28-December  1. 

Participants  will  include  proponents  of  both  sides  when 
different  views  exist  on  the  management  of  a disease  or 
medical  condition.  For  example,  should  tonsils  be  removed 
when  mildly  diseased  or  only  when  they  are  badly  dis- 
eased? 

The  patient's  side  also  will  be  heard  on  one  symposium. 
Clarence  B.  Randall,  an  industrialist  and  special  assistant 
to  President  Eisenhower,  will  talk  on  coronary  disease  from 
the  patient’s  viewpoint. 

Other  participants  and  their  topics  on  this  panel  will 
be  the  following: 

Dr.  A.  Carlton  Ernstene,  Cleveland,  moderator;  Dr. 
Thomas  W.  Mattingly,  Washington,  D.  C.,  "Can  Coronary 
Patients  Be  Predicted  by  Clinical  or  Physiologic  Measure- 
ments?”; Dr.  Donald  S.  Fredrickson,  Bethesda,  Md.,  "Fat 
Metabolism  as  a Background  to  the  Development  of  Cor- 
onary Atherosclerotic  Disease”;  Dr.  Victor  A.  McKusick, 
Baltimore,  "Genetic  Background  of  Patients  with  Coronary 
Vascular  Disease”;  Dr.  Eugene  A.  Stead,  Jr.,  Durham, 
N.  C.,  "Management  of  the  Dietary  and  Psychologic  Prob- 
lems of  the  Patient  with  Coronary  Disease.” 

The  problem  of  management  of  nodules  will  be  discussed 
in  three  panels  concerned  with  breast  nodules,  the  solitary 
pulmonary  nodule,  and  nodules  of  the  neck. 

Members  of  another  panel  will  discuss  recent  advances 
in  the  use  of  antibiotics  and  steroids,  and  additional  sym- 
posia will  cover  topics  in  obstetrics-gynecology,  pediatrics, 
edema,  cirrhosis  and  liver  diseases,  renal  problems,  osteo- 
porosis, thyrotoxicosis,  eye  problems,  orthopedic  surgery 
and  trauma,  clinical  nutrition,  and  bronchopulmonic  dis- 
ease. 

All  of  the  scientific  sessions  will  be  held  at  the  District 
of  Columbia  National  Guard  Armory.  Starting  at  9:30  a.m., 
November  28,  the  sessions  will  continue  until  11:30  a.m., 
December  1. 

There  will  be  approximately  125  exhibits  in  the  Armory, 
with  special  demonstration  exhibits  on  fractures  and  prob- 
lems in  delivery.  Also,  there  will  be  more  than  100  ex- 
hibits in  the  industrial  exhibition,  in  which  the  products, 
services,  and  aids  provided  by  industry  to  physicians  and 
their  patients  will  be  displayed. 

Medical  motion  pictures  will  be  shown,  as  well  as  col- 
ored television  showings  originating  in  Georgetown  Uni- 
versity Hospital.  Six  1 hour  television  presentations  will  be 
devoted  to  dermatology,  pediatrics,  emergency  treatment  of 
major  injuries,  newer  methods  of  surgical  treatment  of 
peptic  ulcer,  orthopedics,  and  pathology. 

The  personal  physician  to  President  Eisenhower,  Maj. 
Gen.  Howard  McC.  Snyder,  MC,  USA,  will  be  guest  of 
honor  at  the  House  of  Delegates  dinner,  November  28. 
President  Eisenhower  has  been  invited  and  will  attend  if 
his  official  schedule  permits. 

For  further  information  concerning  the  clinical  session, 
those  interested  may  write  to  Mr.  Leo  E.  Brown,  Director, 
Communications  Division,  American  Medical  Association, 
535  N.  Dearborn,  Chicago  10. 


^ Woman’s  Auxiliary 


Auxiliary  School  of  Instruction, 

Board  Meeting  Draws  157 

Approximately  157  attended  the  Woman’s  Auxiliary 
1960-1961  Fall  Executive  Board  meeting,  September  15, 
and  the  School  of  Instruction,  September  16,  at  the  Texas 
Medical  Association’s  Headquarters  Building  in  Austin. 

"Alertness  and  Action  for  Achievement”  was  the  theme 
stressed  during  the  meetings. 

Among  the  events  of  the  Fall  Executive  Board  Meeting 
were  the  report  given  by  Mrs.  William  C.  Barksdale  of 
Borger,  President-Elect  of  the  Auxiliary,  on  the  July  AMA 
Woman’s  Auxiliary  Meeting  and  the  presentation  of  the 
county  presidents,  presidents-elect,  council  women,  council 
women-elect,  and  committee  members.  Plans  and  reports 
were  given  by  the  officers  and  chairmen. 

A "get  acquainted  hour”  was  given  Thursday  evening  by 
Mrs.  Ramsay  H.  Moore,  President  of  the  Auxiliary.  This 
was  followed  by  an  auxiliary  dinner  during  which  members 
of  the  Travis  County  Auxiliary  presented  a skit  on  public 
relations. 

A highlight  of  the  School  of  Instruction,  for  which 
Mrs.  James  A.  Hallmark,  Fort  Worth,  chairman  of  the 
meeting,  presided,  was  a talk  by  Dr.  Mayo  Tenery,  Waxa- 
hachie,  Councilor  for  District  14.  His  subject  was  "Ethics 
for  the  Doctor’s  Wife.”  Mr.  Brad  Smith,  director  of  the 
Governor’s  Highway  Safety  Commission  gave  a talk  on 
safety. 

A roundtable  discussion  was  held  with  the  county  presi- 
dents, council  women,  and  council  women-elect  participat- 
ing, after  which  a luncheon  was  held  in  the  TMA  head- 
quarters building. 

During  the  afternoon  session,  a skit  on  public  relations 
entitled  "The  After  Five  Routine”  was  given.  Dr.  May 
Owen,  President  of  the  Texas  Medical  Association,  gave 
a talk  on  "Partners  in  Medical  Care.” 


Association  Headquarters  Building 
Pictured  on  AMEF  Christmas  Card 

The  accompanying  illustration  shows  the  Texas  Medical 
Association  headquarters  building  as  it  appears  on  the 
Christmas  card  being  sold  for  the  benefit  of  the  American 
Medical  Education  Foundation  by  the  Woman’s  Auxiliary. 
Orders  may  be  placed  with  Mrs.  Ben  H.  Griffin,  Frost, 
Texas;  a box  of  25  cards  costs  $2.50. 
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457  Attend  PR  Conference  at  TMA 
Headquarters  in  Austin 


Better  public  relations  for  doctors  was  stressed  at  the 
sixth  annual  Public  Relations  Conference,  September  17, 
at  the  Texas  Medical  Association’s  Headquarters  Building 
in  Austin. 

Five  outstanding  guest  speakers,  a panel  discussion  on 
"What’s  New  in  County  Society  PR,”  numerous  committee 
and  council  meetings,  presentation  of  the  General  Practi- 
tioner of  the  Year  award,  and  the  Texas-Nebraska  football 
game  attracted  a total  of  457  registrants,  including  167 
orientees  who  attended  the  Orientation  Program,  held  sim- 
ultaneously with  the  Public  Relations  Conference. 


Leading  the  slate  of  speakers  were  Rev.  Charles  Well- 
born, Waco,  pastor,  Seventh  and  James  Baptist  Church;  Dr. 
Kenneth  W.  Haagensen,  Milwaukee,  director  of  public  re- 
lations, Allis-Chalmers  Manufacturing  Company;  Claude 
Robinson,  Ph.D.,  Princeton,  N.  J.,  founder  and  chairman  of 
the  Executive  Committee,  Opinion  Research  Corporation; 
Dr.  Walter  S.  Wiggins,  Chicago,  secretary,  Council  on 
Medical  Education  and  Hospitals,  American  Medical  Associ- 
ation; and  Ed  Wimmer,  Cincinnati,  vice-president,  National 
Federation  of  Independent  Business. 

One  of  the  highlights  Saturday  was  the  presentation  of 


a.  Physicians  attending  the  Public  Relations  and  Ori- 
entation programs  queue  up  at  registration  booth. 

b.  Drs.  May  Owen  and  Russell  Deter,  Association 
President  and  Vice-President,  respectively,  confer  with 
Auxiliary  President,  Mrs.  Ramsay  H.  Moore,  right. 

e.  Conference  attendants  enjoy  a luncheon  conver- 
sation. 

d.  Dr.  Herbert  Bailey,  Dallas,  awards  one  of  two  cita- 
tions given  by  the  American  Medical  Education  Founda- 
tion to  Dr.  L.  M.  Williams,  Beaumont,  representing  Jef- 
ferson County  Medical  Society. 

e.  Mr.  Ed  Wimmer,  vice-president  of  the  National 
Federation  of  Independent  Business,  was  final  speaker 
of  the  day-long  conference. 


f.  Dr.  Joe  R.  Donaldson,  Pampa,  and  Dr.  James  A. 
Hallmark,  Fort  Worth,  left,  exchange  ideas  with  guest 
speakers  Claude  Robinson,  Ph.D.,  and  Kenneth  Haagen- 
sen, right. 

g.  Auxiliary  members  serve  coffee  during  a recess. 

h.  Dr.  Elbert  Dean  Rice  of  Tyler  (foreground)  accepts 
award  of  General  Practitioner  of  the  Year  for  1960  from 
Dr.  Robert  H.  Bell  of  Palestine. 

i.  Associate  memberships  in  the  Southern  Medical 
Association  are  presented  by  Dr.  Robert  D.  Moreton 
(center)  to  C.  Lincoln  Williston  and  Donald  M.  Ander- 
son (left)  and  to  Philip  R.  Overton  (extreme  right)  in 
recognition  of  "meritorious  service  rendered  the  medical 
profession  and  humanity."  Dr.  Milford  O.  Rouse,  Dallas, 
second  from  right,  looks  on. 
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a plaque  to  Dr.  Elbert  D.  Rice  of  Tyler,  elected  by  the 
House  of  Delegates  in  April  as  General  Practitioner  of 
the  Year.  The  presentation  was  made  by  Dr.  Robert  H. 
Bell,  Palestine. 

Two  motion  pictures  were  shown.  Their  titles  were  "I 
Am  A Doctor”  and  "The  Silent  Witness.”  The  former  sur- 
veyed the  variety  of  medical  careers  available  to  every 
qualified  student;  the  latter  demonstrated  the  importance 
of  using  chemical  tests  to  determine  the  amount  of  alcohol 
in  the  blood  of  a person  charged  with  drunken  driving. 

Dr.  Herbert  Bailey  of  Dallas  presented  American  Medi- 
cal Education  Foundation  citiations  to  ten  county  medical 
societies  which  had  given  100  per  cent  support  to  last 
year’s  campaign.  They  were:  Jefferson  County  (2  citations), 
Angelina  County,  Collin  County,  Erath-Hood-Somervell 
Counties,  Gregg  County,  Hardeman-Cottle-Foard-Motley 
Counties,  Liberty-Chambers  Counties,  Palo  Pinto-Parker- 
Young-Jack  Archer  Counties,  Top  o’  Texas  (Gray-Hansford- 
Hemphill- Lipscomb -Roberts -Ochiltree  - Hutchinson  - Carson 
Counties),  and  Victoria-Calhoun-Goliad  Counties. 

Dr.  Bailey  also  cited  the  work  of  three  individuals  from 
Houston:  Drs.  Everett  L.  Goar,  Stuart  A.  Wallace,  and 
Jane  Telford.  These  physicians  will  be  honored  by  the 
Harris  County  Medical  Society  at  its  October  meeting. 

Approximately  306  tickets  were  sold  through  the  Associ- 
ation to  physicians  and  their  guests  for  the  University  of 
Texas-University  of  Nebraska  football  game,  played  in  Aus- 
tin Saturday  night.  Prior  to  the  game,  Charles  O.  Finley 
and  Company  gave  a reception  in  the  Driskill  Hotel,  from 
which  the  company  provided  chartered  buses  to  the  stadium. 

Guest  Presentations 

The  five  guest  speakers  previously  named  addressed  a 
combined  audience  of  orientees  and  visitors  attending  the 
public  relations  conference. 

Rev.  Charles  Wellborn:  "PR  Makes  a Difference" 

All  public  relations,  according  to  Rev.  Wellborn,  is  based 
upon  two  facts : ( 1 ) not  1 out  of  1 ,000  knows  a good 
thing  when  he  sees  it,  but  has  to  be  sold  on  it,  and  (2) 
it  is  the  quality  of  public  relations  that  makes  the  differ- 
ence in  acceptance  or  rejection. 

Rev.  Wellborn  cited  the  five  following  don’ts  for  good 
public  relations : ( 1 ) don’t  rush,  ( 2 ) don’t  be  afraid  to 
make  a mistake,  (3)  don’t  think  what  you’re  doing  has 
to  be  the  biggest  job  for  you  to  do  your  best,  (4)  don’t 
think  you  have  to  be  different  just  for  the  sake  of  being 
different,  and  (5)  don’t  be  afraid  to  tell  your  story  re- 
peatedly. 

In  elaborating  on  the  points,  Rev.  Wellborn  said  that 
many  people  were  afraid  to  take  on  additional  responsibility 
because  of  making  a mistake.  If  you  are  doing  the  best 
job  you  know  how,  he  commented,  people  will  forget  the 
mistakes  you  make  and  just  remember  the  good  you  did. 
He  said  that  what  often  looks  like  a little  job  turns  out  to 
be  an  important  one,  so  that  one  shouldn't  wait  for  a 
big  job  to  do  his  best.  Rev.  Wellborn  said  that  sometimes 
the  reason  we  do  things  the  way  our  forefathers  did  was 
because  that  is  the  best  way  to  do  them;  therefore,  there 
is  no  need  to  be  different  just  to  be  different.  Repetition, 
he  said,  is  often  a good  device.  If  people  are  told  something 
often  enough,  they  will  start  believing  it. 

Kenneth  Haagensen: 

"Do  They  Know  Anything  Good  About  You?" 

Propounding  truth  and  positive  rather  than  negative 
public  relations,  Mr.  Haagensen  advised  that  good  sound 


public  relations  can  help  prevent  "fire  from  coming  up  and 
taking  place.” 

The  public  relations  director  of  Allis  Chalmers  Manu- 
facturing Company,  noting  the  physician’s  struggle  against 
socialized  medicine,  declared  that  the  fire  fighting  basis 
would  be  long  and  expensive. 

Citing  his  own  "daffynition”  of  public  relations,  Haagen- 
sen pictured  some  public  relations  projects  as  "deodorant 
spread  around  where  it  stinks.”  This,  he  said,  would  not 
work.  The  complete  goal  of  good  public  relations  is  under- 
standing, and  understanding  must  be  reached  with  the 
public,  which  in  his  company  consists  of  ( 1 ) employees 
(he  named  the  most  important  public),  (2)  neighbors, 
(3)  dealer-distributors,  (4)  shareholders,  (5)  customers, 
(6)  suppliers,  (7)  editors,  associations,  professional  groups, 
(8)  government — local,  state,  and  national,  and  (9)  the 
general  public.  For  the  physician,  the  list  would  change 
little,  he  said. 

With  truth,  the  facts,  and  a good  complete  communica- 
tions program,  the  individual  can  reach  the  goal  of  under- 
standing— good  public  relations.  This  program,  he  con- 
cluded, begins  with  the  individual  doctor — who  can  be  the 
bulwark  in  public  relations. 

Claude  Robinson:  "The  Political  Challenge  to  Medicine" 

Mr.  Robinson  likened  the  problem  doctors  have  in  op- 
posing socialized  medicine  to  a merchandising  problem. 
Experience  already  gained  in  merchandising  can  be  used. 
The  keys  to  successful  merchandising,  he  stated,  are  to 
have  a better  product  than  the  competitor  and  to  sell  it 
better  than  the  competitor.  The  "medical  product”  is  good, 
physicians  know.  Nevertheless,  "it  is  what  the  public  thinks 
that  counts.” 

On  the  whole,  the  public  thinks  favorably  of  doctors 
and  medicine.  In  fact,  in  a recent  survey  61  per  cent  of 
people  questioned  rated  physicians  higher  than  members  of 
any  other  profession.  Despite  this,  there  are  persistent  sore 
spots.  One-fourth  of  those  surveyed  said  there  were  not 
enough  hospitals.  Forty-four  per  cent  had  had  unpleasant 
medical  experiences,  mostly  concerned  with  improper  diag- 
nosis. Another  22  per  cent  complained  that  physicians  were 
too  busy  to  see  them,  and  15  per  cent  that  doctors  fre- 
quently made  them  wait.  Another  charge  was  that  physicians 
are  "money-minded”;  22  per  cent  said  that  doctors  often 
charge  more  than  expected.  Finally,  14  per  cent  thought 
that  physicians  tend  to  conceal  the  facts. 

Thus,  although  the  product  is  good,  it  can  be  made 
better. 

"Good  products  do  not  sell  themselves;  even  bath  tubs 
had  to  be  sold.  Your  opposition  is  clever.  They  magnify 
the  need  and  declare  that  they  are  for  the  good  ends.  Thus, 
40  per  cent  of  the  people  questioned  say  that  government 
should  take  the  lead  in  advancing  the  nation’s  health,  as 
opposed  to  24  per  cent  who  think  that  organized  medicine 
— the  American  Medical  Association — should  take  the 
lead.” 

The  medical  profession  must  get  into  its  "sell.”  Physi- 
cians must  recognize  the  needs  that  exist  and  create  volun- 
tary means  to  meet  them.  They  must  demonstrate  con- 
stantly their  concern  about  these  needs  and  must  show  that 
they  are  service  minded. 

Nothing  is  stronger  than  face-to-face  selling,  Mr.  Robin- 
son emphasized.  American  doctors  are  in  an  extraordinary 
position  in  terms  of  personal  selling.  The  approximately 
165,000  physicians  in  the  country  are  in  intimate  contact 
with  people  who  trust  them  more  than  they  criticize  them. 
The  political  challenge  to  medicine  is  crucial  not  only  to 
the  existence  of  medical  practitioners,  but  also  to  the  wel- 
fare of  the  people. 
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Dr.  Walter  S.  Wiggins:  "Securing  Our  Successors" 

In  1958,  Dr.  Wiggins  said,  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  Medical  Association 
asked  60  experts — producers  and  transmitters  of  medical 
knowledge — the  question,  "How  many  physicians  will  be 
needed  for  the  future?”  The  consensus  was  that  the  present 
proportion  of  132  physicians  for  each  unit  of  100,000  gen- 
eral population,  though  far  from  ideal,  should  be  main- 
tained. To  care  for  the  235,000,000  people  who,  it  is 
estimated,  will  inhabit  the  United  States  by  1975,  will  re- 
quire 3,000  additional  graduates  of  medical  schools  in 
this  country  each  year.  This  figure  presupposes  that  the 
same  number  of  physicians  will  be  received  annually  from 
foreign  countries. 

That  existing  medical  schools  could  expand  to  meet  one- 
half  the  need  for  these  3,000  additional  physicians  per 
year  is  a broad  assumption,  for  there  is  no  specific  plan 
to  make  it  a reality,  Dr.  Wiggins  stated.  There  remains 
the  need  for  15  new  medical  schools:  this  is  probably  the 
greatest  challenge  to  be  met  if  physicians  are  to  provide 
for  their  successors. 

The  means  for  establishing  medical  teaching  facilities  will 
be  found,  but  they  will  be  useless  unless  enough  young 
men  and  women  are  recruited  to  use  them,  Dr.  Wiggins 
reminded.  Medicine  has  never  been  an  easy  profession. 
Modern  medicine  is  even  more  complex,  and  requires 
expenditure  of  much  time  and  money.  The  steady  increase 
in  the  number  of  college  graduates  has  not  been  great 
enough  to  offset  the  decline  of  applicants  to  medical  schools. 

Physicians  must  tell  medicine’s  story  to  young  people. 
Others — engineers,  physicists,  chemists — are  participating  in 
carefully  planned  recruitment  programs.  In  addition,  ways 
must  be  found  to  make  it  financially  possible  for  young 
people  to  study  medicine. 

Ed  Wimmer: 

"How  Much  Socialism  in  Tomorrow's  Capitalism" 

Mr.  Wimmer  stated  that  fighting  socialized  medicine  is 
a daily  task  and  that  the  physician  and  the  small  business 
man  are  the  remaining  bulwarks  in  the  path  of  com- 
munism in  the  United  States — or  anywhere  else. 

The  medical  profession  in  the  future  will  be  only  as 
good  as  its  membership,  and  as  good  as  its  membership 
makes  its  public  relations.  Mr.  Wimmer  called  the  picture 
"Vigil  in  the  Night”  the  best  he  had  ever  seen  on  public 
relations.  "Yet  I walk  into  doctors’  offices  today,  and  that 
picture  is  absent.” 

One  of  the  best  things  a doctor  can  do,  Mr.  Wimmer 
stated,  is  to  let  the  patient  know  when  he  prescribes  an 
expensive  drug  that  it  will  cost  approximately  so  much 
but  that  it  will  have  him  back  on  his  feet  in  a couple  of 
days,  whereas  a less  costly  drug  might  require  a week  or 
a period  of  hospitalization.  Too  few  physicians  take  the 
time  to  do  this. 

After  a 3 Vi  hour  debate  at  the  University  of  Miami, 
Mr.  Wimmer  asked  the  2,000  students  present  how  many 
had  discussed  the  subject  of  private  enterprise  with  their 
fathers.  Only  2 or  3 indicated  that  they  had.  That  night 
at  the  county  medical  society  meeting  at  which  he  spoke, 
he  asked  members  how  many  had  discussed  socialized  medi- 
cine with  their  sons;  not  one  had. 

"People  in  Texas  show  up  as  bad  as  people  in  any  other 
state  of  the  Union  in  polls.  Sixty-one  per  cent  of  the  popu- 
lation say  that  government  should  take  over  all  big  busi- 
nesses, all  big  banks.  Fifty-one  per  cent  voted  for  the 
Communist  theory,  as  against  the  American  theory,  and  37 
per  cent  voted  for  police  tapping  of  phones.” 


Panel  Session: 

"What's  New  in  County  Society  PR" 

Dr.  Foy  H.  Moody  of  Corpus  Christi  was  moderator  for 
a panel  discussion  on  new  techniques  in  county  medical 
society  public  relations  programs.  Panel  participants  in- 
cluded Dr.  Travis  Smith,  Abilene;  Dr.  William  M.  Sherrill, 
Houston;  Dr.  David  H.  Allen,  Wichita  Falls;  Miss  Mary 
Jane  Kibler,  Chicago;  Dr.  H.  L.  Steinbach,  Brenham;  and 
Dr.  Jack  F.  McKemie,  Corpus  Christi. 

Dr.  Travis  Smith:  "Physician-Minister  Liaison" 

Dr.  Smith  described  the  collaboration  of  physicians  and 
ministers  in  his  home  community,  Abilene,  in  the  care 
of  patients.  Several  years  ago  a hospital  chaplain  at  Hen- 
drick Memorial  Hospital  began  his  work  quietly,  and  he 
gradually  gained  the  trust  of  the  medical  staff.  Among  his 
accomplishments  was  a one-day  conference  for  ministers 
who  work  at  the  hospital;  occasionally  at  such  sessions  a 
panel  discussion  would  be  given  in  which  both  doctors 
and  ministers  participated. 

The  idea  evolved  of  a combined  meeting  of  the  entire 
staff  of  the  hospital  with  the  ministers.  Ninety-three  per- 
sons attended  the  banquet,  at  which  all  religious  denomi- 
nations were  represented  except  one.  For  next  year’s  pro- 
gram, this  will  be  rectified,  it  is  hoped. 

Many  who  attended  the  meeting  commented  on  its  value, 
and  there  is  a new  realization  that  both  professions  need 
to  work  together  for  the  patient’s  benefit. 

Dr.  William  M.  Sherrill: 

"Communicating  with  Our  Publics" 

Dr.  Sherrill,  in  defining  public  relations,  told  his  audi- 
ence that  public  relations  is  "like  making  love:  the  more 
you  participate,  the  more  you  get  out  of  it.”  He  reported 
on  three  successful  public  relations  projects  sponsored  by 
Harris  County  Medical  Society — a speakers’  bureau,  a tele- 
vision series,  and  a series  of  newspaper  articles  on  the  day 
in  the  life  of  a doctor. 

All  speakers  of  the  society’s  bureau  are  members.  Pub- 
licity for  the  project  is  needed  occasionally,  and  a brochure 
has  been  prepared  for  this  purpose.  Periodically  a check 
is  made  to  see  if  speakers  are  doing  the  job  desired  by 
those  who  ask  for  them. 

The  title  of  the  television  series  was  "I  Am  A Doctor,” 
and  the  motion  picture  of  this  name  was  shown  on  the 
first  of  the  15 -minute  programs,  which  were  telecast 
shortly  before  noon  on  Saturday  for  5 months.  The  audi- 
ence was  estimated  at  300,000,  consisting  mostly  of  house- 
wives. Most  of  the  programs  were  unrehearsed,  and  it  was 
believed  that  this  added  to  the  success  of  the  series.  Other 
topics  included  the  Gulf  Coast  Poison  Center,  physical 
rehabilitation,  poliomyelitis  inoculation,  and  health  insur- 
ance and  the  aging  population. 

The  series  of  six  articles,  published  in  the  Houston  Press, 
was  called  "An  MD’s  Day  in  Houston.”  Good  cooperation 
was  obtained  from  everyone  concerned.  Ground  rules  were 
established,  such  as  preservation  of  anonymity  for  physicians 
selected  to  participate.  Copy  was  submitted  to  the  county 
society  for  approval  and  corrections.  The  society  was  well 
pleased  with  the  finished  job. 

Dr.  David  H.  Allen: 

"Medical  Society  Newspaper  Advertising" 

At  one  time,  Dr.  Allen  commented,  the  relationship  of 
physicians  and  the  press  in  Wichita  Falls  (approximate 
population  100,000)  was  so  bad  that  the  newspapers 
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threatened  not  even  to  use  a physician’s  name  in  his  obit- 
uary. 

During  the  past  few  years  the  society  has  establsihed 
rules  of  conduct  that  have  had  fairly  smooth  acceptance 
by  the  press.  The  greatest  problem  is  censorship,  and  it  is 
likely  to  remain  so.  At  present,  any  member  of  a central 
committee  of  the  society  can  approve  a news  release.  Any 
physician  who  releases  a story  without  such  approval  is 
held  fully  responsible.  Physicians  honored  by  a society 
may  have  a photograph  1 column  wide  and  2Yi  inches 
long  published  in  2 successive  papers  only.  Group  pictures 
of  physicians  are  uncensored. 

The  committee  has  a yearly  budget  of  $600.  With  this, 
advertisements  that  are  suitable  for  community  service  are 
published.  A related  news  story  accompanies  each.  Subjects 
have  been:  the  local  poison  center,  home  toxicologic 
guide,  tetanus  injections,  hospital  problems,  the  value — or 
lack  of  value — of  a house  call,  how  to  choose  a doctor,  and 
the  cost  of  medical  care.  The  committee  has  tried  to  avoid 
preaching  to  the  people.  Emphasis  is  on  the  physician’s 
service  to  the  patient,  and  to  this  end  the  program  of 
advertising  has  been  designed. 


Miss  Mary  Jane  Kibler:  "Let's  Not  Let  'Em  Eat  Hay" 

Miss  Kibler,  assistant  secretary  of  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association,  said 
that  the  Council  is  concerned  with  whether  the  physician 
is  equipped  to  answer  his  patients’  questions  with  regard 
to  diet  and  foods. 

"We  want  to  know  what  we  can  do  for  you.  Speakers 
are  available.  There  is  a kit  of  material  for  combating 
misinformation,  also  a film,  ’The  Medicine  Man.’  We  can 
furnish  abstracts  of  articles  which  can  be  reprinted  as  long 
as  they  have  no  advertising  on  them.” 


Dr.  H.  L.  Steinbach:  "Immunization  Programs" 

Dr.  Steinbach  described  the  recent  program  of  immuniza- 
tion against  poliomyelitis  undertaken  by  Washington-Burle- 
son  Counties  Medical  Society.  The  project  was  planned  in 
detail  with  a committee  of  the  American  Legion,  which 
took  the  initiative  in  certain  tasks  such  as  promotion  of 
publicity,  arrangements  for  a place  to  hold  the  clinic,  and 
a plan  to  help  defray  the  costs  of  materials  needed.  County 
society  members  did  not  charge  for  their  services. 

The  immunization  clinic  was  held  on  Sunday  afternoon 
from  1 to  6 o’clock,  with  physicians  and  nurses  working 
in  two-hour  shifts.  The  first  two  clinics  were  held  3 weeks 
apart  and  the  third,  7 months  later.  The  number  of  persons 
who  attended  was  3,155  for  the  first  clinic,  3,235  for  the 
second,  and  2,761  for  the  third. 

All  patients  younger  than  21  were  admitted  free.  Adults 
from  21  to  45  years  paid  $1  unless  financially  unable.  More 
than  $850  was  collected.  After  the  expenses  of  the  clinic 
were  paid,  enough  money  was  left  for  donations  to  several 
charitable  organizations. 


Dr.  Jack  F.  McKemie:  "Medical  Student  Scholarships" 

Dr.  McKemie  said  that  about  4 months  ago  the  Public 
Relations  Committee  of  the  Nueces  County  Medical  Society 
began  to  consider  the  feasibility  of  a scholarship.  The 
society  approved  a $1,000  scholarship  for  a student  to  a 
school  of  his  choice  in  the  United  States.  The  scholarship 
will  be  limited  to  Texas  for  the  first  year,  however. 

Dr.  McKemie  listed  four  gains  sought  by  the  scholarship 


project:  to  stimulate  bright  students  to  enter  medicine,  to 
counteract  public  opinion  concerning  the  so-called  "closed 
shop”  of  medicine,  to  afford  positive  materials  for  good 
public  relations,  and  to  encourage  other  societies,  particu- 
larly service  clubs,  to  do  likewise. 

A candidate  for  the  scholarship  must  meet  the  following 
requirements : ( 1 ) He  must  be  acceptable  to  the  society. 
(2)  He  must  have  a good  scholastic  record.  (3)  He  must 
be  a good  publicity  subject.  (4)  He  must  be  in  need. 

A secret  committee  of  the  society  screens  applicants  and 
recommends  that  a certain  student  receive  the  scholarship. 
It  might  be  feasible  to  have  a dean  of  a medical  school 
select  a student.  The  society  finances  the  scholarship  in 
full;  its  200  members  pay  $5  per  year  for  this  purpose. 

Executive  Board  Hears 
Trustee,  Council  Actions 

The  Executive  Board  met  for  the  third  time  Sunday, 
September  18,  since  its  establishment  in  April,  1959.  In- 
cluded on  its  agenda  were  reports  from  the  councils,  acting 
for  themselves  and  on  behalf  of  committees  assigned  to 
them. 

Reports  of  Boards  and  Executive  Secretary  In  Summary 

Trustees. — The  fiscal  affairs  of  the  Association  are  in 
good  order.  Expenditures  for  the  year  are  within  the 
budget  adopted  by  the  Board  at  the  year’s  beginning.  Divi- 
dends from  investments  continue  to  be  received  and  the 
Trustees’  portfolio  shows  a profit.  During  the  summer,  the 
Trustees  assumed  the  responsibility  for  management  of  a 
sixth  fund — -the  Harriet  Cunningham  Memorial  Fund.  Divi- 
dends from  investments  should  provide  income  to  assure 
the  awarding  of  a $250  fellowship  each  year. 

It  is  anticipated  that  at  least  $35,000  will  be  available 
from  the  Dr.  S.  E.  Thompson  Scholarship  Fund  during 
the  coming  year  for  loans  to  students  at  the  University  of 
Texas  Medical  Branch.  Students  may  borrow  up  to  $3,000 
while  in  medical  school,  but  not  more  than  $1,000  in  any 
one  school  year,  or  $500  at  any  one  time. 

The  Trustees  also  agreed  to  contribute  money  to  the 
1961  A APS  Essay  Contest,  on  the  basis  that  the  Trustees 
will  match  up  to  $500  the  amount  which  is  raised  in 
prize  money  from  AAPS  members  in  Texas. 

Councilors. — A model  constitution  and  by-laws  for  county 
medical  societies  has  been  revised  to  conform  with  the 
present  Texas  Medical  Association  Constitution  and  By- 
Laws.  Copies  may  be  obtained  from  the  Central  Office. 

Following  a survey  made  of  county  medical  society  mem- 
bership, it  is  recommended  that  no  further  consideration 
be  given  to  changing  the  present  constitution  and  by-laws 
requirement  for  minimum  number  of  members  necessary 
to  organize  and  to  maintain  county  medical  society  organ- 
ization. The  Councilors  recommend  that  the  Texas  Medical 
Association  sponsor  a program  of  instruction  for  county 
medical  society  officers  each  January  during  the  Executive 
Board  meeting  weekend.  A subcommittee  has  been  ap- 
pointed to  work  out  a format  for  the  program. 

Executive  Secretary. — The  Texas  Medical  Association 
stands  ready  to  implement  the  state-wide  survey  on  Com- 
munity and  Public  Service.  One  objective  of  the  survey  will 
be  to  focus  attention  on  community  and  public  service, 
both  professional  and  non-medical,  which  is  rendered  by 
physicians.  It  is  believed  that  the  results  of  the  survey  will 
document  the  many  hours  of  free  medical  service  which 
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physicians  render  to  those  who  are  unable  to  pay.  A second 
objective  will  be  to  secure  factual  information  on  profes- 
sional services  which  physicians  render  to  the  aged,  and  on 
the  ability  of  those  over  65  to  pay  for  necessary  medical 
care. 

Three  hundred  new  members  have  been  reported  this 
year  by  county  societies.  Membership  now  stands  at  8,200, 
and  should  reach  close  to  8,400  by  the  end  of  the  year. 

A 15  per  cent  increase  in  Journal  advertising  rates  was 
initiated  on  July  1.  Advertising  revenue  for  the  year  should 
amount  to  approximately  $116,000. 

The  Journal  staff  has  introduced  a "Letters  to  the  Edi- 
tors” section  entitled,  Pro/Con,  which  gives  all  Associ- 
ation members  an  opportunity  to  voice  their  opinions. 

The  Association's  news  bulletin,  "TMA  Action,’’  has 
been  published  on  an  exploratory  basis  since  the  first  of 
the  year.  Six  issues  have  been  published. 

Since  it  was  well  received,  the  Board  of  Trustees  author- 
ized the  Headquarter's  Staff  to  continue  publication  during 
the  coming  year. 

The  dates,  May  13-15,  were  officially  designated  for 
the  1962  Annual  Session.  Austin  previously  had  been 
selected  as  site  of  the  meeting.  The  Inspection  Committee’s 
recommendation  that  the  Association  accept  the  invitation 
of  the  Dallas  County  Medical  Society  for  the  1963  Annual 
Session  was  approved,  and  April  28-30  were  designated  as 
dates  for  the  meeting. 

AMA  Delegates 

Texas  Delegates  to  the  AMA  reported  that  resolutions 
introduced  by  Texas  delegates  were  favorably  received  by 
the  AMA  House  of  Delegates  at  the  Miami  Beach  meeting 
in  June. 

The  Texas  delegation  presented  six  resolutions.  All  but 
one  of  the  six  were  either  passed  or  presented,  approved  in 
principle,  or  endorsed  by  substitute  resolution.  These  ac- 
tions may  be  found  in  a comprehensive  report  published 
in  the  July  issue  of  the  Texas  State  Journal  of  Medicine. 

Dr.  Milford  O.  Rouse  of  Dallas  was  unanimously  re- 
elected as  vice-speaker  of  the  AMA  House  of  Delegates. 

Council  Reports 

Annual  Session. — Final  arrangements  were  completed 
with  24  guest  speakers  out  of  a possible  total  of  26  com- 
mitted. 

Additions  made  to  the  overall  scientific  program,  which 
should  be  attractive  to  certain  groups  of  the  organization: 

Texas  Academy  of  General  Practice  will  present  a semi- 
nar on  Sunday,  April  23.  Category  I credit  will  be  offered 
to  members  of  the  academy. 

The  section  op  EENT  has  been  divided  so  that  the 
ophthalmologists  and  otolaryngologists  will  each  have  a 
complete  program  on  Monday  and  Tuesday  of  the  meeting. 

The  Council  has  offered  to  share  a guest  speaker  with 
the  Clinical  Medicine  Section  of  the  Texas  Society  on 
Aging,  in  order  to  enhance  the  objectives  and  program  of 
the  Section.  The  Committee  on  Exhibits  has  planned  a 
new  group  of  exhibits  which  will  be  simple  in  design,  in- 
expensive to  produce,  and  which  present  specific  themes 
or  information  of  immediate  practical  value  in  the  care  of 
patients. 

Medical  Jurisprudence. — The  Council  on  Medical  Juris- 
prudence received  approval  from  the  Board  on  its  recom- 
mendation that  the  Association  request  a place  on  the  pro- 
gram of  the  next  annual  meeting  of  the  Texas  Hospital 
Association  and  the  Texas  Private  Clinics  and  Hospital 
Association  to  point  out  that  it  is  cheaper  to  retain  a 
patient  and  treat  him  without  charge  than  it  is  to  send 


the  patient  to  the  Veterans  Administration.  The  latter  ac- 
tion results  in  an  increase  in  the  VA  census,  an  increase  in 
maintenance  or  in  appropriations  with  tax  funds.  Thus,  the 
VA  hospital  actually  competes  against  private  and  non- 
federal  public  hospitals  for  patients  and  personnel,  resulting 
in  accentuation  of  critical  personnel  and  of  salary  problems 
which  already  exist. 

Public  Relations  and  Public  Service. — A weekly  medical 
column  available  from  the  State  Department  of  Health 
designed  for  weekly  newspapers  was  approved. 

It  was  felt  that  each  county  society  shoud  make  an  effort 
to  contribute  or  promote  contributions  to  the  Harriet  Cun- 
ningham Memorial  Fund. 

It  was  unanimously  agreed  that  additional  effort  and 
emphasis  should  be  placed  upon  the  young  doctor  to  locate 
in  smaller  communities  and  to  choose  the  type  of  practice 
where  there  is  greatest  need. 

The  Council  approved  in  principle  Dr.  May  Owen's 
suggestion  that  a meeting  or  seminar  on  medical  ethics  be 
presented  for  newspaper  reporters. 

Medical  Education  and  Hospitals. — Dr.  John  Truslow, 
medical  director  of  the  University  of  Texas  Medical  Branch 
at  Galveston  discussed  the  revised  curriculum  whereby 
selected  students  will  be  given  the  opportunity  to  complete 
the  medical  curriculum  in  three  calendar  years. 

It  was  reported  by  the  president  of  the  Medical  Research 
Foundation  of  Texas,  Dr.  Val  C.  Baird,  a total  of  more 
than  $54,000  will  be  to  the  three  medical  schools  and  to 
two  dental  schools  of  the  state  during  the  calendar  year 
I960.  The  Council  recommended  that  editorial  support  be 
given  to  the  Medical  Research  Foundation  of  Texas. 

The  Council  held  a round  table  discussion  with  Dr. 
Walter  Wiggins,  secretary  of  the  AMA  Council  on  Medical 
Education  and  Hospitals,  on  the  problem  of  medical  student 
recruitment.  The  Council  decided  to  conduct  a trial  display 
in  Texas.  Display  booths  prepared  by  the  AMA  for  dis- 
tribution of  literature  to  interested  students  has  been  found 
to  be  an  effective  means  of  telling  medicine’s  story  to  the 
high  school  student.  The  Council  recommended  that  each 
county  medical  society  be  urged  to  designate  a "Medical 
Careers  Committee,”  whose  chairman  will  be  responsible 
for  promoting  a career  in  medicine  for  promising  young 
people.  The  Board  of  Trustees  was  requested  to  appropriate 
$500,  of  which  approximately  $200  will  be  used  to  pur- 
chase a "Medical  Careers”  display  booth,  and  $300  will  be 
allocated  for  the  expense  of  transportation  within  the  state. 

Scientific  Advancement. — The  Council  reported  the  reso- 
lution by  the  Committee  on  Mental  Health  that  the  Texas 
Medical  Association  delegates  to  the  American  Medical 
Association  be  instructed  to  oppose  the  development  of 
ambulatory  treatment  plans  for  narcotic  addiction  and  to 
support  ( 1 ) measures  requiring  the  compulsory  civil  com- 
mitment of  drug  addicts  to  institutions  designed  for  the 
treatment  and  cure  of  addiction  (2)  methods  and  measures 
advancing  rehabilitation  of  the  addict,  and  (3)  establish- 
ment of  methods  for  dissemination  of  factual  information 
on  narcotic  addiction  to  the  members  of  the  medical  pro- 
fession. 

The  Council  received  recommendations  of  the  Committee 
on  Tuberculosis  for  information  only  and  the  committee 
was  requested  to  include  the  material  in  its  report  to  the 
House  of  Delegates.  The  material  included  proposals  that 
the  Association  support  recommendations  of  the  Legislative 
Budget  Board  to  continue  support  of  the  state  tuberculosis 
hospitals;  that  the  Board  increase  appropriations  to  the 
State  Department  of  Health  for  tuberculosis  control,  and 
that  it  establish  improved  facilities  for  follow-up  of  patients 
discharged  from  state  tuberculosis  hospitals.  The  committee 
recommended  that  the  pamphlet  "The  Chemotherapy  of 
Tuberculosis”  be  secured  and  sent  to  county  medical  so- 
ciety tuberculosis  chairmen  for  distribution,  and  it  also 
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recommended  that  the  Woman’s  Auxiliary  undertake  local 
projects  by  polling  each  member  of  the  county  society  to 
see  if  individual  physicians  have  unreported  cases  under 
treatment  and  to  urge  them  to  report  such  cases. 

The  Committee  on  Nuclear  Medicine  recommended  that 
a proposed  State  Radiation  Control  Act  as  modified  by 
the  committee  be  implemented  under  the  sponsorship  of 
the  Association  and  submitted  to  the  next  session  of  the 
Texas  Legislature.  In  part,  the  committee  advised  that  the 
Radiation  Advisory  Board  work  with  the  State  Department 
of  Health  and  under  the  State  Board  of  Health.  Members 
were  to  include  representatives  from  medicine  ( 2 ) , nuclear 
medicine  or  physics  ( 1 ) , pathology  ( 1 ) , radiology  ( 1 ) , 
insurance  ( 1 ) , agriculture  ( 1 ) , labor  ( 1 ) , and  industry 
(1). 

The  Executive  Board  approved  the  recommendation 
and  referred  it  to  the  Council  on  Medical  Jurisprudence 
for  implementation. 

The  Committee  on  Rehabilitation  recommended  that  four 
additional  members  be  appointed  to  the  committee,  includ- 
ing specialists  in  internal  medicine,  orthopedics,  geriatrics, 
and  pediatrics.  It  was  advised  that  the  scope  of  the  com- 
mittee include  accumulation  of  information  on  existing 
rehabilitation  problems  in  Texas.  The  committee  recom- 
mended also  that  the  county  medical  societies  be  encouraged 
to  review  rehabilitation  programs  of  their  local  agencies 
and  foundations  to  determine  need  for  facilities  and  serv- 
ices and  to  report  to  the  committee.  This  was  approved 
by  the  Board. 

The  report  of  the  Committee  on  Nutrition  was  referred 
to  the  Council  on  Annual  Session.  The  committee  recom- 
mended that  a symposium  or  panel  discussion  on  some 
aspect  of  nutrition  be  included  in  the  program  of  the 
Association. 

Council  on  Medical  Service  and  Insurance. — The  Council 
reported  that  the  Hospital-Insurance-Physician  joint  Advis- 
ory Committee  had  requested  that  an  additional  physician 
be  appointed  to  represent  the  Association.  Dr.  A.  Rex 
Kirkley,  chairman  of  the  Committee  on  Health  Insurance, 
as  recommended  by  the  Council,  was  approved  for  that 
position. 

The  Council  reported  that  Dr.  E.  K.  Blewett,  chairman 
of  the  new  Committee  on  Hospital  Care  of  Rural  Medically 
Indigent,  gave  a detailed  account  of  the  current  status  of 
these  indigents  and  their  problems.  The  opinion  was  ex- 
pressed that  the  problem  of  hospital  care  of  the  indigent 
could  not  be  solved  by  insurance  and  should  be  met  by 
taxes  at  a local  level.  The  recommendation  was  that  the 
Association  request  the  governor  of  Texas  to  appoint  a 
commission  to  study  the  problem  of  hospitalization  of  the 
indigent  in  Texas  and  to  make  recommendations  for  a leg- 
islative act  to  provide  adequate  hospitalization  for  the 
medically  indigent. 

The  Committee  on  Bracero  Insurance  and  Medical  Serv- 
ice reported  that  the  existing  problems  were  largely  the 
result  of  misunderstanding  between  doctors,  farmers,  and 
insurance  companies.  Recommendations  include:  (1)  that 
problems  and  differences  be  solved  locally  through  the 
county  medical  society  rather  than  at  the  state  level;  (2) 
that  the  county  medical  societies  plan  an  educational  pro- 
gram for  doctors,  farmers,  and  insurance  company  repre- 
sentatives at  one  of  their  monthly  meetings  prior  to  the 
start  of  the  Bracero  season. 

Approved  also  by  the  Executive  Board  was  the  recom- 
mendation of  the  Committee  on  Association  Insurance, 
which  proposed  that  the  committee  be  authorized  to  negoti- 
ate a 20  per  cent  bonus  and  a change  from  3 to  5 years 
coverage  for  sickness  in  the  disability  program  to  be 
effective  for  the  policy  year  starting  November  1,  I960. 
This  would  be  effected  without  additional  premiums,  it 


has  been  announced  by  insurance  representatives  Charles 
O.  Finley  and  Company. 

Approved  also  was  the  committee’s  recommendation  that 
the  Great  American  Reserve  Insurance  Company  be  author- 
ized to  allow  a member  to  convert  to  a permanent  plan 
that  amount  of  insurance  which  is  reduced  because  of  a 
change  in  age  bracket  while  he  maintains  his  term  policy, 
if  a member  so  desires. 


1961  Annual  Session 
Has  International  Flavor 


With  three,  and  the  probability  of  four,  guest  speakers 
from  out  of  the  country,  the  1961  Annual  Session,  April 
23-25,  in  Galveston,  promises  to  bring  to  the  membership 
an  outstanding  scientific  program.  Dr.  John  B.  Fawcitt, 
radiologist,  and  Dr.  Kathleen  Raines,  anesthesiologist,  both 
of  England;  and  Dr.  Walter  C.  MacKenzie  of  the  Royal 
College  of  Surgeons  of  Canada,  will  attend.  A guest  from 
France  also  is  expected  and  will  bring  the  total  list  of 
guest  speakers  to  28. 

In  addition  to  international  and  national  speakers,  some 
150  Texas  Medical  Association  members  will  appear  on 
section  and  related  organization  programs.  A symposium 
on  nuclear  medicine,  a Texas  Academy  of  General  Practice 
seminar,  and  a symposium  on  cerebral  palsy  also  will  be 
offered. 

The  remodeled  Buccaneer  and  the  Galvez  have  been 
designated  jointly  as  headquarters  hotels  for  the  Associa- 
tion. Scientific  meetings  sponsored  by  the  Association  and 
its  23  related  and  specialty  societies  will  be  held  in  the 
new  Moody  Center,  located  between  the  Buccaneer  and  the 
Galvez,  and  in  the  hotels.  The  Woman’s  Auxiliary  will 
make  its  headquarters  at  the  Jack  Tar  Hotel.  Officers,  and 
members  of  boards,  councils,  and  committees  are  entitled 
to  priority  consideration  at  the  headquarters  hotels.  TMA 
members  are  invited  to  write  directly  to  the  hotel  or  motel 
of  their  choice  for  accommodations. 

Most  of  the  facilities  are  located  along  the  seawall  boul- 
evard, facing  directly  onto  the  Gulf  of  Mexico,  and  are 
readily  accessible  to  the  convention  area.  First-class  accom- 
modations may  be  secured  at  the  following  hotels  and 
motels : 


Buccaneer  Hotel 
2228  Boulevard 

Galvez  Hotel 
Moody  and  Boulevard 

Jack  Tar  Hotel 
6th  and  Boulevard 

Jean  Lafitte  Hotel 
2105  Church 

The  Seahorse  Hotel 
3402  Boulevard 

Coronado  Courts  (annex) 
2620  Boulevard 

Playground  Courts  Motel 
728  Boulevard 

Driftwood  Motor  Hotel 
3128  Boulevard 

Gaido  Motor  Hotel 
38th  and  Boulevard 


Boulevard  Motel 
3202  Boulevard 

Ocean  Vue  Motel 
3008  Boulevard 

S.  S.  Snort  Hotel 
1128  Boulevard 

Seawall  Hotel 
1702  Boulevard 

S.  S.  Galveston  Hotel 
802  Boulevard 

Treasure  Isle  Motel 
1002  Boulevard 

A1  West  Motel 
2027  Rosenburg  ( 2 5th  1 

Surf  Motel 
928  Boulevard 

Mariner  Motel 
1602  Boulevard 
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PROFILE  IN  LEADERSHIP 


Medicine’s  G.  V.  Brindley  of  Temple,  Texas: 
“You  Will  Find  Life  Filled  with  Thrills . . . ” 


"To  be  a success  as  a physician,  you  must  study,  love, 
and  live  medicine.  Medicine  must  be  your  life.  Without 
this  point  of  view,  the  practice  of  medicine  will  be  an 
unpleasant  task;  but  with  this  conception  of  medicine  you 
will  find  life  filled  with  thrills,  enchantment,  joy  and 
service  . . .” 

These  were  the  words  of  Dr.  G.  V.  Brindley,  Sr.,  when 
as  president  of  the  Texas  Medical  Association,  he  addressed 
the  1949  graduating  class  at  The  University  of  Texas 
Medical  Branch  in  Galveston. 

During  the  Fort  Worth  annual  session  of  the  Texas 
Medical  Association  in  April  of  this  year,  Dr.  Brindley 
was  honored  by  delegates  and  trustees  for  50  years  of 
service  of  the  kind  described  in  the  commencement  talk. 

George  Valter  Brindley  is  a small  town  boy  who  made 
good — in  another  small  town.  The  geographical  bound- 
aries of  the  latter,  however,  have  not  prevented  his  rise 
as  a surgeon  of  national  reputation,  a leader  in  organized 
medicine,  and  one  of  the  most  admired  friends  of  in- 
numerable American  doctors. 

The  eighty-fourth  president  of  the  Texas  Medical  As- 
sociation was  born  in  1886  on  a farm  near  Maypearl  in 
Ellis  County.  He  was  one  of  six  children.  After  attending 
Grandview  Junior  College,  he  received  his  medical  degree 
from  The  University  of  Texas  Medical  Branch  in  1911 
and  interned  at  John  Sealy  Hospital. 

"I  knew  Brindley  at  that  time,”  Dr.  H.  R.  Dudgeon 
said  many  years  later.  "He  was  a man.  I will  say  he  was 
an  humble  man,  even  as  a student,  and  he  has  been 
humble  throughout  the  years.  I want  to  define  humility 
for  you.  It  doesn’t  mean  going  around  licking  somebody’s 
shoes — it  means  possessing  that  rare  quality  of  mind  which 
enables  a man  to  discover  his  own  defects  and  deficiencies, 
coupled  with  an  energetic  determination  to  remedy  them 

Dr.  Brindley’s  course  in  life  was  set  when  he  interned 
and  took  his  residency  at  Scott  and  White  Hospital  in 
Temple.  He  never  left,  except  for  annual  monthly  leaves 
for  postgraduate  study,  becoming,  instead,  senior  surgeon, 
a member  of  the  Hospital  board  of  trustees,  and  a president 
of  the  Scott  and  White  Clinic  board  of  directors.  He  has 
also  been  associate  chief  surgeon  of  the  Gulf,  Colorado, 
and  Santa  Fe  Hospital  in  Temple. 

In  1913,  Dr.  Brindley  married  Miss  Arabella  Owens  of 
Elgin.  All  three  of  their  sons  are  doctors  of  medicine.  Dr. 
G.  V.  Brindley,  Jr.,  is  doing  general  and  chest  surgery 
in  Temple.  Dr.  Clyde  Owens  Brindley  is  engaged  in 
research  in  chemotherapy  of  cancer  in  Bethesda,  Md.,  and 
Dr.  Hanes  Hanby  Brindley  specializes  in  orthopedic  sur- 
gery in  Temple. 

Though  all  the  Temple  Brindleys  and  their  families  lead 
busy  and  separate  lives  most  of  the  week,  they  sit  together 
every  Sunday  in  their  family  pew  at  the  Temple  Baptist 
Church  and  then  go  home  to  the  senior  Brindley  residence 
for  Sunday  dinner.  The  keeping  of  this  weekly  date  is  of 
such  importance  to  certain  members  of  the  clan  that  Mrs. 
Brindley  has  been  known  to  set  the  Sunday  dinner  table 
on  Friday  before  leaving  for  a medical  conference  which 
would  keep  her  and  G.  V.,  Sr.,  out  of  town  until  Sunday 
noon. 

Dr.  Brindley’s  work  in  behalf  of  organized  medicine, 


begun  soon  after  his  medical  school  graduation,  saw  him 
become  chairman  of  the  Texas  Medical  Association  Section 
on  Obstetrics  and  Gynecology  in  1919.  He  was  president 
of  the  Bell  County  Medical  Society  in  1931,  Councilor  of 
District  12,  and  chairman  of  the  Board  of  Councilors 
before  being  named  President-Elect  in  1948. 

During  Dr.  Brindley’s  presidency,  the  Texas  Medical 
Association  was  in  the  throes  of  working  on  architects’ 
plans  for  its  new  headquarters  building  in  Austin.  That 
year,  the  Association  expanded  its  public  relations  and 
public  education  activities;  held  a special  session  of  the 
House  of  Delegates  in  July  to  consider  location  of  a new 
state  medical  school,  finally  recommending  Dallas;  and 
departmentalized  the  Central  Office,  because  a growing 
volume  of  work  necessitated  the  division  of  duties  by  staff 
members.  As  other  presidents  of  the  Association  had  done, 
Dr.  Brindley  emphasized  freedom  for  the  medical  profes- 
sion. He  urged  establishment  of  a state  grievance  committee 
and  recommended  establishment  of  a code  of  cooperation 
between  the  medical  profession,  hospitals,  and  press  and 
radio  of  Texas. 

The  plaque  presented  to  Dr.  Brindley  at  the  I960  annual 
session  came  in  a surprise  ceremony  as  he  retired  at  the 
end  of  his  second  5-year  term  on  the  Association  board  of 
trustees  and  as  its  current  vice-chairman. 

Though  considered  the  sternest  of  disciplinarians  in  the 
operating  room,  Dr.  Brindley  outside  that  room  is  pos- 
sessed of  a friendly,  outgoing  personality  and  an  almost 
courtly  manner.  "He  is  more  nearly  like  a Victorian  gen- 
tleman than  anyone  I have  ever  known,”  reports  one  of 
his  medical  friends.  "I  have  heard  him  raise  his  voice  in 
anger  only  once  in  all  the  years  I have  known  him.” 

The  Temple  doctor  has  been  president  of  the  Texas 
Surgical  Society,  the  Southern  Surgical  Association,  the 
American  Cancer 
Society  (which  has 
since  named  him  an 
honorary  life  mem- 
ber of  its  board), 
and  the  Alumni  As- 
sociation of  The 
University  of  Texas 
Medical  Branch  (he 
is  a lecturer  in  sur- 
gery at  the  school ) . 

For  many  years,  he 
served  as  Governor 
of  the  American 
College  of  Surgeons 
and  until  recently 
he  was  a member  of 
its  Board  of  Re- 
gents. He  has  done 
extensive  research 
on  cancer  of  the 
colon. 

In  addition  to  his 
medical  activities, 

Dr.  Brindley  man- 
ages to  be  a Shriner, 
a Rotarian,  and  a 


trustee  of  Mary  Hardin-Baylor  College. 

As  the  accompanying  photograph  attests,  the  physician’s 
favorite  recreation  is  golf,  which  he  plays  on  weekends, 
usually  with  his  sons.  ("One  time  he  made  a hole  in  one — 
which  was  a wonderful  day!”  confides  Mrs.  Brindley.) 
He  is  also  a small-scale  farmer  and  indulges  in  a deer  hunt 
every  year. 

"If  you  really  want  to  know  G.  V.  Brindley,”  says  a 
colleague  in  summary,  "notice  his  hands.  They  bear  the 
marks  of  the  kind  of  surgeon  he  is.  Besides — he’s  got 
the  warmest  handshake  in  the  state.” 

Thus,  another  profile  in  leadership:  Dr.  George  Valter 
Brindley,  who  practices  the  brand  of  medicine  he 
preaches. 


Dr.  Samuel  David  Whitten,  a Greenville  general  prac- 
titioner and  a former  vice-president  of  Texas  Medical 
Association,  died  in  a Dallas  hospital  on  July  22,  I960.  He 
had  been  in  ill  health  for  a year. 

He  was  born  in  Florence,  Ala.,  on  October  16,  1885, 
moving  to  Texas  as  a child.  His  preliminary  education  was 
in  Leonard,  and  he  received  his  bachelor  of  science  degree 
from  East  Texas  State  College  at  Commerce,  and  his  medi- 
cal degree  from  the  Medical  Department  of  Texas  Christian 
University,  Fort  Worth,  in  1913. 

He  served  his  internship  and  residency  at  the  Torbett 
Clinic  and  Hospital,  Marlin.  He  also  took  postgraduate 
work  at  New  Orleans  and  at  Chicago. 

He  was  married  August  30,  1911,  to  Mrs.  Rosa  Miller  at 
Yowell.  She  died  December  31,  1943.  In  1945,  he  married 
Miss  Clara  Mae  Jones,  who  survives. 

Elected  an  honorary  member  of  Texas  Medical  Associa- 
tion in  1954,  Dr.  Whitten  had  served  as  president  of  Hunt- 
Rockwall-Raines  Counties  Medical  Society  in  1946,  and 
had  previously  served  as  president  and  secretary  of  Falls 
and  Hunt  County  Societies.  He  was  vice-president  of  TMA 
in  1936,  and  in  1946-1947.  He  also  served  as  District 


DR.  S.  D.  WHITTEN 


Society  14  president. 

A Methodist,  Mason,  and  Shriner,  Dr.  Whitten  served 
for  30  years  as  an  advisor  for  the  Order  of  DeMolay.  He 
taught  Sunday  School  classes  and  he  was  a member  of  the 
board  of  stewards  of  his  church.  He  had  been  president  of 
the  Greenville  Lions  Club. 

Survivors  are  his  wife  of  Greenville;  a daughter,  Mrs. 
Truett  Crim,  Greenville;  a son,  Noble  D.  Jones,  Baytown; 
and  five  grandchildren. 

DR.  C.  D.  LINDLEY 

Dr.  Calvin  Denton  Lindley  of  Carrizo  Springs  died  June 
3,  1960,  in  a Crystal  City  hospital. 

Dr.  Lindley  was  born  in  Dublin,  Texas,  on  December 
10,  1878.  He  was  the  son  of  Dr.  David  Lindley  and 
Nancy  Josephine  (Denton)  Lindley.  His  preliminary  edu- 
cation was  in  Burkett.  He  attended  the  University  of  Nash- 
ville in  Tennessee  in  1895,  the  Fort  Worth  School  of 
Medicine  in  1896,  and  the  University  of  the  South  at 
Sewanee,  Tenn.,  from  which  he  received  his  medical  degree 
in  January,  1901.  He  also  took  postgraduate  work  from 
Loyola  University,  New  Orleans,  in  1917.  He  had  prac- 
ticed medicine  in  Archer  City,  Sweetwater,  Brady,  and  Car- 
rizo Springs,  where  he  practiced  for  35  years,  although  his 
practice  was  limited  to  his  office  after  he  suffered  a cere- 
bral thrombosis  in  1945. 

On  June  10,  1941,  he  married  the  former  Miss  Elnorna 
Leslie  of  Grand  Prairie. 

Dr.  Lindley  was  elected  an  honorary  member  of  Texas 
Medical  Association  in  1947;  he  was  a member  of  the 
American  Medical  Association,  and  he  had  belonged  to 
the  Palo  Pinto-Parker-Young-Jack-Archer  Counties  Medical 
Society,  the  Nolan-Fisher-Mitchell  Counties  Medical  Society, 
and  the  LaSalle-Frio-Dimmit  Counties  Medical  Society,  of 
which  he  was  president  in  1932  and  1933.  He  was  a past 
president  and  an  honorary  member  of  the  Rotary  Club  at 
Carrizo  Springs,  a member  of  the  Elks  Lodge,  and  of  the 
Christian  Church. 

He  had  served  three  terms  as  mayor  of  Carrizo  Springs. 

Survivors  include  his  wife;  two  sons,  D.  Ray  Lindley, 
Ph.D.,  president  of  Texas  Christian  University  at  Fort 
Worth;  Dr.  Harold  Lindley,  a physician  at  Pecos;  a daugh- 
ter, Mrs.  G.  O.  Hamrick  of  Dallas;  and  six  grandchildren, 
one  of  whom  is  Dr.  Gene  Ray  Lindley,  a physician  at 
Brownwood. 


DR.  C.  D.  LINDLEY 
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Problem  of  Narcotics 

For  nearly  half  a century  the  curtailment  of  the  illicit 
traffic  in  narcotic  drugs,  cure  and  rehabilitation  of  drug 
addicts,  and  prevention  of  drug  addiction  has  been  the 
responsibility  of  the  United  States  Government,  as  repre- 
sented by  the  Federal  Bureau  of  Narcotics  in  the  Treasury 
Department. 

During  these  many  years  well  meaning  citizens,  in- 
cluding some  physicians,  have  from  time  to  time,  advocated 
a program  contrary  to  that  of  the  government  of  the  United 
States.  This  is  especially  true  in  the  past  3 or  4 years.  Some 
persons  allege  that  the  imposition  of  severe  penalties  for 
peddlers  of  narcotic  drugs  has  had  no  beneficial  effect.  They 
assert  that  since  the  cure  of  drug  addiction  is  so  difficult 
and  the  profit  in  the  illicit  peddling  of  narcotics  so  great, 
the  best  way — or  at  least  a way  worth  trying — is  to  furnish 
narcotic  drugs  free  of  charge  or  at  cost  to  drug  addicts  who 
cannot  be  cured. 

The  fallacy  in  this  proposal  is  several  fold.  Primarily, 
however,  it  ignores  two  indispensable  factors  in  development 
of  the  drug  habit:  (1)  the  existence  of  addiction-prone  per- 
sonalities in  a tolerant  social  environment,  and  ( 2 ) the  avail- 
ability of  narcotics.  If  these  two  conditions  exist,  there  will 
always  be  drug  addicts  irrespective  of  whether  heroin  is  sold 
illicitly  at  $2  or  legally  at  2 cents  per  capsule. 

Effective  law  enforcement  on  a national  and  local  scale, 
as  well  as  on  an  international  scale,  could  practically  eradi- 
cate the  drug  traffic.  If  a choice  had  to  be  made,  I sincerely 
believe  that  every  thinking  person  would  rather  settle  for 
an  illegal  market  catering  to  40,000  addicts  than  a legal 
market  supplying  400,000  addicts. 
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The  distribution  of  legal  narcotics  to  addicts 
would  increase  the  illicit  traffic  in  narcotics  by 
adding  to  the  total  amount  of  drugs  in  illicit 
channels  and  by  removing  whatever  deterrent 
value  lies  in  the  fear  of  the  abstinence  syn- 
drome. Always  sure  of  the  minimal  dose  neces- 
sary to  prevent  withdrawal  symptoms,  addicts 
would  have  little  immediate  incentive  to  seek 
a cure.  In  addition,  nonaddict  users  and  poten- 
tial addicts  would  perceive  fewer  hazards  in 
addiction. 

The  belief  that  addicts  whose  drug  demands 
are  satisfied  lead  "otherwise  normal  and  pro- 
ductive lives”  is  based  on  a myth.  Every  medi- 
cal licensing  board  in  the  United  States  must 
agree.  Otherwise,  why  is  a physician’s  license 
suspended  or  revoked  when  he  becomes  ad- 
dicted to  narcotic  drugs? 

The  Federal  Bureau  of  Narcotics  enlists  the 
support  of  the  medical  profession  in  shouting 
down  this  clamor  by  a minority  for  so-called 
ambulatory  treatment  and  free  legal  drugs  to 
addicts.  It  would  be  significant  if  every  state 
medical  association  would  go  on  record  (as 
several  have)  condemning  the  ambulatory 
treatment  of  drug  addiction  and  advocating 
compulsory  civil  commitment  of  addicts  simi- 
lar to  commitment  for  patients  with  mental 
illness. 

— Ernest  M.  Gentry, 

Bureau  of  Narcotics,  Dallas. 

(Ed.  Note:  At  the  most  recent  meeting  of  the 
Executive  Board  of  the  Texas  Medical  Associa- 
tion, a resolution  endorsing  Mr.  Gentry’s  rec- 
ommendation was  adopted.] 


Help  Fight  TB 


Medical  Significance 
Of  Malocclusion 

In  recent  years  physicians  have  been  urged 
to  consider  the  "whole  patient.”  However,  they 
seldom  consider  orthodontic  problems  unless  a 
definite  cosmetic  defect  is  present. 

Dr.  Abraham  Hoffman  defines  orthodontics 
as  "A  biomechanical  science  which  has  for  its 
object  the  prevention  or  correction  of  malocclu- 
sion of  the  teeth  and  the  harmonizing  of  the 
structures  involved  so  that  the  dental  mechan- 
ism produced  will  be  best  suited  to  the  func- 
tional activities  of  the  human  organism  as  a 
whole.  In  theory  or  in  practice  it  is  a study  of 
growth  and  development  linked  with  physical 
and  mechanical  principles.”  Deviations  or  dis- 
harmonizing of  the  structures  can  be  obvious, 
such  as  protrusion  of  the  maxillary  incisors 
( overbite ) , crowding  of  the  teeth,  and  absence 
of  teeth,  or  conditions  may  be  more  subtle  to 
the  untrained  eye,  such  as  cross  bite  and  inlock- 
ing of  the  upper  and  lower  teeth. 

When  obvious  defects  are  present,  inferior 
feelings  can  develop  that  may  cause  serious 
personality  disorders.  Treatment  is  better  insti- 
tuted early  in  adolescence  before  the  emotions 
are  warped  and  irreparable  disturbances  ensue. 
Malocclusions  can  be  responsible  for  faulty 
mastication  of  food  which,  in  turn,  may  en- 
hance constipation  and  other  chronic  digestive 
disturbances.  Faulty  relationships  of  teeth  also 
can  cause  pain  of  the  temporomandibular  joint 
which  usually  becomes  apparent  in  the  later 
years  of  life. 

A complete  physical  examination  should  in- 
clude study  of  the  teeth  and  periodontal  tissues, 
as  well  as  of  the  teeth  in  normal  chewing  ap- 
position. If  caries  or  gingival  disease  is  present, 
proper  treatment  should  be  instituted  by  a com- 
petent dentist.  For  abnormalities  of  occlusion, 
referral  to  a competent  orthodontist  is  in  order. 
Treatment  is  usually  delayed  until  permanent 
dentition  is  complete  unless  alignment  is  nec- 
essary with  mixed  dentition  (primary  and 
permanent  teeth  present  at  the  same  time). 
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In  a certain  percentage  of  patients,  removal 
of  permanent  teeth  is  necessary  to  relieve  over- 
crowded areas  and  to  make  proper  alignment 
possible.  The  physician  could  aid  greatly  by 
mentioning  this  as  a possibility  before  referral, 
as  it  is  always  a shock  to  parents  to  be  told  that 
permanent  teeth  must  be  sacrificed. 

It  would  be  a great  service  to  all  patients  if 
members  of  the  medical  and  dental  professions 
had  closer  liaison  and  if  they  realized  the 
realms  of  their  respective  missions  in  caring  for 
the  "whole  person.” 

— George  Willeford,  M.D.,  Harlingen. 

Newcomer  Service 

Many  newcomers  move  into  a strange  place 
that  eventually  will  become  "home.”  They 
order  their  lights,  water,  and  gas  turned  on. 
They  get  the  furniture  temporarily  arranged. 
They  check  on  dozens  of  other  odds  and  ends. 

But  usually  they  don’t  count  on  illnesses. 
They  put  off  the  day  they  might  have  to  pick 
a doctor — perhaps  they  have  asked  their  previ- 
ous doctor  to  recommend  one  in  their  new  lo- 
cation, or  maybe  in  the  bustle  of  moving,  they 
forgot  to  check  with  him. 

If  the  baby  gets  sick,  they’ll  speak  to  a neigh- 
bor about  local  facilities. 

In  Alice,  the  Brooks-Duval-Jim  Wells  Coun- 
ties Medical  Society  does  not  wait  for  the  new- 
comer to  search  out  local  facilities  or  out-of- 
town  facilities  in  a haphazard  manner. 

Instead,  an  informative  welcoming  letter  is 
sent  to  each  newcomer  by  Mrs.  John  A.  Sharp’s 
newcomer  service.  It  is  signed  by  the  county 
society  secretary,  Dr.  Richard  O.  Albert.  Other 
county  societies  also  have  undertaken  similar 
projects. 

The  letter  is  to  the  point:  "This  letter  is  to 
acquaint  you  with  the  medical  care  and  hospital 
facilities  that  are  available  in  Alice.  We  feel 
that  there  is  no  better  care  to  be  found  in  any 
other  town  of  its  size  in  the  country,  and  that 
at  least  95  per  cent  of  all  illnesses  and  surgery 
can  be  taken  care  of  here.” 


Local  hospital  facilities  are  outlined;  the  12 
physicians  in  Alice  are  portrayed  as  men  who 
meet  regularly  and  keep  up  with  modern  medi- 
cal advances;  telephone  listings  of  physicians 
are  noted;  and  newcomers  are  told  how  to  reach 
their  doctors  in  emergencies. 

To  the  letter  is  added  a friendly  closing: 
"We  feel  that  you  will  like  Alice,  and  we  know 
that  from  the  standpoint  of  medical  care  and 
hospital  facilities  available  it  is  an  excellent 
town  in  which  to  live.” 

Illness  doesn’t  wait  for  a newcomer  to  be- 
come acquainted  with  a town — but  cheerful 
information  from  the  men  of  medicine  may 
ease  the  pain  a little  in  case  it  strikes.  At  least, 
it  will  tell  the  newcomer  that  he  can  trust  the 
doctors  in  his  new  hometown,  too. 

Influenza 

Immunization  Program 

Within  the  last  three  years,  influenza  has 
once  again  proved  a major  health  menace.  Be- 
ginning in  the  fall  of  1957,  a new  antigenic 
variant  of  Type  A virus,  later  termed  A2  or 
"Asian”  influenza,  caused  a widespread  epi- 
demic in  the  United  States  and  abroad.  Mor- 
tality rates  were  excessive,  particularly  among 
older  persons  and  patients  with  chronic  ill- 
nesses. 

During  the  first  three  months  of  I960,  an- 
other epidemic  swept  through  the  United 
States,  causing  a large  number  of  deaths 
among  the  same  categories  of  persons — an  ex- 
cess of  26,700.  Analysis  of  mortality  rates 
associated  with  these  various  epidemics  has 
indicated  that  persons  65  years  or  older  and 
those  with  certain  chronic  diseases  have  an 
increased  risk  of  death  from  the  disease.  Al- 
most 90  per  cent  of  the  increase  in  mortality 
rate  was  attributable  to  two  associated  diseases: 
pneumonia  (40  per  cent)  and  cardiovascular- 
renal  disease  (46  per  cent). 

Recently,  polyvalent  influenza  virus  vac- 
cine has  been  reevaluated  and  found  to  be  of 
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definite  value  in  prevention  of  influenza.  There- 
fore, the  Public  Health  Service  Advisory  Com- 
mittee on  Influenza  Research  strongly  recom- 
mends continuing  annual  immunization  of  per- 
sons in  this  segment  of  the  population  as  a 
protective  measure. 

Specifically,  the  Committee  recommends 
routine  yearly  immunization  for  patients  in  the 
following  categories: 

1.  Persons  of  all  ages  with  chronic  debilitat- 
ing disease  (for  example,  cardiovascular,  pul- 
monary, renal,  or  metabolic  disorders) 

a.  Patients  with  rheumatic  heart  disease, 
especially  those  with  mitral  stenosis. 

b.  Patients  with  other  cardiovascular  dis- 
orders, such  as  arteriosclerotic  or  hy- 
pertensive heart  diseases,  especially 
when  there  is  evidence  of  frank  or 
incipient  cardiac  disability. 

c.  Patients  with  chronic  bronchopulmon- 
ary disease,  for  example,  chronic  asth- 
ma, chronic  bronchitis,  bronchiectasis, 
pulmonary  fibrosis,  pulmonary  emphy- 
sema, and  pulmonary  tuberculosis. 

d.  Patients  with  diabetes  mellitus. 

e.  Patients  with  Addison’s  disease. 

2.  Pregnant  women. 

3.  All  persons  65  years  and  older. 

Influenza  is  not  necessarily  more  likely  to 

attack  persons  in  these  specific  classes,  but  oc- 
currence of  the  disease  in  them  is  more  likely 
to  threaten  life.  In  patients  with  chronic  cardio- 
vascular-renal and  pulmonary  disease,  for  ex- 
ample, the  condition  places  a severe  stress  on 
cardiovascular  and  pulmonary  function,  and 
the  frequency  of  bacterial  complications  is 
greatly  increased. 

Other  groups  which  should  be  considered 
for  routine  annual  immunization  include  hos- 
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pital  staffs,  persons  in  institutions,  and  indus- 
trial or  service  groups  in  occupations  in  which 
the  absence  of  a sizeable  part  of  the  force 
would  seriously  disrupt  an  essential  service. 

Each  of  the  seven  pharmaceutical  concerns 
licensed  to  manufacture  influenza  vaccine  pro- 
duces an  aqueous,  polyvalent,  killed-virus  prep- 
aration with  a prescribed  antigenic  composition 
of  500  CCA  units  per  cubic  centimeter  for  the 
current  season. 

Recommend  dosage  for  initial  immuniza- 
tion of  adults  is  1.0  cc.  subcutaneously,  fol- 
lowed by  a second  like  injection  two  months 
later.  Each  year  thereafter,  prior  to  November 
1,  a booster  subcutaneous  injection  of  1.0  cc. 
is  recommended. 

The  current  vaccine  contains  no  penicillin. 
Since  it  is  produced  in  eggs,  however,  the  Com- 
mittee has  advised  against  immunization  for 
persons  who  are  unable  to  eat  eggs  or  chicken 
because  of  food  allergy,  or  those  who  have  had 
allergic  reactions  after  previous  inoculation  with 
the  egg  vaccine — regardless  of  whether  the 
reaction  was  urticarial,  asthmatic,  or  anaphylac- 
tic. 

In  past  years,  immunization  programs  have 
been  intermittent,  depending  on  public  con- 
cern before  and  during  epidemic  periods.  Epi- 
demics tend  to  recur  in  cycles  of  unpredictable 
periodicity,  but  influenza  is  continually  endem- 
ic. For  this  reason  immunization  of  the  groups 
specified  in  which  mortality  risk  is  high  should 
begin  immediately  and  should  be  continued 
annually,  regardless  of  the  predicted  incidence 
of  influenza  for  a specific  year. 

— Van  C.  Tipton,  M.D.,  Director, 
Communicable  Disease  Division, 
State  Department  of  Health, 
Austin,  Texas. 
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A column  for  readers'  assents,  dissents,  and 
comments,  selected  monthly  by  the 
official  advisory  committee  of  the  Texas 
State  Journal  of  Medicine 


Coroner's  Thrombosis 


"Texas  laws  pertaining  to  inquests  on  the  cause  of 
death  are  outmoded  and  should  be  brought  up  to 
date  and  made  effective,”  began  an  editorial  in  the 
Texas  State  Journal  of  Medicine. 

There  is  nothing  new  about  this  editorial  since 
it  has  been  obvious  for  more  than  a quarter  of  a 
century  that  the  justice  of  the  peace-coroner  method 
of  investigating  death  without  medical  attendance 
is  hopelessly  inadequate.  The  editorial  in  question, 
however,  did  not  appear  this  year.  It  was  printed  in 
the  December,  1946,  issue  (vol.  42,  p.  457).  With 
the  jet  age  progress  of  modern  forensic  pathology, 
our  oxcart  technique  for  investigating  the  cause  of 
death  in  Texas  stands  indicted,  tried,  and  convicted 
before  the  court  of  public  opinion. 

The  editorial  of  1946  and  a news  story  on  p.  501 
of  the  same  issue  referred  to  another  legislative 
effort  to  patch  up  the  already  inadequate  justice  of 
the  peace-coroner  system.  The  fee  for  inquest  was 
doubled  in  that  bill,  so  that  the  justice  of  the  peace 
received  $10  instead  of  a $5  fee  for  investigation  of 
the  circumstances  of  death.  As  an  innovation,  the 
justice  of  the  peace  was  required  (Article  970)  to 
call  in  the  County  Health  Officer,  or  if  there  was 
no  such  or  his  service  was  not  obtainable,  to  consult 
"a  duly  licensed  and  practicing  physician  as  to 


necessity  of  an  autopsy  before  reaching  a determina- 
tion as  to  whether  or  not  to  order  an  autopsy.”  This, 
of  course,  was  a tremendous  forward  step,  but  it  was 
negated  by  the  fact  that  the  final  determination  as 
to  need  for  medical  investigation  of  death  remained 
with  the  justice  of  the  peace.  The  bill  passed  handily, 
but  the  innovation  was  generally  ignored. 

Under  Texas  law,  the  justice  of  the  peace  is  not 
required  to  have  any  training  in  anatomy,  pathology, 
or  any  of  the  fields  of  medicine.  In  fact,  he  is  not 
required  to  be  a licensed  attorney,  and  more  often 
than  not,  he  is  only  slighdy  versed  in  medicolegal 
matters.  It  simply  is  not  fair  to  such  an  official  to 
expect  him  to  investigate  matters  with  which  he  is 
entirely  unfamiliar  and  to  reach  any  laudable  verdict. 
Since  no  one  can  argue  but  that  the  heart  always 
stops  in  death,  it  is  reasonably  safe  to  indict  every 
corpse  as  being  the  victim  of  a heart  attack.  More 
than  one  victim  of  murder  has  been  officially  certi- 
fied as  dying  from  "coroner’s  thrombosis.” 

Through  the  efforts  of  Robert  Baker  of  Houston, 
former  representative  in  the  House,  a permissive  bill 
was  passed  setting  up  a model  medical  examiner 
system  in  1955.  It  applied,  however,  to  only  four 
counties  in  Texas,  namely  Harris,  Bexar,  Dallas,  and 
Tarrant.  Two  of  these  counties  availed  themselves 
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of  the  benefits  of  such  modernization;  San  Antonio 
and  Houston  now  have  modern  medical  examiner 
systems.  The  medical  examiner  of  Houston  is  Dr. 
Joseph  A.  Jachimczyk,  a graduate  in  both  law  and 
medicine  and  a diplomate  in  forensic  pathology  of 
the  American  Board  of  Pathology.  The  certificate 
in  forensic  pathology  is  granted  only  after  rigid 
examination  and  specialized  training,  not  only  in 
general  pathology  and  general  medicine,  but,  of 
course,  after  extensive  training  in  investigative  work, 
particularly  in  the  application  of  science  to  medico- 
legal investigation. 

It  is  not  necessary  to  expand  on  the  tremendous 
advances  of  forensic  medicine  and  forensic  pathology. 
Even  the  layman  who  reads  novels  and  children  who 
read  comic  strips  are  familiar  with  the  fact  that 
there  are  tremendous  contributions  from  the  fields 
of  immunohematology,  ballistics,  toxicology,  spectros- 
copy, microscopic  pathology,  and  numerous  related 
disciplines.  Without  these  aids  the  earnest  and  con- 
scientious justice  of  the  peace  often  is  stymied  in 
his  efforts  to  arrive  at  accurate  death  verdicts. 

The  fact  that  there  is  every  evidence  of  violence 
is  all  the  more  reason  for  careful  investigation.  1 
remember  one  of  my  first  experiences  in  this  field, 
at  which  time  I went  out  with  a modern  medical 
examiner  to  investigate  a badly  mangled  corpse  found 
on  a railroad  track  after  a freight  train  had  passed 
across  it.  Portions  of  the  corpse  were  strewn  over 
several  hundred  feet  of  trackage  and  it  seemed  futile 
to  examine  this  material.  It  was  certainly  worthwhile, 
however,  since  a small  bullet  hole  in  the  occipital 


bone  of  the  partially  mangled  skull  was  found  on 
careful  autopsy  of  the  fragments.  To  assume  that 
every  death  is  natural  simply  because  there  is  no 
external  wound  is  to  put  the  seal  of  approval  on 
murder  performed  with  finesse. 

The  Texas  Society  of  Pathologists,  for  nearly  two 
decades,  has  been  increasingly  active  in  trying  to 
bring  to  Texas  a statewide  modern  medical  examiner 
system  which  would  insure  some  uniformity.  The 
adoption  of  medical  examiner  systems  city  by  city 
and  county  by  county  simply  invites  murderers  to 
operate  across  county  lines,  where  the  probability  of 
discovery  is  little  or  none.  The  total  membership  of 
the  Texas  Society  of  Pathologists  is  fewer  than  150, 
so  that  obviously  no  great  legislative  enactment  can 
be  expected  from  such  a small  group.  It  will  take 
the  enthusiastic  support  of  the  Texas  Medical  As- 
sociation and  of  all  those  interested  in  law  enforce- 
ment to  give  Texas  the  benefits  of  a statewide  system. 

The  cost  of  a system  of  this  type  is  undoubtedly 
higher  than  that  resulting  from  the  expenditure  of 
$10  for  investigation  by  a justice  of  the  peace  in 
each  inquest,  but  it  is  only  a minute  proportion  of 
the  countless  millions  of  dollars  spent  for  police  and 
judicial  functions  aimed  at  repression  of  crime.  All 
sober  and  thoughtful  citizens  of  the  state  should 
lend  their  active  support  to  speed  the  day  when  the 
sovereign  state  of  Texas  will  have  the  same  high 
level  of  scientific  investigation  of  death,  with  medi- 
cal attendance,  which  prevails  in  many  of  our  sister 
states. 

— John  J.  Andujar,  M.D.,  Fort  Worth. 
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Texas  Nursing  Homes 


Of  special  concern  to  Texas  doctors  is 
the  quality  of  nursing  home  facilities  in  the 
state — an  essential  part  of  all-inclusive 
geriatric  patient  care. 

Accomplishments  and  aims  of  members  of 
the  Texas  Nursing  Home  Association  to  improve  nursing  homes  and 
close  substandard  institutions  is  commendable . At  present , there 
is  underway  a national  accreditation  program  for  nursing  homes 
comparable  to  that  for  hospitals . The  Texas  Medical  Association 
has  followed  the  lead  of  the  national  medical  association  in  co- 
operating with  state  hospital,  dental,  and  nursing  home  organiza- 
tions. A national  joint  council  to  improve  the  health  care  of  the 
aged  has  been  duplicated  on  the  state  level. 

Nursing  homes  have  a great  potential  in  rehabilitation  of  pa- 
tients, and  it  is  equally  important  that  they  care  for  patients 
stricken  with  terminal  illnesses.  Separate  housing  facilities 
for  patients  according  to  degree  of  disability  is  highly  desir- 
able. For  example,  ambulatory  patients  should  be  separated  from 
bedridden  patients  and  those  with  terminal  illnesses,  and  men-* 
tally  well  balanced  from  disturbed  ones. 

For  the  best  patient  care,  nursing  home  assistants  should  be 
assigned  to  the  care  of  patients  on  the  basis  of  their  understand- 
ing of  the  individual's  needs.  Each  assistant  should  have  the 
ability  to  adapt  to  the  needs  of  those  in  her  care. 

Recruitment  of  women  who  are  willing  and  eager  to  care  for 
patients  is  vital.  Because  of  the  shortage  of  qualified  help, 
the  necessary  personal  care  of  older  patients  sometimes  is  miss- 
ing, and  mechanical  care  takes  its  place.  We  know  that  patients — 
old  or  young — need  help  from  people  who  care  about  them  as  indi- 
viduals, and  should  do  our  best  to  assure  that  this  quality  is 
never  lacking. 
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Carcinoma  of  the  LUNG 


Although  much  improvement  can  be  made  in  therapeutic  results  in  carcinoma 
of  the  lung,  the  author  believes  that  a 30  per  cent  3 year  survival  rate  after  resection 
is  not  bad  when  compared  with  the  survival  rates  in  carcinoma  at  other  sites.  Treat- 
ment results  in  four  cellular  types  of  bronchiogenic  carcinoma  are  discussed,  in  addition 
to  an  explanation  of  diagnostic  methods  used. 


0.  THERON  CLAGETT,  M.D. 

ROCHESTER,  MINNESOTA 


CARCINOMA  of  the  lung  has  been  written  about 
extensively  in  the  medical  literature  in  the 
past  25  years.  It  also  has  been  a subject  appearing 
with  great  regularity  in  newspapers  and  lay  journals. 
According  to  newspapers,  the  cause  of  carcinoma  of 
the  lung  is  thoroughly  established,  and  the  public 
certainly  has  been  well  informed  about  it. 

Despite  all  this  publicity,  carcinoma  of  the  lung 
still  occurs  and,  unfortunately,  not  enough  is  being 
accomplished  in  the  way  of  earlier  diagnosis  and 
treatment.  This  is  regrettable  because  a great  deal 
is  known  about  carcinoma  of  the  lung.  Methods  of 
diagnosis  and  treatment  are  readily  available.  If 
these  were  used  more  effectively,  considerable  im- 
provement in  prognosis  would  result. 

Little  question  exists  that  the  status  of  pulmonary 
carcinoma  has  changed  considerably  since  1912,  when 
Adler1  stated  that  neoplasms  of  the  lung  were  among 
the  rarest  forms  of  disease.  I do  not  believe  that  the 
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pathologists  of  that  day  overlooked  or  misdiagnosed 
carcinoma  of  the  lung.  Instead,  I am  satisfied  that 
the  incidence  of  carcinoma  of  the  lung  has  in- 
creased tremendously.  However,  I am  not  sure  that 
this  rate  has  reached  the  epidemic  proportions  that 
some  investigators  would  have  us  believe.  My  associ- 
ates and  I see  patients  with  carcinoma  of  the  breast, 
colon,  stomach,  cervix,  and  ovary  more  commonly 
than  those  with  carcinoma  of  the  lung.  However,  pul- 
monary cancer  does  occur  frequently  and  presents 
an  extremely  serious  problem. 

Etiologic  Aspects 

Although  I do  not  know  what  causes  carcinoma 
of  the  lung  or  of  any  other  organ,  I would  agree  that 
most  patients  who  have  certain  cellular  types  of 
carcinoma  of  the  lung  either  smoke  or  have  smoked 
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a large  number  of  cigarettes.  I am  willing  to  accept 
the  evidence  that  cigarette  smoking  may  be  an  im- 
portant factor  as  a cause  of  some  carcinomas  of  the 
lung.  However,  other  factors  also  must  be  involved. 

Recent  evidence  from  Australia  and  New  Zealand 
is  of  interest  in  this  regard.  Considerable  migration 
from  the  British  Isles  to  the  Australasian  region  has 
occurred  since  1945.  The  smoking  habits  of  persons 
in  Australia  and  the  British  Isles  are  similar;  even 
the  same  brands  of  cigarettes  are  used.  Recent  studies 
have  shown  that  the  incidence  of  carcinoma  of  the 
lung  in  persons  who  have  emigrated  from  the  British 
Isles  is  several  times  that  in  native  Australasians, 
that  the  incidence  in  persons  living  in  large  metro- 
politan areas  in  Australia  is  twice  as  high  as  in 
persons  in  smaller  cities,  and  that  the  incidence  in 
the  rural  population  is  one  third  that  in  persons  liv- 
ing in  cities,  even  though  smoking  habits  are  the 
same. 

Thus,  a person’s  environment  and  substances  in 
the  air  that  he  breathes  may  be  influential  in  the 
genesis  of  carcinoma  of  the  lung.  It  appears  likely 
that  people  will  continue  to  smoke  and  to  live  in 
large  cities,  and  carcinoma  of  the  lung  probably  will 
continue  to  occur  frequently.  Efforts  to  learn  more 
about  the  cause  of  this  disease  and  to  develop  means 
of  preventing  it  must  be  supported  and  encouraged. 
Until  these  efforts  become  effective,  physicians  must 
deal  with  this  disease  as  best  they  can. 


Clinical  and  Diagnostic  Aspects 

It  is  possible  to  diagnose  carcinoma  of  the  lung 
earlier  and  to  treat  patients  more  effectively  than  at 
present.  If  patients  and  physicians  would  use  the 
facts  that  are  known  about  this  disease  and  available 
methods  of  diagnosis,  the  diagnosis  could  be  estab- 
lished earlier,  allowing  effective  treatment  in  a 
much  greater  percentage  of  cases. 

Carcinoma  of  the  lung  is  predominantly  a disease 
of  males,  with  approximately  90  per  cent  of  cases 
occurring  in  men.  It  is  predominantly  a disease  of 
persons  more  than  40  years  of  age;  94  per  cent  of 
patients  seen  by  my  associates  and  me  were  in  this 
age  group.  Most  patients  with  carcinoma  of  the  lung 
are  or  have  been  heavy  smokers.  The  possibility  of 
carcinoma  of  the  lung  should  not  be  ignored  in 
women  or  in  persons  less  than  40  years  of  age,  but 
obviously  the  index  of  suspicion  for  this  disease 
should  be  high  in  men  more  than  40  years  old  who 
are  heavy  smokers.  Such  persons  should  have  a tho- 
racic roentgenogram  at  least  once  a year.  Any  patient 
who  has  symptoms  referable  to  the  respiratory  tract 
or  whose  roentgenogram  shows  an  abnormality 
should  be  considered  as  possibly  having  carcinoma 
of  the  lung. 


Physicians  have  too  great  an  inclination  to  think 
of  pulmonary  disease  in  terms  of  pneumonia,  virus 
pneumonia,  unresolved  pneumonia,  or  tuberculosis 
rather  than  possible  neoplasm.  There  is  still  too  much 
of  a tendency  to  observe  patients  with  pulmonary 
lesions  or  to  treat  them  with  a great  array  of  anti- 
biotics, instead  of  using  appropriate  diagnostic  pro- 
cedures to  determine  what  is  really  wrong.  The  diag- 
nosis of  pulmonary  carcinoma  is  relatively  easy  in 
most  cases,  and  can  be  accomplished  by  means  avail- 
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able  almost  everywhere  in  this  country.  Few  organs 
in  the  body  are  as  accessible  to  accurate  diagnostic 
investigation  as  is  the  lung.  In  most  instances  ap- 
propriate roentgenographic  studies,  bronchoscopy, 
cytologic  examination  of  sputum  and  bronchial  se- 
cretion, and,  if  necessary,  exploratory  thoracotomy 
provide  means  of  establishing  the  diagnosis  of  even 
early  carcinoma  of  the  lung. 

Carcinoma  of  the  lung  rarely  is  completely  asymp- 
tomatic. In  a review  of  the  records  of  1,600  patients 
with  this  disease,  only  29  were  completely  free  of 
symptoms.  It  should  be  possible  to  diagnose  this 
condition  in  many  more  cases  before  symptoms  are 
present  if  the  readily  available  diagnostic  methods 
are  used  appropriately. 

Roentgenography. — The  single  most  valuable  meth- 
od of  detecting  carcinoma  of  the  lung  is  provided 
by  the  roentgenologist.  The  usual  thoracic  roentgeno- 
gram is  all  that  is  necessary  in  most  instances.  In 
selected  cases,  tomograms  are  extremely  valuable 
since  they  may  reveal  evidence  of  lamination,  cavi- 
tation, calcification,  or  umbilication  of  the  lesion  that 
may  not  be  apparent  in  the  usual  films.  Fluoroscopy, 
bronchography,  and  angiocardiography  occasionally 
give  valuable  information,  but  are  not  often  neces- 
sary. Roentgenographic  methods  do  not  provide  the 
pathologic  diagnosis  of  a pulmonary  lesion.  How- 
ever, they  represent  the  best  method  for  detecting 
pulmonary  disease  and  provide  invaluable  informa- 
tion regarding  its  location,  extent,  and  character. 

Bronchoscopy. — In  approximately  40  per  cent  of 
carcinomas  of  the  lung,  it  is  possible  by  means  of 
bronchoscopy  to  see  the  lesion  and  to  secure  tissue 
for  biopsy.  This  examination  also  provides  valuable 
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data  concerning  the  extent  and  location  of  some 
bronchial  carcinomas,  and  it  is  a means  of  obtaining 
bronchial  secretions  for  cytologic  studies.  Bronchos- 
copy should  be  done  in  patients  who  have  lesions 
near  the  hilus  of  the  lung  and  in  those  with  evidence 
of  bronchial  obstruction.  It  is  not  of  much  use  when 
the  lesion  is  located  in  the  periphery  of  the  lung. 

Cytology. — Cytologic  examination  of  the  sputum 
and  bronchial  secretions  for  malignant  cells  is  not 
used  as  extensively  as  the  method  deserves.  With 
this  procedure,  a definite  preoperative  diagnosis  of 
carcinoma  of  the  lung  has  been  established  in  about 
75  per  cent  of  cases.  Even  the  cellular  type  of  car- 
cinoma usually  can  be  predicted  by  such  studies.  If 
it  were  practical  to  use  this  method  as  a routine 
screening  procedure,  as  for  carcinoma  of  the  cervix, 
many  carcinomas  of  the  lung  could  be  diagnosed 
even  before  they  are  detected  by  the  roentgenologist. 

The  sputum  of  one  of  my  patients  with  a 
chronic  cough  showed  malignant  cells  repeatedly  for 
5 years  before  the  causative  lesion  was  found,  even 
though  every  other  available  diagnostic  procedure 
was  used.  In  another  patient,  sputum  contained  ma- 
lignant cells  for  3 years  before  the  source  was  located. 
Several  other  patients  with  chronic  productive  cough 
and  sputum  containing  malignant  cells  are  being 
kept  under  observation.  Repeated  roentgenograms 
and  bronchoscopic  examination  have  not  yet  located 
the  tumor.  The  malignant  cells  in  most  of  these 
patients  are  of  squamous  cell  type.  This  indicates 
that  squamous  cell  carcinomas  of  the  bronchus  are 
often  slow-growing  lesions.  They  are  often  present 
for  long  periods,  even  years,  before  they  can  be  de- 
tected by  roentgenographic  methods,  or  even  by 
bronchoscopy  and  bronchography.  Cytologic  examina- 
tion of  the  sputum  and  bronchial  secretions  for 
malignant  cells  demands  a great  deal  from  the  path- 
ologist, but  it  is  a rewarding  diagnostic  procedure. 

Thoracotomy. — Diagnosis  of  carcinoma  of  the  lung 
cannot  be  established  without  exploratory  thoracot- 
omy in  about  25  per  cent  of  cases.  Lesions  in  these 
instances  usually  are  peripheral  pulmonary  nodules. 
Exploratory  thoracotomy  is  a thoroughly  reasonable 
diagnostic  procedure  for  indeterminate  pulmonary 
lesions  when  the  patient’s  condition  will  permit  op- 
eration; the  risk  is  small.  A pulmonary  lesion  cannot 
be  treated  intelligently  unless  its  nature  is  known. 
There  is  no  excuse  for  a "wait  and  see”  policy  in 
indeterminate  pulmonary  lesions,  because  carcinoma 
of  the  lung  can  simulate  almost  every  known  pul- 
monary disease  in  its  clinical  and  radiologic  manifes- 
tations. In  my  experience,  carcinoma  of  the  lung  was 
found  in  approximately  one  third  of  the  patients  on 
whom  exploratory  thoracotomy  was  performed  for 
indeterminate  pulmonary  lesions. 


Classification  and  Its  Practical  Application 

It  has  been  the  custom  to  classify  all  "neoplasms” 
of  the  lung  under  the  broad  category  of  carcinoma 
of  the  lung  or  bronchiogenic  carcinoma.  However, 
these  lesions  should  be  thought  of  as  a variety  of 
different  neoplasms,  each  with  different  gross  and 
microscopic  pathologic  characteristics,  a different 
clinical  course,  a different  prognosis,  and  probably 
a different  cause.  Each  perhaps  requires  different 
treatment. 

This  is  not  a new  concept,  of  course.  It  has  been 
recognized  for  years  that  bronchial  adenomas  and 
alveolar  cell  carcinomas  are  pulmonary  neoplasms 
whose  character  and  behavior  place  them  in  cate- 
gories separate  from  bronchiogenic  carcinomas.  I be- 
lieve that  variations  in  the  different  cellular  types 
of  neoplasms  classified  as  bronchiogenic  carcinomas 
are  almost  as  great  as  those  between  bronchial  ade- 
noma and  alveolar  cell  carcinoma.  It  would  help  to 
clarify  our  thinking,  writing,  and  talking  about  neo- 
plasms of  the  lung  if  each  cellular  type  of  growth 
were  considered  as  a separate  entity  rather  than  as 
a variant  of  a common  disease. 

However,  I do  not  wish  to  overemphasize  the 
importance  of  the  different  histopathologic  cellular 
types  of  pulmonary  neoplasms.  Individual  tumors  of 
the  lung  of  a particular  type  do  not  always  behave 
as  predicted.  Various  mixtures  of  types  of  cells  can 
occur,  and  probably  not  more  than  65  per  cent  of 
bronchiogenic  carcinomas  are  of  a pure  cellular  type. 
Nevertheless,  sufficient  correlation  is  present  between 
the  clinical  course  and  manifestations  of  a pulmonary 
tumor  and  its  predominant  type  of  cell  to  justify 
considering  each  cellular  type  as  an  entity.  It  is  pos- 
sible to  predict  fairly  accurately  from  the  clinical 
course  and  roentgenographic  appearance  of  a pul- 
monary tumor  what  type  of  cells  it  is  composed  of, 
and  the  cellular  type  of  a tumor  of  the  lung  cer- 
tainly influences  the  operability,  resectability,  prog- 
nosis, and  appropriate  treatment. 

The  classification  that  my  colleagues  and  I use 
was  derived  from  a study  of  1,600  primary  tumors 
of  the  lung.  It  differs  from  most  classifications  in 
that  it  divides  the  group  of  undifferentiated  carci- 
nomas into  a large  cell  and  a small  cell  variety.  This 
is  important,  as  will  be  pointed  out  later.  Further- 
more, diagnosis  of  squamous  cell  carcinoma  is  re- 
stricted to  those  lesions  showing  a definite  epider- 
moidal  appearance.  It  does  not  include  tumors  that 
some  pathologists  call  undifferentiated  squamous  cell 
carcinoma. 

Each  of  the  four  cellular  types  of  bronchiogenic 
carcinoma  is  considered  separately,  with  brief  de- 
scription of  the  characteristics  that  justify  their  clas- 
sification as  separate  entities. 

Squamous  Cell  Type. — Squamous  cell  carcinomas 
made  up  approximately  one  third  of  cases  of  carci- 
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noma  of  the  lung  in  the  present  series.  It  is  a disease 
of  men,  with  only  2 per  cent  of  cases  occurring  in 
women.  Lesions  of  this  type  are  usually  seen  in 
persons  who  have  been  heavy  smokers.  Ordinarily 
such  a tumor  is  located  in  the  major  bronchi.  When 
the  site  is  peripheral  to  the  major  bronchi,  the  tumor 
is  likely  to  cavitate.  Squamous  cell  carcinoma  of  the 
lung  can  be  seen  on  bronchoscopic  examination  in 
a large  percentage  of  cases,  and  tissue  can  be  ob- 
tained for  biopsy. 

Cytologic  examination  of  the  sputum  and  bron- 
chial secretions  reveals  malignant  cells  in  most  in- 
stances. The  bronchial  mucosa  shows  microscopic 
evidence  of  malignant  changes  extending  beyond  the 
gross  limits  of  the  tumor.  These  carcinomas  tend  to 
spread  and  metastasize  along  the  lymphatic  chan- 
nels; therefore,  extensive  and  thorough  dissection  of 
the  lymph  nodes  is  important.  Recurrence  in  the 
bronchial  stump  is  common  unless  these  tumors  are 
removed  with  a wide  margin;  therefore,  conservative 
resection,  such  as  lobectomy,  is  not  advisable.  An 
aggressive  surgical  attack  in  squamous  cell  carcinoma 
of  the  lung  is  justified,  because  the  rate  of  resectabil- 
ity is  relatively  high  and  the  prognosis  is  relatively 
good. 

Small  Cell  Type. — Undifferentiated  small  cell,  or 
oat  cell,  carcinomas  of  the  lung  occur  in  men  in  99 
per  cent  of  cases.  They  are  centrally  located  near  the 
hilus  in  the  majority  of  patients.  Most  persons  with 
this  type  of  carcinoma  have  been  heavy  smokers.  At 
operation,  the  tumors  usually  prove  much  more  ex- 
tensive than  had  appeared  from  bronchoscopic  and 
roentgenographic  examination.  The  rate  of  operabil- 
ity and  resectability  is  extremely  low,  and  even  if  the 
tumor  is  resectable,  prognosis  is  poor. 

Many  patients  with  small  cell  carcinoma  of  the 
lung  do  not  survive  for  a year,  regardless  of  treat- 
ment. The  diagnosis  usually  can  be  suspected  pre- 
operatively  from  the  roentgenograms.  It  usually  can 
be  confirmed  by  bronchoscopic  biopsy  or  cytologic 
examination  of  sputum  and  bronchial  secretions. 
Surgical  treatment  is  relatively  ineffective;  in  fact, 
some  surgeons  are  of  the  opinion  that  most  patients 
with  such  tumors  should  not  be  operated  on.  Treat- 
ment with  nitrogen  mustard  and  radiation  therapy 
are  preferable  in  most  instances.  Fortunately,  small 
cell  carcinomas  constitute  only  about  10  per  cent  of 
carcinomas  of  the  lung. 

Adenocarcinoma.  — Adenocarcinomas  comprise 
about  12  per  cent  of  pulmonary  carcinomas.  It  does 
not  appear  likely  that  smoking  is  an  etiologic  factor. 
Approximately  20  per  cent  of  such  tumors  occur 
in  women.  Adenocarcinomas  usually  are  located  in 
the  more  peripheral  parts  of  the  lung.  They  rarely 
can  be  seen  during  bronchoscopic  examination.  Since 
they  do  not  tend  to  exfoliate  malignant  cells  into 
the  bronchial  tree,  cytologic  studies  of  the  sputum 
and  bronchial  secretions  usually  are  not  diagnostic. 


Most  of  the  indeterminate  nodules  or  "coin  le- 
sions” in  the  lung  that  are  malignant  are  of  the 
adenocarcinoma  type.  Pulmonary  adenocarcinomas 
may  grow  slowly  and  may  be  present  for  months  or 
years  without  producing  symptoms  or  showing  much 
increase  in  size.  They  do  not  tend  to  metastasize  or 
spread  by  the  lymphatic  channels,  but  vascular  in- 
volvement and  hematogenous  metastasis  are  relatively 
common.  These  lesions  can  be  treated  as  effectively 
by  conservative  resection  as  by  radical  surgical  pro- 
cedures, and  prognosis  is  relatively  good. 

Large  Cell  Type. — Undifferentiated  large  cell  car- 
cinomas occur  in  women  in  about  25  per  cent  of 
cases.  It  is  doubtful  that  smoking  is  an  important 
etiologic  factor.  Such  lesions  tend  to  be  located  in 
the  more  peripheral  portions  of  the  lung,  and  may 
be  large  before  they  are  recognized.  Cytologic  exam- 
ination of  sputum  and  bronchial  secretions  shows 
malignant  cells  in  a large  percentage  of  cases.  Vas- 
cular involvement  and  blood-borne  metastasis  are 
common,  but  these  lesions  also  can  involve  the  re- 
gional lymph  nodes  extensively.  Surgical  resection 
provides  the  best  treatment.  Lobectomy  is  adequate 
treatment  if  extent  of  the  lesion  permits  it.  The  prog- 
nosis for  these  lesions  is  better  than  it  is  for  the 
small  cell  undifferentiated  carcinomas,  but  not  as 
good  as  for  the  squamous  cell  and  adenocarcinoma- 
tous  types. 


Comment 

In  my  experience,  the  predominant  type  of  cells 
in  a bronchiogenic  carcinoma  has  significance  with 
regard  to  the  sex  incidence;  the  location  and  char- 
acter of  the  lesion;  the  bronchoscopic  and  cytologic 
diagnosis;  the  clinical  course  of  the  disease;  and  the 
operability,  resectability,  prognosis,  and  treatment. 
There  are  many  variables  and  unpredictable  facets 
in  bronchiogenic  carcinoma,  and  not  all  cases  con- 
form to  the  patterns  described.  However,  from  a 
practical  standpoint,  some  merit  is  present  in  the 
classification  of  bronchiogenic  carcinoma  according 
to  cellular  types,  and  it  is  certainly  obvious  that  what 
has  been  called  bronchiogenic  carcinoma  is,  in  fact, 
a variety  of  different  neoplasms. 

Metastasis. — Most  pathologic  studies  of  carcinoma 
of  the  lung  have  emphasized  the  incidence,  location, 
and  extent  of  lymph-node  metastasis,  and  surgical 
techniques  have  been  directed  toward  wide  resection 
of  the  routes  for  lymphatic  drainage  in  the  thorax. 
The  importance  of  vascular  routes  of  spread  has  been 
appreciated  only  recently.  Studies  at  the  University 
of  Pennsylvania  and  at  the  Mayo  Clinic,  as  well  as 
elsewhere,  have  shown  that  most  types  of  bronchio- 
genic carcinomas  involve  the  pulmonary  vessels  in 
a large  percentage  of  cases  and  that  free  exfoliation 
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of  malignant  cells  into  the  blood  stream  occurs  fre- 
quently. Actually,  spread  along  vascular  routes  is 
much  more  dangerous  than  is  lymphatic  spread. 

Blood-borne  metastasis  to  the  central  nervous  sys- 
tem, adrenals,  liver,  and  the  other  lung  is  a common- 
er cause  of  death  than  is  the  primary  lesion  or 
its  lymphatic  spread.  Vascular  involvement  occurs 
even  with  small  tumors,  and  it  explains  why  the 
prognosis  for  resection  of  small,  apparently  favor- 
able carcinomas  of  the  lung  is  not  better.  If  the  lo- 
cation and  extent  of  a pulmonary  carcinoma  permit 
conservative  resection,  blood-borne  metastasis  can  be 
controlled  as  effectively  in  this  manner  as  by  a more 
radical  operation.  It  appears  reasonable,  therefore, 
to  perform  conservative  pulmonary  resection  when 
possible,  except  in  cases  of  squamous  cell  carcinoma, 
in  which  wide  resection  of  the  lesion  and  its  lym- 
phatic drainage  is  desirable. 

Surgical  Treatment:  Results. — In  the  25  years  since 
the  first  pneumonectomy  for  carcinoma  of  the  lung 
was  performed,  a tremendous  experience  in  the  sur- 
gical treatment  of  such  lesions  has  accumulated.  The 
experience  of  the  author  and  his  colleagues  is  similar 
to  that  reported  by  others.  In  the  10  year  period 
from  1943  through  1952,  a total  of  2,676  patients 
with  carcinoma  of  the  lung  were  seen  at  the  Mayo 
Clinic.  Thoracotomy  was  performed  in  879  cases, 
or  33  per  cent.  The  tumors  were  too  advanced  to 
permit  operation  in  the  remaining  two  thirds  of 
cases.  Resection  of  the  lesion  was  performed  in  584 
(66  per  cent)  of  the  879  cases  in  which  thoracotomy 
was  done. 

The  surgical  mortality  rate  was  6 per  cent.  The 
3 and  5 year  survival  rates  in  the  four  types  of 
lesions  are  shown  in  Table  1.  Carcinoma  of  the 
lung  in  persons  less  than  40  years  of  age  carries  an 
extremely  poor  prognosis.  The  condition  was  inop- 
erable in  63  per  cent  of  51  such  patients.  Only  9 
of  these  patients  had  resectable  lesions,  and  only  1 
lived  more  than  3 years. 

Other  Treatment. — Radiation  therapy  has  been 
employed  extensively  in  the  management  of  carci- 
noma of  the  lung,  being  used  chiefly  for  patients 
with  advanced  inoperable  lesions.  It  apparently  pro- 
vides palliation  in  some  cases,  and  a surprising  re- 
mission occasionally  is  accomplished.  However,  the 
results  in  general  are  not  impressive.  As  far  as  I 
can  determine,  nothing  approaching  a cure  has  been 


Table  1. — Survival  Rates  in  584  Patients  with  Carcinoma 
of  the  Lung  Operated  Upon  at  Mayo  Clinic  from 
1943  to  1952. 


Type  of  Lesion 

Survival  Rate 
3 -Year 

(%) 

5-Year 

Squamous  cell  carcinoma  . 

42 

33 

Adenocarcinoma  

42 

28 

Large  cell  carcinoma 

35 

27 

Small  cell  carcinoma 

21 

15 

accomplished.  The  average  survival  period  for  pa- 
tients with  pulmonary  carcinoma  after  radiation 
therapy  is  less  than  a year,  which  is  not  much  return 
to  the  patient  for  the  time  and  money  spent. 

Considerable  experience  with  the  use  of  nitrogen 
mustard  and  similar  agents  in  the  treatment  of  car- 
cinoma of  the  lung  has  accumulated.  It  is  not  easy 
to  measure  the  effectiveness  of  some  of  these  chem- 
ical agents,  but  they  have  provided  some  palliation, 
particularly  in  relieving  obstruction  of  the  superior 
vena  cava  and  pleural  effusion.  Treatment  with  nitro- 
gen mustard  apparently  is  at  least  as  effective  as 
radiation  therapy  and  its  administration  is  easier 
and  cheaper. 

Conclusions 

The  results  of  treatment  of  carcinoma  of  the  lung 
leave  much  to  be  desired.  Nevertheless,  an  over-all 
30  per  cent  3 year  survival  rate  after  resection  is 
not  too  bad  when  compared  with  survival  rates  in 
carcinomas  at  other  sites.  It  is  unlikely  that  surgeons 
can  develop  more  effective  operations  or  materially 
reduce  the  risk  of  operations  for  carcinoma  of  the 
lung  as  long  as  they  continue  to  see  such  a large 
percentage  of  cases  in  which  disease  is  far-advanced. 
Improvement  in  the  results  of  treatment  of  carci- 
noma of  the  lung  by  present  means  can  come  only 
from  earlier  diagnosis  and  treatment.  Earlier  diag- 
nosis and  treatment  would  be  possible  if  present 
knowledge  of  this  disease  and  available  diagnostic 
methods  were  used  more  effectively. 
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The  popular  designation  of  "malignant  carcinoid  syndrome’’  may 
he  a misnomer,  as  many  physicians  believe  that  all  carcinoid  tumors 
are  primary  malignant  neoplasms,  albeit  of  low  grade.  A more  accu- 
rate term  might  be  "functioning  adenocarcinoma,  carcinoid  type.”  A 
case  of  this  type  in  which  severe  vascular  reactions  were  reduced  by 
administration  of  a chemotherapeutic  agent  (Thio-TEPA)  is  reported. 


FUNCTIONING  ADENOCARCINOMA 

Carcinoid  Type 


RALEIGH  R.  WHITE,  M.D. 

Temple,  Texas 


SINCE  THEY  were  described  by  Lubarsch4  in 
1884,  tumors  now  classified  as  "functioning  ad- 
enocarcinoma, carcinoid  type”  have  been  of  great 
clinical  and  pathologic  interest.  The  term  "carcinoid,” 
coined  by  Oberndorfer5  in  1907,  has  been  accepted 
almost  universally  although  in  recent  years  general 
agreement  has  been  that  these  lesions  are  actually 
carcinomas  of  a low  grade.  Broders2  has  used  the 
more  accurate  classification  "adenocarcinoma,  carci- 
noid type.” 

The  origin  of  these  intriguing  tumors  is  uncer- 
tain. Some  investigators6  believe  they  originate  from 
the  Kultschit2ky  cells  of  the  gastrointestinal  epi- 
t helium  and,  therefore,  may  be  found  in  any  portion 
of  the  gastrointestinal  tract  from  the  gastrocardia  to 
the  anus.  Others2  suggest  that  the  neoplasms  arise 
from  the  basal  layer  of  the  gastrointestinal  epithelium. 
These  tumors  occur  most  often  as  small  submucosal 
nodules,  often  multiple  and  of  yellowish  color;  but, 
the  color  may  vary  from  brown  to  grayish  white. 
Fortunately,  they  are  slow-growing.  The  lesions  ap- 
pear most  frequently  in  the  appendix,  with  the 
jejuno-ileum  as  the  second  most  common  site.  It  is 


of  surgical  importance  that  carcinoid  tumors  of  the 
small  intestine  metastasize  frequently,  whereas  those 
in  the  appendix  metastasize  rarely. 

Clinical  Manifestations 

In  1953  interest  in  carcinoid  tumors  was  enhanced 
greatly  by  description  of  a new  syndrome  by  Biorck 
and  co-workers1  and  by  Isler  and  Hedinger,3  working 
independently.  These  tumors  had  a peculiar  physio- 
logic effect  upon  the  smooth  muscles  of  the  respira- 
tory tract,  gastrointestinal  tract,  and  arterioles.  The 
resulting  clinical  picture  is  characterized  by  reddish- 
purple  flushing,  often  with  venous  lakes  in  the 
neck,  chest,  and  face.  Watery  stools,  asthmatic  at- 
tacks, and  acquired  tricuspid  and  pulmonic  valvular 
lesions  are  frequent;  and  occasionally,  sclerosis  of 
the  endocardium  of  the  right  atrium  and  right  ven- 
tricle occurs.  Thorson  and  others11  first  suggested 


From  the  Department  of  Surgery  of  the  Scott  and  White 
Clinic. 
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that  these  clinical  manifestations  might  be  attrib- 
utable to  production  of  large  amounts  of  5-hydroxy- 
tryptamine  (serotonin)  by  the  tumor. 

Serotonin  has  the  physiologic  action  of  increasing 
gastrointestinal  tone,  with  resulting  hyperperistalsis 
and  diarrhea.  It  causes  constriction  of  the  bronchi- 
oles with  asthma  and  of  the  pulmonary  arterioles 
with  increased  pressure  in  the  pulmonary  artery  and 
right  ventricle.  Serotonin  constricts  the  afferent 
glomerular  arteriole  and  acts  as  an  antidiuretic.  It 
has  an  important  effect  on  the  peripheral  vascular 
bed,  causing  dilatation  of  the  small  subcutaneous 
arterioles  and  constriction  of  the  larger  arteries. 

Udenfriend  and  Tims12  have  described  the  meta- 
bolic pathway  of  serotonin.  It  is  derived  from  dietary 
tryptophan,  which  is  converted  within  the  tumor  or 
Kultschitzky  cells  first  to  5 -hydroxy tryptophan,  and 
then  to  5 -hydroxy tryptamine  or  serotonin.  This  com- 
pound is  secreted  into  the  portal  blood,  where  it  is 
absorbed  avidly  by  platelets  and  transported  in  an 
inactive  form.  Uncombined  serotonin  is  deactivated 
by  monoamine  oxidase  in  the  liver  and  in  the  lungs 
to  5-hydroxyindol  acetic  acid  (5-HIAA),  and  is  ex- 
creted in  the  urine  as  the  final  breakdown  product. 

Clinical  manifestations  of  the  carcinoid  syndrome 
appear  only  with  metastatic  carcinoid  involvement  of 
the  liver  and/or  retro-peritoneal  lymph  nodes,  when 
the  serotonin  produced  may  by-pass  the  liver  and 
enter  the  general  circulation  as  an  active  agent.  As 
much  as  60  per  cent  of  the  available  dietary  trypto- 
phan may  be  diverted  into  serotonin,  causing  a defi- 
cit of  niacin  and  protein.  Tryptophan  deficiency  in 
the  carcinoid  syndrome  may  be  manifested  by  pel- 
lagra and  hypoproteinemia.  Tricuspid  and/or  pul- 
monic valvulitis  and  endocarditis10  of  the  right  side 
of  the  heart  has  been  explained  by  the  action  of 
uninhibited  serotonin  before  partial  deactivation  in 
the  lungs. 

The  diagnosis  of  the  carcinoid  syndrome  may  be 
suspected  when  the  clinical  manifestations  previously 
described  are  present,  together  with  evidence  of 
metastasis  of  the  liver.  It  may  be  confirmed  readily 
by  determination  of  increased  levels  of  5-hydroxy- 
indol acetic  acid  (5-HIAA)  in  the  urine,  as  described 
by  Sjoerdsma  and  co-workers.9 

Treatment 

Usually,  treatment  is  surgical  excision.  Because  of 
the  tumor’s  slow-growing  nature,  palliative  resection 
of  the  primary  lesion  should  be  considered  although 
distant  metastasis  may  be  present.  Patients  with  dif- 
fuse involvement  of  both  major  lobes  of  the  liver  and 
of  the  retroperitoneal  nodes,  disabled  by  effects  of 
active  serotonin,  present  a problem.  In  2 patients 


with  diffuse  involvement  of  the  liver,  Wilson  and 
Butterick13  performed  massive  subtotal  hepatectomy. 
The  first  patient  was  greatly  relieved  of  symptoms, 
and  returned  to  his  occupation  as  a dairy  farmer. 
The  second  died.  It  is  difficult  for  a surgeon  to 
become  enthusiastic  about  massive  resection  of  the 
liver  for  palliation  only.  The  problem  to  be  solved 
in  this  regard  remains:  "Does  the  end  result  justify 
the  means?”  Each  patient  must  be  considered  indi- 
vidually and  evaluated  accordingly. 

A satisfactory  in  vivo  inhibition  of  serotonin  to 
neutralize  its  action  and  relieve  symptoms  has  not 
been  developed.7  Chlorpromazine  therapy,  of  theo- 
retical value,  has  not  proved  beneficial.  If  secondary 
pellagra  is  present,  niacin  administration  may  be 
helpful.  Roentgen  therapy  usually  is  not  beneficial. 
Chemotherapeutic  agents  such  as  triethylene  thio- 
phosphoramide  (Thio-TEPA)  should  be  given  a 
trial. 


Case  Report 

A man,  aged  67,  reported  on  September  13,  1955.  Chief 
complaint  was  of  intermittent  diarrhea  of  11  months’  dura- 
tion. For  the  previous  month,  the  patient  had  had  6 to  8 
watery  stools  daily.  Dull,  aching  pain  in  the  right  lower 
quadrant  had  persisted  for  3 months  before  admission. 
Unusual  vascular  phenomena  had  not  been  experienced. 

The  physical  findings  were  noncontributory.  Blood  pres- 
sure was  120/70  mm.  of  mercury.  The  heart  and  lungs 
were  normal  and  the  skin  appeared  normal.  A proctoscopic 
examination  showed  hemorrhoids,  only.  A series  of  roent- 
genograms of  the  gastrointestinal  tract  showed  a filling 
defect  about  4 cm.  in  diameter  in  the  region  of  the  ileo- 
cecal valve.  A roentgenogram  of  the  chest,  complete  blood 
count,  and  urinalysis  were  negative.  The  preoperative  diag- 
nosis was  tumor,  probably  carcinoma,  of  the  cecum. 

Surgical  treatment  was  performed  September  23,  1955. 
After  proper  preoperative  preparation,  a right  rectus  inci- 
sion was  made.  Exploration  revealed  a dilated  terminal 
ileum  with  a 4 cm.  tumor  in  the  region  of  the  ileocecal 
valve.  Many  lymph  nodes  were  present  in  the  mesentery 
of  the  right  side  of  the  colon  and  ileum.  A lymph  node 
at  the  root  of  the  mesentery  was  excised  and  was  reported 
to  be  "inflammatory.”  Radical  resection  of  the  right  colon, 
hepatic  flexure,  right  portion  of  the  transverse  colon  and 
about  3 feet  of  the  terminal  ileum,  with  end-to-end  anas- 
tomosis, was  performed.  Pathologic  diagnosis  was  adeno- 
carcinoma of  carcinoid  type,  grade  2,  with  metastasis  into 
at  least  2 regional  lymph  nodes. 

The  patient’s  convalescence  was  satisfactory  until  17 
months  after  operation,  when  intermittent  diarrhea  de- 
veloped. Blood  pressure  frequently  was  elevated  to  200 
mm.  systolic,  and  on  one  occasion  was  240  mm.  At  inter- 
vals he  was  extremely  flushed. 


Dr.  Raleigh  R.  White,  a surgeon 
in  Temple,  presented  this  paper 
before  the  Section  on  Surgery, 
Texas  Medical  Association,  on 
April  12,  1960,  in  Fort  Worth. 
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Two  years  postoperatively,  the  hot  flushes  and  flushing 
with  a purplish-red-hue  were  more  pronounced  and  lasted 
from  30  to  45  minutes.  Diarrhea  had  increased  to  from 
8 to  10  watery  stools  a day.  A mass,  suggestive  of  an  en- 
larged nodular  liver,  was  palpated  in  the  right  side  of  the 
abdomen.  The  5-HIAA  urine  test  was  positive.  Roentgeno- 
grams of  the  chest  were  negative.  In  the  hope  that  massive 
resection  of  the  tumor  would  reduce  the  amount  of  cir- 
culating serotonin  and  afford  some  palliation,  the  patient 
was  advised  to  have  further  surgical  treatment. 

On  October  15,  1959,  surgical  exploration  revealed 
widespread  retroperitoneal  metastases  with  diffuse  involve- 
ment of  both  lobes  of  the  liver.  The  bowel,  per  se,  was  not 
involved.  To  confirm  the  diagnosis,  a metastatic  node  from 
the  retroperitoneal  area  was  excised  and  was  reported  to  be 
adenocarcinoma,  grade  2,  carcinoid  type.  During  the  next 
3 months,  the  patient  was  given  Thio-TEPA  (100  mg.) 
in  divided  doses. 

On  February  11,  I960,  the  patient  had  gained  2 pounds 
and  felt  better.  Before  the  administration  of  Thio-TEPA, 
he  was  having  approximately  6 to  10  daily  episodes  of 
severe  flushing.  His  wife  stated  that  she  had  not  seen  him 
have  an  attack  since.  He  said  that  he  had  had  a mild  one 
each  morning  when  he  bent  over  to  wash  his  face,  other- 
wise none.  Diarrhea  still  was  present,  but  was  less  severe. 
Lymph  nodes  were  palpable  in  each  axilla  and  each  supra- 
clavicular space.  Induration  was  noted  in  the  abdomen, 
but  a definite  mass  was  not  palpated.  In  the  rectal  shelf, 
there  was  a nodule.  The  patient  had  mild  secondary  anemia. 
Electrocardiograms  were  within  normal  limits.  A cardiac 
lesion  was  not  demonstrated. 


Discussion 

The  development  of  the  malignant  carcinoid  syn- 
drome is  primary  evidence  of  the  incurability  of 
adenocarcinoma  by  present  methods;  however,  be- 
cause of  the  slow-growing  nature  of  the  neoplasm, 
worthwhile  palliation  may  be  achieved  by  surgical 
removal.  Patients  disabled  by  the  severe  effects  of 
serotonin  may  be  aided  by  massive  subtotal  resection 
of  metastasis  to  the  liver,  which  reduces  the  amount 
of  circulating  serotonin.  Careful  selection  of  patients 
is  necessary  to  be  certain  that  palliation  achieved  will 
justify  the  risks  involved. 

Partial  resection  of  the  liver  was  not  undertaken 
in  the  case  reported  as  the  symptoms  were  not  con- 
sidered sufficiently  disabling  to  warrant  the  proced- 
ure in  a man  69  years  of  age.  Carcinoid  tumors 
usually  are  resistant  to  roentgen  therapy.  A chemo- 
therapeutic agent,  Thio-TEPA,  was  administered  as 


an  alternative  procedure  in  the  present  patient.  The 
flushing  phenomenon  was  alleviated. 

Chemotherapeutic  agents  deserve  a trial  in  the 
case  of  carcinoid  tumors  unresponsive  to  other  meas- 
ures. Thio-TEPA  as  a chemotherapeutic  agent  was 
first  reported  by  Shay  and  his  associates8  in  1953. 
It  may  be  the  agent  of  choice  in  patients  with  ovari- 
an carcinoma.  My  associates  and  I have  used  it  in 
more  than  100  cases  of  various  types  of  carcinoma 
to  date,  the  results  of  which  are  inconclusive  at 
present.  The  drug  does  appear  to  be  of  value  in  con- 
trolling effusion  attributable  to  serosal  involvement 
of  carcinoma,  and  in  perfusion  therapy  in  selected 
patients.  It  was  chosen  to  attempt  to  control  not  only 
the  growth  of  the  tumor  but  the  production  of 
serotonin  in  the  present  patient. 
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The  authors  are  of  the  opinion  that  fluorescence  microscopy  may  prove  an  adjunct 
in  large  scale  survey  programs  to  detect  cancers  of  the  female  genital  tract.  They  report 
a comparative  study  of  the  technique  with  the  Papanicolaou  method,  in  which  screening 
was  performed  by  technicians  not  especially  trained  in  cytology.  Although  the  number 
of  cases  is  insufficient  to  establish  any  profound  observations,  their  study  showed  the 
same  trends  reported  in  the  literature  to  date.  All  positive  smears  should  be  referred  to 
a qualified  cytologist  for  final  interpretation. 


A Comparative  Cytologic  Study 


Acridine  ^Orange  Versus 
Papanicolaou  Technique 


Preliminary  Report 


H.  FRANK  CONNALLY,  JR.,  M.D.,  Waco,  Texas,  and 
JOHN  A.  WALL,  Houston,  Texas 


CYTOCHEMICAL  RESEARCH  has  established 
the  presence  of  two  nucleic  acids  in  tissue  cells. 
Deoxyribonucleic  acid  (DNA)  is  found  in  the 
chromatin  of  the  nucleus,  and  ribonucleic  acid 
(RNA)  in  the  cytoplasm  and  nucleolus.  DNA  re- 
mains invariable  within  the  nucleus  of  any  diploid 
cell  of  a given  species,  whereas  RNA  is  noted  in 
greater  quantities  in  the  cytoplasm  of  undifferenti- 
ated, proliferating,  and  secretory  cells  where  protein 
synthesis  is  accentuated.  Accordingly,  the  amount  of 
RNA  demonstrated  in  actively  growing  malignant 
cells  far  surpasses  that  of  normal  cells.6 

The  organic  fluorochrome  dye  acridine-orange 
which  has  been  utilized  in  histochemical  studies  on 
the  nucleic  acids  was  introduced  in  1940  by  Strug- 
ger.c  Von  Bertalanffy  and  Bickis,  in  1956,  reported 
a fluorescence  microscopy  technique  employing  acri- 
dine-orange which  differentiated  the  two  nucleic 
acids  within  a cell.  A flaming  red  or  orange  fluores- 
cence within  the  cytoplasm  and  nucleolus  indicated 
large  quantities  of  RNA.  Green  fluorescence  of  the 


nucleus  established  the  presence  of  DNA.4  Differ- 
entiation was  proved  by  digestion  with  ribonuclease 
and  deoxyribonuclease.6 

Using  an  improved  staining  technique,  von  Berta- 
lanffy, Masin,  and  Masin5  reported  their  experience 
in  exfoliative  cytology  with  special  reference  to  vagi- 
nal and  cervical  smears.  These  authors  described  the 
red-orange  fluorescence  of  the  cytoplasm  and  nucle- 
olus associated  with  a yellow  fluorescence  of  the 
nucleus  in  malignant  cells.  They  further  pointed  out 
the  pronounced  difference  in  appearance  of  normal 
cells  as  compared  to  malignant  ones.5 

In  a later  publication  von  Bertalanffy,  Masin, 
Masin,  and  Kaplan  discussed  the  detection  of  gyne- 
cologic malignant  tumors  by  means  of  the  acridine- 
orange  (AO)  technique  and  reported  on  403  cases. 
After  evaluation  by  this  method,  each  slide  was 
destained  and  submitted  for  appraisal  by  the  Papa- 
nicolaou procedure.  It  is  assumed  from  this  article 
that  the  two  studies  were  comparable.7 

In  1958  von  Bertalanffy,  Masin,  and  Masin  pub- 
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Fig.  la.  Normal  cervical  epithelium  (x  20),  illustrating  deposition  of  acridine-orange  in  basal  and 
parabasal  cells  and  (slight)  in  intermediate  cells.  Cornified  and  precornified  cells  show  no  evidence 
of  ribonucleic  acid.  b.  Photomicrograph  showing  cornified  and  precornified  cells  in  normal  cervical 
smear.  There  is  no  evidence  of  ribonucleic  acid  (x  40). 

c.  A photomicrograph  of  active  endocervical  columncr  cells,  which  shows  small  amounts  of 
ribonucleic  acid  (x  40).  d.  A photomicrograph  of  tissue  from  a cervical  biopsy  in  the  case  of  a pa- 
tient with  squamous  cell  carcinoma.  The  ribonucleic  acid  content  of  the  cells  from  the  malignant 
tumor  is  greatly  increased,  as  is  evident  in  this  picture  (x  20). 

e.  Photomicrograph  of  cervical  smear  in  squamous  cell  carcinoma  with  brilliant  orange  fluor- 
escence of  malignant  cells.  The  ribonucleic  acid  content  of  the  cytoplasm  is  markedly  increased 
(x  40).  f.  Photomicrograph  in  adenocarcinoma  of  endometrium.  The  cells  of  the  neoplasm  show 
typical  malignant  changes,  and  they  also  demonstrate  brilliant  orange  fluorescence  (x  40). 


lished  a comprehensive  review  of  the  theory  and 
technique  of  fluorescence  microscopy  employing  the 
fluorochrome  dye  acridine-orange.  Material  from  598 
gynecologic  cases  were  examined.  Of  these,  150  speci- 
mens were  from  normal  vaginas  and  cervices,  390 
from  "cervical  lesions,”  and  58  from  gynecologic 
cancers.* 1 2 * 4 5 6  As  in  the  previous  study7  the  same  smears 
were  destained  and  reevaluated  by  the  Papanicolaou 
method.  The  following  results  were  recorded:  (1) 
1 false  negative  Papanicolaou  smear  AO  positive  and 
biopsy  positive;  (2)  2 false  negative  AO  with  Papa- 
nicolaou IV  and  V,  biopsies  positive;  (3)  9 false 
positive  Papanicolaou  smears  (IV  and  V)  with  AO 
negative  and  biopsies  negative;  (4)  2 false  positive 
AO  with  Papanicolaou  II,  biopsies  negative. 

The  authors  stated  ' in  all  clear-cut  cases  of  either 
normalcy  or  malignancy,  the  AO  method  applied  to 
vaginal  and  cervical  smears  yielded  a diagnosis  iden- 
tical with  that  obtained  with  the  Papanicolaou  meth- 
od.”6 

In  addition  to  the  reliability  of  the  AO  technique, 
other  advantages  are  cited: 

1.  The  extra  equipment  necessary  to  follow  this 
technique  is  readily  available  and  inexpensive. 

2.  Only  6 minutes  are  required  to  stain  a smear, 
which  makes  this  a simpler  and  more  rapid 
method  than  the  Papanicolaou  technique. 

3.  The  brilliant  polychrome  picture  against  a black 
background  reduces  screening  time.  Suspicious 
cells  are  quickly  recognized. 

4.  Demands  on  the  skill  of  the  screening  tech- 
nician are  greatly  reduced.6 

The  authors  carefully  suggest  that  all  questionable 
smears  be  subjected  to  the  Papanicolaou  procedure 
for  a "second  independent  diagnosis.”7 

Von  Bertalanffy  and  Bertalanffy  re-emphasized  the 
importance  of  fluorescence  microscopy3  and  indi- 
cated that  this  technique  might  well  be  employed  in 
the  physician’s  office.  In  a comparative  study  with 
both  AO  and  Papanicolaou  techniques,  these  authors 
gave  the  results  shown  in  Table  1. 

Sussman,2  using  a variation  of  the  von  Bertalanffy 
technique,  reported  on  1,037  gynecologic  cases.  In 
general,  his  results  support  those  of  von  Bertalanffy. 

Dart  and  Turner1  also  applied  an  alternate  tech- 
nique and  cited  results  in  4,995  consecutive  cervical 
and  vaginal  smears.  Only  the  first  1,000  of  the  AO 
negative  smears  were  reevaluated  by  the  Papanicolaou 
technique.  All  AO  positive  slides  were  submitted  for 
routine  Papanicolaou  study  (Table  2). 


Table  1. — Comparative  Study  of  Acridine-orange  and 
Papanicolaou  Techniques  ( von  Bertalanffy  and  Bertalanffy s). 


AO  Technique 

(%) 

Papanicolaou  Technique 

(%) 

Negative  

. 94.4 

Negative  

. 95.5 

Positive 

1.3 

Positive  

1.2 

Doubtful  

. 3.3 

Doubtful  

. 2.3 

Of  the  64  cases  "with  the  cytologic  criteria  of  ma- 
lignancy” by  the  AO  test,  54  remained  the  same  by 
the  Papanicolaou  technique  and  10  were  suspicious. 
On  the  basis  of  these  studies  the  Walter  Reed  Army 

Table  2. — Results  of  Re-testing  in  171  Cases  in  Which 
Acridine-orange  Technique  Gave  Suspicious  Results 
(Dart  and  Turner3). 


Papanicolaou  suspicious  156 

Papanicolaou  negative  15* 


* Seven  of  nine  biopsies  from  these  indicated  carcinoma. 

Hospital  has  adopted  the  AO  technique  as  a routine 
in  the  cytology  laboratory. 

To  date  the  investigators  who  have  contributed  to 
the  literature  on  this  subject  have  been  well  versed 


The  senior  author,  Dr.  H.  Frank 
Connally  Jr.,  of  Waco  is  an  ob- 
stetrician and  gynecologist;  his  co- 
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in  the  field  of  cytology.  The  purpose  of  this  prelim- 
inary report  is  to  evaluate  the  AO  technique  when 
it  is  performed  by  technicians  who  are  not  especially 
trained  in  cytology. 

Materials  and  Methods 

A total  of  1,415  patients  were  screened.  Two  or 
more  smears  for  each  patient  were  placed  immedi- 
ately in  alcohol-ether  fixative.  In  669  cases  the  Wal- 
ter Reed  staining  technique  was  used. 

1.  Five  dips  each  in  80  per  cent  ethyl  alcohol, 
70  per  cent  ethyl  alcohol,  50  per  cent  ethyl 
alcohol,  and  distilled  water. 

2.  Exactly  four  dips  in  1 per  cent  acetic  acid. 

3-  Immersion  in  distilled  water  for  2 minutes. 

4.  Immersion  in  Mcllvaine’s  citric-acid-disodium- 
phosphate  buffer  at  pH  3.8  for  3 minutes. 

5.  Immersion  in  buffered  0.01  per  cent  acridine- 
orange  for  3 minutes  with  initial  agitation. 

6.  Immersion  in  Mcllvaine’s  buffer  at  pH  3-8  for 
4 minutes  for  differentiation. 

7.  Dry  and  mount  cover  slip  with  buffer. 

For  more  complete  detail  of  this  technique  the 
reader  is  referred  to  the  article  by  Dart  and  Turner.1 
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ACRIDINE-ORANGE  — Connolly  & Wall  — continued 

Routine  screening  was  accomplished  with  an  ordi- 
nary microscope.  A Wratten  G 15  (Kodak)  filter 
was  inserted  in  the  ocular  piece.  A Corning  glass 
filter  #5113  was  placed  in  front  of  a light  source 
generated  by  a 100  watt  mercury  vapor  lamp. 

A smear  was  considered  to  show  positive  fluores- 
cence if  deposition  of  acridine-orange  in  the  cyto- 
plasm and  nucleolus  exceeded  normal  as  evidenced 
by  the  flaming  red  or  orange  color  and  if  the  cell 
per  se  was  not  obviously  normal. 

After  interpretation  by  the  AO  technique,  the 
same  slides  were  destained  in  50  per  cent  alcohol  and 
submitted  to  a cytopathologist  for  routine  Papa- 
nicolaou evaluation.  The  results  are  recorded  in 
Table  3. 

The  second  series  of  cases  numbered  746.  Again, 

Table  3. — Results  of  Re-testing  by  Papanicolaou  Method 

in  669  Cases  in  Which  Walter  Reed  AO  Staining 
Technique  Was  Used  (Connally  and  Wall). 


Papanicolaou 

Classification  AO  Positive  AO  Negative 


Class  1 21  518 

Class  2 18  107 

Class  3 2 1 

Class  4 2 0 

Class  5 0 0 


43(6%)*  626(94%) 

*Malignant  tumors  confirmed  by  biopsy  3;  in  all  3 cases 
AO  test  results  were  positive  (endocervical  carcinoma  1, 
carcinoma  in-situ  of  cervix  1,  invasive  carcinoma  of  cervix 
1 ) . In  1 of  these  3 cases  Papanicolaou  test  results  were 
Class  3 and  in  2,  Class  4. 

all  smears  were  fixed  in  equal  parts  of  ether  and  al- 
cohol. The  staining  technique  applied  was  strictly 
that  advocated  by  von  Bertalanffy  and  associates. 

1.  Smears  are  passed  through  80  per  cent,  70  per 
cent,  50  per  cent  alcohol  and  distilled  water, 
being  allowed  to  remain  5-10  seconds  in  each. 

2.  They  are  dipped  four  times  in  1 per  cent  acetic 
acid  and  rinsed  in  distilled  water  6-8  times. 

3.  They  are  placed  in  buffered  acridine-orange 
0.01  per  cent  for  3 minutes. 

4.  They  are  destained  for  1 minute  in  phosphate 
buffer  at  pH  6. 

5.  They  are  placed  in  tenth  molar  calcium  chloride 
solution  30-60  seconds  for  differentiation. 

6.  They  are  dipped  6 times  in  phosphate  buffer  at 
pH  6. 

7.  They  are  dried  and  cover  slips  mounted  using 
1 drop  of  buffer.6 

In  the  first  466  cases  the  smears  were  classified  as 
fluorescence  positive  if  the  deposition  of  acridine- 
orange  in  the  cytoplasm  was  noted  by  the  brilliant 
red  or  orange  color,  whether  the  cells  appeared 
normal  or  otherwise.  Interpretation  by  morphologic 


changes  was  rigidly  omitted.  The  same  slides  were 
destained  in  alcohol  and  reclassified  by  the  Papa- 
nicolaou technique.  The  results  are  recorded  in  Table 
4. 

The  next  group  of  280  cases  were  stained  in  the 
same  manner.  The  technician  was  allowed  to  exclude 
typically  normal  cells  which  might  contain  more  than 
average  amounts  of  RNA,  such  as  endocervical,  para- 
basal, and  basal  cells.  This  was  accomplished,  how- 
ever, by  a recheck  of  the  smears  but  without  altering 
the  diagnosis  applied  by  the  technician.  The  results 
are  shown  in  Table  5. 

Our  observations  confirm  those  of  other  investi- 
gators1, 2’ 5’* 1 2 3 4 5  6 7 in  reference  to  Monilia  and  Tricho- 
monas. These  organisms  stand  out  clearly  with  a red 
fluorescence.  Routine  screening  has  detected  many 
cases  which  were  clinically  asymptomatic. 

Conclusions 

The  material  presented  represents  a preliminary 
report.  Obviously,  the  number  of  cases  is  insufficient 
to  establish  any  profound  observation.  However,  the 
results  showed  the  same  trend  as  those  recorded  in 
the  literature  to  date. 

Table  4. — Results  of  Re-testing  by  Papanicolaou  Method 
in  466  Cases*  in  Which  von  Bertalanffy  and  Associates’ 
AO  Technique  Was  Used  (Connally  and  Wall). 

Papanicolaou 

Classification  No.  of  Cases 

Class  1 418 

Class  2 33 

Class  3 9 

Class  4 5 

Class  5 1 

*Of  the  total,  123  (26%)  were  fluorescence  positive, 
and  343  (74%)  fluorescence  negative. 

Biopsies  confirmed  diagnosis  of  malignant  tumor  in  5 
patients  (carcinoma  in-situ  3,  invasive  carcinoma  of  cervix 
1,  early  carcinoma  of  endometrium  1).  All  5 showed  posi- 
tive fluoresence,  and  of  the  5,  4 were  Class  4 by  Papa- 
nicolaou testing,  and  1 Class  5. 

Table  5. — Results  in  Re-testing  by  Papanicolaou  Method 
in  280  Cases  in  Which  von  Bertalanffy  and  Associates’ 
Technique  Was  Used  ( Connally  and  Wall). 


Papanicolaou  Fluorescence  Fluorescence 

Classification  Positive  Negative 


Class  1 15 

Class  2 12 

Class  3 3 

Class  4 1* 

Class  5 0 


31(11%)  249(89%) 

* Biopsy  confirmed  this  as  carcinoma  of  cervix. 

Smears  from  1 patient  with  postmenopausal  bleeding 
showed  negative  fluorescence  and  negative  Papanicolaou 
test  results;  curettage  indicated  early  adenocarcinoma  of 
endometrium. 
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Although  the  technicians  involved  in  this  study 
were  not  initially  trained  in  cytology,  they  rapidly 
acquired  much  fundamental  knowledge  of  the  AO 
technique  and  its  interpretation.  It  is  obvious  that 
each  is  becoming  increasingly  more  competent  as  a 
screener. 

Fluorescence  microscopy  may  prove  an  adjunct  to 
large  scale  survey  programs  and  to  the  busy  cyto- 
pathologist  who  has  difficulty  in  obtaining  the  serv- 
ices of  experienced  and  well-trained  screeners.  The 
AO  technique  may  also  find  its  way  to  the  forward 
"aid  station,”  such  as  the  small  community  hospital 
and  clinic,  where  it  would  serve  as  the  first  echelon 
in  a screening  program.  All  positive  smears  would 
be  referred  to  a qualified  cytologist  for  final  inter- 
pretation. 

At  this  time  it  is  our  opinion  that  all  positive  AO 


The  authors  wish  to  acknowledge,  with  appreciation,  the  services 
rendered  by  Mr.  M.  Solorio  and  Mr.  H.  W uthrich , who  screened  all 
smears. 


smears  should  be  destained  and  re-examined  by  the 
Papanicolaou  technique. 
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And  therefore,  I,  William  Bradford 
< by  the  grace  of  God  to-day, 

And  the  franchise  of  this  good  people), 
governor  of  Plymouth,  say — 

Through  virtue  of  vested  power — ye 
shall  gather  with  one  accord, 

And  hold  in  the  month  of  November, 
Thanksgiving  unto  the  Lord. 

William  Bradford,  1622. 
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Electron  Microscopy 


The  Invasive  Properties 
Of  Malignant  Neoplasms 


C.  T.  ASHWORTH,  M.D.;  F.  J.  LUIBEL,  M.D.;  and  E.  SANDERS 

DALLAS,  TEXAS 


Knowledge  of  the  transition  from  the 
preinvasive  to  the  invasive  stage  of 
malignant  neoplasms  has  heretofore 
depended  on  histologic  studies  with  use 
of  light  microscopy.  The  authors  report 
their  personal  experience  with  electron 
microscopic  study  of  the  early  stages  of  such 
growths  and  describe  several  characteristic 
features  of  malignant  neoplasia. 

THE  TRANSITION  from  the  preinvasive  to  the 
invasive  stage  of  malignant  neoplasms  is  a phe- 
nomenon of  the  utmost  clinical  importance,  having 
a bearing  upon  the  therapeutic  methods  to  be  em- 
ployed in  a specific  case.  It  is  unknown  whether 
this  transition  represents  an  alteration  in  the  growth 
characteristics  of  the  neoplastic  cells  or  is  simply  an 
incident  during  the  course  of  abnormal  cellular 
growth  and  expansion.  Knowledge  of  this  phase  of 
neoplasia  has  heretofore  been  dependent  mainly  upon 
histologic  studies,  using  light  microscopy.  The  need 
for  visualization  of  the  phenomenon  of  invasion  by 
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neoplastic  cells  at  the  level  of  electron  microscopy 
is  apparent.  By  this  means  it  is  possible  to  determine 
the  relationship  of  tumor  cells  to  invaded  tissue 
components,  nature  of  intercellular  connections  with- 
in the  tumor,  changes  in  the  basement  membrane, 
and  relationship  of  neoplastic  cells  to  adjacent  tissue 
components  during  the  invasive  process.1 

Material  in  the  present  study  was  obtained  from 
cases  of  human  malignant  neoplasms  at  time  of 
surgical  removal  or  biopsy.  Tissue  was  fixed  in  neu- 
tral buffered  formalin  and  stained  with  hematoxylin- 
eosin,  Alcian  blue-Feulgen,10  periodic  acid-methena- 
mine  silver,8  PAS-azure  B.7  Blocks  of  tissue  also  were 
obtained  from  parallel  sites  and  prepared  for  electron 
microscopy  by  standard  methods,  employing  chrome- 
osmium  fixation'5  and  methacrylate  embedding.  Sec- 
tions obtained  with  the  diamond  knife  at  approxi- 
mately 250  A thickness  were  studied  with  an  RCA 
EMU-3  microscope. 

Tissue  from  the  following  malignant  neoplasms 
were  studied:  squamous  carcinoma  of  cervix  in-situ; 
invasive  squamous  cell  carcinomas  of  the  cervix  and 
skin;  basal  cell  epithelioma  of  the  skin;  and  invasive 
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Fig.  la.  Normal  cervical  stratified  squamous  epithelium. 
Portions  of  separate  cells  are  indicated  by  A,  B,  and  C; 
intercellular  bridges  by  X (x  3,125). 

b.  Intercellular  bridges  (X)  in  case  of  squamous  cell 
carcinoma  of  skin  of  neck.  Intercellular  connections  are 
less  numerous  and  imperfect  in  structure  (X).  Portions 
of  separate  cells  are  indicated  by  A,  B,  and  C (x  8,000). 


c.  Neoplastic  cells  (A  and  B)  in  basal  cell  epithelioma 
of  the  face.  A few  desmosomes  (X)  are  present  at  sites 
of  intercellular  connection.  These  are  similar  to  des- 
mosomes of  columnar  epithelium,  and  entirely  different 
from  intercellular  bridges  of  stratified  squamous  epi- 
thelium (x  1 2,500). 


adenocarcinomas  of  the  colon,  stomach,  thyroid,  lung, 
breast,  and  kidney.  In  addition,  normal  tissue  from 
these  sites  was  studied  for  comparative  purposes. 

Results 

No  attempt  will  be  made  to  discuss  the  changes 
which  may  be  seen  with  electron  microscopy  in  the 
nuclei  or  cytoplasm  of  malignant  tumor  cells.  Instead, 
features  which  are  probably  related  to  the  invasive 


process  will  be  considered.  These  include  observa- 
tions on  intercellular  connections,  loss  of  cohesive 
growth,  basement  membrane  changes,  and  actual 
stromal  penetration  by  neoplastic  cells. 

Intercellular  Connections.  Specific  structural  modi- 
fications that  represent  sites  of  intercellular  adhesion 
are  apparent  in  all  normal  epithelia  which  have  been 
studied  with  electron  microscopy.  The  structure  of 
these  connecting  processes  varies  with  the  type  of 
epithelium,  and  three  types  have  been  noted. 

1.  Intercellular  bridges,  also  called  "desmosomes,”12 


Fig.  2a.  Normal  mucosa  of  colon.  Portions  of  individual 
epithelial  cells  are  indicated  by  A,  B,  and  C.  Dense 
plaques  (X)  indicate  type  of  desmosomes  found  in  col- 
umnar epithelial  cells  (x  6,250). 

b.  Adenocarcinoma  of  stomach.  Intercellular  space 
between  2 adjacent  tumor  cells  (A  and  B)  is  seen.  Des- 


mosomes are  sparse  in  this  neoplasm,  but  one  is  shown 
at  X (x  6,250). 

c.  Normal  mucosa  of  small  intestine.  Portions  of  sep- 
arate cells  are  indicated  by  A and  B;  interlocking  con- 
necting processes  at  X.  Microvilli  (MV)  are  observed  on 
surfaces  of  epithelial  cells  (x  12,500). 
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are  found  in  stratified  squamous  epithelium  (Fig. 
la).  They  consist  of  trabeculae  of  cytoplasm  contain- 
ing electron  dense  plaques,  which  project  into  rela- 
tively wide  intercellular  spaces  and  coapt  with  simi- 
lar processes  from  adjacent  cells.  The  trabecular 
cytoplasmic  processes  remain  separated  from  one 
another  by  narrow,  uniform  spaces  approximately 
100  A wide.  In  squamous  cell  carcinoma  of  cervix 
and  skin — both  invasive  and  noninvasive — -these  in- 
tercellular processes  are  present,  but  are  less  numer- 
ous (Fig.  lb).  Compared  with  those  in  normal  squa- 
mous epithelium,  they  are  variable  in  size  and  dis- 
tribution. In  some  instances  they  are  separated  from 
adjacent  trabeculae  by  abnormally  widened  spaces. 
The  dense  plaques  in  the  cytoplasmic  trabeculae  may 
be  absent.  Intercellular  bridges  are  present  in  the 
basal  cells  of  normal  stratified  squamous  epithelium, 
as  well  as  in  the  basally  placed  cells  of  squamous  cell 
carcinoma.  They  become  more  numerous  and  are 


Fig.  3.  I nterlocking  connecting  processes  (X)  between 
adjacent  neoplastic  cells  in  bronchogenic  adenocarcinoma 
metastatic  to  brain  (x  11,750). 


better  developed,  however,  in  more  highly  differenti- 
ated cells.  In  basal  cell  epithelioma  typical  intercel- 
lular bridges  are  not  seen.  The  intercellular  connec- 
tions are  small  dense  plaques  which  resemble  those 
of  columnar  epithelium  (Fig.  lc). 

2.  Between  columnar  epithelial  cells,  the  usually 
narrow  intercellular  spaces  are  characterized  by  focal 
dense  plaques,  the  terminal  bars.11  These  are  most 
prominent  near  the  apical  end  of  columnar  cells  and 
consist  of  densities  of  cytoplasm  in  adjacent  epitheli- 
al cells  about  300  mp  in  size  (Fig.  2a).  They  are 
separated  from  one  another  by  a uniform  space  of 
about  100  A width.  Similar  plaques  are  also  some- 
times found  between  the  neoplastic  cells  of  adeno- 
carcinomas (Fig.  2b),  but  they  are  less  numerous 
and  sometimes  incomplete  in  structure. 

3.  The  third  type  of  intercellular  connection  is 
also  seen  in  normal  columnar  epithelium.  It  consists 
of  a curved  interlocking  of  cytoplasm  (Fig.  2c), 
producing  a peculiar  semicircular  folding  at  the  cell 
membrane  of  two  adjacent  cells.  It  appears  ideally 
disposed  to  produce  a firm  adhesive  junction  between 
adjacent  cells.  Although  these  are  present  in  adeno- 
carcinomas, they  are  sparse  in  these  neoplasms  and 
are  variably  and  incompletely  developed  (Fig.  3). 

Loss  of  cohesive  growth  in  malignant  neoplasia. 
In  normal  stratified  squamous  epithelium,  the  inter- 
cellular spaces  are  comparatively  wide,  measuring 
up  to  2 p in  basal  cell  layer  and  decreasing  to  0.5  p 
in  the  cornified  cell  layer  (Fig.  4a).  In  contrast,  the 
intercellular  spaces  between  columnar  and  parenchy- 
mal epithelial  cells  are  uniformly  narrow,  measuring 
from  100  to  200  A.  The  cell  membranes  of  normal 
epithelium  are  smooth,  with  only  occasional  micro- 
villous modifications  in  some  special  instances.  In 
malignant  epithelial  neoplasms  these  intercellular 
spaces  become  variably  widened  (Fig.  4b).  They 
are  occupied  by  finely  granular  material,  which  is 
believed  to  represent  the  content  of  circulating  tissue 
fluids.  The  cell  membranes  of  malignant  tumor  cells 
sometimes  exhibit  villous-like  outgrowths,  and  an 
increased  number  of  cytoplasmic  vesicles  is  noted  at 
the  periphery  of  the  cytoplasm.  Lipid  droplets  are 
occasionally  observed  in  the  cytoplasm,  probably 
having  been  engulfed  from  the  surrounding  medium. 
These  findings  indicate  a decrease  in  cell  cohesive- 
ness in  malignant  neoplastic  growth,  a tendency  for 
cells  to  separate,  and  an  increased  cell  membrane 
activity  which  probably  is  related  to  enhanced  pino- 
cytosis. 

In  the  basal  layer  of  cells  in  normal  stratified 
squamous  epithelium,  foot-processes  of  cytoplasm 
protrude  into  the  underlying  connective  tissue-  ( Fig. 
5a).  These  projections  are  separated  from  the  col- 
lagen by  a basement  membrane.  Such  an  arrangement 
is  suggestive  of  a stabilizing  or  holding  effect  upon 
the  epithelial  covering,  perhaps  accounting  for  the 
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Fig.  4a.  Normal  stratified  squamous  epithelium  of  cervix.  Intercellular  spaces  (IS)  are  of  uniform  width, 
averaging  2 p.  Intercellular  bridges  (IB)  are  noted  also  (x  9,000).  b.  In  invasive  squamous  cell  carcinoma 
of  cervix,  tumor  cells  (A,  B,  and  C)  are  separated  by  abnormally  widened  intercellular  spaces  (IS).  Vil- 
lous projections  (V),  present  on  cell  membranes,  do  not  occur  in  normal  cells  of  squamous  epithelium 
(x  9,000). 


Fig.  5a.  Normal  stratified  squamous  cervical  epithelium.  Foot-like  projections  (F)  of  basal  cells  cause 
irregularity  in  contour  of  basement  membrane  (B).  These  foot  processes  give  the  impression  of  anchoring 
the  epithelial  layer.  Intercellular  bridges  (IB)  are  noted  between  adjacent  basal  epithelial  cells  (A  and  B) 
(x  6,375).  b.  Squamous  cell  carcinoma  in-situ  of  the  cervix.  Separate  tumor  cells  in  basal  layer  of  neo- 
plastic epithelium  are  indicated  by  A and  B.  Basement  membrane  (B)  is  intact  but  is  straight  rather 
than  convoluted,  as  in  normal  squamous  epithelium.  This  is  result  of  absence  of  foot-like  projections, 
present  in  normal  epithelium  (x  9,000). 
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Fig.  6a.  Invasive  adenocarcinoma  of  stomach.  Portions 
of  cells  (A  and  B)  of  deeply  infiltrating  tumor  nest  are 
shown.  Basement  membrane  is  present  (B)  at  junction  of 
tumor  cells  with  stroma  (S).  Several  imperfections  in 
this  membrane  are  present,  however  (X)  (x  12,500). 


b.  Portions  of  tumor  cells  (A,  B,  and  C)  in  metastatic 
bronchogenic  adenocarcinoma  to  brain.  At  line  of 
junction  with  stroma  (S)  no  basement  membrane  is 
present.  Some  metastatic  neoplastic  cell  groups,  how- 
ever, have  developed  a basement  membrane  (x3,125). 


tenacity  of  the  normal  epithelial  covering  to  its  un- 
derlying stroma.  In  contrast,  in  noninvasive  squa- 
mous cell  carcinomas  of  the  cervix,  these  foot  proc- 
esses tend  to  disappear  and  a relatively  straight  line 
describes  the  contact  between  the  epithelium  and 
stroma.9 

Basement  membrane  in  malignant  epithelial  neo- 
plasms. In  normal  epithelial  tissue  studied,  with  the 
exception  of  hepatic  cells,  a basement  membrane 
of  constant  structure  but  somewhat  variable  in  thick- 
ness, averaging  about  300  A,  has  been  demonstrated. 
A basement  membrane  also  can  be  demonstrated 
with  histochemical  methods  for  neutral  polysaccharide 
material.  In  light  microscopy  the  membrane  is  meas- 
urably thicker  than  that  described  with  the  electron 
microscope.  This  is  probably  explained  by  the  fact 
that  deposition  of  the  staining  substance  upon  the 
basement  membrane  causes  the  area  of  visualization 
to  be  increased  in  thickness.  Also,  the  usual  oblique- 


Fig. 7a.  Invading  squamous  cell  carcinoma  of  skin  of 
neck.  Portions  of  tumor  cells  are  indicated  (A,  B,  and 
C).  Main  line  of  junction  with  stroma  (S)  is  indicated  at 
X,  where  faint  portions  of  basement  membrane  can  be 
seen.  Numerous  bleb-like  protrusions  of  cytoplasm  (P) 
project  into  the  stroma  (x  8,000). 


ness  of  cutting  through  the  laminar  structure  with 
thick  (6p)  sections,  as  compared  with  the  1/40  p 
sections  employed  in  electron  microscopy,  helps  ex- 
plain this  variability  in  thickness.  In  in-situ  carci- 
noma the  basement  membrane  remains  intact  but 
may  be  straight  because  of  the  absence  of  cytoplasmic 
foot  projections  (Fig.  5b).  In  invasive  carcinoma, 
variable  degrees  of  incompleteness,  ranging  to  ab- 
sence of  basement  membrane,  may  be  seen  (Fig.  6a). 
Also,  the  basement  membrane  near  early  invasive 
areas  is  sometimes  thinner  than  normal,  and  vacuo- 
lated or  fibrillated  in  structure.  Nests  of  invading 
carcinoma  cells,  well  removed  from  the  surface  areas 
may,  however,  be  surrounded  by  incomplete  or  com- 
plete layers  of  basement  membrane  (Fig.  6b), 
whereas  other  nests  of  invading  neoplastic  cells  are 
devoid  of  basement  membrane.  This  phenomenon 
has  been  observed  in  several  varities  of  invasive 
malignant  neoplasms. 


b.  Early  invasive  adenocarcinoma  of  colon.  Line  of 
junction  (B)  with  stroma  (S)  is  noted.  Remnants  of 
basement  membrane  are  observed  (X).  Protrusions  of 
cytoplasm  (P)  of  neoplastic  cells  into  stroma  represent 
earliest  stage  of  invasion  (x  6,250). 
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Malignant  Cell  Invasion.  The  actual  process  of  in- 
vasion may  occasionally  be  seen  in  electron  micros- 
copy. This  necessarily  occurs  in  cases  of  superficial 
carcinoma  in  which  invasion  is  in  an  early  stage. 
We  have  been  able  to  study  the  phenomenon  in  a 
case  of  early  invasive  adenocarcinoma  of  the  colon 
(Fig.  7a)  and  in  early  invasive  squamous  carcinoma 
of  the  cervix  and  skin  (Fig.  7b).  The  earliest  stage 
is  observed  as  a focal  defect  in  basement  membrane 
and  protrusion  of  a mass  of  cytoplasm,  whereas  the 
main  cell  body  maintains  its  original  position  in  the 
surface  epithelial  layer.  In  later  stages  a large  mass 
of  cytoplasm,  or  an  entire  cell,  is  found  dislocated 
in  the  adjacent  connective  tissue  stroma.  Long 
streamers  of  cytoplasm  of  the  malignant  cell  may  be 
traced  for  surprising  distances  into  the  spaces  be- 
tween collagen  fibers.  There  appears  to  be  an  in- 
creased amount  of  ground  substance  around  these 
projecting  cytoplasmic  masses  and,  as  indicated,  base- 
ment membrane  is  absent. 


Discussion 

Increased  rate  of  cellular  growth  is  not  per  se 
sufficient  explanation  for  the  characteristic  destruc- 
tive behavior  of  malignant  neoplasms.  In  normal 
reparative  processes,  non-neoplastic  hyperplasias,  and 
tissue  differentiation  in  embryologic  growth,  the  rate 
of  cell  proliferation  may  exceed  that  of  most  neo- 
plasms.5 Therefore,  other  explanations  for  the  be- 
havior of  malignant  neoplasia  must  be  sought.  The 
ability  of  neoplastic  cells  to  become  detached  from 
the  normal  sites  of  growth,  to  extend  locally  into 
tissue  spaces  and  set  up  new  foci  of  growth,  and  to 
spread  to  distant  sites  appears  to  explain  best  the 
characteristic  behavior  of  malignant  neoplasia. 

Through  study  of  the  morphologic  aspects  of  neo- 
plastic growth  with  electron  microscopy,  several  fea- 
tures that  have  a bearing  upon  this  invasiveness  have 
been  noted.  The  detachment  of  neoplastic  cells  from 
each  other  is  favored  by  the  widening  of  intercellu- 
lar connections.  Deficiencies  in  these  connections  may 
be  attributed  to  the  failure  of  neoplastic  cells  to 
undergo  structural  differentiation.  Probably  other 
factors  of  a chemical  nature  influence  cellular  ad- 
hesiveness. It  has  been  suggested  that  calcium  is 
related  in  some  unknown  way  to  cell-adhesiveness4 
and  that  local  deficiencies  of  this  substance  may  oc- 
cur in  malignant  neoplastic  cells,  predisposing  to 
their  extension  into  the  interstices  of  adjacent  con- 
nective tissue. 

The  influence  of  basement  membrane  in  restrain- 
ing epithelium  to  its  normal  position  can  only  be 
speculated  upon  at  present.  That  disappearance  of 
basement  membrane  is  important  in  predisposing  to 
invasion  is  suggested  by  several  observations,  how- 


DIAGRAMMATIC  REPRESENTATION  OF  EARLY  NEOPLASTIC 
CELL  INVASION 


Fig.  8.  Diagram  illustrating  steps  in  infiltration  of  ma- 
lignant neoplastic  cells,  as  suggested  from  electron  micro- 
scopic studies. 


ever.  Normal  and  non-neoplastic  epithelium  is  always 
demarcated  by  a basement  membrane.  Focal  defects 
occur  in  epithelium  when  it  begins  to  undergo  malig- 
nant neoplastic  growth  and  invasion.  In  the  earliest 
stages  of  invasion  that  have  been  visualized,  no  base- 
ment membrane  is  seen.  Finally,  imperfections  in  the 
structure  of  remaining  basement  membrane  occur 
in  malignant  neoplastic  growths.  These  observations 
suggest  that,  by  some  unknown  means,  malignant 
neoplastic  cells  effect  lysis  of  the  basement  membrane 
material  before  invasion.  Demonstration  of  an  in- 
creased amount  of  hyaluronidase  in  malignant  neo- 
plasm is  of  interest  in  this  regard.3 

Deeply  located  nests  of  malignant  tumor  cells  may 
be  surrounded  by  a basement  membrane  of  variable 
completeness.  This  indicates  that  such  invading  cell 
nests  produce,  or  cause  to  be  produced  from  adjacent 
connective  tissue,  new  basement  membrane.  The 
presence  of  basement  membrane  around  invading 
cell  nests  has  also  been  demonstrated  histological- 
ly.1- 13  This  newly  developed  basement  membrane 
might  exert  a temporary  restraining  effect  upon  the 
further  growth  of  malignant  cells. 

The  mechanism  of  invasion  by  malignant  tumor 
cells  may  be  envisioned  to  occur  (Fig.  8)  as  follows: 

1.  Early  in  the  process,  basement  membrane  in 
a small  area  beneath  in-situ  malignant  cells  disap- 
pears. 

2.  The  growth  of  tumor  cells  within  the  in-situ 
growth  causes  increased  pressure  on  the  individual 
cells.  With  increased  capacity  for  cell  membrane 
activity  and  cell  motion,  a slow  but  progressive  pro- 
trusion of  cytoplasm  of  a neoplastic  cell  into  the 
interstices  of  adjacent  connective  tissue  occurs. 

3.  This  cytoplasmic  extension  gradually  increases, 
imbibing  nutritive  fluid  from  the  tissue  spaces  which 
are  being  encroached  upon. 

4.  Ultimately,  the  main  cell  body  emerges  into  the 
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ELECTRON  MICROSCOPY — A s h w o r t h e t a I . — continued 

interstitial  tissue,  having  become  detached  entirely 
from  its  neighboring  cells.  Deficiency  of  intercellular 
connections  between  neoplastic  cells  facilitates  this 
maneuver. 

5.  In  the  new  site,  the  malignant  cell  prospers, 
grows,  and  divides,  leading  to  a forward  movement 
of  the  neoplastic  growth  into  the  host  tissue,  or 
producing  an  entirely  new  focus  of  neoplastic 
growth,  disconnected  from  its  original  site. 

Summary 

Study  of  the  early  stages  of  malignant  neoplastic 
growths  with  electron  microscopy  provides  data  that 
elucidate  the  mechanism  of  invasion.  There  are  found 
deficiencies  of  intercellular  connecting  processes  and 
evidence  of  decreased  cell  cohesiveness  among  the 
malignant  cells.  Loss  of  basement  membrane  is  also 
demonstrable  at  sites  of  early  invasion  of  malignant 
epithelial  tumors.  The  process  of  early  invasion  is 
depicted  as  primary  loss  of  basement  membrane, 
decreased  cell  cohesiveness,  and  protrusion  first  of 
cytoplasm,  then  of  an  entire  tumor  cell  into  adjacent 
connective  tissue  spaces. 

It  is  suggested  that  the  property  of  invasiveness, 
based  partially  upon  the  described  structural  char- 
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acteristics,  comprises  a major  distinguishing  char- 
acteristic of  malignant  neoplasia. 
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The  authors  report  the  fifteenth  case  of  carcinoid  tumor  arising 
from  Meckel’s  diverticulum.  A chronologic  review  of  previously  re- 
ported cases  is  tabulated,  and  pertinent  points  are  presented. 


CARCINOID  TUMOR 


OF  MECKELS  DIVERTICULUM 


THOMAS  F.  CAMP,  JR.,  CAPT.,  USAF  (MC),  and 
ROBERT  P.  HAYS,  M.D. 

Dallas,  Texas 


IN  THIS  ARTICLE  we  report  a case  of  carcinoid 
tumor  orignating  in  Meckel’s  diverticulum.  Only 
14  cases  of  this  lesion  have  been  reported  previously. 


Case  Report 

G.  A.  T.,  a 50  year  old  white  male,  entered  the  hospital 
because  of  an  acute  flare-up  of  chronic  duodenal  ulcer  dis- 
ease. The  patient  also  complained  of  intermittent,  cramp- 
ing pain  in  the  right  lower  quadrant.  He  was  hypertensive 
and  had  sustained  2 "strokes”  within  the  past  6 months, 
each  time  with  right  hemiparesis  that  subsequently  cleared. 
There  was  a long  standing  history  of  bronchopulmonary 
disease  with  chronic  productive  cough  and  intermittent  se- 
vere dyspnea  with  wheezing  precipitated  by  exposure  to 
house  dust  and  pollen. 

Physical  examination  showed  blood  pressure  readings 
fluctuating  from  130/80  to  200/120  mm.  of  mercury’, 
retinal  arteriovenous  nicking,  expiratory  musical  tales 
throughout  all  lung  fields,  no  evidence  of  cardiomegaly  or 
valvular  disease,  a mild  increase  in  right  deep  tendon 
reflexes,  and  a positive  right  Babinski  sign.  There  was 
mild  tenderness  in  the  epigastric  region  and  right  lower 
quadrant.  Sigmoidoscopic  examination  was  negative. 

Laboratory  examinations  showed  normal  hemogram,  uri- 
nalysis, liver  function  tests,  serum  electrolyte  levels,  blood 
urea  nitrogen,  creatinine,  phenolsulfonphthalein,  and  nega- 


tive results  in  the  serologic  test  for  syphilis.  Four  stool 
specimens  were  guaiac  negative.  There  was  no  5-hydroxy- 
indolacetic  acid  in  the  urine.  Chest,  excretory  urograms, 
and  skull  roentgenograms  were  essentially  negative.  Three 
barium  enemas  were  given  to  exclude  a cecal  "apple  core” 
lesion  reported  on  the  first  examination,  but  test  results 
could  never  be  interpreted  satisfactorily  as  completely  nega- 
tive. 

Hospital  Course:  After  symptoms  referrable  to  the  ulcer 
resolved  and  results  of  the  first  barium  enema  were  re- 
ported, the  patient  was  transferred  to  the  Surgical  Service. 
Two  repeated  barium  enemas  could  not  exclude  a cecal 
lesion.  An  exploratory  laparotomy  through  a transverse 
incision  in  the  right  lower  quadrant  showed  a normal 
cecum  and  colon  but  severe  pyloric  scarring  from  chronic 
duodenal  ulcer  disease.  An  incidental  appendectomy  was 
done.  A Meckel’s  diverticulum,  5 cm.  in  length  with  a 2 
cm.  base  and  with  no  inflammation  or  adhesions,  was  ex- 
cised. The  diverticulum  was  opened  and  showed  an  8 mm. 
whitish-yellow  firm  lump  in  the  dome.  No  other  lesions 
of  the  small  bowel  were  noted.  The  postoperative  course 
was  essentially  uneventful.  Microscopic  examination  showed 
a "typical  carcinoid  tumor.” 


From  the  Department  of  Surgery,  the  University  of 
Texas  Southwestern  Medical  School,  and  the  Surgical  Serv- 
ice, Veterans  Administration  Hospital,  Dallas,  Texas.  Opin- 
ions expressed  are  in  no  way  necessarily  those  of  the 
USAF  (MC). 


TEXAS  State  Journal  of  Medicine,  NOVEMBER,  1960 


857 


CARCINOID  TUMOR  — Camp  & Hays  — continued 

Discussion 

There  are  14  cases  previously  reported  in  the  world 
literature.  The  first  case,  by  Hicks  and  Kadinsky7 
in  1922,  was  disavowed  on  review  of  the  slides  by 
Stewart  and  Taylor,13  who  called  it  "hetero-topic  gas- 
tric mucosa.”  Pertinent  information  on  reported  cases 
in  chronologic  order  is  outlined  in  Table  1. 

Carcinoid  tumors  arise  from  the  Kultschitzky  cells 
ubiquitously  scattered  throughout  the  gut  and  its 


Capt.  Thomas  F.  Camp,  Jr.,  the 
senior  author,  is  a former  chief 
resident  of  the  Veterans  Admin- 
istration Hospital,  Dallas,  where 
he  wrote  the  article  in  collabora- 
tion with  Dr.  R.  P.  Hays,  Chief 
of  the  Surgical  Service. 


appendages.  These  cells  have  characteristic  granules 
between  the  nucleus  and  basement  membrane  that 
absorb  silver  stains,  hence  the  synonym,  "argentaf- 
finoma.”  Incidence  of  carcinoids  is  highest  in  the 
appendix,  where  symptoms  usually  cause  early  re- 
moval before  metastases  occur.  The  next  most  fre- 
quent site  is  the  small  bowel,  with  more  than  90 
per  cent  located  in  the  ileum.  In  25  per  cent  of  cases 
tumors  are  multiple,  and  they  have  metastasized  in 
75  per  cent  of  cases  by  the  time  of  operation.  All 
carcinoids  should  be  considered  as  malignant  tumors, 
although  of  low  grade.4 


Carcinoids  in  any  location  are  small,  firm,  gray  or 
yellow  submucous  nodules  that  move  freely  beneath 
the  mucosa.1  As  size  increases  they  may  become 
polypoid,  may  assume  an  annular  form,  or  may  ul- 
cerate. Regional  lymph  node  metastases  assume  the 
gross  characteristics  of  the  primary  tumor.  Massive 
liver  metastases  may  occur  from  relatively  minute 
primary  lesions. 

Among  the  malignant  tumors  occurring  in  Meck- 
el’s diverticulum,  carcinoids  are  second  only  to  leio- 
myosarcoma.4 The  tumor  is  uniformly  located  in  the 
dome  of  the  diverticulum  and  is  usually  not  evident 
externally.  On  cut  section  it  is  grossly  indistinguish- 
able from  ectopic  gastric  or  pancreatic  tissue.  With 
carcinoid  of  Meckel’s  diverticulum,  no  other  co- 
existent primary  sites  have  been  reported.  There  is 
also  a low  incidence  rate  of  metastasis  from  this 
site  as  compared  to  other  sites  in  the  small  bowel, 
although  this  may  easily  be  a function  of  the  small 
series. 

Besides  its  malignant  nature,  carcinoid  is  clin- 
ically important  because  of  the  complications  of 
intermittent  intestinal  obstruction,  intussusception, 
and  perforation  with  peritonitis.  The  tumor  may 
be  an  obscure  source  of  gastrointestinal  bleeding,  or 
may  need  to  be  distinguished  in  differential  diag- 
noses from  a submucous  rectal  nodule.  It  is  also  of 
interest  as  it  produces  the  "carcinoid  syndrome”  with 
variously  present  symptoms  of  peculiar  episodic 
flushing,  telangiectasis  and  cyanosis  of  the  skin, 
chronic  diarrhea,  dyspnea,  and  cardiac  valvular  dis- 
ease involving  most  frequently  the  pulmonary  and 
tricuspid  valves,  but  occasionally  the  mitral  and 
aortic  valves.  With  this  syndrome  there  are  liver 
metastases  and  an  abnormally  high  urinary  excre- 
tion of  5 -hydroxy indolacetic  acid,  the  metabolite  of 
5 -hydroxy tryptamine,  or  serotonin.  This  has  not  been 
described  in  any  case  reported  as  arising  in  Meckel’s 


Table  1. — Summary  of  Pertinent  Information  in  14  Cases  of  Carcinoid  Tumor  of  Meckel’s  Diverticulum. 


Author 

Date  Reported 

Source  of 
Material 

With 

Diverticulitis 

With 

Metastases 

Stewart  and  Taylor13 

. . .Jan.,  1926 

Autopsy 

No 

No 

Price11  

July,  1935 

Operation 

Yes 

No 

Hertzog  and  Carlson0 

. . Oct.,  1935 

Autopsy 

No 

No 

Hertzog  and  Carlson0 

. . Oct.,  1935 

Autopsy 

No 

No 

Collins,  Collins,  and  Andrews3.  . . 

. . May,  1938 

Operation 

Yes 

No 

Ashworth  and  Wallace' 

Aug.,  1941 

Autopsy 

No 

No 

Paulter  and  Scotti10 

. . Jan.,  1951 

Autopsy 

No 

No 

Mrazek,  Godwin,  and  Mohardt5.  . . 

. June,  1953 

Operation 

No 

No 

Mrazek,  Godwin,  and  Mohardt8.  . . 

. .June,  1953 

Autopsy 

No 

No 

Stoll14 

. Dec.,  1953 

Autopsy 

No 

Yes 

Edwards5 

. . July,  1956 

Autopsy 

No 

No 

(Inferred) 

( Inferred ) 

Edwards5 

. . July,  1956 

Autopsy 

No 

No 

(Inferred ) 

(Inferred) 

Parnassa,  Friedman,  and  Cincotti0. 

. . Oct.,  1956 

Operation 

Yes 

No 

Rintala12  

1958 

Operation 

No 

No 

Camp  and  Hays  

. . I960 

Operation 

No 

No 
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diverticulum.  The  one  patient  with  metastases  from 
a Meckel’s  diverticulum14  died  of  hypertensive  vas- 
cular disease  but  apparently  without  this  syndrome. 
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Large  Urban  Cities 
Draw  Most  Physicians 

How  United  States  physicians  are  reacting  to  shifts  in  the  nation’s 
population  was  reported  m a recent  issue  of  Medical  World  News.  It 
gave  the  following  trends  which  were  drawn  from  the  preliminary 
results  of  the  I960  census: 

(1)  Doctors  continue  to  flock  to  the  big  urban  centers.  While 
population  of  the  50  largest  cities  increased  only  5 per  cent  since 
1950,  physicians  practicing  in  these  localities  rose  by  23  per  cent. 
Outside  the  big  cities,  doctors  increased  by  5 per  cent,  as  against  a 
23  per  cent  jump  in  population. 

(2)  The  ranks  of  physicians  have  swelled  most  rapidly  in  the 
booming  cities  of  the  South,  Southwest,  and  Pacific  Coast.  But  in 
any  of  these  areas  the  population  explosion  has  outstripped  medical 
growth,  so  that  doctors  are  scarcer  than  ever. 

(3)  MD’s  are  by  no  means  abandoning  the  big  Eastern  and 
Midwestern  cities.  Despite  population  declines  in  almost  all  these  cen- 
ters, physicians  practicing  in  them  increased  in  number — often  sub- 
stantially. 

Leading  all  cities  in  medical  growth  during  the  past  10  years  is 
Miami.  Phoenix  is  second.  Other  cities  where  doctors  have  increased 
by  more  than  50  per  cent  include  Houston,  Long  Beach,  Seattle,  El 
Paso,  Tampa,  Dallas,  and  Denver. 

Physicians  in  search  of  greener  fields  might  investigate  San  Diego, 
San  Antonio,  Fort  Worth,  Norfolk,  Va.,  and  Tulsa,  Okla.  All  have 
ratios  of  better  than  700  patients  to  one  physician. 
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Evaluation  of 


Sphincter  Preservation  Operations 
For  Cancer  of  the  Rectum 


ROBERT  J.  ROWE,  M.D.,  and  WALLACE  BAILEY,  M.D.  Dallas,  Texas 


The  historical  background  of  sphincter 
preservation  operations  is  recounted  briefly; 
the  term  "sphincter  preservation 
procedure”  is  defined,  and  the  various 
techniques  used  are  described  briefly.  The 
authors  review  a personal  series  of  41 
patients  with  cancer  of  the  rectum  and 
rectosigmoid  who  were  subjected  to 
sphincter-preservation  procedttres.  They 
conclude  that  such  operations  have  a 
definite  place  in  the  treatment  of  patients 
with  cancer  of  the  rectum  and 
rectosigmoid  on  the  basis  of  comparative 
3 year  survival  rates  and  excellent 
functional  results. 


THE  VALUE  of  sphincter  preservation  operations 
for  patients  with  cancer  of  the  rectum  still  re- 
mains one  of  the  most  controversial  of  major  surgical 
issues.  During  a period  of  residency  training  in 
1946  and  1947  one  of  the  authors  (R.J.R.)  became 
convinced  of  the  superiority  of  functional  results 
obtained  by  Bacon  with  the  "pull-through’’  operation 
over  those  obtained  with  abdominal  colostomy.  Re- 
ports by  Dixon8  of  excellent  curative  and  functional 
results  after  anterior  resection  were  impressive.  In 
the  ensuing  years  extensive  criticism  of  the  "pull- 
through”  operation  and  of  "anterior  resection” 
prompted  careful  selection  of  patients  for  the  re- 
establishment of  bowel  continuity  after  resection  of 
the  rectum  and  rectosigmoid  for  cancer. 
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Since  1949  approximately  100  of  the  authors’ 
patients  with  cancer  of  the  sigmoid  colon,  rectum, 
anus  or  pelvic  viscera  have  been  subjected  to  radical 
resection.  Abdominoperineal  resection  of  the  Miles 
type  was  employed  for  50  patients.  Various  types  of 
sphincter  preservations  were  performed  on  41  pa- 
tients. A study  of  this  latter  series  has  been  under- 
taken, together  with  a review  of  the  results  reported 
by  other  surgeons  after  radical  resection  of  the  rec- 
tum for  cancer  with  preservation  of  the  sphincteric 
mechanism  of  the  rectal  outlet.  An  effort  has  been 
made  to  determine  the  true  functional  results  and 
curative  value  of  these  procedures. 


Historical  Background 

Preservation  of  the  rectal  outlet  and  of  fecal  con- 
tinence after  extirpation  of  the  rectum  for  malignant 
disease  has  been  of  great  interest  to  the  compassion- 
ate surgeon  since  the  latter  part  of  the  nineteenth 
century.  One  cannot  fail  to  marvel  at  the  ingenuity 
and  surgical  skill  manifested  by  men  such  as  Kraske,14 
Cripps,6  and  Hochenegg,12  who  pioneered  in  the  de- 
velopment, respectively,  of  posterior  resection,  anteri- 
or resection,  and  the  pull-through  operation  for 
cancer  of  the  rectum  without  the  various  technical 
aids  available  to  the  surgeon  today.  During  the  early 
part  of  this  century  efforts  to  devise  satisfactory 
operations  for  preservation  of  a relatively  normal 
rectal  outlet  continued.  Most  of  these  procedures  fell 
into  disrepute,  and  they  were  replaced  almost  en- 
tirely by  the  abdominoperineal  resection  with  per- 
manent colostomy,  as  advocated  by  Sir  Ernest  Miles 
in  1908.16  However,  efforts  were  continued  to  excise 
rectal  cancer  with  preservation  of  some  semblance  of 
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the  sphincteric  mechanism.  According  to  Dunphy, 
Cripps';  performed  the  first  anterior  resection  in 
England  in  1897;  Balfour  employed  a similar  pro- 
cedure in  this  country  in  1910.  Hochenegg12  first 
described  the  abdominoperineal  "pull-through’’  op- 
eration. Babcock,  in  1932,  and,  subsequently,  Bacon1 
popularized  the  "pull-through,  over  and  under”  or 
"proctosigmoidectomy.”  Almost  simultaneously  Dix- 
on8 and  others15  were  improving  the  technique  of 
resection  of  cancer  of  the  sigmoid,  rectosigmoid,  and 
upper  rectum  with  reestablishment  of  bowel  contin- 
uity by  end-to-end  anastomosis.  Despite  much  criti- 
cism these  pioneers  persisted  in  their  efforts  to 
evaluate  these  operations,  and  subsequently  were 
supported  by  the  favorable  reports  of  Waugh  and 
co-workers,18, 19  Mayo  and  Fly,15  and  Black  and 
Botham.4 


Definition 

The  term  "sphincter  preservation  procedures”  has 
been  used  to  include  the  various  operations  designed 
to  preserve  all  or  part  of  the  sphincteric  apparatus 
of  the  rectal  outlet.  Dixon8  deserves  the  credit  for 
popularizing  the  term  "anterior  resection,”  which  is 
applied  to  abdominal  resection  of  the  upper  rectum 
or  rectosigmoid  colon,  after  which  a low  open  or 
aseptic  end-to-end  anastomosis  is  performed.  The 
open  type  of  anastomosis  is  employed  more  com- 
monly. 

There  are  several  "pull-through”  procedures,  the 
most  common  of  which  is  the  widely  used  "Babcock  - 
Bacon”  type  of  operation  which  they  have  termed 
"abdominoperineal  proctosigmoidectomy.”  In  this  pro- 
cedure the  rectum  and  sigmoid  are  freed  during  the 
abdominal  procedure  in  the  usual  manner  with  high 
ligation  of  the  inferior  mesenteric  vessels,  either  with 
or  without  aorto-iliopelvic  node  dissection.  This  fa- 
cilitates more  extensive  resection  of  the  bowel.  The 
terminal  arcade  is  preserved  approximately  to  the 
midsigmoid,  or  at  the  point  at  which  colostomy 
ordinarily  would  be  established.  Bacon  closes  the 
abdomen  at  this  point,  and  places  the  patient  in  the 
lithotomy  position  for  perineal  dissection,  which  is 
begun  just  outside  the  anorectal  line  and  carried  up- 
ward to  meet  the  abdominal  dissection.  The  levator 
ani  muscles  are  partially  removed  but  for  higher 
lesions  may  be  left  intact.  Waugh  and  co-workers18 
modified  this  procedure  by  reestablishing  the  pelvic 
peritoneal  floor  before  closing  the  abdomen.  One  of 
us  (R.  J.  R.)  has  modified  further  the  Bacon  tech- 
nique by  proceeding  with  the  perineal  phase  before 
the  abdomen  is  closed.  The  patient  is  placed  in  the 
lithotomy  position  at  the  completion  of  the  abdomi- 
nal phase  (or  has  been  placed  in  that  position  at 
the  beginning  of  the  operation)  and  the  perineal 
dissection  is  performed.  After  the  bowel  is  pulled 
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through  the  dilated  sphincter  muscle  and  excised,  the 
pelvic  peritoneum  is  closed  carefully  around  the 
bowel  from  the  abdominal  aspect  to  exclude  the 
raw  surfaces  in  the  pelvis.  This  insures  viability  and 
proper  position  of  the  bowel  for  maximum  resection. 
A small  segment  of  the  sigmoid  colon  is  allowed  to 
protrude  from  the  remaining  sphincter  muscle  and 
perianal  skin.  This  is  removed  8 to  10  days  later, 
and  a new  muco-cutaneous  junction  established. 

Black  and  Botham4  employed  a variation  of  the 
pull-through  operation  which  they  termed  "abdomi- 
noendorectal”  resection.  The  abdominal  phase  is  ac- 
complished in  essentially  the  same  manner  as  in  the 
pull-through  procedures,  and  a suture  is  tied  around 
the  bowel  below  the  lesion.  This  is  another  modifi- 
cation of  the  Bacon  procedure  that  has  been  em- 
ployed by  one  of  us  (R.  J.  R.)  in  order  to  prevent 
cancer  cell  contamination  in  the  perineal  phase.  The 
operation  is  then  completed  by  dilating  the  anus 
widely  and  employing  the  electro-cautery  to  cut 
through  the  rectal  wall  approximately  3 cm.  above 
the  anorectal  line.  The  freed  bowel  is  then  pulled 
through  from  above  and  excised;  a small  portion  of 
sigmoid  is  left  protruding  from  the  anus  and  is 
excised  2 to  3 weeks  later  without  being  sutured. 

Another  type  of  "pull-through”  procedure  em- 
ployed by  one  of  us  ( R.  J.  R. ) is  termed  "abdomino- 
endoanal  resection  and  anastomosis.”  The  abdominal 
phase  is  accomplished  in  the  same  manner  as  for 
the  other  procedures.  At  its  completion,  the  abdomen 
is  left  open  with  the  patient  in  lithotomy  position, 
the  anus  is  dilated,  and  the  bowel  is  everted  (as 
in  the  Swenson  pull-through  operation  for  agangli- 
onic  megacolon).  The  everted  bowel  is  incised  ap- 
proximately 4 cm.  from  the  anorectal  line  and  the 
proximal  bowel  is  pulled  through  for  perineal  anas- 
tomosis. If  the  lesion  and  bowel  is  too  bulky  for 
removal  from  the  perineal  aspect,  it  is  excised  from 
above  during  the  abdominal  phase  and  the  bowel  is 
prepared  for  anastomosis,  which  is  accomplished 
from  the  perineal  aspect.  This  procedure  has  been 
employed  in  2 obese  octogenarians  when  improved 
sphincter  action  was  deemed  essential  and  the  lesion 
was  too  low  for  adequate  resection  or  accurate  anas- 
tomosis from  the  abdominal  aspect. 
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Other  procedures  have  been  devised,  but  these  are 
the  principal  ones  which  have  been  used  on  enough 
patients  for  adequate  periods  of  time  to  be  of  sta- 
tistical significance. 

Personal  Series 

From  July,  1949,  to  March  1,  I960,  sphincter  pres- 
ervation operations  were  performed  by  one  of  the 
authors  (R.  J.  R.)  on  41  patients.  Twenty-four  of 
these  were  operated  on  before  March  1,  1955  (Table 

4). 

Fourteen  patients  were  subjected  to  anterior  re- 
section with  only  1 postoperative  death.  This  oc- 
curred in  an  80  year  old  white  male  who  had  had 
transversostomy  for  obstructing  carcinoma  of  the 
rectosigmoid.  Death  was  attributed  to  mesenteric 
vascular  occlusion  4 days  after  resection  and  anasto- 
mosis. This  was  the  only  death  in  more  than  100 
consecutive  resections  of  the  sigmoid  colon  and 
rectum. 

Five  palliative  resections  were  performed  on  pa- 
tients with  distant  metastases.  One  patient  died  after 
a cerebrovascular  accident  and  another  (with  appar- 
ent metastatic  disease)  after  an  injection  by  a 
"quack’’  cancer  specialist.  Only  2 patients  died  of 
residual  cancer.  The  5 year  survival  rate,  although 
obviously  of  no  statistical  significance,  was  66.2 
per  cent.  Anterior  resection  has  been  performed  on 
a total  of  19  patients.  Four  major  complications  oc- 
curred, but  no  fatality.  Small  bowel  obstruction  oc- 
curred in  1 patient  and  postoperative  wound  dehis- 
cence in  another.  Leakage  at  the  anastomotic  site 
required  proximal  colostomy  in  2 patients,  but  the 
procedures  were  done  early  and  secondary  repair  of 
the  anastomoses  was  not  necessary.  Unusual  distant 
metastases  to  the  clitoris,  anterior  right  portion  of 
the  vulva,  and  fifth  lumbar  vertebra  occurred  in  3 
patients.  Recurrence  at  the  suture  line  was  not  pres- 
ent in  any  patient. 

Abdominoperineal  proctosigmoidectomy  of  the 
"Babcock-Bacon’’  type  was  performed  on  20  patients 
from  July  19,  1949,  to  November  24,  1959.  Only 
8 of  these  were  performed  before  March  1,  1955 
(Table  4).  Six  of  these  patients  are  living  and  well. 
Five  have  been  operated  on,  respectively,  10  years 
and  6 months,  9 years  and  8 months,  9 years  and  8 
months,  9 years,  and  8 years  and  10  months.  There 
were  no  deaths  in  the  entire  group,  and  complica- 
tions were  relatively  infrequent.  There  were  only  2 
major  complications.  One  was  a slough  of  the  bowel 
above  the  sphincter  muscle.  This  occurred  in  one 
of  the  patients  operated  on  before  high  inferior 
mesenteric  ligation  and  the  change  in  technique  of 
leaving  the  abdomen  open  until  bowel  viability  is 


assured.  Wound  dehiscence  occurred  in  1 patient, 
and  presacral  abscess  occurred  in  only  1 patient. 

The  2 octogenarians  previously  mentioned,  with 
lesions  at  9 and  10  cm.,  were  subjected  to  "abdomino- 
endoanal  resection  and  anastomosis.”  One  was  living 
and  well  4 years  and  4 months  later.  The  other  died 
2 years  and  6 months  after  resection  with  local  and 
hepatic  metastases.  This  procedure  was  used  in  these 
patients  because  a satisfactory  functional  result  ap- 
peared more  desirable  than  the  ultimate  in  5 year 
curability. 


Review  of  Literature 

During  the  past  15  years  the  controversy  concern- 
ing the  employment  of  sphincter  preservation  pro- 
cedures for  patients  with  cancer  of  the  rectum  has 
stimulated  numerous  excellent  detailed  studies  of 
pathology  and  results  of  treatment.  Such  factors  have 
been  considered  as  size  of  neoplasms,  gross  appear- 
ance, modes  of  spread  (intramural,  lymphatic,  ven- 
ous), location  with  relation  to  the  pelvic  peritoneal 
reflection,  extended  node  dissection,  and,  more  re- 
cently, prevention  of  cellular  contamination.  It  is 
impossible  to  review  or  recount  all  of  the  important 
data  relevant  to  this  discussion.  Surgeons  who  cannot 
accumulate  a large  enough  series  to  be  of  statistical 
significance  must  rely  on  impressions  from  their  lim- 
ited experiences  and  an  honest  appraisal  of  statistics 
of  larger  series  of  patients  operated  on  by  reputable 
surgeons. 


Table  1. — Anterior  Resections:  5 Year  Survivals. 


5 Year 

Distance  From 

Number 

Survival 

Author 

Year 

Anorectal  Line 

of  Cases 

(%) 

Dixon*8  

David  & 

.1948 

6-20  cm. 

272 

67.7 

Gilchrist7  . . 

1949 

27+ 

66.6 

Mayo  & Fly15.  . 
Wheelock, 

.1958 

6-14  cm. 

428 

60.0 

Toll  & 
McKittrick20 

.1959 

90 

51.1 

* Included  in  series  reported  by  Mayo  and  Fly. 
fAbove  peritoneal  reflection. 


Tables  1,  2,  and  3 compare  the  5 year  survival 
rates  of  the  larger  series  reported  recently  by  various 
authors.  Mortality  and  morbidity  rates  are  essentially 
the  same  for  all  of  these  procedures  and  have  not 
been  included.  David  and  Gilchrist7  emphasized  the 
danger  of  the  low  lying  rectal  cancer,  and  obtained 
relatively  poor  results  for  lesions  below  the  level 
of  the  peritoneal  reflection.  Ewing9  came  to  the 
same  conclusion.  The  pathologic  studies  of  Kirklin, 
Dockerty,  and  Waugh13  and  the  clinical  results  of 
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others  (Table  1 and  Table  2)  apparently  refute  the 
importance  of  this  relationship.  Bacon2  and  Mayo 
and  Fly15  reported  almost  identical  and  improved  5 
year  survival  rates  (Table  3)  in  patients  in  whom 
lesions  were  0 to  6 cm.  from  the  anorectal  line. 
Comparison  of  5 year  survival  rates  after  the  Miles 
abdominoperineal  resection  and  after  the  sphincter 
preservation  procedures  for  lesions  situated  at  the 
same  levels  reveals  almost  identical  results  (Tables 
1,  2,  and  3).  No  significant  difference  could  be 
noted,  regardless  of  the  incidence  of  nodal  involve- 
ment. In  the  Memorial  Hospital  series17  the  addition 
of  extended  node  dissection  did  not  yield  a signifi- 
cant improvement  in  survival  rates  to  compensate  for 


Table  2. — Abdominoperineal  (Pull-Through  Procedures): 
5 Year  Survivals. 


Author 

Year 

Distance  From 
Anorectal  Line 

Number 
of  Cases 

5 Year 
Survival 

(%) 

Bacon  

. . .1959 

6-?  cm. 

656 

55.1 

Waugh  & 

Turner10 

. 1958 

5-10  cm. 

131 

52.7 

Black  & 

Botham4  . . 

. . .1958 

6-12  cm. 

30 

53.0 

the  additional  morbidity  and  mortality.  Bacon3 
achieved  a similar  improvement  percentagewise,  but 
came  to  no  definite  conclusion  as  to  the  merit  of 
this  procedure. 

Complications  and  mortality  rate  in  the  larger 
series  are  relatively  the  same.  In  all  of  the  series  of 
sphincter  preservation  procedures  there  was  a selec- 
tion of  patients  which  makes  any  comparison  of 
these  operations  inaccurate.  However,  over  all,  the 
5 year  survival  rates  in  these  patients  apparently  were 
better  than  those  reported  after  the  Miles’  operation. 
Whether  this  improvement  will  compensate  for  the 
selection  of  patients  is  a moot  question.  Perhaps  the 
most  significant  comparative  results  are  in  the  Mayo 

Table  3. — Abdominoperineal  Resections  (Miles):  5 Year 
Survivals. 

5 Year 

Distance  From  Number  Survival 


Author 

Year 

Anorectal  Line 

of  Cases 

(%) 

David  & 

Gilchrist7  . . 

. . 1949 

140 

54.3 

Grinnell10  . . . 

1953 

3 66 

46.4 

Mayo  & Fly15. 

1956 

0-5 

cm. 

254 

50.0 

6-14 

cm. 

317 

53.0 

0-20 

cm. 

580 

51.7 

Cattell  & 

Swinton5  . . 

. .1959 

37  6 

44.7* 

Bacon2  

. .1956 

0-6 

cm. 

119 

49.5 

Stearns  & 

Deddish17 

. 1959 

0-20 

cm. 

564+ 

50.0 

‘Absolute  5 year  survival. 

+442  cases,  Miles  (46%);  122  cases,  extramesenteric  node 
dissection  (54%). 


Table  4. — Personal  Series:  5 Year  Survivals. 


Anterior 

Resection 

Pull-Through 

Total  number  of  cases 
operated  prior  to  3-1-55 

14 

8 

Postoperative  deaths  

1 

0 

Palliative  resections 

5 

0 

Died  of  other  causes 

2 

0 

Untraceable  

0 

0 

Died  of  cancer 

2 

2 

Alive  and  well  5 years — no 

disease.  . 4 

6 

Percentage  5 year  survival. 

66.2% 

75% 

Clinic  group  of  patients  with  lesions  situated  be- 
tween 6 cm.  and  14  cm.  (Tables  1 and  3).  The  5 
year  survival  rate  after  anterior  resection  in  428 
patients  was  60.0  per  cent,  and  in  317  patients  sub- 
jected to  the  Miles’  operation,  53-0  per  cent. 

If  one  can  rely  upon  these  figures,  results  from 
the  sphincter  preservation  operations  are  equal,  if 
not  superior,  to  those  obtained  after  abdominoper- 
ineal resection  with  colostomy.  Apparently,  then, 
decision  as  to  the  value  of  sphincter  preservation 
operations  depends  upon  the  final  functional  result. 
In  the  authors’  opinion,  many  excellent  surgeons  have 
been  prejudiced  against  them.  They  are  more  diffi- 
cult to  perform,  but  once  the  technique  is  mastered, 
the  functional  result  and  gratitude  of  the  patient  is 
worth  the  additional  effort.  The  superiority  of  the 
functional  result  after  anterior  resection  is  unques- 
tioned. 

Although  this  personal  series  is  too  small  for  any 
conclusions  regarding  5 year  survival  rates,  it  has 
strengthened  the  opinion  of  one  of  the  authors  that 
the  "pull-through”  operation  gives  superior  functional 
results.  The  incidence  of  impotence  approaches  95  per 
cent  after  the  Miles’  abdominoperineal  operation,  as 
compared  to  12.2  per  cent  in  patients  who  have  the 
"pull-through”  operation.  Fecal  continence  and  the 
act  of  defecation  obviously  are  not  normal.  Almost 
all  patients  irrigate  the  transplanted  bowel  (not 
after  anterior  resection)  daily  or  every  other  day, 
can  control  gas  and  feces,  and  do  not  have  to  wear 
any  type  of  pad.  Two  patients  have  been  able  to 
defecate  without  the  aid  of  irrigations.  Even  the 
biased  will  admit  that  this  is  preferable  to  abdominal 
colostomy. 


Conclusions 

From  personal  observation  and  review  of  the  re- 
sults obtained  by  others,  the  authors  conclude  that 
sphincter  preservation  procedures — anterior  resection 
with  end-to-end  anastomosis,  abdominoperineal  proc- 
tosigmoidectomy of  the  "Babcock-Bacon”  type  of 
"pull-through,”  and  abdominoendoanal  resection  and 
anastomosis — have  a definite  place  in  treatment  of 
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patients  with  cancer  of  the  rectum  and  rectosigmoid. 
Anterior  resection  should  be  used  for  lesions  at  or 
above  the  12  cm.  level,  or  as  a palliative  operation 
for  lower  lesions.  At  least  6 cm.  of  bowel  should 
be  excised  distal  to  the  lesion.  The  "pull-through” 
procedure  should  be  employed  for  lesions  above  the 
6 cm.  level  and  below  the  12-14  cm.  level  if  anterior 
resection  can  not  be  performed  with  ease.  It  is  con- 
traindicated for  large  lesions  in  which  the  lymphatic 
vessels  may  be  blocked.  It  is  especially  useful  for 
the  large  villous  (papillary)  adenomas  which  on 
biopsy  examination  are  negative  for  carcinoma  but 
which  because  of  their  size  require  resection  of  the 
bowel.  Endoanal  resection  and  anastomosis  has  a 
limited  use  for  similar  lesions  in  older  patients  in 
whom  daily  irrigations  are  to  be  avoided.  High  in- 
ferior mesenteric  ligation  should  be  employed  with 
all  of  these  procedures.  At  present  extended  iliopelvic 
and  aortic  node  dissection  is  indicated  only  in  se- 
lected cases. 
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Malignant  Melanoma  of  the  Iris 


Although  a good  case  might  he  built  for  watchful  waiting  in  cases 
of  malignant  melanoma,  the  author  does  not  believe  it  is  proper  unless 
diagnosis  is  in  doubt.  As  much  as  possible  should  be  learned  about 
the  extent  of  the  lesion  before  excision,  and  the  patient  should  be 
told  in  advance  that  enucleation  may  be  necessary  if  the  tumor  extends 
beyond  the  iris.  The  author  reports  3 personal  cases. 


MAX  BALDRIDGE,  M.D.  texarkana,  TEXAS 


COMPARATIVELY  little  has  been  written  about 
melanoma  of  the  iris.  Lesions  of  this  kind  are 
rare  enough  to  make  statistical  analysis  difficult.  Most 
cases  either  are  isolated  or  are  brief  references  in  a 
report  of  uveal  malignant  melanoma.  To  cite  a few 
such  reports,  Callender,  Wilder,  and  Ash2  mentioned 
32  cases  of  malignant  melanoma  of  the  iris  in  report- 
ing a follow-up  study  of  500  cases  among  1,600 
cases  of  malignant  melanoma  of  the  uveal  tract. 
Benjamin  and  co-workers1  analyzed  follow-up  studies 
of  250  uveal  malignant  melanomas  in  which  there 
were  5 tumors  of  the  iris.  Of  these,  1 patient  had 
died  of  metastasis  after  2 years,  and  1 of  cerebral 
vascular  accident  after  12  years;  the  other  3 were 
alive  after  6,  14,  and  20  years,  respectively. 

Deen3  studied  66  eyes  containing  uveal  malignant 
melanomas,  5 of  which  were  tumors  of  the  iris.  All 
of  these  lesions  had  extended  beyond  the  iris. 
Follow-up  study  was  not  sufficiently  long  in  this 
series  for  a complete  report. 

A much  more  complete  and  useful  evaluation  of 
these  tumors  was  made  by  Reese  and  Cleasby.9  Their 
report  furnishes  an  excellent,  practical  guide.  They 
evaluated  157  cases  of  melanoma  of  the  iris,  dis- 


cussing the  manner  of  treatment  and  the  outcome. 
They  pointed  out  the  relatively  low  malignant  poten- 
tial of  most  of  these  tumors,  and  gave  an  excellent 
discussion  of  treatment  criteria.  In  only  4 of  the  120 
cases  which  could  be  followed  did  death  occur  from 
metastatic  spread.  In  all  4 of  these  enucleation  had 
been  performed.  Three  of  the  4 patients  had  had 
previous  iridectomy,  and  in  each  instance  the  tumor 
had  spread  beyond  the  reach  of  local  excision. 

Many  isolated  reports  are  interesting,  but  give 
insufficient  information  to  allow  generalization.  One 
such  report  by  Koenig7  concerns  a malignant  mela- 
noma of  the  iris  in  the  only  eye  of  a patient  who 
had  follow-up  study  for  more  than  20  years.  During 
this  time  radiation  had  had  no  apparent  effect  except 
to  hasten  the  development  of  an  incipient  cataract. 
The  cataract  was  removed  and  the  patient  lived 
several  more  years  with  corrected  vision  of  20/20. 
She  died  of  other  causes,  and  the  diagnosis  of  malig- 
nant melanoma  of  the  iris  was  made  post  mortem. 

Esposito4  presented  2 cases  with  interesting  his- 
torical and  other  data.  Reese8’  9 has  contributed  great- 
ly in  the  study  of  these  tumors.  Fuchs5  stated  more 
than  75  years  ago  that  malignant  melanoma  of  the 
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MALIGNANT  MELANOMA  — Baldridge  — continued  Case  Reports 


iris  accounted  for  6 per  cent  of  uveal  malignant 
melanomas.  This  incidence  seems  to  have  been  rea- 
sonably well  confirmed. 

Several  presumptions  have  been  gathered  from 
these  and  other  sources. 

1.  Malignant  melanoma  of  the  iris  may  be  con- 
sidered less  malignant,  in  general,  than  malignant 
melanoma  of  the  ciliary  body  or  choroid. 

2.  Once  such  a lesion  has  invaded  either  the 
ciliary  body  or  choroid,  prognosis  is  not  different 
than  if  it  had  been  primary  at  these  sites. 

3.  Malignant  melanoma  of  the  iris  may  occur  as 
discrete,  single,  or  multiple  tumors  which  sometimes 
seed  other  implants  into  the  angle  or  onto  the  surface 
of  the  iris.  They  are  sometimes  diffuse  lesions  of 
the  entire  iris,  recognized  by  growing  brownish  col- 
oration of  the  iris  and  frequently  by  secondary  glau- 
coma. This  latter  type  of  tumor  appears  to  be  one 
of  the  most  difficult  to  recognize.  It  is  apparently 
often  confused  with  heterochromia  iridis  or  aniso- 
chromia. 


Dr.  Max  Baldridge,  Texarkana 
ophthalmologist',  presented  this  pa- 
per before  the  Texas  Ophthalmo- 
logical  Association  in  Fort  Worth 
on  April  11,  1960. 


4.  Discrete  tumors  can  often  be  completely  ex- 
cised with  little  or  no  interference  with  vision.  The 
criteria  for  excision  rather  than  enucleation  are  based 
on  whether  the  tumor  has  remained  in  the  iris  and 
has  not  invaded  its  root,  and  whether  it  is  discrete 
rather  than  diffuse.  It  must  not  have  seeded  multiple 
implants  about  the  surface  of  the  iris.  Before  surgery, 
the  angle  should  be  examined  with  the  gonioscope  if 
possible,  and  permission  obtained  to  enucleate  if 
the  tumor  extends  beyond  the  iris. 

The  technique  of  excision  has  been  well  covered 
by  Kirby6  and  many  others.  In  general,  it  is  the 
same  as  for  iridectomy  for  other  cause.  A useful 
modification  is  that  the  incision  into  the  anterior 
chamber  should  be  as  far  back  from  the  limbus  as 
it  can  be  placed  and  still  enter  the  angle.  It  should 
be  lengthened  sufficiently  to  allow  a large  segment 
of  the  iris  to  be  drawn  out  of  the  anterior  chamber. 

When  a lesion  is  small,  it  may  be  difficult  to  dif- 
ferentiate from  a benign  melanoma  or  iris  freckle. 
Carefully  controlled  photography  can  be  useful  in 
follow-up  studies  of  such  lesions. 


In  3 cases  of  tumor  of  the  iris,  excision  was  per- 
formed by  the  author. 

Case  1. — Mrs.  E.  I.,  age  49,  white,  was  seen  March  20, 
1947,  with  a massive  hyphema  in  the  right  eye.  There 
was  slight  discomfort,  and  intraocular  tension  was  33  mm. 
in  the  right  eye  and  19  mm.  in  the  left  (Schiotz).  Hemor- 
rhage had  evidently  occurred  that  morning.  Within  2 days 
there  had  been  enough  absorption  to  reveal  an  elevated 
red  lesion  in  the  iris  near  the  pupillary  margin  at  6 o’clock, 
extending  angleward  in  its  long  axis  and  measuring  ap- 
proximately 3 by  lp2  mm.  There  was  no  evidence  that  it 
extended  into  the  angle.  Dark  color  was  visible,  but  the 
lesion  did  not  appear  melanotic  in  the  usual  sense. 

On  April  6,  1957,  the  tumor  was  excised  by  iridectomy 
without  difficulty.  Microscopic  sections  showed  what  ap- 
peared to  be  spindle  cells  which  were  not  classified,  but 
which  appeared  to  be  type  B.  The  patient  has  been  exam- 
ined frequently  since,  most  recently  on  March  21,  I960. 
At  that  time  there  was  no  evidence  of  recurrence.  The 
fundus  was  clear,  and  vision  was  20/20  in  the  eye  which 
had  been  operated  upon,  with  correction  of  +.25  +.75 
axis  180. 

Case  2. — Mrs.  E.  M.,  aged  68,  white,  was  seen  June  18, 
1956.  A darkly  pigmented  mass  in  the  iris  of  the  right 
eye  occupied  a wedge  shaped  segment  at  8 o’clock.  The  iris 
was  elevated  and  thickened  and  there  was  an  ectropion  of 
the  pigmented  layer. 

On  November  2,  1957,  the  patient  was  re-examined. 
There  had  been  little  change  during  the  preceding  year 
and  a half.  The  lesion  occupied  about  50  or  60  degrees  of 
arc  at  its  base,  which  was  near  but  not  into  the  angle.  It 
was  removed  November  15,  1957,  with  no  difficulty. 
Microscopic  sections  showed  spindle  cells,  probably  type  B. 
On  December  30,  1957,  corrected  vision  was  20/25,  the 
same  as  for  the  left  eye,  and  the  lens  was  of  slightly  less 
power  than  that  for  the  left  eye.  There  was  no  evidence 
of  recurrence  or  incomplete  excision  when  the  patient  was 
last  seen  April  15,  I960. 

Case  3. — Mrs.  O.  M.,  age  69,  white,  was  seen  January 
16,  1958,  with  a history  of  failing  vision  for  one  year. 
Examination  showed  that  she  had  bilateral  immature  cat- 
aracts. Visual  acuity  with  correction  was  20/300  for  the 
right  eye  and  20/200  for  the  left.  The  intraocular  tension 
was  normal.  A darkly  pigmented  tumor  extended  from 
approximately  4 o’clock  to  5 o’clock  in  the  iris  of  the  left 
eye,  reaching  from  the  sphincter  to  a point  about  two- 
thirds  the  distance  to  the  angle  in  this  meridian.  There 
was  no  evidence  on  gonioscopic  examination  that  the  tumor 
had  extended  into  the  angle. 

The  patient  was  advised  to  have  excision  of  the  lesion, 
with  probable  removal  of  cataract  at  the  same  time;  the 
possibility  of  enucleation  instead  of  excision  was  mentioned 
if  extension  of  disease  was  found  at  surgery.  She  elected 
instead  to  have  cataract  surgery  on  the  right  eye,  and  this 
was  done  March  19,  1958.  Recovery  was  uneventful  and 
the  visual  result  was  good. 

The  tumor  of  the  iris  appeared  to  be  unchanging  in 
the  next  six  months.  On  October  2,  1958,  this  lesion  was 
excised,  with  simultaneous  cataract  extraction.  The  visual 
result  was  excellent.  The  pathology  report  confirmed  the 
diagnosis.  The  type  cell  was  reported  as  spindle  cell. 

When  the  patient  was  last  seen  on  December  11,  1959, 
no  evidence  of  recurrence  was  found.  Vision,  with  correc- 
tion, was  20/25  in  each  eye.  She  appeared  to  have  binocu- 
lar vision. 
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Summary 

There  are  several  important  considerations  for  the 
patient  with  melanoma  of  the  iris. 

Nothing  should  be  left  undone  in  attempting  to 
judge  the  extent  of  this  type  of  growth.  There  is 
seldom  reason  for  haste.  Many  of  these  tumors  have 
been  observed  for  years,  even  though  they  were  large 
to  begin  with.  In  no  such  case  reported  has  death 
been  attributed  to  metastasis.  In  a number  of  cases 
in  which  an  ill-advised  attempt  at  excision  was  car- 
ried out,  metastasis  and  death  did  occur.  Statistically, 
a good  case  could  be  built  for  watchful  waiting  in 
all  such  cases.  Nevertheless,  I do  not  believe  it  is 
proper  except  in  cases  in  which  there  is  a great  deal 
of  doubt  as  to  diagnosis. 

If  local  excision  is  elected,  the  possibility  of  enucle- 
ation, if  it  becomes  necessary,  should  be  discussed 
in  advance  with  the  patient  or  responsible  person. 
The  surgical  approach  should  be  optimal.  The  angle 
should  be  entered  at  the  most  posterior  position  pos- 
sible, and  the  incision  should  be  enlarged  enough 
to  allow  plenty  of  space  to  work  easily.  In  most 
instances  this  incision  should  be  about  IV2  mm. 
posterior  to  the  limbus  and  should  occupy  nearly 
180  degrees  of  circumference,  approximately  the 
same  as  for  cataract  extraction. 

The  term  low  malignant  potential  simply  means 
relatively  delayed  metastasis.  This  means  that  age 


has  an  important  bearing  on  the  type  of  treatment 
advised.  A youth  or  young  adult  should  hardly  be 
advised  not  to  have  such  a tumor  excised.  In  con- 
trast, an  elderly  person  with  a well  localized,  "silent” 
tumor  might  rationally  be  advised  to  keep  it. 

When  these  lesions  are  removed,  the  tissue  should 
be  spread  out  and  pegged  on  a small  piece  of  wood, 
such  as  a tongue  depressor,  before  it  is  fixed  in 
formalin.  Otherwise  it  is  difficult  to  identify  the 
edges  in  pathologic  study  to  judge  whether  removal 
was  complete. 
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Americans  Average  4.8  Doctor  Visits 

American  women  see  their  doctors  and  dentists  more  often  than  men, 
hut  the  average  American  visits  his  physician  4.8  times  a year  and  his  dentist 
1.5  times,  according  to  a report  from  the  United  States  National  Health 
Survey. 
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Deafness  and  otalgia  are  two  of  the  commonest  symptoms  that 
cause  patients  to  report  to  the  otolaryngologist.  The  author  emphasizes 
the  importance  of  these  cardinal  symptoms  as  early  diagnostic  clues 
in  malignant  tumors  of  the  nasopharynx. 

Otologic  Findings  in 
Nasopharyngeal  Carcinoma 

H.  E.  MADDOX,  III,  M.D.  HOUSTON,  TEXAS 


STAFF  MEMBERS  of  the  Ear,  Nose  and  Throat 
Clinic  of  the  University  of  Texas  Medical  Branch 
have  had  the  unpleasant  experience  during  the  past 
few  years  of  diagnosing  21  cases  of  a disturbing  type 
of  serous  otitis  media.  The  usual  complaints  of 
"blocked  ear,”  "deafness,”  and  tinnitus  were  present 
in  each  case.  Also,  the  tympanic  membranes  were 
typical  in  appearance.  What,  then,  was  so  disturbing 
in  this  group  of  patients?  This  unfortunate  type  of 
serous  otitis  media  carried  almost  a 90  per  cent 
mortality  rate!  Only  3 of  these  21  patients  are  alive 
today. 

Obviously,  the  fluid  in  the  ear  in  each  of  these 
patients  was,  as  so  often  is  the  case,  a secondary 
symptom  of  a more  serious  primary  condition.  These 
21  patients  represented  a part  of  a larger  group  of 
35  in  whom  carcinoma  of  the  nasopharynx  was  diag- 
nosed. A complaint  referable  to  the  ear  was  the 
initial  symptom,  or  the  symptom  which  prompted 
the  patients  to  seek  medical  advice  in  more  than  half 
of  this  series  of  35  cases.  The  failure  of  the  physician 
to  recognize  the  early  symptoms  of  this  condition, 
together  with  the  highly  malignant  nature  of  the 
tumor,  contributes  to  the  extremely  poor  prognosis 
in  the  majority  of  cases.  This  failure  to  recognize 
the  early  signs  of  this  tumor,  as  well  as  the  failure 
to  initiate  aggressive  diagnostic  measures,  falls  square- 
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ly  on  the  shoulders  of  the  otologist.  Even  today, 
when  the  surgical  boundaries  of  head  and  neck  can- 
cer are  disputed  openly  by  several  different  categories 
of  "specialists,”  the  remote  nasopharynx  remains 
solely  within  the  otolaryngologist’s  domain.  For  this 
reason  he  is  the  only  one  who  can  make  the  defini- 
tive diagnosis  of  a malignant  growth  in  the  area.  A 
thorough  knowledge  of  anatomy  is  essential  for  diag- 
nosis in  this  condition,  in  which  invasion  of  the 
base  of  the  skull  with  resulting  multiple  cranial  nerve 
syndromes  is  so  common. 


Anatomy  of  the  Nasopharynx 

The  nasopharynx  connects  the  nasal  fossa  with  the 
meso  or  oropharynx.  The  lumen  is  approximately  14 
or  15  square  centimeters.  The  roof  of  the  nasopharynx 
and  its  posterior  wall  are  in  continuity.  At  the  junc- 
tion of  the  mucous  membrane  of  the  roof  and  pos- 
terior wall,  the  pharyngeal  tonsil  or  adenoid  is  found 
as  a more  or  less  pronounced  mass  of  lymphoid  tis- 
sue with  radial  mucous  membrane  folds.  The  pharyn- 
geal tonsil  constitutes  the  most  cranial  portion  of 
Waldeyer’s  ring  of  lymphatic  tissue.  The  lateral  wall 
of  the  nasopharynx  is  dominated  by  the  medial  ori- 
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fice  of  the  eustachian  tube,  which  is  a semilunar  or 
vertical  cleft  directed  downward  and  forward  with 
a more  bulging  posterior  limit  of  fibroelastic  carti- 
lage. Immediately  posterior  to  the  eustachian  tube 
orifice  is  the  fissure-shaped  entrance  to  the  6 to  8 
mm.  deep  pharyngeal  recess  or  fossa  of  Rosenmuller. 

The  limit  of  the  nasopharynx  on  the  external  base 
of  the  skull  is  marked  by  the  insertion  of  the 
pharyngobasilar  fascia.  This  structure  follows  a line 
from  the  pharyngeal  tubercle  on  the  basilar  process 
of  the  occipital  bone  in  an  anteriorly  convex  curve 
to  the  petro-occipital  fissure.  From  there  it  extends 
across  the  inferior  surface  of  the  pyramid,  medial 
and  anterior  to  the  external  carotid  foramen  (area 
of  origin  of  levator  veli  palatine)  to  the  sphenopet- 
rosal fissure  just  posterior  to  the  foramen  ovale,  then 
anteriorly  and  medially  to  medial  lips  of  the  scaphoid 
fossa  and  the  medial  lamina  of  the  pterygoid  process. 

If  the  insertion  of  the  pharyngobasilar  fascia  is 
projected  onto  the  internal  base  of  the  skull  the 
course  is  as  follows:  from  about  the  middle  of  the 
clivus  in  a lateral  direction  over  the  petro-occipital 
fissure;  then  across  the  tip  of  the  pyramid  to  the 
sphenopetrosal  fissure;  and  finally  anteriorly,  between 
the  foramen  lacerum  and  the  foramen  ovale  and 
spinosum,  toward  the  root  of  the  ala  magna. 

Anatomy  of  Adjacent  Region 

The  various  routes  of  spread  of  tumors  from  the 
nasopharynx  are  best  explained  by  first  giving  a brief 
description  of  the  anatomy  of  the  surrounding  re- 
gion. 

1.  Expansion  in  a forward  direction  involves  the 
nasal  cavity,  as  well  as  the  different  conchae,  and 
possibly  the  ethmoid  cells  and  eventually  the  maxil- 
lary antrum. 

2.  In  a backward  direction  the  retropharyngeal 
connective  tissue  space,  the  prevertebral  fascia,  and 
the  muscles  may  be  invaded.  If  the  tumor  passes 
through  these  barriers,  the  spinal  cord  may  be  in- 
vaded. 

3.  In  a downward  direction  the  soft  and  hard  pal- 
ate, and  later  the  palatine  arches  and  base  of  the 
tongue,  may  become  involved. 

4.  Of  considerable  interest  is  extension  of  tumor 
in  a lateral  direction  to  the  deep  portion  of  the  retro- 
mandibular region,  which  is  bounded  anteriorly  by 
the  pterygoid  plate  and  the  external  and  internal 
pterygoid  muscles.  Trismus  may  be  produced  by  in- 
filtration of  these  muscles.  In  this  retromandibular 
region  the  palatal  muscles  may  be  infiltrated,  with 
resultant  weakness  of  palatine  function.  Such  weak- 
ness may  also  occur  secondary  to  lesions  involving  the 
innervation  of  these  muscles,  especially  the  levator 
veli  palatini.  The  mandibular  division  of  the  fifth 


cranial  nerve  is  located  here,  and  involvement  of  its 
two  main  branches — the  lingual  nerve  and  the  in- 
ferior alveolar  nerve — will  result  in  dental  pains. 

Just  posterior  and  medial  to  the  muscles  that  origi- 
nate from  the  styloid  process  lies  the  carotid  artery 
and  the  jugular  foramen,  from  which  emerges  the 
internal  jugular  vein,  accompanied  by  the  ninth, 
tenth  and  eleventh  nerves.  As  the  twelfth  nerve 
comes  from  the  hypoglossal  canal,  it  is  just  posterior 
to  the  eleventh  nerve.  On  the  prevertebral  fascia  in 
this  region  lies  the  superior  cervical  ganglion.  One 
can  see,  therefore,  that  in  a limited  area  at  the  base 
of  the  skull  even  a small  tumor  may  cause  simul- 
taneous lesions  of  the  ninth,  tenth,  eleventh,  and 
twelfth  cranial  nerves,  as  well  as  involvement  of 
the  superior  cervical  ganglion  with  resultant  Horner’s 
syndrome.  Further,  lateral  extension  in  this  area 
through  the  parotid  gland  will  involve  the  seventh 
cranial  nerve. 

5.  The  last,  and  most  fatal  way  of  expansion  is  in 
an  upward  direction,  which  usually  occurs  through 
the  foramen  lacerum  to  the  middle  cranial  fossa. 
Here  the  third,  fourth,  and  sixth  cranial  nerves  lie 
in  intimate  relation  as  they  enter  and  cross  the  cav- 
ernous sinus.  Also,  the  branches  of  the  gasserian 
ganglion  which  lies  in  a dural  recess  on  the  superior 
side  of  the  pyramid  close  to  the  tip  are  commonly 
involved.  With  extension  anteriorly  from  the  fora- 
men lacerum,  the  optic  tracts  are  injured  and  the 
orbit  may  be  invaded.  If  the  posterior  cranial  fossa 
is  invaded,  the  seventh  and  eighth  cranial  nerves 
may  be  injured  at  the  internal  auditory  meatus  with 
resultant  facial  paralysis  and  perceptive  deafness.  The 
dura  mater  is  resistant  to  attempts  at  penetration, 
probably  to  some  extent  because  of  its  firm  attach- 
ment to  the  base  of  the  skull,  especially  at  the  point 
of  emergence  of  the  nerves. 


Dr.  H.  E.  Maddox,  III,  is  an  in- 
structor at  the  University  of  Texas 
Medical  Branch  and  is  also  in 
private  practice  in  Houston.  He 
presented  this  paper  before  the 
Texas  Medical  Association's  Sec- 
tion on  Eye,  Ear,  Nose,  and  Throat 
at  the  Fort  Worth  annual  session 
on  April  11,  1960. 


Lymphatic  Vessels  of  Nasopharynx 

In  the  anatomic  orientation  to  carcinoma  in  this 
region,  the  lymph  vessels  and  lymph  nodes  are  of 
great  clinical  importance.  The  nasopharyngeal  wall 
is  richly  supplied  with  lymph  capillaries,  especially 
around  the  pharyngeal  tonsil  and  the  eustachian  tube 
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orifice.  From  the  capillary  network  are  formed 
large  lymph  stems  which  show  no  respect  for  the 
midline  of  the  body  as  do  arteries  and  veins,  but 
cross  it  freely.  These  stems  carry  the  lymph  into  one 
of  two  groups  of  nodes:  the  retropharyngeal  lymph 
nodes  or  the  deep  cervical  lymph  nodes. 

The  retropharyngeal  lymph  nodes  in  adult  life 
comprise  a constant  lateral  node  (or  two  nodes)  and 
a less  constant  medial  node,  located  on  the  loose, 
retropharyngeal  connective  tissue  anterior  to  the 
anterior  arch  of  the  atlas  and  close  to  the  base  of 
the  skull.  These  nodes  receive  lymph  from  the  roof 
and  posterior  wall  of  the  nasopharynx,  the  eustachian 
tube,  the  tympanic  cavity,  and  the  anterior  part  of 
the  oropharynx.  From  these  retropharyngeal  nodes 
the  lymph  drains  to  the  superior  group  of  deep  cervi- 
cal nodes— partly  the  medial  ones  and  partly  the  lat- 
eral ones  beneath  the  sternocleidomastoid  muscle  on 
the  mastoid  process.  However,  a comparatively  great 
quantity  of  lymph  from  the  nasopharynx  passes  pri- 
marily to  the  cervical  nodes.  The  medial  group  of 
superior  deep  cervical  nodes  is  situated  just  medial 
to  th  eposterior  belly  of  the  digrastric  muscle.  Of 
greater  importance  are  the  superior  lateral  glands 
located  beneath  the  sternocleidomastoid  muscle  just 
posterior  to  the  angle  of  the  mandible,  because  this 
group  is  to  a great  extent  the  primary  station  of 
lymph  from  the  nasopharynx. 

Age 

The  average  age  of  patients  in  this  series  was  50 
years.  There  were,  however,  8 patients  younger  than 
20  years.  The  3 youngest  in  the  group  were  10,  12, 
and  13  years.  Hayes  Martin  states  that  carcinoma 
of  the  nasopharynx  occurs  more  often  in  patients 
younger  than  30  years,  and  is  more  common  in 
children  than  any  other  malignant  growth  of  the  up- 
per alimentary  and  respiratory  tracts. 

Otologic  Symptoms  and  Signs 

Nineteen  patients  had  complaints  referable  to  the 
ear  when  they  were  first  examined,  and  21  had  posi- 
tive otologic  findings  (Table  1).  The  most  common 
aural  complaint  was  that  of  pain  in  or  around  the 
ear  described  as  intermittent  in  duration  and  stab- 
bing in  character.  This  was  most  often  accompanied 
by  fluid  in  the  same  ear.  Fifteen  patients  gave  a 
history  of  pain  of  this  type.  Seven  patients  com- 
plained of  tinnitus  generally  of  a hissing  type,  and 
14  had  had  a recent  decrease  of  hearing  in  one  ear. 
Especially  significant  is  the  combination  of  fluid 
in  the  ear  associated  with  neuralgic  type  of  pain; 
pain  is  conspicuously  absent  in  the  usual  patient  with 
serous  otitis  media. 


TABLE  1. — Otologic  Findings  Present  in  More  Than  Half 
of  the  Author’s  Patients. 


Finding  No.  of  Patients 

Otalgia  15 

Otalgia  with  serous  otitis  media 

Otalgia  without  serous  otitis  media 8 

Deafness  (blocked  ear) 14 

Tinnitus  7 

Unilateral  serous  otitis  media 14 

Bilateral  serous  otitis  media 


( Hemotympanum  3 cases) 


On  examination  of  the  tympanum,  21  patients 
had  serous  otitis  media.  In  7 of  these  disease  was 
bilateral,  and  in  3 there  was  hemotympanum. 

Fluid  may  form  in  one  or  both  middle  ear  spaces 
as  a result  of  several  pathologic  conditions  in  the 
nasopharynx  (Table  2): 

1.  Spread  of  the  tumor  with  encroachment  on  the 
eustachian  tube  orifice  will  compromise  aeration  of 
the  middle  ear. 

2.  Also,  as  stated  by  Robison,  eustachian  tube  ob- 
struction may  result  from  an  enlarged  peri-tubal  node 
or  from  lymphedema  of  the  tubal  mucosa  secondary 
to  blocking  of  the  lymph  drainage  with  cancer  cells. 
The  point  of  this  obstruction  to  the  normal  naso- 
pharyngeal lymph  flow  may  be  in  the  retropharyngeal 
nodes,  or  in  their  absence,  in  the  superior  deep  cer- 
vical nodes. 

3.  Another  cause  of  serous  otitis  media  is  direct 
extension  of  the  primary  mmor  into  the  middle  ear 
via  the  tube.  Godtfredsen  reported  3 cases  in  which 
positive  biopsy  specimens  were  obtained  from  the 
external  auditory  canal  after  a tumor  originating  in 
the  nasopharynx  had  perforated  the  eardrum. 

The  causative  factor  for  the  3 cases  of  hemotym- 
panum in  the  present  series  is  not  readily  apparent. 
In  all  patients  the  decreased  hearing  was  secondary 
to  the  fluid  in  the  ears  and  was  of  the  conductive 
type. 

Otalgia  associated  with  nasopharyngeal  malignant 
growths  is  intermittent  and  often  stabbing  in  char- 
acter, in  distinct  contrast  with  the  dull,  boring  pain 
found  in  otitis  media.  Neuralgic  ear  pain  occurring 
with  neoplasms  of  this  sort  is  often  thought  to  be 
pathognomonic  of  invasion  of  the  base  of  the  skull 
with  involvement  of  the  mandibular  division  of  the 
fifth  cranial  nerve.  This  is  often  true,  but  otalgia 
may  be  an  early  and  far  less  serious  sign.  The  superi- 
or portion  of  the  nasopharynx  receives  its  sensory 

Table  2. — Causes  of  Serous  Otitis  Media  in  Carcinoma 
of  the  Nasopharynx. 

1.  Encroachment  of  tumor  mass  on  eustachian  orifice. 

2.  Lymphatic  edema  of  tubal  mucosa  secondary  to  ob- 
structed flow. 

3.  Extension  of  tumor  into  middle  ear  via  tube. 
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Table  3. — Otalgia  in  Carcinoma  of  the  Nasopharynx. 

1.  Neuralgic  pain. 

2.  May  be  evidence  of  invasion  of  base  of  skull  (Man- 
dibular nerve). 

3.  May  be  early  diagnostic  sign  (Pharyngeal  plexus). 


innervation  from  the  pharyngeal  branches  of  the 
sphenopalatine  ganglion,  which  in  turn  are  derived 
from  the  trigeminal  nerve.  Therefore,  otalgia  may 
be  an  early  diagnostic  sign  of  a lesion  high  in  the 
vault  of  the  nasopharynx  instead  of  a secondary  mani- 
festation of  skull  invasion  (Table  3). 

Other  Manifestations 

Involvement  of  most  of  the  cranial  nerves,  as  well 
as  nasal  symptoms  and  signs  of  regional  metastases, 
were  found  in  this  series  of  35  patients  (Table  4). 
Some  of  these  signs  were  seen  late  in  the  course  of 
the  disease.  Fifteen  patients  had  involvement  of  the 
trigeminal  nerve;  this  far  exceeded  the  incidence  of 
involvement  of  any  other  cranial  nerve.  A lateral 
rectus  palsy  was  seen  in  5 cases,  and  the  third  and 
fourth  nerves  were  each  involved  in  2 patients.  One 
patient  had  facial  paralysis  and  another  anesthesia 
of  the  posterior  part  of  the  tongue,  which  was  at- 
tributed to  disease  of  the  ninth  nerve.  In  4 patients 
vagal  involvement  was  manifested  by  palatal  paresis, 
dysphagia,  and  vocal  cord  paralysis. 

The  most  common  finding,  with  the  exception  of 
manifestations  referable  to  the  ear,  was  cervical  node 
enlargement,  which  was  present  in  20  cases.  Typical- 
ly, the  superior  deep  cervical  node  located  just  be- 
hind the  angle  of  the  mandible  and  beneath  the 
insertion  of  the  sternomastoid  muscle  was  involved. 
In  1 case  nodes  in  the  posterior  cervical  triangle 
were  positive  at  excisional  biopsy.  Trismus  was  the 
complaint  of  3 patients.  This  is  invariably  secondary 
to  direct  invasion  of  the  muscles  of  mastication,  and 
seldom  to  involvement  of  the  motor  branch  of  the 
trigeminal  nerve. 

Nasal  symptoms  predominated  in  16  patients. 
Eight  had  repeated  nose  bleeds,  and  an  equal  number 
complained  of  nasal  obstruction.  In  1 patient  typical 
Horner’s  syndrome  was  attributed  to  disease  of  the 
superior  cervical  sympathetic  ganglion. 

Diagnosis 

The  diagnosis  of  a malignant  tumor  of  the  naso- 
pharynx is  seldom  made  early  in  the  course  of  disease. 
First,  there  is  a relative  lack  of  symptoms  referable 
to  the  primary  area.  A second,  and  perhaps  equally 
important  reason,  for  delay  is  inability  of  the  physi- 
cian to  make  a diagnosis.  In  a large  series  Godtfred- 


Table  4. — Associated  Findings  in  Carcinoma  of  the 
Nasopharynx. 


Finding  No.  of  Patients 


Cranial  nerve  involvement 

Oculomotor  2 

Trochlear 2 

Trigeminal  15 

Abducens 5 

Facial  1 

Auditory  0 

Glossopharyngeal  1 

Vagus  4 

Plypoglossal 2 

Other  manifestations 

Cervical  lymphadenopathy 

Unilateral  20 

Bilateral  3 

Posterior  triangle  1 

Epistaxis  8 

Nasal  obstruction  8 

Trismus  3 

Horner’s  syndrome  1 

Periorbital  edema  1 

Parotid  invasion  1 


sen  discovered  that  diagnostic  and  therapeutic  mis- 
takes had  been  made  in  one-third  of  cases.  Especially 
regrettable  are  the  cases  in  which  unnecessary  sur- 
gical procedures  have  been  done  to  alleviate  symp- 
toms arising  from  an  undiscovered  tumor.  Probably 
the  most  common  error  is  repeated  eustachian  cath- 
eterization for  serous  otitis  media  of  unknown  cause 
over  a prolonged  period. 

TABLE  5. — Roentgenographic  Findings  at  Base  of  Skull. 

1.  Erosion  5 times  more  common  with  evidence  of  neu- 
rologic involvement. 

2.  Foramen  lacerum  involved  in  more  than  half  of  patients. 

3.  Pterygoid  process  diseased  in  one-third. 

4.  Mesial  destruction  of  body  of  sphenoid  in  one-tenth. 


It  is  not  necessary  to  enumerate  the  many  different 
methods  of  examination  of  the  nasopharynx.  The 
examiner  should  be  completely  satisfied  that  every 
area  of  the  nasopharynx  has  been  carefully  inspected 
in  each  individual.  In  most  patients  this  is  often  not 
possible  without  local  anesthesia.  An  effective  meth- 
od of  examination  of  the  pharyngeal  vault  is  use 
of  the  large  laryngeal  mirror  after  the  soft  palate 
has  been  retracted  with  either  a self  retaining  palate 
retractor  of  the  Haslinger  type  or  a soft  rubber 
catheter.  Digital  examination  should  be  done  only 
under  general  anesthesia,  and  its  value  is  doubtful  in 
most  instances. 

Roentgenograms  of  the  skull  base  should  be  ob- 
tained in  every  patient  with  suspected  nasopharyn- 
geal lesion.  This  is  not  only  an  invaluable  aid  in  diag- 
nosis but  gives  important  additional  information 
concerning  prognosis.  In  the  present  series  of  35 
patients,  23  had  basilar  skull  films.  Erosion  of  bone 
was  apparent  in  19  of  these.  Positive  findings  of  this 
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sort  are  5 times  more  common  in  patients  with 
cranial  nerve  symptoms  (Table  5).  The  foramen 
lacerum  is  affected  most  commonly  (50  to  60  per 
cent).  The  medial  lamina  of  the  pterygoid  process 
and  the  body  of  the  sphenoid  showed  signs  of  de- 
struction in  a smaller  number  of  cases. 

Biopsy  of  the  nasopharynx  can  be  a traumatic  ex- 
perience for  both  the  patient  and  the  physician, 
especially  if  the  procedure  must  be  repeated  more 
than  once.  A single  negative  biopsy  on  a patient 
exhibiting  suggestive  symptoms  is  never  considered 
adequate,  however.  Most  patients  in  this  series  had 
biopsies  with  use  of  local  anesthesia.  In  approxi- 
mately one-half,  more  than  one  procedure  was  needed 
to  obtain  a positive  tissue  diagnosis.  In  5 patients 
who  had  symptoms  suspicious  of  early  nasopharyn- 
geal carcinoma,  thorough  examination  of  the  region 
failed  to  show  even  a slight  abnormality.  Curette- 
ment  with  use  of  general  anesthesia  yielded  positive 
diagnoses  in  all  5 of  these  cases.  It  is  extremely  im- 
portant in  adult  patients  with  persistent  serous  otitis 
media  for  which  no  cause  can  be  found,  that  ag- 
gressive diagnostic  procedures  be  directed  toward  the 
nasopharynx.  This  holds  true  also  for  patients  with 
obscure  facial  pains,  especially  when  ocular  palsy  or 
serous  otitis  media  are  found  on  physical  examina- 
tion. 


Case  Presentations 

A brief  review  of  several  recent  cases  in  the  pres- 
ent series  illustrates  the  necessity  for  aggressive  and 
persistent  diagnostic  measures. 

Case  1. — A 13  year  old  boy  was  seen  in  December, 
1957,  by  his  local  doctor,  complaining  of  trismus  on  the 
right,  pain  and  swelling  anterior  to  the  right  ear,  and  right 
frontal  headache.  He  was  treated  symptomatically  for  3 
months  without  relief.  When  he  was  seen  at  John  Sealy 
Hospital,  main  complaints  were  severe  pain  in  the  right 
ear  and  severe  trismus  on  the  right.  At  examination  serous 
otitis  media  of  the  right  ear  and  an  enlarged  lymph  node 
at  the  angle  of  the  right  mandible  were  found.  Roentgeno- 
grams failed  to  show  any  basilar  skull  erosion,  and  no 
nasopharyngeal  lesion  was  seen  on  mirror  examination. 

The  lymph  node  was  removed  and  nasopharynx  curetted 
with  use  of  general  anesthesia,  but  specimens  showed  only 
chronic  inflammation.  On  the  strength  of  these  reports,  the 
child  was  dismissed  from  the  hospital.  The  trismus  was 
better. 

Four  months  later  the  boy  was  re-admitted  with  the 
same  ear  filled  with  fluid  but  in  addition,  pain  in  the 
right  side  of  the  face,  and  bilateral  cervical  adenopathy. 
The  biopsy  specimens  were  indicative  of  lymphoepitheli- 
oma. 

Repeated  biopsies  at  the  time  of  initial  admission 
probably  would  have  resulted  in  diagnosis  without 
the  loss  of  four  valuable  months.  A single  negative 


lymph  node  and  more  especially  a single  negative 
nasopharyngeal  biopsy  should  never  be  termed  con- 
clusive in  exclusion  of  a malignant  tumor  of  the 
nasopharynx. 

CASE  2. — A 46  year  old  female  was  seen  by  an  otolar- 
yngologist because  of  a "stopped  up”  right  ear,  a symptom 
which  had  been  present  for  9 months.  Diagnosis  of  serous 
otitis  media  was  made  and  treatment  consisting  of  repeated 
insufflation  and  myringotomy  was  instituted,  but  the  fluid 
persisted.  Four  months  later  the  woman  complained  of 
severe  radiating  pains  in  the  right  side  of  the  face,  over 
the  area  of  distribution  of  the  sensory  branches  of  the 
trigeminal  nerve. 

Another  7 months  passed,  and  a positive  biopsy  speci- 
men was  obtained  from  the  fossa  of  Rosenmuller  on  the 
right  side.  By  this  time  the  patient  had  numbness  of  the 
right  side  of  the  tongue.  Exactly  one  year  had  elapsed 
at  the  time  of  the  biopsy  since  the  patient’s  first  visit  for 
a "stopped  up  ear!” 

Any  patient  with  fluid  in  the  middle  ear  which 
persists  despite  treatment  and  for  which  no  obvious 
cause  can  be  found  should  be  suspected  of  having  a 
nasopharyngeal  lesion  until  diagnosis  is  definitely 
proved  otherwise. 

CASE  3. — A 12  year  old  boy  underwent  modified  radical 
mastoidectomy  because  of  left  hemotympanum  associated 
with  severe  pain  in  the  periauricular  region.  Two  months 
after  operation  an  enlarged  lymph  node  was  apparent  in 
the  left  posterior  cervical  triangle,  and  the  child  complained 
of  moderately  severe  trismus.  Two  months  later  the  boy  had 
a bout  of  epistaxis  and  left  palatal  paresis.  Biopsy  of  the 
mass  in  the  neck  and  tissue  from  the  nasopharynx  showed 
a lymphoepithelioma. 

In  this  case,  fluid  in  the  ear  and  the  pain  should 
have  directed  the  examiner’s  attention  to  the  naso- 
pharynx. 

Conclusion 

The  physician’s  responsibility  is  both  grave  and 
far-reaching  in  daily  clinical  work,  in  which  mistaken 
diagnoses  are  hardly  to  be  avoided,  not  even  by  the 
most  careful  examiners.  The  examples  of  diagnostic 
omission  are  meant  exclusively  as  a matter-of-fact 
statement  of  actual  conditions,  and  are  aimed  only 
at  increasing  the  examiner’s  awareness  of  the  need 
to  be  always  "cancer  minded.”  Deafness  and  otalgia 
are  2 of  the  most  common  symptoms  of  patients 
treated  by  the  otolaryngologist.  Their  importance  as 
early  diagnostic  clues  in  malignant  tumors  of  the 
nasopharynx  must  be  constantly  remembered. 
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ABSTRACT  OF  DISCUSSION 

Dr.  John  Barrett,  Houston:  It  is  not  our  problem  to 
decide  whether  lymphoepithelioma,  undifferentiated  cell 
carcinoma,  transitional  cell  carcinoma,  Schmincke  tumor, 
and  similar  terms  pathologists  use  to  designate  malignant 
tumors  of  the  nasopharynx  are  the  same,  or  are  entirely 
different  neoplasms.  Regardless  of  nomenclature,  all  of 
these  lesions  have  one  characteristic  in  common:  they  are 
radiosensitive,  but  not  usually  radiocurable.  Of  all  of  the 
malignant  growths  seen  by  otolaryngologists,  these  probably 
have  the  poorest  prognosis.  Early  diagnosis  should  offer 
the  best  chance  of  cure,  and  this  is  solely  the  examiner’s 
responsibility. 

Of  20  of  my  private  patients  with  this  condition,  12  had 
the  diagnosis  made  before  I was  consulted.  In  9,  cervical 
glands  contained  malignant  tissue,  and  in  3 a biopsy 
specimen  obtained  from  the  nasopharynx  was  positive. 
Seven  gave  a history  of  ear  symptoms  which  had  been 
overlooked  or  disregarded.  Of  the  8 in  whom  I made  the 


first  diagnosis,  6 had  symptoms  referable  to  the  ear,  whereas 
only  3 reported  because  of  cervical  adenopathy.  Since  more 
than  half  of  my  patients  had  metastasis  before  the  site  of 
the  primary  lesion  was  determined,  it  indicates  that  the 
diagnosis  of  a nasopharyngeal  lesion  is  being  missed  in 
many  cases.  Certainly  patients  with  persistent  secretory  otitis 
media  should  be  re-evaluated  to  be  sure  a nasopharyngeal 
tumor  is  not  responsible  for  the  symptoms  and  findings. 
In  the  past  most  hospitals  did  not  send  tissue  from  ade- 
noidectomies  and  tonsillectomies  for  pathologic  examina- 
tion, but  now  this  practice  is  mandatory  in  most  hospitals. 
I believe  that  careful  examination  of  all  adenoid  tissue 
removed  is  essential  in  cases  in  which  fluid  is  present  in 
the  middle  ear,  especially  if  the  condition  is  unilateral  and 
recurrent. 

The  results  of  treatment  in  my  patients  are  incomplete, 
as  many  returned  to  their  family  physicians  after  irradiation 
therapy  and  follow-up  reports  have  not  been  received.  In 
the  ones  whose  progress  I have  been  able  to  follow,  thera- 
peutic results  have  been  poor.  Only  4 are  known  to  have 
survived  for  5 years.  Two  were  symptom-free  when  they 
were  last  seen,  and  1 man  died  of  a coronary  attack  after 
having  shown  no  evidence  of  recurrence  for  1 1 years.  The 
final  patient  was  a man  who  had  had  diagnosis  and  treat- 
ment in  New  York  City  5 years  before.  He  was  sent  to 
me  because  of  recurrent  middle  ear  infection.  The  tympanic 
membrane  had  perforated  and  there  was  a middle  ear  in- 
fection. There  was  no  evidence  of  recurrence  in  the  naso- 
pharynx and  the  roentgenogram  of  the  mastoid  showed 
some  evidence  of  disease.  Surgery  was  deferred  because  of 
excellent  results  obtained  by  antibiotic  therapy.'  The  patient 
returned  to  his  home  in  Mississippi. 

When  he  was  seen  about  2 years  later,  there  was  still 
no  evidence  of  recurrence  in  the  nasopharynx,  but  infection 
of  the  middle  ear  was  extensive  and  roentgen  study  showed 
further  mastoid  involvement.  Radical  mastoidectomy  was 
performed.  During  operation  a frozen  section  examination 
of  tissue  from  the  mastoid  and  middle  ear  was  reported  as 
chronic  inflammatory  tissue.  Further  study  by  fixed  section 
showed  malignant  tissue  similar  to  the  original  lesion  in 
the  nasopharynx.  This  patient  died  about  4 months  later. 

Another  of  my  patients  had  trismus  as  an  original  symp- 
tom. After  irradiation  almost  complete  ankylosis  of  the 
temporomandibular  joint  developed.  Perhaps  this  was  the 
result  of  extension  of  the  tumor  into  the  pterygoid  muscles 
with  subsequent  postirradiation  fibrosis. 
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MEDICOLEGAL  NOTES 


Legal  Obligation  to  Report 
Narcotic  Addicts  Clarified 


Since  the  passage  of  Article  725 c of  the  Texas 
Penal  Code  which  declared  it  unlawful  for  any  per- 
son to  habitually  use  or  be  addicted  to  the  use  of 
narcotic  drugs,  Texas  physicians  often  have  become 
concerned  about  legal  obligations  to  report  a nar- 
cotic addicted  patient  to  the  appropriate  law  enforce- 
ment agency. 

We  believe  as  concurred  by  the  Narcotics  Divi- 
sion of  the  Texas  Department  of  Public  Safety, 
that  there  is  no  statutory  or  legal  obligation  placed 
upon  a physician  to  report  known  or  suspected 
narcotic  addicts,  which  he  may  at  times  encounter 
in  his  practice.  This  is  also  the  position  taken  by 
the  Bureau  of  Narcotics  of  the  United  States  Treas- 
ury Department. 

A physician  has  no  legal  obligation  under  the 
provisions  of  Article  725c  to  report  narcotic  addicts. 
Thus  it  might  be  wondered  what  purpose  is  to  be 
served  by  this  statute.  The  main  reasons  become 
apparent  in  a study  of  other  provisions  contained  in 
the  statute. 

This  article  of  our  penal  code  provides  that,  in 
addition  to  it  being  unlawful  for  a person  to  habit- 
ually use  or  be  addicted  to  the  use  of  narcotic  drugs, 
such  addiction  constitutes  a felony  offense.  The  pur- 
pose for  the  statutory  provision  which  makes  it  a 
felony  to  be  a narcotic  addict  was  to  provide  the 
mechanics  whereby  a narcotic  addict  could  be  forced 
to  submit  to  enter  a hospital  for  treatment  of  his 
addiction  as  a condition  of  probation  in  lieu  of 
imprisonment.  If  the  addict  submits  to  hospitaliza- 
tion and  remains  until  discharged  by  the  institution’s 
medical  authorities  as  cured,  he  may  thus  avoid  im- 
prisonment. 

I am  sure  that  physicians  have  been  approached 
occasionally  by  addicts  or  members  of  their  families 
on  how  and  where  one  can  submit  voluntarily  for 
treatment. 

Article  3 196c- 1 provides  that  a resident  of  this 
state  addicted  to  narcotics  shall  be  eligible  for  ad- 
mission and  treatment  in  a state  hospital  under  the 
jurisdiction  of  the  Board  of  Texas  State  Hospitals 
and  Special  Schools.  Before  this  Board  will  consider 
admitting  a person  voluntarily  submitting  himself 


for  care  and  treatment,  a licensed  physician  must 
certify  in  a written  statement  that,  to  the  best  of  his 
knowledge,  the  applicant  is  a narcotic  addict  and 
needs  hospitalization  and  treatment. 

Although  the  preceding  statutory  provision  exists, 
it  appears  from  available  information  that  few  nar- 
cotic addicts  have  benefitted  from  this  statutory  pro- 
vision and  voluntarily  submitted  themselves  for  care 
and  treatment  in  a state  hospital. 

Also  available  to  narcotic  drug  addicts  are  the 
facilities  of  the  Public  Health  Service  hospitals  in 
Fort  Worth  and  Lexington,  Ky.  Both  of  these  hos- 
pitals will  accept  individuals  who  have  voluntarily 
applied  for  treatment  as  narcotic  drug  addicts.  The 
United  States  Public  Health  Service  Hospital  in  Fort 
Worth  is  limited  solely  to  male  patients;  the  Lex- 
ington institution  has  facilities  for  male  and  female 
patients.  Both  hospitals  require  that  an  application 
be  submitted,  and  application  forms  can  be  obtained 
by  writing  to  the  desired  hospital.  The  hospital  will 
forward  appropriate  application  forms  and  other 
information.  The  individual  who  desires  to  submit 
himself  for  treatment  must  pay  travel  expense  to  the 
particular  hospital.  In  some  instances,  immediate  ad- 
mission is  not  possible,  but  usually  delay  is  short. 

— Philip  R.  Overton,  LL.B.,  Austin. 


More  Oldsters  Have 
Health  Insurance  Now 

Forty-nine  per  cent  of  all  Americans  65  years  of 
age  or  older  had  health  insurance  protection  against 
the  costs  of  ill  health  at  the  beginning  of  I960,  the 
Health  Insurance  Association  of  America  has  re- 
ported. In  addition,  another  15  per  cent,  officially 
classified  as  indigent,  have  medical  needs  provided 
for  through  the  Old  Age  Assistance  program. 

The  introduction  of  new  insuring  techniques  has 
marked  greatly  increased  activity  in  the  65-and-over 
field  by  insuring  organizations  since  1952,  said  the 
Association.  One  technique  has  been  the  mass  enroll- 
ment approach  of  issuing  health  insurance  to  large 
groups  of  aged  persons  in  a state. 
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DRUG  NOTES 

New  Antibiotics 

Colistin,  obtained  from  Bacillus  colistinus  in 
Japan,  is  reported  to  be  effective  against  most  gram- 
negative bacteria,  but  is  less  effective  against  gram- 
positive bacteria  and  fungi.  Chemically,  this  new 
antibiotic  is  a basic  polypeptide  resembling  the 
polymyxins.  However,  it  differs  from  any  other 
known  polypeptide  antibiotic  in  its  biologic  prop- 
erties. 

Aspartocm  (Lederle),  another  new  polypeptide 
antibiotic,  in  some  respects  resembles  amphomycin, 
but  it  is  more  active.  According  to  Lederle  chemists, 
studies  indicate  that  aspartocin  consists  of  amino 
acids  and  a fatty  acid  fraction.  This  antibiotic  is  bac- 
tericidal. Staphylococci  develop  resistance  to  asparto- 
cin at  a slow  rate  and  to  a relatively  low  level.  Strep- 
tococci, appearing  more  sensitive  to  the  drug,  de- 
velop a lesser  degree  of  resistance.  Furthermore,  this 
new  antibiotic  is  effective  (in  vitro)  against  bac- 
teria made  resistant  to  the  tetracyclines,  leucomycin, 
erythromycin,  spiramycin,  magnamycin,  and  puro- 
mycin. 

Fervenulin  (Upjohn)  has  been  isolated  from  a 
species  of  soil  actinomycete,  streptomyces  fervens. 
This  antibiotic  has  demonstrated  antibacterial,  anti- 
fungal, antiparasitic,  and  antitumor  cell  activity  in 
vitro. 

Streptozotocin  (Upjohn)  is  a new  antibiotic  pro- 
duced by  streptomyces  achromogenes  var.  128.  This 
product  is  active  against  a variety  of  both  gram- 
positive and  gram-negative  organisms.  Chemical 
studies  indicate  that  this  water-soluble  antibiotic  pos- 
sesses an  N-nitroso  group  within  the  molecule. 

Rifomycin  (Lepetit-Italy)  isolated  from  strepto- 
myces meditarranei  has  created  much  interest  because 
of  its  activity  against  gram-positive  bacteria  and  my- 
cobacteria. Furthermore,  its  low  order  of  toxicity  has 
encouraged  clinical  investigations  on  27  patients. 
Types  of  infection  included  otitis  media  purulenta, 
dental  abscess,  furunculosis,  proctitis,  ulcerative  co- 
litis, mastitis  or  mammary  abscess,  fever  of  unknown 
origin,  and  pulmonary  abscess.  Most  patients  re- 
sponded favorably.  In  cases  of  pulmonary  abscess, 
therapeutic  effect  was  transitory;  the  case  of  tonsil- 
litis follicularis  must  be  considered  as  "drug  failure.” 
No  side  reactions  or  toxic  manifestations  were  re- 
ported. 


MEDICAL  MEETINGS 

Symposium  on  Infertility 
Scheduled  for  Houston 

The  first  symposium  on  diagnosis  and  treatment 
of  infertility  to  be  held  in  Texas  is  scheduled  January 
19-21,  1961,  by  the  University  of  Texas  Postgraduate 
School  of  Medicine,  Houston. 

Lecturers  include  Dr.  S.  J.  Behrman,  associate 
professor  of  obstetrics  and  gynecology,  University  of 
Michigan  Medical  School,  Ann  Arbor,  Mich.,  who 
opened  new  vistas  on  the  "normal”  infertile  couple; 
Dr.  H.  R.  Cohen,  active  staff  of  Touro  Infirmary, 
New  Orleans,  evaluator  of  the  psychosomatic  factor; 
Dr.  Albert  Decker,  clinical  professor  of  obstetrics 
and  gynecology,  New  York  School  of  Medicine  and 
Polyclinic  Medical  School,  New  York  City,  inventor 
of  the  culdoscope;  Dr.  P.  L.  Getzoff,  urologist,  New 
Orleans,  authority  in  male  infertility;  Dr.  G.  Seegar 
Jones,  associate  professor  of  gynecology,  Johns  Hop- 
kins University  School  of  Medicine,  Baltimore,  edi- 
tor in  chief  of  Obstetrical  and  Gynecological  Survey; 
Dr.  R.  W.  Kistner,  associate  professor  of  gynecology 
and  obstetrics,  Harvard  Medical  School,  Boston,  lead- 
er in  combating  endometriosis  in  sterility. 

Also,  Dr.  A.  F.  Lash,  professor  of  obstetrics  and 
gynecology,  University  of  Illinois  Medical  College 
and  professor  of  gynecology,  Cook  County  Postgrad- 
uate School,  Chicago,  discoverer  of  the  incompetent 
cervix;  Dr.  Maurice  Meynier,  clinical  associate  profes- 
sor of  gynecology,  The  University  of  Texas  Postgrad- 
uate School  of  Medicine,  Houston,  who  established  a 
new  way  to  eliminate  chronic  cervicitis  as  a cause 
of  infertility;  Dr.  R.  W.  Noyes,  associate  professor 
of  obstetrics  and  gynecology,  Stanford  University 
School  of  Medicine,  San  Francisco,  who  first  dated 
the  endometrial  biopsy;  Dr.  Maxwell  Roland,  associ- 
ate obstetrician  and  gynecologist,  Albert  Einstein  Col- 
lege of  Medicine,  New  York,  and  treasurer  of  the 
International  Fertility  Association,  Forest  Hills,  New 
York;  Dr.  Irving  Stein,  associate  professor  of  obstet- 
rics and  gynecology,  Northwestern  University  Medi- 
cal School,  Chicago,  ( Stein-Leventhal  syndrome ) ; Dr. 
Erwin  O.  Strassmann,  lecturer  in  obstetrics  and  gyne- 
cology, The  University  of  Texas  Postgraduate  School 
of  Medicine,  professor  of  clinical  obstetrics  and  gyne- 
cology, Baylor  University  College  of  Medicine, 
Houston,  professor  extraordinary  emeritus,  obstetrics 
and  gynecology,  University  of  Berlin;  Dr.  B.  B. 
Weinstein,  co-founder  of  the  International  Fertility 
Association,  associate  professor  of  gynecology,  Tulane 
University  of  Louisiana  School  of  Medicine,  New 
Orleans;  and  W.  W.  Williams,  editor-in-chief,  Inter- 
national ]ournal  of  Fertility,  co-founder  of  the  Inter- 
national Fertility  Association,  Springfield,  Mass. 
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Rocky  Mountain  Traumatic 
Group  Meets  January  26-28 

The  Rocky  Mountain  Traumatic  Surgical  Society 
will  meet  January  26-28,  1961,  in  Aspen,  Colo. 

Guest  speakers  include  Dr.  John  A.  Schilling,  De- 
partment of  Surgery  at  the  University  of  Oklahoma 
Medical  Center,  whose  subject  will  be  "Deceleration 
Injury  and  Tissue  Tolerance”;  Dr.  Robert  M.  Bird, 
University  of  Oklahoma  Medical  Center,  "Complica- 
tions of  Massive  Transfusion  Therapy”;  and  Dr.  Wil- 
liam Covode  and  Dr.  Dale  Atkins,  both  Denver  urol- 
ogists, "Urologic  Concussion  and  Trauma.” 

A panel,  "Modern  Problems  and  Concepts  of 
Emergency  Room  Care”  will  be  featured. 

Lodging  reservations  for  the  meeting  should  be 
made  early  and  may  be  addressed  to  the  Aspen  Travel 
Service,  Aspen,  Colo. 


Bahamas  Conferences 
1960  Slate  Announced 

The  Seventh  Annual  Series  of  Bahamas  Confer- 
ences have  been  announced  by  Irvin  M.  Wechsler, 
executive  director. 

Schedule  of  Conferences: 

Tenth  Medical  Conference,  November  30-Decem- 
ber  10,  I960;  Third  Surgical  Conference,  December 
28-January  7,  1961;  Conference  on  Hypertension, 
January  8-14,  1961;  Third  Serendipidity  Conference, 
January  22-28,  1961;  Second  Allergy  Conference, 
February  9-15,  1961;  Eleventh  Medical  Conference, 
April  3-15,  1961;  Conference  on  Internal  Medicine, 
April  30-May  6,  1961. 

Further  information  may  be  obtained  by  writing 
the  executive  director  at  Bahamas  Conferences,  P.  O. 
Box  1454,  Nassau  in  the  Bahamas.  Ten  cents  postage 
is  required  to  Nassau. 

American  College  of  Surgeons 
Plans  Meeting  in  Mexico  City 

The  American  College  of  Surgeons  will  meet  in 
Mexico  City  for  the  first  time  January  23-26,  with 
headquarters  at  the  Del  Prado,  Vista  Hermosa,  El 
Presidente,  Alffer,  and  Continental  Hilton  Hotels. 

The  program  will  include  clinics,  panel  discussions, 
medical  motion  pictures,  symposia,  and  a sightseeing 
trip  of  Mexico  City.  Further  information  on  the 
meeting  may  be  obtained  by  writing  Dr.  William 
E.  Adams,  secretary  of  the  American  College  of  Sur- 
geons, 40  East  Erie  Street,  Chicago  11. 
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Son  Antonio  Medical  Group 
Schedules  Annual  Assembly 

The  twenty-fifth  annual  session  of  the  Interna- 
tional Medical  Assembly  of  Southwest  Texas  will 
convene  in  San  Antonio,  January  23-25,  1961,  at 
the  Granada  Hotel. 

Seventeen  speakers  are  on  the  program,  including 
Dr.  Cecil  M.  Kohn,  Kansas  City,  Mo.,  representing 
allergy;  Dr.  William  Dameshek,  Boston,  internal 
medicine;  Dr.  Gilbert  S.  Gordan,  San  Francisco,  in- 
ternal medicine;  Dr.  Phillip  S.  Hench,  Rochester, 
Minn.,  internal  medicine;  Dr.  Louis  A.  Soloff,  Phila- 
delphia, internal  medicine;  Dr.  John  C.  Burch,  Nash- 
ville, obstetrics-gynecology;  Dr.  Dohrmann  Pischel, 
San  Francisco,  ophthalmology. 

In  addition,  Dr.  Ben  H.  Senturia,  St.  Louis,  oto- 
laryngology; Dr.  Israel  Davidsohn,  Chicago,  pathol- 
ogy; Dr.  Wallace  W.  McCrory,  Iowa  City,  Iowa,  pedi- 
atrics; Dr.  Lawrence  C.  Kolb,  New  York,  psychiatry; 
Dr.  Guillermo  Santin,  Mexico  City,  radiology;  Dr. 
Julian  Johnson,  Philadelphia,  surgery;  Dr.  C.  W. 
Mayo,  Rochester,  Minn.,  surgery;  Dr.  Henry  D.  Mor- 
ris, New  Orleans,  surgery;  Dr.  William  F.  Reinhoff, 
Baltimore,  surgery;  Dr.  Donald  R.  Smith,  San  Fran- 
cisco, urology. 

Further  information  may  be  obtained  from  Dr. 
Max  E.  Johnson,  president,  or  S.  E.  Cockrell,  Jr., 
executive  secretary,  202  West  French  Place,  San 
Antonio  12. 


Rheumatism  Association 
Sets  Dallas  Session 

The  American  Rheumatism  Association  will  hold 
its  Seventh  Interim  Session  December  9-10  in  Dallas, 
with  headquarters  in  the  Hotel  Sheraton-Dallas.  One 
meeting  will  be  held  in  conjunction  with  the  Texas 
Academy  of  Internal  Medicine  and  the  Texas  Rheu- 
matism Association. 

A feature  of  the  meeting  will  be  a post-convention 
trip  to  Mexico  City,  which  will  include  a tour  of 
the  Institution  De  Cardiologia  in  Mexico  City. 

More  than  50  scientific  papers  will  be  presented 
either  in  full  or  by  title  at  the  meeting,  including 
the  session  Saturday,  December  10,  in  conjunction 
with  the  two  previously  named  medical  organizations. 
A portion  of  this  session  will  include  a panel  dis- 
cussion on  "Lupus  Nephritis.” 
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New  Orleans  Meeting 
Includes  Orient  Tour 

The  twenty-fourth  annual  meeting  of  the  New 
Orleans  Graduate  Medical  Assembly  will  be  held 
March  6-9,  with  headquarters  at  the  Roosevelt  Hotel 
in  New  Orleans. 

Nineteen  guest  speakers  are  scheduled  for  the  pro- 
gram. 

Arrangements  have  been  made  for  a clinical  tour 
to  the  Orient  following  the  meeting.  The  group  will 
leave  New  Orleans  by  air  on  March  10  to  make  a 
connection  with  a jet  flight  leaving  Los  Angeles.  The 
itinerary  includes  visits  to  Hawaii,  the  Philippines, 
Hong  Kong,  and  Japan,  and  return  on  March  30  to 
the  gateway  city  of  choice — Los  Angeles,  San  Fran- 
cisco, or  Seattle. 

Details  of  the  meeting  and  the  tour  are  available 
at  the  office  of  the  Assembly,  Room  103,  1430 
Tulane  Avenue,  New  Orleans  12. 


Mexico  To  Be  Site 
Of  Clinical  Program 

An  international  clinical  postgraduate  program  for 
physicians  and  surgeons  will  be  offered  by  the  Uni- 
versity of  California  Extension  in  January. 

The  second  annual  program  is  sponsored  jointly 
by  the  School  of  Medicine  of  the  University  of  Cal- 
ifornia at  Los  Angeles;  the  Universidad  Nacional 
Autonoma  de  Mexico;  the  University  of  Guadalajara 
School  of  Medicine;  and  the  Escuela  Nacional  de 
Medicina,  Mexico,  D.F. 

The  program  will  convene  in  Mexico  City,  con- 
tinue at  Acapulco,  and  conclude  in  Guadalajara. 

Additional  information  may  be  obtained  from 
Thomas  H.  Sternberg,  M.D.,  Assistant  Dean  for 
Postgraduate  Medical  Education,  University  of  Cal- 
ifornia Medical  Center,  Los  Angeles  24. 


Symposium  on  Nutrition 

Scheduled  November  30  in  Washington,  D.  C.,  is 
a symposium  on  clinical  nutrition,  sponsored  by  the 
Council  on  Foods  and  Nutrition  of  the  American 
Medical  Association  in  cooperation  with  the  Medical 
Society  of  the  District  of  Columbia. 

Two  panels  will  be  featured  on  the  program,  "The 
Diagnosis  of  Nutrient  Deficiencies”  and  "The  Man- 
agement of  Dietary  Inadequacies.” 


Biannual  Alumni  Meet 
Held  by  Scott-White 

Officers  elected  at  the  biannual  meeting  October 
14  of  the  Scott  and  White  Alumni  at  Temple  were 
Dr.  Mavis  Kelsey  of  Houston,  president;  Dr.  Albert 
M.  McCulloh  of  Brady,  vice  president;  Dr.  A.  C. 
Broders,  Jr.,  of  Temple,  secretary-treasurer. 

Medical  papers  were  presented  by  Dr.  J.  D.  Bon- 
net, Dr.  C.  W.  Barrier,  Jr.,  and  Dr.  H.  L.  Wood,  all 
of  the  Scott  and  White  staff  at  Temple. 

Other  features  of  the  meeting  included  a golf 
tournament  for  visiting  physicians,  cruises  of  the 
Belton  reservoir,  tours  of  the  Scott  and  White  re- 
search laboratory,  and  briefings  on  plans  for  the  new 
Scott  and  White  hospital  and  clinic. 


EDUCATION 

Postgraduate  Courses 

General  Practice  Review,  Denver,  January  8-14, 
1961. — The  seventh  annual  postgraduate  course  for 
general  practitioners  is  scheduled  for  one  full  week, 
and  the  applicant  may  register  for  the  entire  course 
or  for  any  selected  days.  Subjects  will  include  (1) 
Sunday,  "The  Internal  Medical  Audit”;  (2)  Monday, 
"Medicine”;  (3)  Tuesday,  "Pediatrics”;  (4)  Wed- 
nesday, "Surgery”;  and  (5)  Thursday,  "Eye,  Ear, 
Nose,  and  Throat”;  (6)  Friday,  "Obstetrics  and 
Gynecology”;  and  Saturday,  "Dermatology.”  Further 
information  and  a detailed  program  may  be  obtained 
by  writing  the  Office  of  Postgraduate  Medical  Edu- 
cation at  the  University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Avenue,  Denver  20. 

Allergy,  Houston,  January  30-February  3. — The 
University  of  Texas  Postgraduate  School  of  Medicine 
is  presenting  a course  on  allergy  to  be  conducted  by 
Dr.  Herbert  J.  Rinkel  January  30-February  3,  1961. 
The  course  will  be  followed  by  a meeting  of  the 
Gulf  Coast  Allergy  Group  on  February  4-5.  Further 
information  may  be  obtained  by  writing  the  Office 
of  the  Dean,  The  University  of  Texas  Postgraduate 
School  of  Medicine,  410  Jesse  Jones  Library  Build- 
ing, Houston  25. 

Rhode  Island  Editor  Dies 

Dr.  John  E.  Donley,  editor-in-chief  of  the  Rhode 
Island  Medical  Journal  and  a past  president  of  the 
Rhode  Island  Medical  Society,  died  September  17. 

Dr.  Seebert  J.  Goldowsky  has  been  named  the  new 
editor-in-chief  of  the  Rhode  Island  publication. 
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University  of  Texas  Medical  Branch 

Dr.  T.  A.  Loomis,  associate  professor  of  pharma- 
cology at  the  University  of  Washington,  Seattle, 
spoke  on  "Metabolism  of  Heparin”  on  October  3. 

Dr.  Jack  L.  Strominger,  professor  of  pharmacology 
at  the  University  of  Washington  School  of  Medicine, 
Seattle,  presented  the  McLaughlin  Lectures  on  Oc- 
tober 6.  His  titles  were  "Nucleotide  Intermediates  in 
the  Biosynthesis  of  Polysaccharides”  and  "Antibiotics 
as  Inhibitors  of  Bacterial  Cell  Wall  Synthesis.” 

Dr.  Sten  Mullertz,  director  of  Centrallaboratoriet, 
Blegdamshospitalet,  Copenhagen,  Denmark,  discussed 
"The  Mechanism  of  Activation  of  Plasminogen”  at 
the  anatomy  seminar  on  October  10. 

Dr.  Robert  J.  Huebner,  chief  of  the  Laboratory  of 
Infectious  Diseases  at  the  National  Institutes  of 
Health,  Bethesda,  Md.,  presented  the  subject  "Recent 
Developments  in  Public  Health  Virology”  on  Octo- 
ber 14. 

On  October  17  Dr.  Llewellyn  L.  Ashburn  of  the 
National  Institutes  of  Health,  Bethesda,  Md.,  the 
first  Sigma  Xi  speaker  of  the  academic  year,  pre- 
sented the  subject  "Germ-free  animals  in  Research.” 


Foreign  Fellowships  Available 

Selected  medical  students  who  have  finished  either 
their  third  or  fourth  year  of  training  are  eligible  to 
apply  for  a fellowship  program  which  will  give  them 
the  opportunity  to  study  medicine  in  remote  areas 
of  the  world.  It  is  being  sponsored  by  the  Association 
of  American  Medical  Colleges. 

Begun  last  year  as  the  Smith  Kline  & French 
Foreign  Fellowships,  the  program  is  designed  to 
acquaint  American  students  with  health  problems  not 
generally  seen  in  this  country  and  to  introduce  them 
to  physicians  working  where  facilities  are  limited. 
Application  blanks  are  available  from  medical  school 
deans,  and  must  be  returned  to  the  American  As- 
sociation of  Medical  Colleges  by  December  31. 
Fellows  will  be  announced  in  early  March.  Cash 
awards  are  made  from  a $180,000  fund  provided  by 
Smith  Kline  & French  Laboratories,  Philadelphia. 

Medical  Authorities  Prepare 
History  of  World  War  II 

A series  of  48  volumes  entitled,  "History  of  the 
Medical  Department,  U.  S.  Army,  in  World  War  II” 
is  being  prepared  under  the  direction  of  the  surgeon 
general  of  the  United  States  Army. 

The  15  clinical  volumes  which  have  been  pub- 
lished are  available  from  the  Superintendent  of  Doc- 
uments, Government  Printing  Office,  Washington 
25,  D.  C. 


Baylor  Receives  $262,500  Grant 
From  National  Heart  Research 

Baylor  University  College  of  Medicine  at  Houston 
has  been  designated  as  a major  cardiovascular  re- 
search center  by  the  National  Heart  Institute  of  the 
United  States  Public  Health  Service,  a project  made 
possible  by  a research  grant  of  $262,500  for  the  first 
year.  This  will  be  used  to  develop  basic  and  clinical 
research  studies  in  the  field. 

Utilizing  resources  of  various  departments  and 
affiliated  hospitals  of  the  college,  the  Baylor  Cardio- 
vascular Research  Center  will  devote  particular  at- 
tention to  the  study  of  atherosclerosis,  its  nature, 
treatment,  and  prevention.  A substantial  portion  of 
the  initial  grant  will  be  used  to  establish  and  main- 
tain a six  bed  research  ward  for  patients  with  cardio- 
vascular disease.  The  clinical  study  unit  will  be  lo- 
cated at  Methodist  Hospital  in  a small  new  wing  to 
be  built  adjacent  to  the  research  laboratories  on  the 
ninth  floor  of  the  hospital. 

Principal  investigators  and  supervisors  of  the  re- 
search are  Dr.  Raymond  D.  Pruitt,  professor  and 
chairman  of  the  Department  of  Medicine,  and  Dr. 
Michael  E.  DeBakey,  professor  and  chairman  of  the 
Cora  and  Webb  Mading  Department  of  Surgery  at 
the  college. 


OF  GENERAL  INTEREST 

Personals 

Dr.  John  J.  Andujar,  Fort  Worth,  was  installed 
recently  as  president  of  the  American  Society  of 
Clinical  Pathologists  at  the  group’s  annual  meeting 
in  Chicago. 

Dr.  R.  R.  White,  Temple,  has  been  elected  to  the 
Advisory  Board  of  the  Mayo  Foundation,  Rochester, 
Minn.  Dr.  White  served  a fellowship  in  surgery  at 
the  clinic  from  1940  to  1943. 

Dr.  J.  G.  Rodarte,  Temple,  was  elected  a trustee 
of  the  American  Association  of  Medical  Clinics  at  a 
recent  meeting  in  New  Orleans.  He  is  one  of  the 
six  trustees  of  the  nationwide  association. 

Dr.  Randolph  Lee  Clark,  Jr.,  director  of  M.  D. 
Anderson  Hospital  and  Tumor  Institute  and  profes- 
sor of  surgery  at  The  University  of  Texas  Postgrad- 
uate School  of  Medicine,  Houston,  will  preside  at 
the  thirty-sixth  annual  meeting  of  the  Alumni  Associ- 
ation of  the  Mayo  Foundation  in  Rochester,  Minn. 
The  meeting  is  scheduled  September  29-October  1. 
Dr.  Clark  is  president  of  the  group. 

Dr.  Jack  M.  Partain,  San  Antonio,  was  installed 
as  president  of  the  Texas  Academy  of  General  Prac- 
tice at  a dinner  in  Dallas  on  October  4. 
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Dr.  George  E.  Clark,  Jr.,  Austin,  was  installed  as 
president  of  the  Texas  Heart  Association  in  Septem- 
ber. 

Dr.  J.  M.  Robison  of  Houston,  professor  of  oto- 
laryngology at  The  University  of  Texas  Medical 
Branch,  Galveston,  was  honored  by  his  ex-residents 
at  the  first  Ear,  Nose,  and  Throat  banquet  held 
October  12  at  the  Palmer  House  in  Chicago.  He  was 
presented  a plaque  in  recognition  of  his  years  of 
service  to  his  medical  school.  The  banquet  was  a 
feature  of  an  alumni  meeting  of  The  University  of 
Texas  Medical  Branch,  The  University  of  Texas 
Southwestern  Medical  School,  and  Baylor  University 
College  of  Medicine. 

Recently  named  president  of  the  Texas  City  Cham- 
ber of  Commerce  was  Dr.  Robert  P.  Green. 

Dr.  T.  H.  Dabney  of  Granbury  was  honored  on 
his  one-hundredth  birthday  September  27.  The  day 
was  declared  "Dr.  Dabney  Day”  by  the  mayor  of  the 
city.  Dr.  Dabney  was  a graduate  of  Louisville  Medical 
College  in  1886  and  practiced  in  Granbury  and  Hood 
County  from  1890  until  he  retired  at  the  age  of  94. 

Dr.  Donald  Duncan,  professor  and  chairman  of 
the  Department  of  Anatomy  at  The  University  of 
Texas  Medical  Branch,  Galveston,  has  been  appointed 
to  the  Anatomical  Science  Training  Committee  of 
the  National  Institute  of  Health,  an  agency  of  the 
United  States  Public  Health  Service. 

Dr.  George  R.  Herrmann,  professor  of  medicine 
at  The  University  of  Texas  Medical  Branch,  Galves- 
ton, recently  attended  a number  of  international 
medical  congresses,  including  the  Sixth  Inter-Ameri- 
can Cardiological  Congress  at  Rio  de  Janeiro,  where 
he  presented  a paper  and  was  the  recipient  of  the 
Homage  Medal  of  the  Societies  of  the  Inter-Ameri- 
can Cardiology  and  of  the  Brazilian  Cardiology.  He 
also  attended  meetings  in  Basel,  Switzerland;  Vienna; 
Istanbul,  Athens,  and  Rome. 

Dr.  M.  Jeanne  Fairweather  of  Brooke  General  Hos- 
pital, Fort  Sam  Houston,  recently  was  named  out- 
standing woman  of  the  year  in  the  field  of  medical 
sciences  by  Incarnate  Word  College,  San  Antonio. 
The  college  and  alumnae  of  the  college  presented  Dr. 
Fairweather  the  award  at  an  honors  dinner. 

Dr.  Jesse  Boyd  Heath,  Madisonville,  is  new  Uni- 
versity of  Texas  Dads’  Association  president.  He 
succeeds  Marion  A.  Olson,  San  Antonio  attorney.  He 
was  elected  president  at  the  Thirteenth  Annual  Dads’ 
Day  on  October  29. 

Dr.  Charles  M.  Cole,  Dallas,  is  recipient  of  the 
Dallas  Hospital  Council  Award  given  each  year  to 
"an  individual  who  has  made  an  outstanding  con- 
tribution to  the  health  of  Dallas.”  The  honor  was 
presented  October  26  at  the  annual  awards  dinner 
of  the  Council  at  the  Sheraton-Dallas  Hotel.  Louie 
E.  Throgmorton,  vice  president  of  Republic  National 
Life  Insurance  Company  was  speaker. 


American  College  of  Surgeons 
Inducts  53  Texas  Fellows 

Fifty-three  Texas  surgeons  were  named  as  fellows 
of  the  American  College  of  Surgeons  at  the  close 
of  the  organization’s  clinical  congress  in  San  Fran- 
cisco, October  10-14. 

Named  were  Dr.  Maurice  N.  Levy,  Jr.,  Amarillo; 
Dr.  George  L.  Campbell,  Beaumont;  Dr.  Samuel  J. 
Merrill,  Brownsville;  Dr.  Jack  T.  Chisolm,  Dr.  W. 
Kemp  Clark,  Dr.  Marvin  C.  Culbertson,  Jr.,  Dr.  John 
L.  Denman,  Dr.  Stewart  A.  Fish,  Dr.  James  E.  Glei- 
chert,  Dr.  Ben  F.  Mitchel,  Jr.,  Dr.  Wilford  M.  San- 
ders, Jr.,  Dr.  Arthur  W.  Shannon,  Jr.,  Dr.  Marvin  G. 
Shepard,  Dr.  Theodore  P.  Votteler,  all  of  Dallas. 

Dr.  Victor  M.  Blanco,  Dr.  Donald  H.  Ewalt,  Dr. 
Willard  W.  Schuessler,  Dr.  William  H.  Wade,  all 
of  El  Paso;  Col.  Franklin  L.  Spann,  Fort  Sam  Hous- 
ton; Dr.  Willis  H.  Carter,  Dr.  John  Binford  Patter- 
son, Fort  Worth;  Dr.  Van  G.  Kaden,  Gainesville; 
Dr.  John  R.  Derrick,  Galveston;  Dr.  Ray  Cruse, 
Hearne;  Dr.  Benjy  F.  Brooks,  Dr.  Pedro  C.  Caram, 
Dr.  Thomas  H.  Guthrie,  Dr.  Paul  R.  Harrington,  Dr. 
Joseph  K.  Johnson,  Jr.,  Dr.  Benjamin  F.  Kitchen,  Jr., 
Dr.  Richard  G.  Martin,  Dr.  Horace  T.  Robbins,  Dr. 
Herbert  M.  Seybold,  Dr.  Thane  T.  Sponsel,  Dr.  John 
S.  Stehlin,  Jr.,  Dr.  Harry  R.  Stoner,  all  of  Houston. 

Dr.  Joe  H.  Roberts,  Irving;  Dr.  Henry  C.  McGrede, 
Jr.,  Longview;  Dr.  Jack  Dunn,  Jr.,  Dr.  Richard  Q. 
Lewis,  Lubbock;  Dr.  Howard  L.  Smith,  Marlin;  Dr. 
Robert  E.  Johnston,  Midland;  Dr.  Donald  N.  Cain, 
Pasadena;  Dr.  Walter  A.  Brooks,  Quanah;  Lt.  Col. 
Ferris  E.  Cook,  Jr.,  and  Dr.  Robert  C.  Hardy,  San 
Antonio;  Dr.  Charles  W.  Broders,  Temple;  Dr.  Phil- 
lip W.  Taylor,  Tyler;  Dr.  James  L.  Coleman,  Jr., 
Victoria;  Dr.  Charles  T.  Meadows,  Wharton;  Dr. 
Eldo  M.  Jones,  Dr.  Cameron  Morrison,  Maj.  Homer 
E.  Woosley,  Jr.,  all  of  Wichita  Falls. 


Proctology  Award  Offered 

The  International  Academy  of  Proctology  has  an- 
nounced its  annual  cash  prize  and  certificate  of  merit 
award  contest  for  1960-1961.  The  best  unpublished 
contribution  on  proctology  or  allied  subjects  will  be 
awarded  $100  and  a certificate  of  merit. 

Presentation  of  the  first  prize  and  other  certificates 
will  be  made  at  the  annual  convention  dinner  dance 
of  the  International  Academy  of  Proctology,  April  12, 
1961,  at  the  Drake  Hotel,  Chicago. 

Entries  are  limited  to  5,000  words,  must  be  type- 
written in  English,  and  must  be  submitted  in  5 
copies.  They  must  be  received  no  later  than  February 
1,  1961,  addressed  to  Alfred  J.  Cantor,  M.D.,  Execu- 
tive Officer,  International  Academy  of  Proctology, 
147-41  Sanford  Avenue,  Flushing  55,  N.  Y. 
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Medical  Amendment  to 
Have  Little  Effect  Now 

The  Social  Security  amendment  providing  medi- 
cal care  for  the  aged,  which  was  enacted  by  Con- 
gress at  its  special  session  earlier  this  year,  will  have 
little  effect  upon  existing  programs  in  Texas,  at 
least  for  the  present.  Full  implementation  of  the  pro- 
gram will  depend  upon  the  appropriation  of  state 
funds  by  the  Texas  Legislature,  and  the  amending 
of  the  Texas  Constitution  by  the  voters. 

The  immediate  effect  of  the  Mills-Kerr  bill  will 
be  limited  primarily  to  liberalizing  the  matching 
formula  of  state  and  federal  funds  for  medical  care 
for  Texans  receiving  Old  Age  Assistance. 

John  H.  Winters,  commissioner  of  the  State  De- 
partment of  Public  Welfare,  has  pointed  out  that  the 
new  formula  includes  75.79  per  cent  federal  money 
to  24.21  per  cent  state  money.  Heretofore  federal 
money  has  been  available  on  a basis  of  61.36  per 
cent  federal  funds  matched  to  38.64  per  cent  state 
money.  The  original  formula  would  have  included 
Old  Age  Assistance,  aid  to  the  blind,  aid  to  the 
permanently  and  totally  disabled,  and  aid  to  depend- 
ent children.  The  new  bill  will  allow  a maximum  of 
$12  per  person  for  those  already  receiving  Old  Age 
Assistance.  In  other  categories  of  aid,  the  formula 
itself  is  not  changed. 

Before  the  program  can  go  into  effect  in  Texas, 
enabling  legislation  will  have  to  be  enacted  by  the 
Legislature  and  Texas’  share  of  the  money  must  be 
appropriated. 

If  enabling  legislation  is  passed,  payments  can  be 
made  directly  to  hospitals,  doctors,  nursing  homes, 
or  to  any  vendor  of  medical  goods  or  services  as 
permitted  by  the  Legislature.  No  individual  would 
receive  an  increase  in  his  assistance  grant.  If  $12  per 
person  per  month  is  made  available,  this  figure  would 
be  multiplied  by  the  number  of  persons  on  the  Old 
Age  Assistance  roll  (currently  223,000).  The  re- 
sulting total  will  be  the  amount  of  money  available 
for  vendor  or  direct  payment  for  medical  care  for 
Old  Age  Assistance  recipients  for  that  month. 

The  second  part  of  the  bill  would  establish  direct 
or  vendor  payment  medical  care  for  persons  65  years 
of  age  or  older  who  are  not  recipients  of  Old  Age 
Assistance  but  whose  income  and  resources  are  not 
sufficient  to  purchase  medical  care.  The  matching 
formula  would  be  the  same  as  for  Old  Age  Assistance, 
except  that  there  is  no  limitation  on  the  total  amount 
allotted  per  person.  Before  this  could  be  effected,  the 
Texas  Constitution  would  have  to  be  amended  to 
permit  the  Legislature  to  establish  the  program  and 
enabling  legislation  will  have  to  be  passed  with  an 
appropriation  for  the  state’s  share  of  the  money. 


Chest  Physicians  Request 
Information  on  New  Films 

Physicians  are  invited  to  send  information  con- 
cerning their  own  films  to  the  Committee  on  Motion 
Pictures  of  the  American  College  of  Chest  Physicians, 
which  is  interested  in  learning  about  new  films  on 
diseases  of  the  chest  for  possible  presentation  at  the 
Twenty-Seventh  Annual  Meeting  of  the  group  in 
New  York  City,  next  June  22-26. 

Films  accepted  for  presentation  in  the  annual  mo- 
tion picture  program  are  eligible  for  the  1961  Film 
Contest.  The  committee  also  would  like  to  review 
new  motion  pictures  to  include  in  the  Approved 
Film  List  of  the  American  College  of  Chest  Physi- 
cians. 

Information  on  films  should  be  sent  to  Dr.  Paul  H. 
Holinger,  chairman,  Committee  on  Motion  Pictures, 
American  College  of  Chest  Physicians,  112  East 
Chestnut  Street,  Chicago  11. 

Among  winners  of  the  I960  College  Film  Contest 
were  Dr.  Michael  E.  DeBakey  and  Dr.  George  C. 
Morris,  Jr.,  Department  of  Surgery,  Baylor  University 
College  of  Medicine,  Houston,  with  their  film,  "Fusi- 
form Aneurysm  of  Aortic  Arch,  Resection  and  Re- 
placement with  Dacron  Graft,”  and  Lieut.  Col.  Rob- 
ert B.  Stonehill,  M.C.,  U.S.A.F.,  Technical  Advisor, 
Lackland  Air  Force  Base,  with  his  film,  "Air  Travel 
and  the  Cardiopulmonary  Patient.” 


Information  for  International  Travel 

Copies  of  the  booklet  "Immunization  Information  for 
International  Travel,”  revised  May,  I960,  are  available  at 
25  cents  a copy.  They  may  be  ordered  from  the  Superin- 
tendent of  Documents,  U.  S.  Government  Printing  Office, 
Washington  25. 

Changes  in  immunization  requirements  occurring  before 
the  next  issue  of  the  booklet  will  continue  to  be  listed 
under  the  item  "Quarantine  Measures”  in  the  weekly  Mor- 
bidity and  Mortality  Report,  published  by  the  National 
Office  of  Vital  Statistics.  Further  information  may  be 
obtained  from  R W.  McComas,  Department  of  Health, 
Education,  and  Welfare,  Washington  25. 


More  than  400  New  Drugs  Yearly 

The  rate  of  new  product  introductions  by  ethical  phar- 
maceutical manufacturers  in  the  United  States  is  50  per  cent 
greater  than  the  popularly  quoted  "400  new  products  a 
year,”  according  to  pbarmlndex,  product-reporting  service, 
of  Portland,  Ore. 

In  the  last  6 months  of  1959,  a grand  total  of  306 
new  ethical  pharmaceutical  specialties  were  introduced  to 
the  United  States  pharmaceutical  and  medical  professions. 
That  is  an  annual  rate  of  introduction  exceeding  600 
products  a year — 50  per  cent  higher  than  previous  industry 
estimates. 
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Arthritis  Foundation  Booklet 


The  Arthritis  and  Rheumatism  Foundation  recently  is- 
sued a new  booklet  of  basic  facts  for  school  children  on 
arthritis  and  rheumatism.  The  booklet  is  a part  of  the 
Foundation’s  campaign  to  help  overcome  "public  ignor- 
ance and  apathy  concerning  the  serious  national  health 
problem.” 

Entitled  "A  Lesson  in  Arthritis,”  the  easy-to-read  booklet 
traces  the  history  of  arthritis  from  its  earliest  appearance 
millions  of  years  ago  among  aboriginal  creatures  down  to 
the  11,000,000  victims  of  the  disease  in  the  United  States 
today. 

Single  copies  of  the  16  page  booklet  are  available  for 
10  cents  a copy  from  the  Arthritis  and  Rheumatism  Foun- 
dation, 10  Columbus  Circle,  New  York  19,  or  its  local 
chapters. 


List  of  Health  Insurance  Books 


The  I960  edition  of  "A  List  of  Worthwhile  Health  In- 
surance Books”  is  being  distributed  by  the  Health  Insurance 
Institute. 

The  new  publication  lists  a selection  of  books  on  health 
insurance  currently  available  from  commercial  publishers 
or  other  sources,  organizations  with  a relationship  to  health 
and  the  financing  of  medical  care,  and  periodicals  that 
cover  health  insurance. 

Copies  of  the  booklet  are  available  upon  request  from 
the  Health  Insurance  Institute,  488  Madison  Avenue,  New 
York  22. 


★ 
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Medical  Association 


Cancer  Booklets  Available 

Modern  uses  of  medically  approved  treatments  in  saving 
a growing  proportion  of  cancer  patients  are  described  in 
a new  booklet,  "Treating  Cancer,”  just  issued  by  the 
Public  Health  Service  of  the  Department  of  Health,  Educa- 
tion, and  Welfare,  Bethesda,  Md. 

In  terms  understandable  to  the  layman,  the  publication 
explains  how  malignant  diseases  are  treated  by  surgery  or 
by  radiation  with  roentgen  rays,  radium,  or  the  newer 
radioisotopes  from  atomic  sources.  It  also  tells  how  drugs 
are  used  to  treat  cancer. 

Single  copies  of  the  booklet,  Public  Health  Service  Pub- 
lication No.  690,  may  be  obtained  from  the  Public  Health 
Service,  Washington  25,  D.  C.  It  may  also  be  purchased 
from  the  Superintendent  of  Documents,  Government  Print- 
ing Office,  Washington  25,  D.  C.,  at  15  cents  per  copy. 


Bible  Refers  to  Pharmacist 

The  science  of  pharmacy  is  at  least  as  ancient  as  the 
prescriptions  found  on  a 3,300  year  old  papyrus,  but  the 
profession  was  not  always  scientific.  According  to  research- 
ers at  Ketchum  & Co.  Inc.,  the  pharmacist  has  at  one 
time  or  another  been  a doctor  and  witchdoctor,  candy-maker, 
and  even  parfumeur. 

The  Bible  makes  frequent  reference  to  the  "art  of  the 
apothecary.”  Atop  Mt.  Sinai,  for  example,  the  Bible  records 
that  the  Lord  directed  Moses  to  make  "an  oil  of  holy  oint- 
ment, an  ointment  compound  after  the  art  of  the  apothe- 
cary.” Evidence  from  several  different  sections  of  the 
Bible  indicate  that  even  in  Biblical  days,  apothecaries  had 
formed  an  association. 


Interchange  of  Blood 

A common  national  blood  bank  clearing  house  has  been 
established  by  the  American  Association  of  Blood  Banks 
and  the  American  Red  Cross,  announced  Dr.  E.  R.  Jen- 
nings, President  of  the  Blood  Banks  Association  recently. 

Under  the  program,  he  said,  a patient  may  have  relatives 
and  friends  anywhere  in  the  country  donate  blood  to  either 
organization  and  have  it  quickly  credited  to  the  patient. 


County  Society  Officials 
To  Hear  Six  Speakers 

Six  speakers  have  been  announced  for  the  1961 
Conference  of  County  Society  Officials  sponsored  by 
Texas  Medical  Association  January  27-29  in  Austin. 

They  include  W.  P.  Strube,  Jr.,  president  of  Mid- 
American Life  Insurance  Company,  Houston;  Dr. 
F.  J.  L.  Blasingame,  executive  vice  president  of  the 
American  Medical  Association;  Joe  M.  Kilgore,  rep- 
resentative of  the  Fifteenth  Congressional  District  of 
Texas,  Washington,  D.  C.;  Frank  S.  Groner,  admin- 
istrator of  the  Baptist  Memorial  Hospital,  Memphis; 
Ed  Gosett,  general  attorney  for  Texas  of  Southwest- 
ern Bell  Telephone  Company,  Dallas;  and  Senator 
Crawford  Martin,  Hillsboro,  state  senator  and  chair- 
man of  the  Governor’s  Committee  on  Aging. 

For  the  first  time  this  year  at  the  conference,  a 
special  session  dealing  directly  with  problems  of 
county  society  officials  is  scheduled.  Subjects  to  be 
covered  include  ( 1 ) topics  which  draw  good  attend- 
ance at  county  society  meetings,  ( 2 ) sources  of  pro- 
grams, ( 3 ) other  techniques  for  increasing  attend- 
ance at  meetings,  (4)  standing  committees  which 
every  county  society  should  establish,  and  ( 5 ) county 
society  activities  which  should  be  stressed  during 
the  coming  year. 

Other  topics  that  will  be  emphasized  include  re- 
sponsibilities and  duties  of  secretaries,  types  of  mem- 
bership, processing  of  dues,  and  preparation  of  re- 
ports. Also  planned  is  a session  on  ways  to  implement 
the  new  federal-state  program  for  medical  care  to 
the  indigent  and  needy.  A legislative  program  will 
be  held  to  consider  current  legislative  proposals  to  be 
set  before  the  Texas  Legislature  and  Congress  in 
1961. 

Association  councils  and  committees  will  meet 
during  the  Conference. 

Texas  Employers  Insurance  Association  will  be 
host  for  a hospitality  hour  the  evening  of  January  28. 
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TMA  Announces  Program 
For  Health  Care  of  Aged 


The  Texas  Medical  Association  has  set  forth  a 
10-point  plan  of  action  designed  to  improve  health 
care  for  the  675,000  Texans  who  are  65  years  of 
age  or  older. 

The  statement  was  prepared  by  officers  and  com- 
mittee members  of  the  Association,  headed  by  Dr. 
Russell  L.  Deter,  El  Paso,  Vice-President.  Dr.  Deter 
is  coordinating  all  Association  activities  in  the  field 
of  aging  during  the  current  fiscal  year,  at  the  request 
of  the  House  of  Delegates. 

The  10-point  plan  of  action  includes  statements 
on  Association  policies  and  programs,  and  offers  an- 
swers and  solutions  to  present  aged  health  care 
needs  and  problems. 

The  10  point  program  is  as  follows: 

• Responsibility  for  Care.  In  keeping  with  Ameri- 
can tradition,  the  individual  has  primary  responsi- 
bility for  his  own  medical  care.  When  he  is  unable 
to  provide  such  care  for  himself,  the  responsibility 
should  pass  to  his  family,  then  to  the  community, 
county,  and  state.  Only  when  all  of  these  fail  should 
the  federal  government  assume  a role,  and  then  only 
in  cooperation  with  local  and  state  governmental 
bodies. 

• Role  of  Physicians.  The  physician  has  a respon- 
sibility to  provide  professional  services  to  his  pa- 
tients, regardless  of  their  ability  to  pay. 

• Voluntary  Health  Insurance.  Voluntary  health 
insurance  coverage  should  be  extended  to  as  many 
of  the  aged  as  is  practicable.  Special  health  insurance 
and  prepayment  policies  tailored  to  meet  the  needs 
of  the  aged  should  continue  to  be  developed  and 
promoted.  In  addition,  younger  persons  who  are 
employed  should  be  encouraged  to  purchase  voluntary 
health  insurance  which  will  provide  coverage  beyond 
age  65. 

• Assistance  Programs  for  Indigent  and  Needy. 
Programs  of  health  care  are  available  to  the  indigent 
through  Old  Age  Assistance  plans.  The  TMA  House 
of  Delegates  has  favored  the  state  vendor’s  medical 
care  program,  limited  to  only  those  who  need  help. 

• Personnel  and  Facilities.  The  TMA  House  of 
Delegates  advocated  the  erection  of  a fourth  medical 
school  in  Texas,  since  authorized  by  the  State  Legis- 
lature. Similar  attention  must  be  given  to  educating 
professional  and  allied  health  personnel  who  assist 
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the  physician  in  care  of  the  patient.  Nursing  re- 
sources particularly  must  be  enhanced;  more  students 
should  be  recruited  for  the  field.  Nursing  education 
and  training  should  be  expanded. 

• Home  Nursing  Care.  Care  of  the  aged  at  home 
is  psychologically,  medically,  and  financially  desirable. 
The  Association  encourages  the  development  of  pro- 
grams to  promote  home  nursing  care. 

• Organizational  Endeavors.  For  many  years,  TMA 
has  had  an  active  Committee  on  Aging.  The  Com- 
mittee has  intensified  its  activities  and  educational 
endeavors  in  recent  years  to  implement  a multiphased 
program.  Many  other  Association  committees,  such 
as  Voluntary  Health  Insurance  and  Patient  Care,  con- 
tinue to  contribute  to  their  fields  of  responsibility. 
In  I960,  the  House  of  Delegates  charged  the  Vice- 
President  to  coordinate  all  activities  in  regard  to 
health  care  for  the  aged.  In  addition,  the  Association, 
in  cooperation  with  the  Texas  Dental  Association, 
Texas  Hospital  Association,  and  Texas  Nursing 
Home  Association,  formed  the  Texas  Joint  Health 
Council  for  the  Aging.  TMA  has  urged  each  of  its 
component  county  medical  societies  to  activate  a 
Committee  on  Aging. 

• Educational  Activities.  The  Association  encour- 
ages broad  educational  programs  to  prepare  men  and 
women  to  face  the  problems  of  aging  more  resource- 
fully. The  Association  also  recognizes  the  need  for 
increased  health  education  activities,  such  as  state- 
wide informational  program  for  the  elderly  on  the 
importance  of  periodic  health  examinations  and  the 
role  of  preventive  medicine  in  maintaining  good 
health. 

• Attitude  Toward  the  Aged.  A basic  change  in 
attitude  toward  the  aged  is  imperative.  The  individual 
who  attains  age  65  does  not  suddenly  become  non- 
productive and  senescent.  The  Association  lends  its 
full  support  to  assisting  the  elderly  to  attain  increased 
productivity  by  eliminating  compulsory  retirement 
provisions  and  by  permitting  voluntary  change  of 
work. 

• Purchasing  Power  of  the  Dollar.  Economic  prob- 
lems of  the  aged  have  been  intensified  during  the 
past  20  years  by  the  constant  erosion  of  the  purchas- 
ing power  of  the  dollar  and  by  increasing  taxes  which 
claim  a larger  share  of  fixed  incomes.  Physicians,  as 
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well  as  other  professional  men  and  women,  business, 
industry,  labor,  and  government  can  make  a signifi- 
cant contribution  to  the  economic  welfare  of  the  aged 
by  avoiding  activities  which  are  inflationary  in  char- 
acter and  by  helping  to  maintain  the  purchasing 
power  of  fixed  pension  and  annuity  benefits. 

The  Texas  Medical  Association  has  implemented 
the  10  point  program  by  urging  county  medical  so- 
cieties to  undertake  an  active  program  on  improving 


the  quality  and  quantity  of  nursing  homes  and  their 
personnel,  to  take  the  leadership  in  well-adult  con- 
ferences on  aging,  to  devote  more  effort  to  nurse 
recruitment,  and  to  initiate  a state-wide  program  on 
the  special  problems  of  aging,  other  than  the  disease 
processes.  The  Association  will  give  firm  backing 
to  the  recommendations  of  the  Health  Subcommittee 
of  the  Governor’s  Conference  on  Aging. 


Scientific  Exhibitors  Urged 
To  Make  Application  Soon 

Physicians  are  encouraged  to  make  application  for 
scientific  exhibits  for  the  1961  annual  session  of 
Texas  Medical  Association  to  be  held  in  Galveston, 
April  22-25. 

Deadline  for  applications  is  January  10.  To  insure 
exhibit  space,  doctors  are  urged  by  Dr.  J.  Edward 
Johnson  of  Austin,  chairman  of  the  Committee  on 
Scientific  Exhibits,  to  submit  applications  before  that 
time.  Applications  should  be  addressed  to  Mr.  Dale 
Werner,  Texas  Medical  Association,  1801  North 
Lamar  Boulevard,  Austin. 

Applications  need  not  be  delayed  until  the  exhib- 
itor knows  the  exact  dimensions  and  details.  Indefi- 
nite information  may  be  marked  tentative  and  sub- 
mitted by  letter  when  it  is  available.  Applications 
received  after  January  10  may  be  accepted  if  space 
is  available.  However,  a description  of  such  exhibits 
will  not  appear  in  the  Texas  State  Journal  of  Medi- 
cine prior  to  the  annual  session. 

Scientific  exhibits  will  be  housed  in  the  Moody 
Center.  The  Center  is  located  between  the  Associa- 
tion headquarters  hotels,  the  Galvez  and  Buccaneer, 
making  the  exhibits  easily  accessible  to  visiting 
physicians. 

Stressing  that  exhibits  be  simple  and  inexpensive, 
the  Committee  on  Scientific  Exhibits  feels  that  ex- 
hibits should  serve  two  general  purposes:  (1)  to 
provide  an  opportunity  for  display  of  examples  of 
the  scientific  work  being  done  by  the  profession; 
and  (2)  to  offer  the  membership  a quick  review  of 
advances  in  medicine  and  to  clarify  and  to  emphasize 
important  issues  and  principles  of  value  in  medicine. 

For  awards,  exhibits  will  be  graded  on  teaching 
value  (30  per  cent),  practical  value  (20  per  cent), 
scientific  level  (20  per  cent),  personal  presentation 
(10  per  cent),  eye  appeal  (10  per  cent),  and  mis- 
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cellaneous  points  such  as  originality  and  newness  ( 10 
per  cent).  Representative  exhibits  are  especially 
needed  from  the  following  fields:  dermatology, 
otology,  laryngology,  rhinology,  ophthalmology,  radi- 
ology, orthopedics,  pediatrics,  and  neuropsychiatry. 

A popularity  poll  on  scientific  exhibits  will  be 
conducted  during  the  annual  session.  Association 
members  will  be  urged  to  indicate  by  ballot  which 
exhibit  they  feel  is  most  outstanding. 

As  noted  in  the  October  Journal,  hotel  reservations 
are  being  honored  now  by  Galveston  hotels  and 
motels  for  the  period  of  the  annual  session.  Requests 
for  accommodations  should  be  sent  directly  to  the 
hotel  or  motel  of  choice.  Blocks  of  rooms  at  the 
headquarters  hotels  will  be  held  until  February  20  for 
Association  guest  speakers  and  officials.  Thereafter, 
rooms  will  be  available  at  these  hotels  on  a first 
come,  first  served  basis. 

The  annual  session  will  open  Saturday,  April  22, 
with  committee  meetings,  a Symposium  on  Cerebral 
Palsy,  a Symposium  on  Nuclear  Medicine,  and  the 
first  meeting  of  the  House  of  Delegates,  and  will 
conclude  Tuesday,  April  25,  with  a full  day  of  pro- 
grams and  entertainment. 

1961  Anson  Jones  Awards 
To  Include  New  Categories 

For  the  first  time  since  its  initiation  in  1956,  the 
1961  Anson  Jones  Award  in  medical  journalism  will 
be  divided  into  four  categories. 

These  will  include  (1)  daily  newspapers  in  cities 
of  250,000  or  more  population,  (2)  daily  newspapers 
in  cities  of  less  than  250,000,  (3)  weekly,  semi- 
weekly, and  bi-weekly  newspapers,  and  (4)  maga- 
zines and  trade  journals  published  in  Texas. 

All  newspapers  previously  were  considered  in  the 
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same  category.  By  creating  the  new  divisions,  the 
Association  believes  that  a more  nearly  equal  oppor- 
tunity will  be  given  to  smaller  daily  newspapers,  the 
weekly  and  semi-weekly  newspapers,  and  to  maga- 
zines and  trade  journals.  Heretofore,  magazines  and 
trade  journals  were  not  eligible  for  consideration. 

The  awards,  presented  by  Texas  Medical  Associa- 
tion in  appreciation  of  distinguished  accurate  lay 
medical  reporting,  are  named  for  Dr.  Anson  Jones, 
the  last  president  of  the  Republic  of  Texas,  a jour- 
nalist, physician,  and  statesman.  Entries  may  be  based 
on  several  articles,  a regular  column,  or  one  particular 
piece  of  reporting. 

In  1961,  a first  place  award  of  $250  cash  will  be 
made  to  the  individual  winner  in  Category  One  and 
a bronze  plaque  will  be  given  to  the  winner’s  news- 
paper or  magazine.  In  other  categories  first  place 
winner  will  receive  $100  and  his  publisher  will  re- 
ceive the  bronze  plaque. 

Entries  are  due  by  January  10,  1961,  and  judging 
will  begin  immediately.  The  first  place  winner  in 
each  category  will  not  be  eligible  to  enter  the  fol- 
lowing year  (1962)  and  will  be  named  a judge  in 
his  category.  Other  judges  will  be  a professor  from 
the  University  of  Texas  School  of  Journalism,  a mem- 
ber of  the  Texas  Medical  Association  headquarters 
staff,  and  members  of  the  Council  on  Public  Rela- 
tions and  Public  Service.  Entries  will  be  judged  on 
the  basis  of  ( 1 ) accuracy,  ( 2 ) style,  ( 3 ) selection 
of  subject  matter,  and  (4)  reader  interest.  Winners 
will  be  announced  about  March  1. 

County  medical  societies  can  obtain  general  in- 
formation and  rules  about  the  award  by  writing  to 
Mr.  Jon  R.  Hornaday,  Director  of  Public  Relations, 
Texas  Medical  Association,  1801  North  Lamar  Boule- 
vard, Austin. 


'Jc  County  Societies 


County  Society  Briefs 

The  Tom  Green  Eight  Counties  Medical  Society 
heard  O.  C.  Fisher,  United  States  Congressman,  dis- 
cuss proposed  and  upcoming  legislation  concerned 
with  medicine  at  the  October  4 meeting. 

Dr.  Denton  A.  Cooley,  associate  professor  of  sur- 
gery at  Baylor  University  College  of  Medicine,  Hous- 
ton, and  Dr.  Don  W.  Chapman,  Houston  cardiolo- 
gist, presented  the  October  19  scientific  program  for 
the  Harris  County  Medical  Society.  Title  of  the  pro- 
gram was  ''Medical  and  Surgical  Aspects  of  Acquired 
Cardiac  Disease.” 
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Dr.  Louis  Gibson,  Corsicana,  presented  a program, 
"Problems  in  Vascular  Surgery”  for  members  of  the 
Hill  County  Medical  Society  on  October  11. 

Palo  Pinto  - Parker  - Young  - Jack  - Archer  Counties 
Medical  Society  recently  sent  about  650  medical 
books  to  the  Kasturba  Medical  College  in  Manipal, 
India.  Books  were  donated  by  members  after  the 
society  had  learned  that  the  Indian  school  needed 
books. 

Dr.  George  E.  Parkhurst,  chief  of  the  Addiction 
Service  at  the  United  States  Public  Health  Service 
Hospital,  Fort  Worth,  presented  a paper  on  "Diag- 
nosis of  Narcotic  and  Barbiturate  Addiction  and 
Methods  of  Withdrawal”  at  the  October  4 meeting 
of  the  Tarrant  County  Medical  Society. 


County  Society  Meetings 
On  Braceros  Are  Urged 

County  medical  societies  could  solve  problems  con- 
cerning braceros  by  holding  educational  meetings  for 
doctors,  farmers,  and  insurance  company  representa- 
tives. This  is  the  recommendation  of  the  Texas 
Medical  Association  Committee  on  Bracero  Insurance 
and  Medical  Service. 

Dr.  J.  G.  Rodarte  of  Temple,  committee  chairman, 
has  outlined  problems  faced  by  the  farmer.  These 
include  the  expense  of  processing  braceros  for  ad- 
mission to  the  United  States,  cost  of  insurance  pre- 
miums, and  cost  of  providing  adequate  living  quar- 
ters. Farm  bureaus  predicted  that  farmers  would  not 
hire  braceros  this  year  unless  the  Labor  Department 
cut  back  on  its  wage  rate  which  had  been  increased 
from  $2.30  to  $2.50  per  100  pounds  of  cotton.  How- 
ever, when  Mexico  stopped  sending  braceros,  farmers 
yielded  and  began  hiring  for  fear  of  losing  this 
year’s  crop. 

Insurance  representatives,  Dr.  Rodarte  reported,  in 
a recent  meeting  with  the  committee,  were  reminded 
that  they  cannot  contract  a doctor  for  the  care  of 
braceros  on  a monthly  or  contractual  basis,  a practice 
which  violates  the  Medical  Practices  Act.  A physician 
making  such  an  agreement  can  have  his  medical  li- 
cense revoked.  Insurance  representatives  also  were 
advised  that  complaints  about  claims  or  fees  could  be 
taken  to  the  county  medical  society  public  grievance 
committee. 

Dr.  Rodarte  noted  that  the  insurance  company 
representatives  believe  that  the  bracero  program  will 
continue  despite  higher  wages  paid  to  braceros  and 
the  use  of  machinery  for  picking  cotton. 
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Distaff  and  the  Caduceus 


THE  YEAR  I960  marks  a "first”  for  pioneering 
women  in  Texas  medicine  with  Dr.  May  Owen  be- 
coming the  first  woman  president  of  the  Texas  Medi- 
cal Association.  She  is  the  second  woman  physician 
to  serve  as  the  head  of  a state  medical  association. 

Her  tenure  of  office  seems  an  appropriate  time 
in  which  to  review  the  accomplishments  of  the  first 
pioneering  women  in  the  field  of  medicine  in  Texas, 
several  of  whom  are  described  in  George  Plunkett 
Red’s  book,  "The  Medicine  Man  in  Texas.” 

Dr.  Sofie  Herzog,  who  came  to  the  United  States 
from  Vienna  in  1886  and  practiced  medicine  in 
Brazoria  for  many  years,  was  one  of  the  first  women 
physicians  in  Texas.  A daughter  of  a well  known 
Austrian  surgeon,  Dr.  Sofie,  as  she  was  called,  studied 
medicine  in  the  best  schools  of  Europe.  After  prac- 
ticing in  New  York  for  a short  time,  she  moved  to 
Brazoria,  where  she  found  the  rigid,  hardy,  and  ad- 
venturous life  she  had  expected  and  wanted. 

Since  South  Texas,  at  that  time,  was  harrassed  fre- 
quently by  feudal  battles  and  bandits,  much  of  her 
time  at  first  was  spent  giving  emergency  treatment 
to  wounded  men.  Her  skill  as  a surgeon  was  soon 
established  and  she  performed  many  operations  to 
remove  bullets.  She  took  special  pride  in  her  skill  as 
an  extractor  of  bullets  and  strung  the  bullets  into  a 
necklace  which  she  wore  constantly.  She  requested 
that  it  be  placed  in  her  casket  at  her  death. 

Dr.  Sofie  was  local  surgeon  for  the  Gulf  Coast 
Lines  at  Brazoria.  Her  railroad  work  brought  her 
many  strange  and  thrilling  experiences.  She  rode 
in  box  cars,  on  hand  cars,  on  engines — in  fact,  in  or 
on  anything  that  would  get  her  to  the  sufferer,  re- 
gardless of  the  time  of  day  or  risk  to  herself.  In 
addition,  to  her  vigorous  practice,  Dr.  Sofie  was  the 
mother  of  15  children.  She  died  at  the  age  of  76. 


Houston  Pioneer 

The  first  woman  to  practice  medicine  in  Harris 
County,  Dr.  Margaret  Ellen  Holland,  practiced  in 
Houston  for  over  40  years. 

Born  in  Newburyport,  Mass.,  September  10,  1840, 
she  had  a trying  childhood.  Her  mother  died  when 
she  was  8 years  old,  and  her  father  a short  while 
later.  She  then  was  adopted  by  a prosperous  farmer 
and  land  owner,  Jacob  Powell. 

Dr.  Holland  attended  a school  near  Sterling,  111., 
and  at  the  age  of  21,  was  sent  to  Chicago  to  attend 
the  Woman’s  Medical  College.  There  she  was  gradu- 
ated in  June,  1871.  She  came  to  Houston  with 
Major  and  Mrs.  R.  B.  Baer.  Mrs.  Baer  was  an  invalid 
for  many  years.  Dr.  Holland,  her  private  physician, 
cared  for  her  until  Major  Baer’s  death  in  1919. 

Dr.  Holland  was  one  of  the  early  and  valued 
members  of  the  Art  League  and  Parent-Teachers’ 
Association  of  Houston.  Although  she  never  mar- 
ried, she  reared  and  educated  three  of  her  brother’s 
children  and  a niece  of  Mrs.  Baer.  She  helped  many 
young  people  to  get  their  education  by  supplying 
the  needed  funds.  She  died  August  31,  1921,  a much 
beloved  and  honored  woman  and  physician. 


Early  Physician  Teaches 

Another  early  woman  physician  in  Texas  was  Dr. 
Charlotte  Schaeffer,  a native  of  San  Antonio,  born 
June  24,  1874. 

A graduate  of  the  San  Antonio  High  School,  she 
enrolled  in  the  University'  of  Texas  Medical  Branch 
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at  Galveston  in  1900.  She  did  postgraduate  work  at 
the  University  of  Chicago  and  Johns  Hopkins. 

In  1901,  Dr.  Schaeffer  became  demonstrator  of 
histology  at  the  Medical  Branch  and  resident  pathol- 
ogist at  John  Sealy  Hospital.  In  1910,  she  was 
elected  as  associate  professor  in  biology  and  histology 
at  the  Medical  Branch.  In  1915,  she  was  made  a full 
professor  of  embryology  and  in  1925,  full  professor 
of  histology. 

Dr.  Schaeffer  was  held  in  such  esteem  that  at  her 
death,  on  June  27,  1927,  at  John  Sealy  Hospital, 
the  Medical  School  cancelled  its  graduation  festivities 
and  the  final  ball  was  not  held. 


La  Porte  Woman  Physician 

An  early  pioneer  physician  in  La  Porte,  Dr.  Juliet 
E.  Marchant  came  on  the  first  excursion  train  to  La 
Porte  in  1893,  when  the  original  La  Porte  Develop- 


A  Doctor  Takes  Her 

to  Her 

Dr.  Ruth  M.  Bain,  Austin  general  practi- 
tioner and  surgeon,  realizing  that  her  fellow 
physicians  were  aware  of  the  hazards  of 
socialized  medicine  hut  that  perhaps  her 
patients  were  not,  originally  wrote  a letter 
of  "personal  diplomacy”  to  her  patients. 

Each  was  signed  individually  by  her.  The 
following  is  a slightly  shortened  version  of 
her  letter. 


It  is  4 a.m.  I have  just  talked  by  telephone  with 
a patient,  and,  I believe,  relieved  her  anxiety.  She 
probably  will  be  back  to  sleep  before  I am. 

I wonder  how  this  will  work  some  10  years  or 
less  from  now— if  the  government  intervenes  be- 
tween me  and  my  patient. 

Lethargy — lack  of  information  and  concern — is 
leading  us  toward  such  intervention.  I am  greatly 
disturbed  that  the  major  candidates  for  the  presi- 
dency this  year  favored  some  form  of  government 
paid-for  (socialized)  medicine.  Admittedly,  it  is  on 
a limited  basis  at  this  time — but  how  long  will  it 
stay  limited?  If  precedence  set  in  other  legislation  is 


ment  Company  of  Syracuse,  N.  Y.,  put  on  a sensa- 
tional advertising  campaign  for  the  town.  She  re- 
mained there  the  rest  of  her  life. 

She  was  a graduate  of  the  University  of  Michigan 
in  1877,  and  practiced  for  several  years  with  a 
woman  physician  partner  in  Rome,  N.  Y.,  before 
moving  to  La  Porte.  Dr.  Marchant  owned  a farm 
in  the  Lenox  community  and  a residence  in  La  Porte. 
Since  she  did  much  charity  work,  she  had  a modest 
income  in  the  surrounding  country.  Her  neighbors 
told  of  how  she  walked  many  miles  to  her  calls.  The 
mud  was  often  too  much  for  a horse-drawn  convey- 
ance but  never  too  deep  for  the  doctor  when  her 
services  were  needed.  During  World  War  I,  the 
doctor  was  liberal  to  all  war  subscriptions  and  her 
knitting  was  done  with  dispatch  and  accuracy.  Dr. 
Marchant  died  in  1929. 

Although  opinions  differed  then  and  now  con- 
cerning women’s  place  in  medicine,  the  lives  of  these 
women  need  only  be  read  to  prove  their  value  as 
doctors. 


!ase  Against  Socialism 
Patients 

followed,  the  scope  of  the  program  will  be  broadened 
each  election  year. 

This  year  the  scope  was  broadened  to  include 
"the  aged.”  Nobody  knows  what  the  needs  of  the 
aged  are,  but  the  issue  offered  a tremendous  emo- 
tional appeal. 

Everybody — if  he  lives  long  enough — will  probably 
have  some  health  problem,  but  is  this  his  greatest 
difficulty?  Many  have  nutritional  problems — not 
caused  by  the  lack  of  available  food — but  by  lack  of 
someone  with  whom  to  eat  or  to  prepare  it.  Will 
government  medicine  change  this? 

The  medical  profession  has  been  accused  of  selfish 
interests  in  efforts  to  defeat  or  delay  socialized  medi- 
cine. This  is  without  factual  basis. 

Do  you  know  of  any  other  profession  whose  every 
effort  is  to  eliminate  the  need  for  its  services?  The 
medical  profession  is  made  up  of  rugged  individual- 
ists. This  is  the  type  of  person  who  makes  a good 
doctor.  It  takes  a fair  amount  of  ruggedness  (guts,  if 
you  wish)  to  carry  the  responsibility  and  make  the 
decisions  necessary  to  practice  medicine.  This  type 
individual  does  not  tolerate  regimentation. 

I am  convinced  that  if  socialized  medicine  is 
accomplished,  the  type  of  individual  who  chooses 
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medicine  will  change — and  not  for  the  best.  Regi- 
mentation has  a leveling  effect — it  breeds  medi- 
ocrity. This  will  halt  the  type  of  progress  which  has 
added  20  years  to  average  life  expectancy  in  the  last 
50  years. 

Is  it  selfishness  that  prompts  me  to  fight  these 
developments  which  I feel  will  be  bad  for  everybody 
concerned — especially  for  the  future  generations  who 
will  be  paying  the  bills?  Did  you  know  that  social 
security  taxes  by  1970  are  scheduled  to  reach  the 
rate  of  9 per  cent  without  broadening  the  program? 
Are  you  aware  that  in  Sweden,  25  per  cent  (one- 
fourth)  of  all  paychecks  is  withheld  for  social  secur- 
ity which  includes  the  socialized  medicine  program 
of  that  country? 


Do  you  spend  one  week’s  salary  per  month  pay- 
ing medical  bills? 

I earnestly  desire  to  stimulate  you  to  find  out 
more  about  bills  before  your  Congress  and  to  make 
your  wishes  known  to  your  elected  representatives. 
If  you  want  socialized  medicine — I hope  you  will  be 
happy.  If  you  do  not  want  socialized  medicine,  you 
must  work  to  avoid  it — or  you  will  get  it  piecemeal 
by  default  over  the  next  5 to  10  years.  It  is  nearly  a 
reality  now. 

I hope  that  enough  persons  interested  in  preserv- 
ing the  American  way  of  life  will  be  inspired  to 
action.  The  current  system  admittedly  has  defects. 
But,  then,  we  are  only  human. 

— Ruth  M.  Bain,  M.D.,  Austin. 
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Films  Newly  Acquired 

THE  INNOCENT  PARTY  (I960).  16mm.,  sound, 
color,  27  min.,  C-101 

A new  film  dealing  with  syphilis.  The  poignant 
story  of  a teen-ager  who  after  a pick-up  date, 
learns  that  he  has  become  infected  with  syphilis. 
With  the  least  amount  of  moralizing,  the  film 
shows  his  worry  and  realization  of  the  necessity 
to  bring  in  his  fiance  to  the  doctor  for  examina- 
tion. The  film  will  ring  true  to  the  age  group  for 
which  it  is  designed.  It  is  up-to-date,  tactful,  and 
in  good  taste,  yet  tells  its  story. 

THE  SILENT  WITNESS  (I960).  16mm,  sound, 
black  & white,  28  min,  D-71 
The  importance  of  using  chemical  tests  for  deter- 
mining the  amount  of  alcohol  in  the  blood  of  a 
man  charged  with  drunken  driving  is  portrayed. 
In  a dramatic  court  room  scene,  the  film  illustrates 
how  the  tests  are  performed,  how  the  test  devices 
operate,  and  how  the  tests  are  viewed  by  the 
court. 

SECOND  CHANCE  (1959).  16mm,  sound,  black 
& white,  28  min,  D-73 

Based  on  a case  history  of  a 63  year  old  fireman, 
the  film  depicts  "Pop”  Rankin’s  battle  for  rehabili- 
tation after  a paralyzing  stroke.  It  points  out  the 
advantages  of  beginning  rehabilitation  efforts  early, 
and  the  roles  of  the  family  and  the  physician  in 
meeting  physical  and  emotional  problems. 
VARICOSE  VEINS  (1958).  16mm,  sound,  color,  7 
min,  B-15 

Animated  diagrams  show  the  structure  and  func- 


tion of  the  veins,  how  the  valves  work,  and  how 
the  valves  may  break  down  causing  varicose  veins. 
Animated  symbols  highlight  symptoms  and  treat- 
ment and  general  recommendations  for  patients. 
The  library  has  recently  acquired  a second  copy  of 
the  films,  STUDENT  NURSE  and  HUMAN  HER- 
EDITY. 


Gifts  to  the  Library 

Dr.  T.  J.  Archer,  Jr,  Austin,  4 books,  30  journals, 
36  pamphlets. 

Austin  Anesthesiology  Group,  Austin,  367  jour- 
nals. 

Mrs.  Haskell  D.  Hatfield,  El  Paso,  373  journals. 

Dr.  Henry  L.  Hilgartner,  Jr,  Austin,  93  journals, 
10  pamphlets,  6 reprints. 

Dr.  J.  Edward  Johnson,  Austin,  23  reprints,  7 
journals. 

Dr.  Sam  N.  Key,  Jr,  Austin,  16  journals. 

Dr.  James  E.  Kreisle,  Austin,  8 journals. 

Mrs.  E.  H.  Marek,  Yoakum,  57  books,  27  journals. 

Dr.  William  P.  Morgan,  Austin,  337  journals. 

Dr.  Morris  Polsky,  Austin,  1 journal. 

Dr.  Clift  P.  Price,  Austin,  24  journals. 

Dr.  John  R.  Rainey,  Jr,  Austin,  17  journals. 

Dr.  Berthold  H.  Reinarz,  Austin,  334  journals, 
176  pamphlets,  1 book. 

Dr.  Joe  C.  Rude,  Austin,  124  journals. 

Rugeley  & Blasingame  Clinic  and  Hospital,  Whar- 
ton, 5,442  journals. 

Dr.  Witten  B.  Russ,  San  Antonio,  32  journals. 
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Allington,  H.  V.,  and  Allington,  R.  R.:  What  Bit 
You?,  Am.  J.  Nurs.  57:890  (July)  1957. 

Antigens  of  Stinging  Insects,  What’s  New,  No. 
211:12  (Spring)  1959- 

Atkins,  J.  A.;  Wingo,  C.  W.;  Sodeman,  W.  A.; 
and  Flynn,  J.  E.:  Necrotic  Arachnidism,  Am.  J.  Trop. 
Med.  7 : 1 65  (March)  1958. 

Atkins,  J.  A.;  Wingo,  C.  W.;  and  Sodeman,  W.  A.: 
Probable  Case  of  Necrotic  Spider  Bite  in  the  Mid- 
west, Science  126:73  (July  12)  1957. 

Birt,  A.  B.:  The  Treatment  of  Dog  Bites,  Practi- 
tioner, London  180:254  (Feb.)  1958. 

Blattner,  R.  J.:  Necrotic  Arachnidism,  J.  Pediat., 
St.  Louis,  53:377  (Sept.)  1958. 

Bray,  M-M.,  and  Vinson,  P.  P.:  Benign  Stricture  of 
the  Esophagus  from  Excessive  Vomiting  Following 
Spider  Bite,  Am.  J.  Digest.  Dis.  3:59  (Jan.)  1958. 

Breen,  G.  E.;  Lamb,  G.  S.;  and  Otaki,  A.  T.:  Mon- 
key-bite Encephalomyelitis;  Report  of  a Case  with 
Recovery,  Brit.  M.  J.  No.  5087:22  (July  5)  1958. 

Burns,  G.  C.;  Espiner,  E.  A.;  and  Perry,  E.  G.: 
"Cat  Bite”  Disease,  Report  of  a Case,  New  Zealand 
Med.  J.  58:598  (Oct.)  1959- 

Carithers,  H.  A.:  Mammalian  Bites  of  Children;  a 
Problem  in  Accident  Prevention,  A.M.A.  J.  Dis. 
Child.  95:150  (Feb.)  I960. 

Dogbites  of  the  Face,  Medical  Times,  Great  Neck, 
N.  Y.,  85:574  (April)  1957. 

Emson,  H.  E.:  Local  Infection  with  Pasteurella 
Septica  after  a Dog  Bite,  J.  Clin.  Path.,  London, 
10:187  (May)  1957. 

888 


Bibliography  on  Bites, 


Stings, 
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Ericson,  C.,  and  Juhlin,  I.:  A Case  of  Pasteurella 
Multocida  Infection  After  Cat  Bite,  Acta  path,  et 
microbiol.  scandinav.  46:47,  1959- 

Frazier,  C.  A.:  Hyposensitization  in  Cases  of  Se- 
vere Reaction  to  Bee  and  Wasp  Stings,  North  Caro- 
lina M.  J.  20:266  (July)  1959. 

Furman,  D.  P.,  and  Reeves,  W.  C.:  Toxic  Bite  of 
a Spider,  Cheiracanthium  inclusum  Hentz,  California 
Med.  87:114  (Aug.)  1957. 

Goddard,  S.  J.:  Bee  Sting  Through  the  Cornea, 
M.  J.  Australia  46:530  (April  18)  1959. 

Halstead,  B.  W.:  Jellyfish  Stings  and  Their  Medi- 
cal Management,  U.  S.  Armed  Forces  M.  J.  8:1587 
(Nov.)  1957. 

Halstead,  B.  W.:  W sever  Stings  and  Their  Medi- 
cal Management,  U.  S.  Armed  Forces  M.  1.  8:1441 
(Oct.)  1957. 

Hudson,  B.  W.;  Feingold,  B.  F.;  and  Kartman,  L.: 
Allergy  to  Flea  Bites.  I.  Experimental  Induction  of 
Flea-bite  Sensitivity  in  Guinea  Pigs,  Exper.  Parasitol. 
9:18  (Feb.)  I960. 

Insect  Stings,  Brit.  M.  J.  2:417  (Sept.  12)  1959. 

Kohn,  A.  J.:  Cone  Shell  Stings;  Recent  Cases  of 
Human  Injury  Due  to  Venomous  Marine  Snails  of 
the  Genus  Conus,  Hawaii  M.  J.  17:528  (July-Aug.) 
1958. 

Lance,  C.  E.:  The  Portuguese  Man-of-War,  Scient. 
Am.  202:158  (March)  I960. 

Lee,  M.  L.,  and  Buhr,  A.  J.:  Dog-bites  and  Local 
Infection  with  Pasteurella  Septica,  Brit.  M.  J.  5167: 
169  (Jan.  16)  I960. 
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Laskin,  D.  M.,  and  Donohue,  W.  B.:  Treatment  of 
Human  Bites  of  the  Lip,  J.  Oral  Surg.  16:236  (May) 
1958. 

Law,  F.  W.:  Insect  Sting  of  the  Lid;  and  a Sequel, 
Brit.  J.  Ophth.  42:314  (April)  1958. 

McGeachie,  J.:  Isolation  of  Pasteurella  Septica 
from  a Lion-bite  Wound  and  Lion’s  Mouth,  J.  Path. 
& Bact.,  London  75:467  (April)  1958. 

Marshall,  T.  K.:  Wasp  and  Bee  Stings,  Practitioner, 
London  178:712  (June)  1957. 

Mueller,  H.  L.:  Further  Experiences  with  Severe 
Allergic  Reactions  to  Insect  Stings,  New  England  J. 
Med.  261:374  (Aug.  20)  1959. 

Mueller,  H.  L.:  Serial  Intracutaneous  Testing  for 
Bee  and  Wasp  Sensitivity,  J.  Allergy  30:123  (March- 
April)  1959. 

Nedungadi,  V.  S.:  Rabies  Due  to  Mongoose  Bite, 
J.  Indiana  M.  A.  27:400  (Dec.  1)  1956. 

Parrish,  H.  M.:  Deaths  From  Bites  and  Stings  of 
Venomous  Animals  and  Insects  in  the  United  States, 
A.M.A.  Arch.  Int.  Med.  104:198  (Aug.)  1959. 

Parrish,  H.  M.;  Clark,  F.  B.;  Brobst,  D.;  and  Mock, 
F.  J.:  Epidemiology  of  Dog  Bites,  Pub.  Health  Rep. 
74:891  (Oct.)  1959. 

Poisoning  by  the  Stingray,  Quart.  Rev.  Pediat. 
13:120  (Aug.)  1958. 

Russell,  F.  E.:  Stingray  Injuries,  Pub.  Health  Rep. 
74:855  (Oct.)  1959. 

Russell,  F.  E.;  Panos,  T.  C.;  Kang,  L.  W.;  Warner, 
A.  M.;  and  Colkett,  T.  C.,  III:  Studies  on  the  Mech- 
anism of  Death  from  Stingray  Venom;  a Report  of 
Two  Fatal  Cases,  Am.  J.  M.  Sc.  235:566  (May) 

1958. 

Saunders,  P.  R.,  and  Lifton,  S.  E.:  Sting  by  a Ven- 
omous Lionfish,  U.  S.  Armed  Forces  Med.  J.  11:224 
(Feb.)  1960. 

Schmaus,  J.  W.:  Envenomation  in  Kansas;  the 
Poisonous  Varieties  of  Animals  in  the  State,  J.  Kan- 
sas M.  Soc.  60:237  (June)  1959. 

Sen,  S.:  Sandosten  Plus  Calcium  in  the  Treatment 
of  Scorpion  Bite,  Indian  J.  M.  Sc.  13:456  (May) 

1959. 

Shannon,  F.  A.:  Treatment  of  Envenomization  by 
Animals  in  Arizona,  Arizona  Med.  14:136  (March) 
1957. 

Smith,  F.  D.;  Miller,  N.  G.;  Carnazzo,  S.  J.;  and 
Eaton,  W.  B.:  Insect  Bite  by  Arilus  Cristatus,  a North 
American  Reduviid,  A.M.A.  Arch.  Dermat.  77:324 
(March)  1958. 

Spiesman,  M.  G.:  The  Mosquito  Pill,  Illinois  M.  J. 
113:295  (June)  1958. 

Stahnke,  H.  L.,  and  Stahnke,  J.:  The  Treatment  of 
Scorpion  Sting,  Arizona  Med.  14:576  (Oct.)  1957. 

Stier,  R.  A.,  and  Stier,  R.  F.:  The  Results  of  De- 
sensitization- in  Allergy  to  Insect  Stings,  GP  19:103 
(March)  1959- 

Swartz,  M.  N.,  and  Kunz,  L.  J.:  Pasteurella  Multo- 
cida  Infections  in  Man;  Report  of  Ttvo  Cases — 


Meningitis  and  Infected  Cat  Bite,  New  England  J. 
Med.  261:889  (Oct.)  1959- 

Thomas,  J.  W.:  Allergic  Reactions  Following  In- 
sect Bites  and  Stings  and  Their  Management,  West 
Virginia  M.  J.  55:115  (April)  1959- 
Thomas,  J.  W.:  Insect  Sting  and  Bite  Reactions: 
Their  Seriousness  and  Management,  Virginia  M. 
Month.  86:617  (Nov.)  1959- 

Wasp  Stings,  Brit.  M.  J.  5047:757  (Sept.  28) 
1957. 

Wiener,  S.:  S tone -fish  Sting  and  Its  Treatment, 
M.  J.  Australia  45:218  (Aug.  16)  1958. 

Books  Newly  Acquired 

Grace,  W.  J.:  Practical  Clinical  Management  of 
Electrolyte  Disorders,  New  York,  Appleton-Century- 
Crofts,  I960. 

Guilain,  G.:  J.-M.  Charcot  . . . , New  York,  Paul 
B.  Hoeber,  1959- 

Hyman,  A.  S.,  and  others:.  Acute  Medical  Syn- 
dromes and  Emergencies,  New  York,  Landberger 
Medical  Books,  1959- 

Johnstone,  R.  T.,  and  Miller,  S.  E.:  Occupational 
Diseases  and  Industrial  Medicine,  Philadelphia,  Saun- 
ders, I960. 

Manhold,  J.  H.,  and  Bolden,  T.  E.:  Outline  of 
Pathology,  Philadelphia,  Saunders,  I960. 

Offen,  J.  A.:  Adventure  of  Motherhood,  Miami, 
Audio  Visual  Education  Company  of  America,  I960. 

Rappoport,  A.  E.:  Manual  for  Laboratory  Planning 
and  Design,  Chicago,  College  of  American  Patholo- 
gists, I960. 

Ross  Conference  on  Pediatric  Research:  Current 
Concepts  in  Leukemia,  Columbus,  Ohio,  Ross  Labora- 
tories, I960. 

Bierring,  W.,  ed.:  Rypins’  Medical  Licensure  Ex- 
aminations, ed.  9,  Philadelphia,  Lippincott,  I960. 

Scholz,  R.  O.:  Sight,  a Handbook  for  Laymen, 
Garden  City,  N.  Y.,  Doubleday,  I960. 

Schreiber,  G.:  Embolic  Dispersoids  in  Health  and 
Disease,  Springfield,  111.,  Charles  C Thomas,  I960. 

Selman,  J.:  The  Basic  Physics  of  Radiation  Ther- 
apy, Springfield,  111.,  Charles  C Thomas,  I960. 

Year  Book  of  Medicine,  1959-60,  Chicago,  Year 
Book  Publishers,  I960. 

Book  Notes 

Diuresis  and  Diuretics 

An  International  Symposium,  H.  SCHWIEGK,  Chairman,  Edited 
by  E.  BUCHBORN  and  K.  D.  BOCK.  382  pages.  Berlin,  Got- 
tingen, Heidelberg,  Springer-Verlag,  1959- 

The  Lifespan  of  Animals 

Ciba  Foundation  Colloquia  on  Ageing.  324  pages.  S9.50. 
Boston,  Little,  Brown  and  Company,  1959- 
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Babcock's  Principles  and 
Practice  of  Surgery 

Edited  by  Karl  C.  JONAS,  B.S.,  M.D.,  M.S.  (Surg.), 
F.A.C.S.,  F.I.C.S.,  Department  of  Surgery,  Temple  University 
School  of  Medicine  and  Hospital,  Philadelphia,  Pennsylvania. 
1,501  pages.  $18.  Philadelphia,  Lea  & Febiger,  1954. 

This  book  is  the  extensive  revision  of  Principles  and 
Practice  of  Surgery  by  W.  Wayne  Babcock,  M.D.,  Emeritus 
Professor  of  Surgery,  Temple  University  School  of  Medicine, 
1944.  Dr.  Jonas  was  trained  under  Dr.  Babcock  and  was 
associated  with  him.  The  author  believes  that  the  book 
should  "provide  the  student  and  practitioner  with  an  or- 
ganized presentation  of  general  surgery  and  the  surgical 
specialties  which  is  characterized  by  maximum  authority.” 
To  this  end,  collaborating  authors  were  chosen  because  of 
their  outstanding  ability  in'  the  subjects  which  they  repre- 
sent. They  are  teachers,  and  present  their  material  in  the 
fashion  they  have  found  to  be  most  successful.  Emphasis 
is  placed  on  the  principles  of  surgical  diagnosis  and  treat- 
ment. Surgical  techniques  are  included  only  when  necessary 
for  thoroughness,  as  in  fractures  or  plastic  surgery.  The 
practitioner  of  surgery  who  needs  a reference  book  for 
problems  which  arise  in  his  specialty  will  find  this  a well 
organized  textbook  brought  up  to  date. 

Anatomy  of  the  Human  Body 

Henry  Gray,  F.R.S.  Edited  by  Charles  Mayo  Goss,  M.D., 
Professor  of  Anatomy,  Louisiana  State  University  School  of 
Medicine,  New  Orleans,  ed.  27  (American  centennial).  1,458 
pages.  $17.50.  Philadelphia,  Lea  & Febiger,  1959- 

That  their  book  should  remain  the  most  popular  stand- 
ard text  of  anatomy  for  100  years  and  the  cornerstone  of 
countless  medical  libraries  should  be  proof  enough  of  the 
genius  of  Henry  Gray  and  the  editorial  powers  of  Dr. 
Charles  Mayo  Goss. 

This  centennial  edition  is  considered  unsurpassed  in  ar- 
rangement, which  has  improved  in  each  edition.  When  one 
considers  the  mass  of  material  to  be  assembled,  errors  that 
have  crept  in  during  revisions  are  minor,  balanced  with 
the  labor-saving,  practical  text  and  its  accuracy  and  clarity 
of  presentation. 

The  cardiovascular  system  has  been  divided  into  three 
parts:  heart,  arteries,  and  veins,  each  with  sections  on 
embryology.  The  section  on  central  nervous  system  has 
been  rewritten  and  simplified  by  confining  the  material 
to  facts  firmly  established  by  clinical  and  experimental 
research.  Controversial  matters  usually  are  omitted.  Exten- 
sive cross  references  to  the  illustrations  have  been  used  to 
prevent  repetition. 

The  new  Paris  nomenclature  has  been  adopted  through- 
out the  book  with  few  exceptions. 

All  familiar  aspects  of  Gray’s  Anatomy  have  been  re- 
tained and  many  of  Carter’s  original  illustrations  have  been 
preserved.  As  a text  covering  all  aspects  of  anatomy,  it  is 
still  leading  in  its  field. 

Virus  Virulence  and  Pathogenicity 

Ciba  Foundation  Study  Group.  105  pages.  Boston,  Little, 
Brown  and  Company,  I960. 

Intraarterial  Infusion  of  Procaine  in  Therapeutic  Practice 

N.  K.  Gorbadei.  135  pages.  $7.50.  New  York,  Consultants 
Bureau,  I960. 

Cancer  of  the  Cervix 

Ciba  Foundation  Study  Group.  110  pages.  S2.50.  Boston,  Lit- 
tle, Brown  and  Company,  1959- 


Atlas  of  Anatomy  and  Surgical 
Approaches  in  Orthopaedic  Surgery — 
Upper  Extremity 

Rodolfo  Cosentino,  M.D.,  Assistant  Professor  in  Ortho- 
paedic Surgery,  University  of  La  Plata,  Argentina;  Research 
Associate,  Department  of  Orthopaedic  Surgery,  State  University 
of  Iowa,  Iowa  City.  192  pages.  $10.50.  Springfield,  111., 
Charles  C Thomas,  I960. 

Dr.  Cosentino’s  first  volume  of  The  Atlas  of  Anatomy 
and  Surgical  Approaches  in  Orthopaedic  Surgery — Upper 
Extremity  is  a beautiful  demonstration  of  anatomic  dissec- 
tion of  the  upper  extremity.  Great  care  has  been  exercised 
in  the  planning  of  this  volume;  it  is'  unusually  simple  and 
shows  anatomic  structure  in  great  detail  through  excellent 
photography. 

Each  separate  area  is  presented  anatomically  from  skin  to 
bone  or  joint.  This  is  followed,  in  order,  by  a photograph 
of  the  part  on  which  the  surgical  incision  is  outlined, 
roentgenogram  of  the  normal  bone  or  joint,  and,  finally, 
the  accepted  and  commonly  used  surgical  approaches  show- 
ing the  various  structures  encountered.  Anterior,  posterior, 
medial,  and  lateral  incisions  are  demonstrated  where  ap- 
plicable. 

The  author  states  in  the  introduction  that  his  only  pur- 
pose is  to  demonstrate  with  accuracy  the  anatomic  struc- 
tures encountered  by  the  operator  from  layer  and  layer. 
This  he  has  done  without  unnecessary  duplication  and 
without  at  any  time  losing  sight  of  his  objective. 

— Martin  V.  Atchison,  M.D.,  Harlingen. 

An  Atlas  of  Normal  Radiographic  Anatomy 

Isadore  Meschan,  M.D.,  Professor  and  Director,  Depart- 
ment of  Radiology,  Bowman  Gray  School  of  Medicine  of 
Wake  Forest  College,  Winston-Salem,  N.  C.  With  the  assist- 
ance of  R.  M.  F.  Farrer-Meschan,  M.D.,  Research  Associate, 
Department  of  Radiology,  Bowman  Gray  School  of  Medicine 
of  Wake  Forest  College,  Winston-Salem,  N.  C.  ed.  2.  779 
pages.  $20.  Philadelphia  and  London,  W.  B.  Saunders  Com- 
pany, 1959. 

Showing  a marked  improvement  in  the  scope  and  cover- 
age of  the  basic  fundamentals  of  radiographic  anatomy, 
Dr.  Meschan’s  second  edition  might  be  termed  a text  in 
living  anatomy  and  physiology. 

The  photographs  and  radiographic  reproductions  are  of 
fine  quality,  and  they  are  well  utilized  for  radiographic 
positioning  and  anatomy.  Special  attention  is  given  to  the 
variations  of  the  normal  which  are  so  important  in  the 
training  of  technicians,  residents,  and  x-ray  department  per- 
sonnel. Without  this  basic  information  the  beginner  makes 
many  more  errors  than  he  should. 

The  correlation  of  the  gross  and  radiographic  anatomy 
is  well  done,  and  it  is  well  to  commend  the  authors  for 
giving  the  detailed  attention  to  the  developmental  anatomy 
from  infancy  to  adulthood. 

Included  in  this  comprehensive  work  on  the  subject  is 
enough  history,  physics,  and  actual  mechanics  of  x-ray 
equipment  operation  to  make  it  practical.  The  principles  of 
image  production  with  its  geometry  and  steps  in  the  pro- 
duction of  a well  balanced  radiograph  are  portrayed  in 
terms  that  are  understandable.  This  edition  is  materially 
improved  by  the  addition  of  many  special  procedures. 

One  might  comment,  in  closing,  that  Dr.  Meschan’s  book 
is  good  for  beginners  and  contains  a lot  of  good  normal 
anatomy  and  physiology  for  us  older  ones  too.  I concluded 
that  it  was  time  I had  a complete  review  of  the  subject. 
Most  readers  will  find  as  I did  that  there  are  bits  of  in- 
formation which  they  did  not  know  quite  as  well  as  they 
thought  they  did. 

— Joe  C.  Rude,  M.D.,  Austin. 
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Clinical  Prosthetics  for 
Physicians  and  Therapists 

MILES  H.  Anderson,  Ed.D.,  Director,  Prosthetics  Education 
Project,  School  of  Medicine,  University  of  California,  Los 
Angeles;  CHARLES  O.  BECHTOL,  M.D.,  Professor  of  Surgery, 
School  of  Medicine,  University  of  California,  Los  Angeles;  and 
Raymond  E.  Sollars,  Associate  Director,  Prosthetics  Educa- 
tion Project,  School  of  Medicine,  University  of  California,  Los 
Angeles.  391  pages.  S 1 0 . 5 0 . Springfield,  111.,  Charles  C 
Thomas,  1959- 

The  information  in  this  book  is  the  result  of  many 
years  of  work  by  many  people.  Quoting  the  opening,  "Very 
little  research  has  been  done.  The  occasional  development 
of  a device  or  technique  usually  came  about  through  the 
efforts  of  an  amputee  to  solve  his  own  problem  or  the 
work  of  a prosthetist  in  meeting  the  needs  of  a specific 
case.” 

It  is  now  possible  through  the  organized  study  to  write 
a prescription  for  a prosthesis  which  will  specify  all  the 
important  factors.  The  materials  presented  are  used  as 
texts  for  courses  in  clinical  prosthesis  in  the  Prosthetics 
Education  Project,  School  of  Medicine,  University  of  Cal- 
ifornia, Los  Angeles.  The  project  is  largely  supported 
through  a grant  from  the  Office  of  Vocational  Rehabilita- 
tion, Department  of  Health,  Education  and  Welfare. 

Significant  Trends  in  Medical  Research 

Ciba  Foundation  Symposium,  335  pages.  S9.50.  Boston, 
Little,  Brown  and  Company,  1959- 

This  volume  on  medical  research  is  the  fiftieth  volume 
of  the  Ciba  Foundation  and  celebrates  the  tenth  anniversary 
of  its  opening.  The  subject  was  suggested  by  Professor  A. 
Von  Muralt  and  planned  by  Dr.  Wolstenholme.  Sir  Harold 
Himsworth  acted  as  chairman  of  the  symposium.  The  pro- 
gram speakers  were  invited  to  pick  the  developments  in 
the  past  10  years  which  they  believed  would  prove  most 
significant  in  the  next  10  years.  Professors  R.  F.  Loeb, 
Columbia  University;  L.  Pauling,  California  Institute  of 
Technology;  and  D.  W.  Richards,  Columbia  University; 
and  Director  J.  A.  Shannon,  National  Institute  of  Health, 
Bethesda,  Md.,  represented  the  United  States. 

This  should  prove  one  of  the  most  memorable  of  the 
foundation's  symposia. 

First  Aid — 

Diagnosis  and  Management 

WARREN  H.  Cole,  Professor  and  Head  of  the  Department 
of  Surgery,  University  of  Illinois  College  of  Medicine;  Sur- 
geon-in-Chief,  Research  and  Educational  Hospitals,  Chicago, 
and  Charles  B.  Puestow,  Clinical  Professor  of  Surgery, 
University  of  Illinois  College  of  Medicine  and  Graduate 
School;  Chief,  Surgical  Service,  Veterans  Administration  Hos- 
pital, Chicago.  406  pages.  $6.25.  New  York,  Appleton- 
Century-Crofts,  Inc.,  I960. 

This  revised  and  expanded  text  is  an  authoritative  guide 
to  the  emergency  care  of  all  types  of  injuries,  shock,  or 
medical  emergencies  resulting  from  accidents,  industrial 
hazards,  civilian  or  military  casualties  including  atomic 
blast,  burn,  and  radiation  types. 

Subjects  such  as  wounds,  burns,  hemorrhage,  shock, 
poisoning,  bandaging,  splinting,  transportation  of  the  in- 
jured and  physical  failure  are  covered  in  detail,  with  em- 
phasis on  what  not  to  do,  as  well  as  on  what  to  do. 

Since  the  first  edition,  one  additional  chapter,  "Injuries 
of  the  Hand,”  has  been  added.  Although  prepared  for 
physicians  and  students  of  the  sciences,  it  also  is  useful 
as  a training  guide  for  rescue  squad  workers,  civilian  de- 
fense trainees,  and  police  and  fire  department  catastrophic 
squads. 


X-Ray  Diagnosis  of  the  Alimentary  Tract 
In  Infants  and  Children 

Edward  B.  Singleton,  M.D.,  Director  of  Radiology,  Texas 
Children’s  and  St.  Luke's  Hospitals,  Houston;  Clinical  As- 
sistant Professor  of  Radiology,  Baylor  University  College  of 
Medicine;  Clinical  Associate  Radiologist,  University  of  Texas 
Postgraduate  School.  342  pages.  $11.  Chicago,  The  Yearbook 
Publishers,  Inc.,  1959. 

It  is  proper  and  fitting  that  this  book  should  be  dedi- 
cated to  the  author’s  father.  It  is  one  of  the  reviewers 
pleasant  experiences  to  have  had  the  privilege  of  absorbing 
some  clinical  training  from  a surgical  approach  as  an  in- 
structor in  radiology  at  the  medical  branch  from  the 
author’s  father. 

One  is  impressed  with  the  large  amount  of  reference 
material  listed  in  connection  with  each  subject,  for  it  is 
then  that  one  becomes  aware  of  the  extensive  study  of  the 
literature  that  went  into  the  preparaion  of  this  book. 

It  is  a pleasure  to  note  the  correlation  of  anatomy,  clin- 
ical information,  pathology  and  roentgen  findings  of  the 
various  conditions  discussed  so  that  collateral  reading  is 
unnecessary  unless  one  wishes  to  pursue  a point  in  great 
detail,  in  which  case  the  references  furnished  put  one  well 
on  the  way.  The  emphasis  on  the  radiologist  seeing  the 
patient  and  knowing  the  clinical  and  physical  findings  is 
very  well  put  and  important,  if  diagnosis  is  to  be  accurate 
and  furnish  the  greatest  possible  information  about  the  pa- 
tient’s lesion.  The  inclusion  of  embryology  in  the  discus- 
sion of  congenital  anomalies  of  the  gastrointestinal  tract 
is  very  helpful. 

Emphasis  on  the  recognition  of  the  normal  and  its 
variations  in  the  various  ages  of  children  examined  is  an 
important  base  line  to  establish  for  the  understanding  of 
the  abnormal.  This  orderly  manner  of  analysis  too  often  is 
neglected. 

The  entire  medical  profession  of  Texas  should  be  bene- 
fitted  by  such  worthwhile  publications  by  one  of  its  own 
members.  It  significes  the  acceptance  of  responsibility  and 
the  reaching  of  academic  maturity  when  such  a fine 
presentation  as  this  publication  is  produced. 

— Joe  C.  Rude,  M.D.,  Austin. 

Tabulating  Equipment  and 
Army  Medical  Statistics 

Brig.  Gen.  Albert  G.  Love,  USA  (Ret.);  Col.  Eugene 
L.  Hamilton,  MSC,  USAR,  Chief,  Medical  Statistics  Divi- 
sion, Office  of  the  Surgeon  General;  and  IDA  LEVIN  Hell- 
MAN,  M.Sc.,  The  Historical  Unit,  United  States  Army  Medi- 
cal Service.  189  pages.  Washington,  D.  C.,  Office  of  the 
Surgeon  General,  Department  of  the  Army,  1958. 

This  small  volume  tells  the  story  of  the  evolution  of 
the  Army  Statistics  Program  from  1818  to  1908.  It  details 
the  statistical  work  from  1917  to  the  present  time.  Before 
World  War  I,  an  efficient  method  of  hand  counting  had 
been  evolved;  after  this  time,  electric  sorting  and  tabulating 
was  available. 

This  monograph  is  one  of  the  few  reference  books 
available  in  the  study  of  statistics.  It  describes  how  to  set 
up  a system  of  records  with  a minimum  of  expense  and 
materials. 

Microbial  Variation 

V.  D.  TlMAKOV,  Editor,  Member  of  the  Academy  of  Medical 
Sciences  of  the  U.S.S.R.  197  pages.  New  York,  Pergamon 
Press,  1 95  9- 

A Traveler's  Guide  to  Good  Health 

Colter  Rule,  M.D.  266  pages.  $ 3-95 . Garden  City,  New 
York,  Doubleday  & Company,  Inc.,  I960. 
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Principles  of  Human  Pathology 

Edward  B.  Smith,  M.D.,  Professor  of  Pathology,  Parker  R. 
Beamer,  Ph.D.,  M.D.,  Professor  of  Pathology,  Frank 
Vellios,  M.D.,  Associate  Professor  of  Pathology,  and  Dale 
M.  SCHULZ,  M S.,  M.D.,  Associate  Professor  of  Pathology, 
Indiana  University  School  of  Medicine,  Indianapolis.  1,088 
pages.  $15.  New  York,  Oxford  University  Press,  1959. 

This  new  textbook  by  four  well  known  Indiana  Uni- 
versity pathologists  represents  a refreshing  new  venture 
into  pathology.  To  the  classic  anatomic  point  of  view,  they 
add  an  interesting,  stimulating  approach  to  pathology:  that 
of  the  living,  functioning  human  being.  Although  all  four 
authors  are  eminently  qualified  in  anatomic  pathology, 
Smith  is  outstanding  in  disorders  of  blood  and  blood  form- 
ing organs;  Beamer  is  an  authority  in  immunology,  bac- 
teriology and  related  fields;  Schulz  is  a highly  qualified 
medical  chemist;  and  Vellios  is  well  known  in  forensic 
and  surgical  pathology. 

Pathology  is  not  primarily  presented  as  a science  of  the 
morgue,  but  rather  as  a vital  correlation  of  basic  human 
pathology  with  clinical  medicine.  The  first  portions  of 
the  book  are  dedicated  to  the  more  traditional,  wider 
aspects  of  pathology,  especially  anatomic  pathology.  The 
bulk  of  the  book,  however,  is  dedicated  to  the  clinical 
pathological  approach,  stressing  biochemistry,  bacteriology, 
and  its  branches,  as  well  as  physiology.  The  book  is  excel- 
lently written  and  as  excellently  printed,  but  the  black 
and  white  photographs,  in  certain  instances,  leave  some- 
thing to  be  desired,  for  example,  the  inferior  photograph 
of  congenital  deformity  of  the  ear. 

The  ventures  into  the  clinical  pathologic  aspect  of  dis- 
ease are  excellent  innovations.  Some  of  the  sections  on 
bacterial  toxins,  metabolic  states,  and  even  forensic  path- 
ology are  welcome  additions  to  the  usual  dry-as-dust  text- 
book of  pathology.  The  work  is  completed  by  an  exhaus- 
tive index. 

— John  J.  Andujar,  M.D.,  Fort  Worth. 

Radiation  Biology  and  Cancer 

A collection  of  papers  presented  at  the  Twelfth  Annual  Sym- 
posium on  Fundamental  Cancer  Research,  1958.  485  pages. 
$8.50.  Austin,  The  University  of  Texas  Press,  1958. 

Papers  presented  are  concerned  primarily  with  funda- 
mental radiobiology  and  its  applications  and  relationship 
to  neoplasia.  Since  the  roentgen  ray  and  radioactivity  were 
discovered  at  a period  when  cancer  research  was  just  be- 
ginning, radiation  research  and  cancer  research  have  had 
parallel  development,  a fact  pointed  out  by  Dr.  R.  Lee 
Clark,  Jr.,  in  his  introduction. 

Anatomic  cellular  study  must  be  replaced  by  modern 
physiopathologic  studies.  Particular  attention  must  be  given 
to  secretory  capacity  and  responsiveness  to  inhibitory  and 
stimulating  substances,  thereby  allowing  simultaneous  in- 
vestigation of  diagnosis,  pathogenesis,  and  possible  therapy. 

Mammary  tumor  virus  apparently  acts  as  a carcinogen  in 
conjunction  with  estrogens.  Possibly  similar  viruses  will  be 
discovered,  but  it  seems  unlikely  that  most  neoplasms  in- 
duced by  radiation  are  attributable  to  the  activation  of  vir- 
uses, as  previously  thought.  Essentially  the  same  type  of 
tissue  injury  is  produced  by  ionizing  radiation,  irrespective 
of  the  source — external  or  internal.  Nearly  all  forms  of 
ionizing  radiation  have  qualitatively  similar  effects.  These 
effects  usually  become  apparent  only  after  a latent  period, 
which  varies  from  a few  minutes  to  many  years.  The  bio- 
logic effects  of  ionizing  radiations  are  attributed  to  absorp- 
tion of  energy  by  the  cells  and  the  tissues. 

In  another  paper,  experimental  evidence  is  offered  that 
the  principal  mutagenic  effect  of  ultraviolet  radiation  is 
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modification  of  the  nucleic  acid  precursors  present  in  the 
cell  during  irradiation. 

In  a paper  concerning  tissue  grafts,  it  was  found  pos- 
sible to  abrogate  the  resistance  in  animals  of  foreign  tissue 
grafts,  even  in  a heterologous  host,  by  use  of  conditioning 
with  roentgen  radiation  or  cortisone.  The  mechanism  which 
induces  this  abrogation  is  not  delineated  sharply  by  the 
means  employed.  Roentgen  radiation  and  cortisone  produce 
manifold  effects  on  the  host,  any  one  of  which  may  prevent 
satisfactory  grafting. 

In  discussion  of  the  effect  of  radiation  in  human  genetics 
by  Dr.  W.  J.  Schoal  of  the  Department  of  Human  Genetics, 
University  of  Michigan,  the  data  available  on  the  mutagenic 
effects  of  radiation  in  man  are  summarized.  There  is  a 
reasonably  good  relationship  between  the  variation  in  size 
ratio  of  the  offspring  to  the  amount  of  parental  exposure. 
The  many  attempts  to  calculate  the  genetic  damage  after 
the  increased  exposure  of  recent  years  and  the  problems 
involved  are  fully  discussed. 

— Francis  E.  O’Neill,  M.D.,  San  Antonio. 

Pediatric  Pathology 

Daniel  Stowens,  M.D.,  Pathologist,  Children’s  Hospital 
Society  of  Los  Angeles;  Associate  Professor  of  Pathology,  Uni- 
versity of  Southern  California;  Diplomate,  American  Boards  of 
Pediatrics  and  Pathology.  Formerly,  Registrar,  American  Regis- 
try of  Pediatric  Pathology,  Armed  Forces  Institute  of  Pathology, 
Washington  25,  D C.  648  pages.  $20.  Baltimore,  The  Wil- 
liams & Wilkins  Company,  1959- 

The  author  is  to  be  complimented  for  his  concept  of  a 
book  that  deals  exclusively  with  pathology  of  the  pediatric 
age  group.  His  delineation  of  the  differences  in  emphasis 
in  postmortem  examination  of  the  newborn  is  noteworthy. 
Throughout  the  book,  as  in  typhoid  fever  and  tuberculosis, 
an  attempt  is  made  to  give  pathologic  changes  peculiar  to 
childhood. 

It  is  unfortunate,  however,  that  several  entities  of  par- 
ticular interest  to  the  pediatrician,  (phenylketonuria, 
nephrosis,  hemophilia),  are  dismissed  in  cursory  fashion. 
The  author  indulges  in  many  long  clinical  descriptions, 
which  contain  inaccuracies  as  well  as  misleading  statements. 
For  example,  high  white  blood  cell  counts  are  said  to  be 
characteristic  of  histoplasmosis  (clinical  form  not  stated). 
Seemingly,  the  author  has  attempted  to  write  a text  cor- 
relating the  pathologic  with  the  clinical.  In  some  areas  he 
has  been  successful;  in  others  he  has  merely  listed  clinical 
findings  and  appended  the  pathological  picture,  without 
relating  the  two. 

It  is  difficult  to  justify  the  lack  of  gross  pathologic  re- 
productions or  diagrams,  especially  in  chapters  on  the  heart 
and  gastrointestinal  tract.  Reproductions  of  histologic  sec- 
tions are  excellent;  however,  absence  of  description  be- 
neath the  plates  impairs  their  reference  value  for  the  pedi- 
atrician. 

— Helen  H.  Woods,  M.D.,  Corpus  Christi. 

Breast  Cancer 

The  Second  Biennial  Louisiana  Cancer  Conference,  ALBERT 
SEGALOFF,  M.D.,  Editor,  Director  of  Endocrine  Research, 
Alton  Ochsner  Medical  Foundation;  Associate  Professor  of 
Clinical  Medicine,  Tulane  University  School  of  Medicine.  239 
pages.  $5.  St.  Louis,  The  C.  V.  Mosby  Company,  1958. 

This  complete  study  of  breast  cancer  is  composed  of  the 
experiences  and  discussions  of  distinguished  representatives 
of  pathology,  surgery,  internal  medicine,  endocrinology,  radi- 
ology, epidemiology,  biochemistry,  zoology,  virology,  and 
psychiatry. 

Breast  cancer  can  kill  rapidly  or  progress  slowly.  The 
mortality  rate  is  10  times  higher  in  England,  Wales,  and 
Denmark  than  in  Japan.  Rates  for  women  in  a number 
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of  countries  show  a steady  increase.  The  disease  apparently 
is  least  frequent  in  women  who  have  borne  and  nursed 
children;  the  influence  of  trauma  cannot  be  assessed  at 
present. 

Mammary  carcinoma  has  a biologic  variability  from  50 
per  cent  of  cases  with  small  primary  foci  and  distant  spread 
to  20  per  cent  of  large  local  extent  without  extramammary 
extension. 

Breast  cancer  may  show  a wide  range  of  histologic  pat- 
terns in  the  same  breast.  The  main  value  of  cytologic  study 
of  breast  secretions  is  to  assist  in  diagnosis  and  management 
of  benign  conditions.  The  bleeding  nipple  is  rarely  a sign 
of  breast  cancer. 

Present  ideas  on  therapy  are  in  a state  of  flux.  The  three 
major  techniques  proposed  are  the  Holstead  radical  mast- 
ectomy; the  McWhirter  simple  mastectomy  followed  by 
irradiation;  and  extension  of  the  scope  of  radical  mastec- 
tomy. 

Criteria  of  operability  in  breast  cancer  are  discussed.  Ap- 
parently the  most  dreaded  complication  to  be  avoided  is 
carcinomatosis  of  the  chest  wall. 

Some  surgeons  favor  resection  of  the  internal  mammary 
chain  because  they  believe  it  offers  greater  salvage  rates. 
Others  are  of  the  opinion  that  by  the  time  cancer  reaches 
these  sites,  it  has  spread  to  other  areas  beyond  removal. 

Radiation  apparently  is  reserved  by  some  surgeons  for 
treatment  of  cases  considered  inoperable  with  radical  mast- 
ectomy. Initial  node  biopsies  determine  whether  radical 
removal  is  feasible. 

With  proper  hormonal  management,  some  patients  with 
distal  spread  live  many  years. 

This  book  is  valuable  reading  for  the  physician  who  has 
to  treat  breast  cancer.  Although  the  reader  may  be  over- 
whelmed by  the  varied  theories  of  definitive  therapy,  the 
collection  offers  years  of  experience  and  careful  analysis 
of  all  facets  of  a difficult  problem. 

— Ray  Cruse,  M.D.,  Hearne. 

Soil  Gross  and  Cancer 

ANDRE  VOISIN,  Membre  de  l’Academie  d’Agriculture  de 
France  Charge  d’Enseignement  a l’Ecole  Nationale,  Veterinaire 
d’Alfort  (Paris).  267  pages.  $15.  New  York,  Philosophical 
Library  Inc.,  1959- 

The  text  of  this  work,  rewritten  and  enlarged,  is  based 
on  the  author’s  lectures  and  conferences  at  l’ficole  Nationale 
Veterinaire  d’Alfort,  Paris,  and  for  Veterinary  Societies  in 
France  and  abroad. 

In  the  foreword,  Allan  Fraser,  University  of  Aberdeen, 
confesses  that  he  finds  the  book  intensely  interesting.  "If, 
as  Voisin  suggests,  the  control  and  prevention  of  cancer 
lies  in  a better  understanding  of  human  nutrition  it  would 
be  a notable  advance.”  He  finds  the  hypothesis  a little  too 
simple.  Much  of  the  most  recent  information  on  soil  and 
human  nutrition  has  been  compiled,  and  those  interested 
can  form  their  own  conclusions. 

From  Fish  to  Philosopher 

HOMER  W.  Smith.  291  pages.  Summit,  N.  J.,  Ciba  Pharma- 
ceutical Products,  Inc.,  1959 

Nine  Months'  Reading 

Robert  E.  Hall,  M.D.,  186  pages.  $2.95.  Garden  City, 
New  York,  Doubleday  & Company,  Inc.,  1960. 

Breakdown 

Robert  Dahl.  288  pages.  $3-95.  Indianapolis,  The  Bobbs- 
Merrill  Company,  Inc.,  1959. 


The  Teen-age  Years 

Arnold  Roth,  M.D.,  284  pages.  $3.95.  Garden  City,  N.  Y., 
Doubleday  & Company,  Inc.,  I960. 

The  Life  Extension  Foundation 
Guide  to  Better  Health 

Harry  J.  Johnson,  M.D.,  President,  The  Life  Extension 
Foundation.  211  pages.  $4.95.  Englewood  Cliffs,  N.  J., 
Prentice-Hall,  Inc.,  1959. 


Hospital  Construction  at  Peak 
But  Beds  Increasing  with  Population 

Although  hospital  construction  is  at  an  alltime 
peak,  the  number  of  hospital  beds  in  the  United 
States  is  not  increasing  much  faster  than  the  nation’s 
population,  the  Health  Insurance  Institute  reports. 
From  the  beginning  of  1948  to  the  beginning  of 
1959,  civilian  hospital  beds  increased  by  30  per  cent 
while  the  population  climbed  20  per  cent,  Institute 
figures  show. 

Greatest  growth  from  1948  to  1959  was  in  the 
number  of  general  and  chronic  hospital  beds,  those 
in  general  hospitals  increasing  39  per  cent  while 
chronic  hospital  beds  went  up  by  42  per  cent. 

Mental  hospital  beds  rose  25  per  cent.  However, 
the  number  of  tuberculosis  beds  increased  less  than 
1 per  cent,  and  actually  declined  from  a peak  of 
more  than  101,000  in  1954.  New  York  had  the 
most  beds  in  each  of  the  four  hospital  categories, 
and  more  mental  hospital  beds  than  general  hospital 
beds  (as  did  seven  other  states  and  the  District  of 
Columbia). 

The  number  of  persons  entering  all  hospitals  has 
risen  steadily,  the  report  showed. 


Foreign  Doctors  in  U.  S.  Increase 

The  number  of  foreign  physicians  training  in 
United  States  hospitals  has  almost  doubled  since 
1954,  reports  the  Institute  of  International  Educa- 
tion in  a recent  survey. 

This  year  (1959-1960),  according  to  the  institute, 
hospitals  reported  9,457  foreign  physicians  in  train- 
ing, an  increase  of  13  per  cent  over  the  previous 
year.  Part  of  this  rise,  however,  resulted  from  9-3 
per  cent  increase  in  the  number  of  hospitals  reporting 
to  the  survey. 

Physicians  from  the  Far  East  again  led  the  foreign 
medical  delegation  this  year  with  38.5  per  cent  of 
the  total  number,  followed  by  19.4  per  cent  from 
Latin  America,  18.1  per  cent  from  the  Near  and 
Middle  East,  and  16.3  per  cent  from  Europe.  The 
Philippines,  with  2,319,  was  again  the  largest  single 
source  of  foreign  men  and  women  studying  medicine 
here. 
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DR.  THOMAS  F.  BRYAN 

Dr.  Thomas  Ford  Bryan,  Dublin,  Texas  Medical 
Association’s  General  Practitioner  of  the  Year  in 
1957,  died  September  18,  I960,  in  a Stephenville 
Hospital  following  a brief  illness. 

He  had  broken  his  hip  in  a fall  at  his  home  on 
September  9,  and  was  stricken  with  pneumonia  and 
other  complications. 

Born  on  a farm  near  Whitney  on  September  11, 
1874,  Dr.  Bryan  was  the  son  of  Nicholas  Bryan  and 
Elizabeth  (Ford)  Bryan.  He  attended  Iredell  schools, 
college  at  Walnut  Springs,  and  Baylor  University  at 
Waco.  He  was  graduated  from  the  University  of 
Texas  Medical  Branch  at  Galveston  on  May  12,  1900, 
and  he  served  his  internship  at  St.  Mary’s  Infirmary 
at  Galveston  in  1900.  In  later  years,  he  undertook 
postgraduate  work  in  Chicago,  New  Orleans,  and 
New  York. 

Miss  Ora  May  Lane,  whom  he  married  in  June, 
1903,  died  in  June,  1913.  He  married  Miss  Anise 
Harber  of  Dublin  on  December  16,  1930. 

From  1901  until  1907,  he  practiced  in  Iredell,  and 
from  1907  until  his  death,  he  practiced  in  Dublin. 
In  1898  and  1899,  he  served  in  the  medical  corps 
as  a private  in  the  Spanish  American  War  in  Puerto 
Rico;  and  in  1918  and  1919  during  World  War  I, 
he  served  as  a captain  in  the  medical  corps. 

Dr.  Bryan  was  a member  of  the  American  Medical 
Association,  the  Texas  Medical  Association,  and  the 
Erath  - Hood  - Somervell  Counties  Medical  Society, 
which  had  nominated  him  for  the  General  Practi- 
tioner of  the  Year  Award.  The  county  society  now 
has  established  in  his  name  a permanent  scholarship 
for  boys  from  Dublin  at  John  Tarleton  College, 
Stephenville.  He  also  belonged  to  the  American 
Academy  of  General  Practice,  the  Texas  Academy  of 
General  Practice,  and  the  Southern  Medical  Associa- 
tion. He  was  a member  of  the  First  Baptist  Church, 
rhe  Masons  and  Shriners,  and  the  Rotary  Club  and 
Development  Club  of  Dublin.  He  had  been  president 
and  secretary  of  his  county  medical  society,  and  presi- 
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dent  of  the  Development  Club.  In  addition,  he  was 
local  surgeon  for  the  Missouri-Kansas-Texas  and 
Santa  Fe  Railroads. 

During  his  internship  in  Galveston,  the  tragic 
hurricane  of  1900  struck  the  city,  and  Dr.  Bryan  was 
among  those  marooned  in  St.  Mary’s  Infirmary  on  the 
island.  During  this  time,  a single  story  annex  of  the 
hospital  was  washed  away  by  the  flood,  although 
through  the  efforts  of  attendants  on  duty,  only  about 
six  lives  were  lost. 

When  Dr.  Bryan  first  began  practicing,  it  was  via 
the  horse  and  buggy  method,  but  he  bought  his  first 
automobile  in  1913 — which  proved  many  times  to 
be  ineffective  because  of  mud  roads.  He  then  would 
walk  to  the  nearest  farm  house  to  ask  a farmer  to 
hitch  up  a team  and  pull  his  automobile  out  of  the 
mud. 

In  1907,  Dr.  Bryan  established  his  practice  at  Dub- 
lin with  Dr.  J.  R.  Sessums  who  died  September  15, 
I960,  at  San  Angelo.  The  partnership  lasted  for  21 
years — until  1928. 

Dr.  Bryan  was  one  of  the  leaders  and  organizers 
of  the  Dublin  Hospital,  said  to  be  one  of  the  most 
modern  in  his  area. 

He  was  preceded  in  death  by  his  parents  and  a 
sister,  Mrs.  May  Warner;  two  brothers,  Dr.  Frank 
Bryan,  a dentist,  and  Edd  Bryan,  a Texas  artist. 

He  is  survived  by  his  wife  and  two  sisters,  Mrs. 
C.  C.  Anderson  of  Dallas  and  Mrs.  R.  L.  Roberts  of 
Wichita  Falls,  several  nieces  and  nephews. 

DR.  E.  H.  MAREK 

Dr.  Emil  Henry  Marek,  Yoakum,  died  September 
13,  I960,  in  a San  Antonio  hospital.  He  had  been  in 
a coma  resulting  from  a series  of  strokes  5 days 
before  his  death. 

Dr.  Marek  was  born  in  Brenham  on  January  14, 
1888,  the  son  of  Joseph  J.  Marek  and  Amelia 
(Krahl)  Marek.  In  1908,  he  was  graduated  with  a 
degree  in  pharmacy  from  the  University  of  Texas 
at  Austin,  and  in  1915,  he  was  graduated  from  the 
University  of  Texas  Medical  Branch  at  Galveston. 
He  interned  at  Philadelphia  General  Hospital  in 
Philadelphia  and  served  briefly  at  the  United  States 
Marine  Hospital  in  Galveston  and  with  the  United 
States  Public  Health  Service  in  New  Orleans. 

For  a short  time  he  practiced  in  Brenham,  moving 
then  to  Yoakum,  where  he  served  as  city  health  offi- 
cer for  29  years.  He  also  was  the  physician  for  the 
Southern  Pacific  Railroad  at  Yoakum. 

A member  of  the  American  Medical  Association, 
the  Texas  Medical  Association,  the  Southern  Medical 
Association,  and  the  Lavaca  County  Medical  Society, 
Dr.  Marek  had  served  as  vice  president  of  the  Texas 
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Association  of  Obstetricians  and  Gynecologists.  He 
also  belonged  to  Phi  Beta  Pi  medical  fraternity,  the 
Masons  and  Shrine,  the  Hermann  Sons,  the  Alumni 
Association  of  the  University  of  Texas,  and  the  Inter- 
County  Clinical  Society.  He  was  a life  member  of 
the  P-TA  Congress,  a charter  member  of  the  Yoakum 
Rotary  Club,  and  a director  of  the  Yoakum  Chamber 
of  Commerce.  He  was  a lifetime  member  of  the 
Lutheran  Church. 

Survivors  include  his  wife,  Mrs.  Lucille  Robison 
Marek  of  Yoakum;  two  sisters,  Mrs.  Frank  Malina 
and  Mrs.  Henry  Emshoff,  both  of  Brenham,  and 
several  nieces  and  nephews. 


DR.  CLINTON  E.  ADAMS 

Dr.  Clinton  Earl  Adams,  Abilene,  died  September 
24,  I960,  in  Abilene. 

Born  August  19,  1892,  in  Red  Rock,  Dr.  Adams 
was  the  son  of  Edward  and  Nola  (Lentz)  Adams. 
He  was  educated  in  the  Abilene  public  schools,  be- 
fore attending  Hardin-Simmons  University  in  Abi- 
lene. He  was  graduated  from  Baylor  University  Col- 
lege of  Medicine  in  May,  1926,  at  that  time  located 
in  Dallas,  and  he  interned  at  the  Baylor  Hospital  in 
Dallas.  He  did  postgraduate  work  at  the  Mayo  Clinic 
in  Rochester,  Minn.;  Tulane  University  in  New  Or- 
leans; and  Cook  County  Hospital,  Chicago.  He  be- 
came a fellow  of  the  American  College  of  Surgery 
in  1937.  He  did  research  work  in  cancer  and  pre- 
sented many  papers  before  state  medical  groups. 

Dr.  Adams  served  as  a private  in  World  War  I 
and  entered  the  service  in  1941,  serving  until  1945. 
He  retired  as  a colonel.  He  was  post  surgeon  for 
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Veterans  of  Foreign  Wars,  Post.  No.  2012,  at  the 
time  of  his  death.  He  began  his  practice  in  Abilene 
in  1926,  specializing  in  gynecology  and  surgery. 

Dr.  Adams  was  a member  of  the  Texas  Medical 
Association,  the  American  Medical  Association; 
Taylor-Jones  Counties  Medical  Society,  which  he 
served  as  president  two  terms;  Hendrick  Memorial 
Hospital  staff,  serving  as  past  president  of  the  staff; 
and  the  Executive  Committee  of  the  St.  Ann  Hospital 
Staff.  He  also  served  as  a member  of  the  Executive 
Committee  of  the  Texas  Division  of  the  American 
Cancer  Society,  and  as  executive  director  of  the 
Taylor-Jones  Counties  Tumor  Clinic.  He  assisted  in 
the  organization  of  the  Texas  Association  of  Blood 
Banks,  serving  as  chairman  of  the  first  clearing  house 
committee  of  the  blood  banks. 

Serving  as  city  commissioner,  Dr.  Adams  was 
mayor  pro  tern  in  1948.  He  helped  pioneer  the 
commission-manager  government  in  Abilene.  He 
also  was  a member  of  the  Chamber  of  Commerce 
Board  of  Directors;  Lion’s  Club,  serving  as  president 
for  two  years;  and  Abilene  Country  Club.  He  was 
past  president  of  the  Chisholm  Trail  Council  of  Boy 
Scouts  of  America  and  was  recognized  in  1940  when 
he  was  awarded  the  Silver  Beaver  Award  for  service 
to  the  scouts.  A member  of  the  Baptist  Church,  Dr. 
Adams  was  with  the  Royal  Arch  Commandery,  a 
Mason,  and  a Shriner.  His  hobbies  were  golf  and 
music. 

Dr.  Adams  and  Miss  Ruby  Davis  were  married 
July  14,  1927,  in  Dallas;  she  died  August  1,  1949. 
Survivors  include  two  daughters,  Nita  Frances  Adams 
of  Abilene  and  Mrs.  B.  B.  Wilson  of  El  Paso;  a sister, 
Mrs.  Ralph  Fuller  of  Abilene;  and  two  brothers, 
Rudolph  Adams  of  Pecos  and  Rev.  Eugene  Adams 
of  San  Juan,  Puerto  Rico. 
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DR.  JAMES  H.  MARSHALL 

Dr.  James  Humphrey  Marshall,  Dallas,  died  Au- 
gust 30,  I960,  one  day  earlier  than  his  eightieth 
birthday.  He  was  born  August  31,  1880,  in  Kansas 
City,  Mo. 

He  had  attended  elementary  school  in  Springfield, 
Mo.;  Odessa  College  in  Odessa,  Mo.;  and  William 
Jewell  College  in  Liberty,  Mo.  He  was  graduated  in 
1906  from  the  Fort  Worth  School  of  Medicine, 
which  later  was  merged  with  Baylor  University  Col- 
lege of  Medicine,  now  in  Houston.  He  did  postgrad- 
uate work  in  Chicago  and  New  York, 

He  interned  at  the  Pine  Street  Sanitarium  in 
Texarkana  in  1906  and  1907.  From  1907  until  1912, 
Dr.  Marshall  practiced  in  Comanche  and  from  1912 
until  1957,  he  practiced  in  Dallas.  First  a general 
practitioner,  he  specialized  in  traumatic  and  general 
surgery  after  1935. 

In  1958,  he  was  elected  an  honorary  member  of 
Texas  Medical  Association,  and  he  held  honorary 
membership  in  the  Dallas  County  Medical  Society. 
In  addition,  he  was  a member  of  the  American 
Medical  Association,  the  Southern  Medical  Associa- 
tion, and  the  American  College  of  Surgeons. 

He  was  affiliated  with  Highland  Park  Presbyterian 
Church  in  Dallas. 

Before  entering  the  practice  of  medicine,  he  taught 
school  in  Oklahoma  for  two  years. 

On  November  4,  1908,  Dr.  Marshall  married  the 
former  *Miss  Eunie  Slack  of  Comanche,  and  the  cou- 
ple had  two  children,  James  Humphrey  Marshall,  Jr., 
and  John  Robert  Marshall,  who  was  killed  in  1944 


during  World  War  II  in  the  raid  over  the  Polestia 
oil  field  in  Romania. 

Survivors  include  his  wife;  a son,  James  Humphrey 
Marshall,  Jr.;  a brother,  J.  E.  Marshall,  Jr.  of  Dallas, 
and  two  grandsons,  John  Mitchell  Marshall  and 
James  Humphrey  Marshall  III. 


DR.  JOSEPH  H.  McGUIRE 

Dr.  Joseph  Hoshal  McGuire,  a Dallas  orthopedic 
surgeon,  died  June  10,  I960,  in  a Dallas  hospital. 

He  was  born  August  19,  1889,  in  Eureka,  111.,  the 
son  of  Joseph  McGuire  and  Ada  (Hoshal)  McGuire. 
He  attended  Eureka  High  School  in  Illinois  and  Eu- 
reka College,  from  which  he  received  his  bachelor 
of  arts  degree  in  1911.  His  medical  degree  was 
awarded  by  Harvard  Medical  School  at  Boston  in 
1915.  At  Harvard,  he  was  a member  of  the  Oliver 
Wendell  Holmes  Medical  Society. 

Dr.  McGuire  was  a resident  physician  at  Boston 
City  Hospital  and  Children’s  Hospital  at  Boston.  He 
served  surgical  internship  at  Episcopal  Hospital  in 
Philadelphia  and  was  the  first  resident  surgeon  at 
Baylor  Hospital  in  Dallas. 

He  began  his  practice  in  Dallas  in  1920,  where  he 
served  until  his  death. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  Texas  Medical  Association,  the  South- 
ern Medical  Association,  the  Dallas  County  Medical 
Society,  the  American  Academy  of  Orthopaedic  Sur- 
geons, the  Texas  Surgical  Society,  and  he  was  a fellow 
of  the  American  College  of  Surgeons.  In  addition 
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he  was  an  associate  professor  of  orthopedic  surgery 
at  The  University  of  Texas  Southwestern  Medical 
School  at  Dallas. 

Dr.  McGuire  was  also  a member  of  the  Central 
Christian  Church  and  of  the  Masons. 

During  World  War  I,  he  served  in  the  Medical 
Corps  in  England  and  France.  He  held  the  rank  of 
captain. 

Dr.  McGuire’s  only  survivor  is  his  wife,  Mrs. 
Doris  Nelson  McGuire  of  Dallas. 


DR.  GEORGE  D.  BRUCE 

Dr.  George  Draper  Bruce,  a Baytown  urologist, 
died  August  25,  I960,  in  San  Jacinto  Memorial 
Hospital  in  Baytown. 

Dr.  Bruce  was  born  May  30,  1908,  in  Webster. 
In  1925,  he  was  graduated  from  Freeport  High 
School,  and  he  later  attended  Rice  Institute,  Houston, 
and  the  University  of  Texas  at  Austin.  In  May,  1933, 
he  was  awarded  the  medical  degree  by  the  University 
of  Texas  Medical  Branch  in  Galveston. 

Dr.  Bruce  interned  at  St.  Mary’s  Infirmary  in 
Galveston  in  1933  and  1934,  at  Turner  Urological 
Institute  at  Houston  in  1935  and  1936.  He  served 
as  a battalion  medical  officer  in  the  Sixteenth  Bat- 
talion of  the  Texas  State  Guard.  In  1936,  he  estab- 
lished practice  in  Baytown.  During  his  internship, 
he  had  also  served  as  contract  physician  in  the  United 
States  Army  at  Santa  Anna. 

A member  of  the  American  Medical  Association 
and  the  Texas  Medical  Association,  of  which  he  was 
an  alternate  delegate,  Dr.  Bruce  was  a member  of 


DR.  GEORGE  D.  BRUCE 


the  Harris  County  Medical  Society,  and  was  current 
president  of  the  East  Harris  County  Branch  of  Har- 
ris County  Medical  Society.  He  also  was  on  the 
board  of  directors  of  the  Harris  County  Cancer  So- 
ciety, and  he  was  a member  of  the  State  Board  of 
Rural  Health.  He  was  a former  chief  of  staff  of  San 
Jacinto  Memorial  Hospital,  and  a member  of  the 
board  of  Harris  County  Blood  Bank. 

Survivors  include  his  wife,  Mrs.  Gloria  Woodward 
Bruce;  one  daughter,  Mrs.  Cameron  Gates  of  Bay- 
town;  one  son,  Barton  Woodward  Bruce  of  Baytown; 
and  his  parents,  Mr.  and  Mrs.  Lester  H.  Bruce  of 
Freeport. 


DR.  DAVID  A.  TODD 

Dr.  David  A.  Todd,  San  Antonio,  died  September 
3,  I960,  at  Rochester,  Minn.,  following  abdominal 
surgery  for  regional  enteritis  and  chronic  pancreatitis. 

Born  July  24,  1903,  at  Austin,  Dr.  Todd  was  the 
son  of  J.  D.  Todd  and  Minnie  Lucy  (Renick)  Todd. 
He  received  his  preliminary  education  in  Corpus 
Christi  and  his  bachelor  of  arts  degree  from  the  Uni- 
versity of  Texas  at  Austin  in  June,  1925.  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston 
awarded  his  medical  degree  in  June,  1930.  He  was 
a volunteer  fellow  at  the  Mayo  Clinic  at  Rochester 
in  1930  and  1931. 

From  1931  until  1937,  Dr.  Todd  served  as  path- 
ologist to  the  Robert  B.  Green  Memorial  Hospital 
in  San  Antonio.  In  March,  1943,  he  entered  the 
United  States  Army  Medical  Corps,  serving  as  chief 
of  laboratory  service  and  chief  of  pathology  to  the 
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Fifty-Sixth  General  Hospital,  and  as  laboratory  con- 
sultant to  the  Eight  Hundred  Eighteenth  General 
Hospital  Center  at  Liege,  Belgium. 

He  resumed  his  practice  of  pathology  in  1945. 

He  had  served  as  consultant  in  pathology  to  the 
M.  D.  Anderson  Hospital  and  Tumor  Clinic  in  Hous- 
ton, and  as  associate  professor  of  pathology  at  the 
University  of  Texas  Postgraduate  School  of  Medicine, 
San  Antonio  Division. 

Dr.  Todd  was  president  of  the  International  Medi- 
cal Assembly  of  Southwest  Texas  in  1942,  and  he 
was  president  of  the  Texas  Society  of  Pathologists 
in  1946.  At  the  time  of  his  death,  he  was  serving  as 
president  of  the  Texas  Division  of  the  American 
Cancer  Society.  Dr.  Todd  was  a member  of  the  Amer- 
ican Society  of  Clinical  Pathologists  and  the  Texas 
Society  of  Pathologists. 

He  was  a member  of  the  Texas  Medical  Associa- 
tion, the  American  Medical  Association,  the  Bexar 
County  Medical  Society,  the  Southern  Medical  As- 
sociation, the  Nix  Tumor  Clinic,  the  Inter-Society 
Cytology  Council,  the  Pan-American  Cancer  Cytol- 
ogy Society,  and  the  Association  of  Military  Surgeons. 

In  addition,  he  belonged  to  the  Rotary  Interna- 
tional, the  San  Antonio  Country  Club,  and  the  San 
Antonio  Club  of  Texas. 

Dr.  Todd  was  married  on  November  5,  1931,  to 
Miss  Helen  Beissner  at  Galveston. 

Survivors  include  his  wife  and  two  daughters,  Mrs. 
Lawrence  Frase  of  Atlanta,  Ga.,  and  Miss  Jean  Todd 
of  San  Antonio;  one  granddaughter,  Laura  Frase; 
two  brothers,  Judge  J.  D.  Todd  of  Corpus  Christi, 
and  Lt.  Col.  J.  R.  Todd  of  Laurel,  Md.;  and  two 
sisters,  Mrs.  Parker  Fitzhugh  and  Mrs.  Marjorie  Todd 
Chiles,  both  of  Houston. 


DR.  FRANK  J.  HAMS 

Dr.  Frank  John  Iiams,  Houston  physician,  died 
September  11,  I960,  following  a long  illness. 

He  was  born  November  29,  1 893,  at  Galveston,  a 
descendant  of  two  of  Stephen  F.  Austin’s  original 
300  colonists. 

Dr.  Iiams’  preliminary  education  was  at  the  Hous- 
ton Academy.  He  later  received  the  bachelor  of  arts 
degree  from  Austin  College  at  Sherman,  and  the 
medical  degree  from  the  University  of  Texas  Medical 
Branch  at  Galveston. 

He  interned  at  the  San  Francisco  City  and  County 
Hospital,  the  New  York  Lying-in  Hospital,  and  the 
Jamaica  City  Hospital. 

A member  of  the  American  Medical  Association 
and  an  honorary  member  of  the  Texas  Medical 
Association  and  the  Harris  County  Medical  Society, 


Dr.  Iiams  specialized  in  obstetrics  and  gynecology. 
He  once  served  as  secretary  to  the  Texas  Medical 
Association  Section  on  Obstetrics  and  Gynecology. 

He  belonged  to  the  Second  Presbyterian  Church  of 
Houston. 

Survivors  include  his  wife,  Mrs.  Ruth  Barron 
Iiams;  a daughter,  Miss  Mary  Elizabeth  Iiams;  and 
a son,  Barron  Iiams. 


DR.  J.  F.  ROWE 


DR.  J.  F.  ROWE 


Dr.  John  Forsythe  Rowe,  Dallas,  died  September 
16,  I960,  at  his  home  in  Dallas. 

He  was  born  August  18,  1893,  at  Hillsboro.  He 
was  graduated  from  Waco  High  School  and  from 
Baylor  University  at  Waco,  and  was  awarded  the 
medical  degree  by  Vanderbilt  University  School  of 
Medicine  at  Nashville  in  1917.  After  interning  at 
Episcopal  Hospital  in  Philadelphia,  he  established 
private  practice  in  Waco  in  1919,  and  in  1922  he 
entered  the  service  of  the  Veterans  Administration, 
from  which  he  retired  in  1954,  after  32  years’  service. 
He  had  been  regional  director  of  the  VA  at  Waco 
and  city  health  officer. 

He  was  an  honorary  member  of  the  Dallas  County 
Medical  Society,  and  the  Texas  Medical  Association, 
and  a member  of  the  American  Medical  Association. 
He  also  was  a thirty-second  degree  Mason  and  a 
member  of  Cliff  Temple  Baptist  Church  at  Dallas. 

Survivors  include  his  wife  of  Dallas,  his  son,  Sy 
Matt  Rowe,  Dallas,  and  two  grandchildren. 
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^ Coming  Meetings 


Texas  Medical  Association,  Austin,  Jan.  28,  1961;  Galveston,  April 
23-25,  1961.  Dr.  May  Owen,  Fort  Worth,  Pres.;  Mr.  C.  Lincoln 
Williston,  1801  North  Lamar  Blvd.,  Austin,  Exec.  Secy. 

American  Medical  Association,  Washington,  D.  C.,  Nov.  28-Dec.  1, 
I960.  Dr.  E.  Vincent  Askey,  Los  Angeles,  Pres.;  Dr.  F.  J.  L.  Bias* 
ingame,  535  North  Dearborn,  Chicago  10,  Exec.  Vice-Pres. 


Current  Meetings 


December 

American  Academy  of  Dermatology  and  Syphilology.  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
Radiological  Society  of  North  America,  Cincinnati,  Ohio,  Dec.  4-9, 
I960.  Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S. 
Childs,  713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga.,  Secy. 

Texas  Academy  of  Internal  Medicine,  Dallas,  December,  I960.  Dr. 
Robert  Mitchell,  Plainview,  Pres.;  Dr.  Sam  Arnett,  2609  19th  St., 
Lubbock,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9,  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston. 
Dallas,  Secy. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  1-3, 
I960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Carolyn  H.  Mil- 
lard, 1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  Antonio, 
Dec.  2-3,  I960.  Dr.  Lyle  J.  Logue,  Houston,  Pres.;  Dr.  Oliver 
Suehs,  14  Medical  Arts  Square,  Austin,  Secy. 

Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 


National  and  Regional 

American  Academy  of  Allergy,  Washington,  D.  C.,  Feb.  6-8,  1961. 
Dr.  Bram  Rose,  Montreal,  Canada,  Pres.;  Dr.  Joseph  Noah,  100 
N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

American  Academy  of  General  Practice,  Miami,  April  17-20,  1961. 
Dr.  John  G.  Walsh,  Sacramento,  Calif.,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Association  of  Obstetricians  and  Gynecologists.  Dr.  Robert 
A.  Ross,  Chapel  Hill,  N.  C.,  Pres.;  Dr.  Clyde  L.  Randall,  216 
Summer  St.,  Buffalo  22,  Secy. 

American  Academy  of  Pediatrics,  Washington,  D C.,  April  10-12, 
1961.  Dr.  George  M.  Wheatly,  New  York,  N.Y.,  Pres.;  Dr. 
E.  H.  Christopherson,  1801  Hinman  Ave..  Evanston,  111.,  Execu- 
tive Director. 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Dr.  Dohr- 
man  K.  Pischel,  940  Post  St.,  San  Francisco,  Pres.;  Dr.  W.  L. 
Benedict,  15  Second  St.  S.W.,  Rochester  Minn.,  Secy. 

American  Association  for  Maternal  and  Infanc  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave.. 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery,  Philadelphia,  April 
24-26,  1961.  Dr.  John  H.  Gibbon,  Jr.,  Philadelphia,  Pres.;  Dr. 
Hiram  T.  Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 
American  Association  of  Genito-Urinary  Surgeons.  Dr.  Reed  M. 
Nesbitt,  Ann  Arbor,  Mich.,  Pres.;  Dr.  W.  J.  Engel,  2020  E. 
93rd  St.,  Cleveland  6,  Secy. 

American  Association  of  Plastic  Surgeons,  May  17,  1961.  Dr.  Herbert 
Conway,  New  York  City,  Pres.;  Dr.  Thomas  D.  Cronin,  6615 
Travis  St.,  Houston  25,  Secy. 

American  Cancer  Society.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Mr. 

Granville  Whittlesey,  521  West  57th  St.,  New  York  19,  Secy. 
American  College  of  Allergists,  Dallas,  March  12-17,  1961.  Dr. 
Giles  A.  Koelsche,  Rochester,  Minn.,  Pres.;  Mr.  Eloi  Bauers,  2160 
Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians,  New  York  City,  June  22-26, 
1961.  Dr.  M.  Jay  Flipse,  550  Brickell,  Miami,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 
American  College  of  Gastroenterology.  Dr.  Joseph  Shaiken,  Mil- 
waukee, Pres.;  Mr.  Daniel  Weiss,  33  West  60th,  New  York  23, 
Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists.  Dr.  John  I. 
Brewer,  Chicago,  Pres.;  Mr.  Donald  F.  Richardson,  P.  O.  Box 
749,  Chicago  90,  Executive  Secy. 


American  College  of  Physicians,  Miami  Beach,  May  8-12,  1961.  Dr. 
Chester  S.  Keefer,  Boston,  Pres.;  Dr.  E.  C.  Rosenow,  Jr.,  4200 
Pine  St.,  Philadelphia  4,  Executive  Director. 

American  College  of  Radiology.  Dr.  Earl  E.  Barth,  Chicago,  Pres.; 
Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive 
Director. 

American  Congress  of  Physical  Medicine  and  Rehabilitation.  Dr.  F.  J. 
Kottke,  Minneapolis,  Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan 
Ave.,  Chicago  2,  Executive  Secy. 

American  College  of  Surgeons.  Dr.  Owen  H.  Wangensteen,  Minne- 
apolis, Pres.;  Dr.  William  E.  Adams,  950  E.  59th  St.,  Chicago, 
Secy. 

American  Dermatological  Association.  Dr.  Marion  B.  Sulzberger,  New 
York,  Pres.;  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32, 
Secy. 

American  Gastroenterological  Association,  Chicago,  May  25-27,  1961. 
Dr.  Hugh  Butt,  Rochester,  Minn.,  Pres.;  Dr.  Wade  Volwiler,  Dept, 
of  Medicine,  University  of  Washington,  Seattle  5,  Secy. 

American  Gynecological  Society.  Dr.  Karl  H.  Martzloff,  Portland, 
Pres.;  Dr.  A.  A.  Marchetti,  3800  Reservoir  Rd.  N.W.,  Washing- 
ton 7,  D.C.,  Secy. 

American  Heart  Association.  Dr.  A.  Carlton  Ernstene,  Cleveland, 
Pres.;  Mr.  William  F.  McGlone,  44  E.  23rd,  New  York  10,  Secy. 

American  Hospital  Association.  Dr.  Russell  A.  Nelson,  Baltimore, 
Md.,  Pres.;  Dr.  Edwin  L.  Crosby,  18  E.  Division  Street,  Chicago, 
Executive  Director. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Lake 
Placid  Club,  May  23-25,  I960.  Dr.  Fletcher  D.  Woodward,  Char- 
lottesville, Va.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg., 
Rochester,  N.  Y.,  Secy. 

American  Neurological  Association,  Atlantic  City,  June  12-14,  1961. 
Dr.  H.  G.  Wolff,  New  York  City,  Pres.;  Dr.  M.  D.  Yahr,  710 
W.  16th  St.,  New  York  32,  Secy. 

American  Ophthalmological  Society,  Hot  Springs,  Va.,  May  17-19, 
1961.  Dr.  Edwin  B.  Dunphy,  Boston,  Pres.;  Dr.  Joseph  A.  C. 
Wadsworth,  108  E.  68th,  New  York  21,  Secy. 

American  Orthopaedic  Association,  Yosemite  National  Park,  May  22- 
25,  1961.  Dr.  Edwin  F.  Cave,  Boston,  Pres.;  Dr.  Lee  Ramsay 
Straub,  535  E.  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Atlantic  City,  May  2-5,  1961.  Dr.  L. 
Emmett  Holt,  New  York  City,  Pres.;  Dr.  Conrad  M.  Riley,  Denver 
General  Hospital,  Denver  4,  Secy. 

American  Proctologic  Society.  Dr.  H.  R.  Reichman,  Salt  Lake  City, 
Pres.;  Dr.  Norman  D.  Nigro,  10  Peterboro,  Detroit  1,  Secy. 

American  Psychiatric  Association,  Chicago,  May  7-12,  1961.  Dr. 
Robert  H.  Felix,  Bethesda,  Md.,  Pres.;  Austin  M.  Davies,  1270 
Avenue  of  the  Americas,  New  York  20,  Exec.  Assistant. 

American  Public  Health  Association.  Dr.  Malcolm  H.  Merrill, 
Berkeley,  Calif.,  Pres.;  Dr.  Berwyn  F.  Mattison,  1790  Broadway, 
New  York  19,  Executive  Secy. 

American  Society  of  Anesthesiologists.  Dr.  J.  Earl  Remlinger,  Jr., 
Wilmette,  111.,  Pres.;  Dr.  Robert  L.  Patterson,  612  Bershire  Drive, 
Pittsburgh  15,  Secy. 

American  Society  of  Clinical  Pathologists.  Dr.  John  J.  Clemmer, 
Albany,  Pres.;  Mr.  Claude  E.  Wells,  445  Lake  Shore  Drive,  Chi- 
cago 11,  Executive  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va., 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29,  Secy. 

American  Urological  Association,  Los  Angeles,  May  22-25,  1961.  Dr. 
John  E.  Heslin,  Albany,  N.  Y.,  Pres.;  Mr.  William  P.  Didusch, 
1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 

Association  of  American  Physicians  and  Surgeons.  Dr.  Louis  Wegryn, 
Elizabeth,  N.  J.,  Pres.;  Mr.  Harry  E.  Northam,  185  N.  Wabash 
Ave.,  Chicago  1,  Executive  Director. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Henry  Meyer- 
ding,  Rochester,  Minn.,  Pres.;  Dr.  Ross  T.  Mclntire,  1516  Lake 
Shore  Dr.,  Chicago,  Executive  Director. 

National  Tuberculosis  Association,  Cincinnati,  Ohio,  May  21-26, 
1961.  Mr.  Herbert  C.  De  Young,  Chicago,  Pres.;  Judge  Herman 
Dehnke,  213  Main,  Harrisville,  Mich.,  Secy. 

South  Central  Association  of  Blood  Banks,  New  Orleans,  March  3-4, 
1961.  Dr.  Kenneth  M.  Heard,  Jackson,  Miss.,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stoneleigh  Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  Dallas,  Nov.  6-9,  1961.  Dr.  Lee  F. 
Turlington,  Birmingham,  Ala.,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 

Southern  Psychiatric  Association.  Dr.  David  A.  Wilson,  Charlottes- 
ville, Va.,  Pres.;  Dr.  Richard  Proctor,  Winston-Salem,  N.  C., 
Secy. 

Southwest  Allergy  Forum,  Padre  Island,  April  9-11,  1961.  Dr.  S.  H. 
Jaros,  Harlingen,  Pres.;  Dr.  H.  E.  Hawkins,  105  W.  Elizabeth, 
Brownsville,  Secy. 

Southwest  Regional  Cancer  Conference.  Dr.  Robb  Rutledge,  Fort 
Worth,  Chm.;  Mrs.  Ira  Frances  Ball,  Westchester  House,  Fort 
Worth,  Secy. 

Southwestern  Medical  Association.  Dr.  R.  L.  Deter,  El  Paso,  Pres.; 
Dr.  Merle  Thomas,  1501  Arizona  Building,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio.  Dr.  Peter 
E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711 
Oak  Lawn  Avenue,  Dallas,  Secy. 
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Southwestern  Surgical  Congress,  St.  Louis,  April  10-13,  1961.  Dr. 
Howard  D.  Cogswell,  Tucson,  Ariz.,  Pres.;  Mary  O’Leary,  813 
Medical  Arts  Bldg.,  Oklahoma  City,  Exec.  Secy. 

Tri-State  Medical  Assembly.  Dr.  R.  B.  Langford,  Shreveport,  Pres.; 

Dr.  J.  W.  Wilson,  Jr.,  940  Margaret  Place,  Shreveport,  Secy. 
United  States-Mexico  Border  Public  Health  Association,  San  Diego, 
June  25-29,  1961.  Dr.  Adan  Mercado  Cerda,  Tamaulipas,  Mexico, 
Pres.;  Dr.  Ulpiano  Blanco,  El  Paso,  Secy. 


State 


Texas  Academy  of  General  Practice,  Houston,  Oct.  15-18,  1961.  Dr. 
Jack  M.  Partain,  San  Antonio,  Pres.;  Mr.  Donald  C.  Jackson, 
1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Air-Medics  Association,  Galveston,  April  22-25,  1961.  Dr. 
C.  D.  Henry,  San  Antonio,  Pres.;  Dr.  C.  F.  Miller,  Box  1338. 
Waco,  Secy. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Galveston,  April 
22-25,  1961.  Dr.  L.  P.  Walter,  Austin,  Pres.;  Dr.  W.  V.  Brad- 
shaw, Jr.,  1800  University  Drive,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1, 
Secy. 

Texas  Chapter,  American  Academy  of  Pediatrics,  Galveston,  April 
22-25,  1961.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kel- 
ton,  Jr.,  108  West  30th,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Galveston, 
April  22-25,  1961.  Dr.  Hiram  M.  Anderson,  San  Angelo,  Pres.; 
Dr.  Milton  V.  Davis,  3707  Gaston  Avenue,  Dallas,  Secy.-Treas. 
Texas  Dermatological  Society,  Galveston,  April  22-25,  1961.  Dr. 
M.  W.  Harrison,  Houston,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy.-Treas. 

Texas  Diabetes  Association,  Galveston,  April  22-25,  1961.  Dr.  James 
A.  Greene,  Houston,  Pres.;  Dr.  John  W.  Chriss,  2436  Morgan 
Street,  Corpus  Christi,  Secy.-Treas. 

Texas  Division,  American  Cancer  Society.  Dr.  David  A.  Todd,  San 
Antonio,  Pres.;  Mr.  Curt  W.  Reimann,  5014  Bull  Creek  Rd., 
Austin  3,  Executive  Director. 

Texas  Heart  Association.  Dr.  Robert  E.  Leslie,  El  Campo,  Pres.;  Mr. 
Ernest  T.  Guy,  404  Jesse  H.  Jones  Library  Building,  Houston  25, 
Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  15-17,  1961.  Dr.  F.  R. 
Higginbotham,  San  Antonio,  Pres.;  Mr.  O.  Ray  Hurst,  1905  N. 
Lamar,  Austin,  Executive  Director. 

Texas  Industrial  Medical  Association,  Galveston,  April  22-25,  1961. 
Dr.  Noble  B.  Daniel,  Texarkana,  Pres.;  Dr.  J.  G.  Burdick,  Pasa- 
dena, Secy. 

Texas  Neuropsychiatric  Association,  Galveston,  April  22-25,  1961. 
Dr.  Clarence  S.  Hoekstra,  Dallas,  Pres.;  Dr.  E.  Ivan  Bruce,  Jr.. 
Galveston,  Secy.-Treas. 

Texas  Ophthalmological  Association,  Galveston,  April  22-25,  1961. 
Dr.  Otto  Lippmann,  Austin,  Pres.;  Dr.  James  H.  Scruggs,  Waco, 
Secy. 

Texas  Orthopedic  Association,  Galveston,  April  22-25,  1961.  Dr. 
Ike  S.  McReynolds,  Houston,  Pres.;  Dr.  Margaret  Watkins,  Dallas, 
Secy.-Treas. 

Texas  Otolaryngological  Association,  Galveston,  April  22-25,  1961. 
Dr.  August  J.  Streit,  Amarillo,  Pres.;  Dr.  Louis  E.  Adin,  Jr., 
Dallas,  Secy. 

Texas  Pediatric  Society.  Dr.  Byron  York,  Houston,  Pres.;  Dr.  C.  E. 

Gilmore,  811  Bonham,  Paris,  Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Galveston,  April 
22-25,  1961.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 

Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Fort  Worth,  March  5-8,  1961. 
Mrs.  Maggie  Belle  Davis,  Corpus  Christi,  Pres.;  Mr.  Joseph  N. 
Murphy,  Jr.,  Box  4012,  Austin  51,  Executive  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 
Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  O'Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Society  of  Anesthesiologists,  Galveston,  April  22-25,  1961. 
Dr.  Randle  J.  Brady,  Houston,  Pres.;  Dr.  Eugene  L.  Slataper, 
Houston,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Galveston,  April  22-25, 
1961.  Dr.  W.  S.  Horn,  Jr.,  Fort  Worth,  Pres.;  Dr.  Louis  Levy. 
Fort  Worth,  Secy.-Treas. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Galveston, 
April  22-25,  1961.  Dr.  H.  Gray  Carter,  Dallas,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Temple,  Secy.-Treas. 


Texas  Society  of  Pathologists,  Inc.,  Galveston,  April  22-25,  1961. 
Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A. 
Stembridge,  Dallas.  Secy.-Treas. 

Texas  Society  of  Plastic  Surgeons,  Galveston,  April  22-25,  1961. 
Dr.  J.  B.  Patterson,  Fort  Worth,  Pres.;  Dr.  Raymond  O.  Brauer, 
Houston,  Secy.-Treas. 

Texas  Society  on  Aging.  Dr.  Ernest  W.  Keil,  Temple,  Pres.;  Mrs. 

William  B.  Ruggles,  3701  Stratford,  Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Dallas,  April  2-4,  1961.  Dr.  Robert  L. 
Sewell,  Fort  Worth,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott  and 
White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Galveston,  April  22-25,  1961.  Dr. 
Edward  R.  Rowe,  Galveston,  Pres.;  Dr.  John  C.  Long,  Plainview, 
Secy.-Treas. 

Texas  Tuberculosis  Association,  Corpus  Christi,  March  16-18,  1961. 
Dr.  J.  Edward  Johnson,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box 
6158,  Austin  21,  Executive  Director. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas.  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St., 
Wichita  Falls,  Secy. 


District 

First  District  Society,  Pecos,  Feb.  3,  1961.  Dr.  Russell  Holt,  El 
Paso,  Pres.;  Dr.  Gordon  L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 
Second  District  Society,  Snyder,  1961.  Dr.  M.  J.  Loring,  Midland, 
Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 

Third  District  Society,  Amarillo,  April  15,  1961.  Dr.  James  L. 
Johnson,  Amarillo,  Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth, 
Amarillo,  Secy. 

Fourth  District  Society,  San  Angelo,  May,  1961.  Dr.  J.  G.  Boden- 
hamer,  Mason,  Pres.;  Dr.  M.  D.  Knight,  234  W.  Beauregard, 
San  Angelo,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9,  1961. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13th,  Austin,  Secy. 

Eighth  District  Society,  Corpus  Christi.  Dr.  M.  Warren  Hardwick, 
Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346,  Victoria,  Secy. 
Ninth  District  Society,  Beilville,  Spring,  1961.  Dr.  Irving  M.  Wat- 
son, Jr.,  Conroe;  Dr.  William  E.  Sharp,  721  E.  Texas,  Baytown. 
Secy. 

Tenth  District  Society.  Dr.  Bedford  Mace,  Beaumont,  Pres.;  Dr. 

Irving  M.  Richman,  3280  Fannin  St.,  Beaumont,  Secy. 

Eleventh  District  Society,  Jacksonville.  Dr.  Marlin  T.  Braswell,  Hen- 
derson, Pres.;  Dr.  Floyd  Verheyden,  813  John  St.,  Jacksonville, 
Secy. 

Twelfth  District  Society,  Waco,  January  10,  1961.  Dr.  Bernard 
Rosen,  Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th  St., 
Corsicana,  Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  William  B. 
Allensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  H.  O.  Padgett,  Marshall,  Pres.;  Dr. 
James  S.  Leeves,  Naples,  Secy. 


Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison.  Dr.  Andrew  Jackson, 
Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  20-22, 
1961.  Dr.  Frank  H.  Kidd,  Jr.,  Dallas,  Pres.;  Millard  J.  Heath, 
433  Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  6-9, 
1961.  Dr.  Maurice  E.  St.  Martin,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 

North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee,  1300  8th,  Wichita  Fails,  Chm. 

Oklahoma  City  Clinical  Conference,  Oct.  23-25,  1961.  Dr.  Vernon 
D.  Cushing,  Oklahoma  City,  Pres.;  Miss  Alma  F.  O'Donnell,  503 
Medical  Arts  Bldg.,  Oklahoma  City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  10-12, 
1961.  Dr.  C.  Forrest  Jorns,  Houston,  Pres.;  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Secy. 


Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.; 
Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State  Office  Bldg.,  201  E. 
14th  St.,  Austin. 
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Texas  Delegates  at  AMA  Meet 

Support  of  the  concepts  of  "free  choice  of  physician,” 
continuing  physician  participation  in  community  studies  on 
aging,  and  methods  of  handling  narcotic  drug  addiction 
were  issues  which  commanded  the  attention  of  Texas  dele- 
gates during  sessions  of  the  American  Medical  Association 
House  of  Delegates  in  Washington,  D.  C.,  on  November 
28-30. 

Texas  delegates  joined  physicians  from  Colorado,  Ken- 
tucky, and  California  in  leading  a successful  floor  discussion 
which  preserved  the  AMA’s  present  definitive  policy  related 
to  "free  choice  of  physicians.”  Their  arguments  prevailed 
over  a recommendation  of  the  AMA’s  Committee  on  Medi- 
cal Care  for  Industrial  Workers,  which  would  have  given 
it  the  prerogative  of  altering  the  policy  which  states  that 
the  degree  of  "free  choice  of  physician”  accorded  to  patients 
is  a significant  yardstick  in  determining  the  quality  of  a 
medical  care  plan. 

Texas  delegates  presented  a resolution  urging  physicians 
throughout  the  nation  to  continue  to  participate  in  com- 
munity studies  on  aging.  The  resolution  was  compatible  with 
a report  of  the  AMA’s  Committee  on  Aging  which  com- 
mended "the  initiative  displayed  by  medical  societies  and 
individual  physicians  during  the  past  year  in  developing  and 
implementing  positive  programs  for  older  people  at  state 
and  local  levels  and  encouraging  continued  leadership  and 
participation  by  the  medical  profession  in  community  pro- 
grams for  seniors.” 

Active  support  by  Texas  delegates  also  was  given  to  a 
North  Carolina  resolution  expressing  the  view  that  the  am- 
bulatory clinic  plan  for  the  treatment  of  narcotic  addiction 
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is  inadequate  and  medically  unsound.  In  oppos- 
ing the  development  of  such  plans,  the  resolu- 
tion called  for  support  of  ( 1 ) measures  requir- 
ing compulsory  civil  commitment  of  drug  ad- 
dicts to  institutions  designed  for  the  treatment 
and  cure  of  addiction;  (2)  the  advancement  of 
measures  designed  for  the  rehabilitation  of  the 
addict;  and  (3)  the  dissemination  of  factual 
information  on  narcotic  addiction  to  members 
of  the  medical  profession. 

These  recommendations  previously  were  em- 
bodied in  the  policies  of  the  AMA,  as  adopted 
by  the  House  of  Delegates  in  1924  and  again 
in  1958.  The  resolution  was  referred  to  the 
AMA  Council  on  Mental  Health  for  its  infor- 
mation and  consideration  in  connection  with  a 
continuing  study  on  narcotics. 

Physicians  who  represented  Texas  in  the 
House  of  Delegates  were  Drs.  G.  W.  Cleve- 
land, Austin;  J.  B.  Copeland,  San  Antonio; 
John  K.  Glen,  Houston;  M.  O.  Rouse,  Dallas; 
Troy  A.  Shafer,  Harlingen;  J.  C.  Terrell,  Steph- 
enville;  T.  C.  Terrell,  Fort  Worth;  and  James 
H.  Wooten,  Columbus. 

Additional  significant  actions  of  the  AMA 
House  of  Delegates  are  given  in  a story  on  page 
953  of  this  issue. 

The  AMEF  Drive 

Although  the  I960  American  Medical  Edu- 
cation Foundation  fund  raising  drive  is  official- 
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ly  over,  checks  and  pledges  continue  to  pour 
in.  As  of  October  31,  a total  of  $26,971.81 
in  contributions  and  pledges  from  1,259  Texas 
donors  (including  members  of  the  Woman’s 
Auxiliary)  had  been  reported  by  the  national 
office  of  AMEF.  This  figure  will  undoubtedly 
be  much  greater  when  a final  tally  has  been 
made.  Many  letters  and  notes  have  indicated, 
further,  that  the  donor  had  already  given  to 
his  school,  either  directly  or  through  an  alumni 
fund.  In  1959,  donations  to  AMEF  and  to 
medical  school  alumni  funds  totaled  more  than 
$100,000. 

For  all  of  these  contributions,  the  Texas 
Medical  Association  Committee  for  the  Amer- 
ican Medical  Education  Foundation  is  deeply 
grateful.  Committee  members  are  also  deeply 
appreciative  of  the  county  societies  that  con- 
tinue to  give  unanimously  and  those  new  ones 
which  have  announced  that  they  are  'TOO  per 
centers”  this  year.  They  are  setting  an  example 
for  all  to  emulate. 

AMEF  funds  are  used  as  follows: 

1.  To  attract  and  retain  competent  instruc- 
tors by  augmenting  salaries. 

2.  To  purchase  needed  equipment  not  avail- 
able through  annual  budgets. 

3.  To  provide  medical  school  deans  with 
emergency  funds  that  are  unrestricted  in  use. 

If  readers  have  not  yet  given  or  made  a 
pledge,  they  are  urged  to  do  so  at  their  earliest 
convenience.  It  is  still  not  too  late  to  be 
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counted.  On  the  basis  of  1959  AMEF  contribu- 
tions, Texas  ranked  eighth  nationally  in  dollars 
given  and  fifth  in  number  of  contributors. 
Since  Texas  Medical  Association,  with  its  8,350 
members,  is  sixth  in  size  of  state  medical  as- 
sociations in  the  country,  its  rightful  position 
should  be  number  6 at  least  in  the  nation. 

Remember  your  contribution  is  tax  deduct- 
ible. 

— H.  E.  Whigham,  McAllen, 

Committee  for 

American  Medical  Education  Foundation. 

A Bumper  Crop 

The  Medical  Research  Foundation  of  Texas 
recently  reported  an  almost  unbelievable  re- 
turn from  "medical  research  seed  corn”  to  its 
official  advisory  body — the  Council  on  Medical 
Education  and  Hospitals  of  Texas  Medical  As- 
sociation. The  Foundation,  a non-profit  Texas 
corporation  privately  supported  and  operated 
without  tax  funds,  has  the  endorsement  of  both 
the  Texas  Medical  Association  and  the  Texas 
Dental  Association. 

As  a result  of  the  Foundation’s  original 
$5,000  blanket  grant  in  1958  for  basic  re- 
search projects  to  the  University  of  Texas  Med- 
ical Branch,  more  than  $75,000  in  research 
grants  have  been  obtained  from  other  sources 
for  the  institution.  A young  physician  on  the 
staff  of  the  University  of  Texas  Southwestern 
Medical  School  who  was  awarded  $2,000  from 
a similar  fund  has  since  received  an  annual 


research  grant  of  $7,000  for  three  years — a 
total  of  $21,000 — from  another  source. 

The  three  medical  schools  and  two  dental 
schools  in  Texas  have  a number  of  bright 
young  researchers  on  their  faculties.  Authori- 
ties in  these  institutions  have  found  it  hard  to 
secure  initial  financial  support  for  basic  medi- 
cal research  projects  by  these  young,  qualified, 
but  as  yet  unestablished  investigators.  The 
Foundation  has  begun  to  supply  this  need.  The 
proof:  the  growing  response  to  the  organiza- 
tion’s current  program  of  supplying  "seed 
money”  for  pilot  projects  in  basic  medical  and 
dental  research.  By  this  past  October,  $103,750 
in  18  unrestricted  institutional  grants  had  been 
awarded  to  the  three  Texas  medical  schools 
and  to  the  University  of  Texas  Dental  Branch, 
Houston,  and  Baylor  University  College  of 
Dentistry,  Dallas. 

The  Foundation  offers  interested  individuals, 
corporations,  and  foundations  a practical,  com- 
prehensive plan  to  support  much  needed  basic 
medical  research  and  to  assure  equitable  dis- 
tributions of  grants  to  Texas  institutions.  It 
is  not  a competitor  of  the  American  Medical 
Education  Foundation  since  physicians  are  not 
asked  to  give  financial  support.  They  can  pro- 
mote the  Foundation’s  future  growth,  however, 
by  informing  themselves  of  its  objectives  and 
by  emphasizing  to  their  patients  the  value  of 
supporting  medical  research  in  the  state  by  this 
channel. 

The  Foundation  has  the  potential  to  change 
completely  the  picture  of  basic  medical  research 
in  Texas. 


MEW  CtfRISTMUS 
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A column  for  readers'  assents,  dissents,  and 
comments,  selected  monthly  by  the 
official  advisory  committee  of  the  Texas 
State  Journal  of  Medicine 


The  Rural  Medically  Indigent 
And  Adequate  Hospital  Care 


The  problems  of  providing  hospital  care  for  the 
indigent  has  long  been  a major  concern  of  the  medi- 
cal profession,  and  is  not  one  that  can  be  solved 
entirely  by  insurance. 

By  tradition  members  of  the  medical  profession 
have  given  freely  of  their  time  and  services  in  car- 
ing for  persons  unable  to  pay  for  such  care.  This 
tradition  even  now  is  probably  responsible  for  most 
physicians’  care  of  this  group  of  citizens.  Neverthe- 
less, the  depression  years,  social  security  programs, 
and  organized  welfare  programs  have  brought  about 
some  changes.  There  are  now  areas  in  which  the 
agencies  responsible  for  financing  and  administering 
welfare  programs  have  accepted  responsibility  for 
all  or  some  portion  of  medical  care.  Until  recently 
state  governments  have  generally  limited  their  ef- 
forts to  definition  of  indigency,  authorization  of  local 
governmental  units  to  care  for  the  indigent,  and 
participation  in  financing  the  care  of  special  public 
assistance  groups.  Despite  the  increased  emphasis  on 
so-called  social  security,  the  free  services  of  family 
physicians  and  of  hospital  staff  members  are  still 
the  principal  source  of  medical  care  for  this  group  of 
persons. 

The  American  Medical  Association  believes  that 
"personal  medical  care  is  primarily  the  responsibility 
of  the  individual.  When  he  is  unable  to  provide  this 
care  for  himself,  the  responsibility  should  properly 
pass  to  his  family,  the  community,  the  county,  the 
state,  and  only  when  all  these  fail,  to  the  federal 
government,  and  then  only  in  conjunction  with  other 
levels  of  government,  in  the  above  order.” 
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There  are  two  groups  of  individuals  unable  to  pay 
for  medical  and  hospital  care:  (1)  those  on  Public 
Assistance  Programs  who  require  public  assistance 
for  food,  clothing,  and  shelter,  and  (2)  those  on 
General  Assistance  Programs. 

Public  Assistance  Cases. — Over  the  years  a num- 
ber of  states  have  created  special  programs  to  meet 
the  needs  of  particular  groups.  These  special  pro- 
grams were  given  emphasis  by  the  Federal  Govern- 
ment in  1935  through  the  Social  Security  Act.  This 
act  created  three  categories  for  which  federal  funds 
would  be  available  to  states,  provided  they  complied 
with  the  federal  regulations  set  forth:  old  age  as- 
sistance, aid  to  dependent  children,  and  aid  to  the 
blind.  In  1950,  a fourth  group  was  added — the  per- 
manently and  totally  disabled.  Persons  who  fall  with- 
in these  four  categories  are  referred  to  as  Public 
Assistance  cases. 

The  costs  of  public  assistance  are  shared  by  local, 
state,  and  federal  governments.  The  1958  amendment 
to  the  Social  Security  Act,  designated  as  the  "Medical 
Vendors  Act,”  established  federal-state  participation 
for  the  care  of  these  patients,  and  was  voted  affirm- 
atively by  Texas  voters  in  1958.  Enabling  legislation 
probably  will  be  passed  by  the  next  legislature.  There 
are  254,811  people  in  Texas  in  this  category. 

Public  assistance  recipients  in  this  state  annually 
receive  approximately  $42,900,000  in  medical  care. 
Of  the  total,  $29,100,000  was  budgeted  in  the  grant 
and  the  remainder  ($13,800,000)  was  received  from 
other  sources,  such  as  local  governments,  free  services 
of  physicians  and  dentists,  insurance,  and  druggists. 
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Old  age  assistance  recipients  account  for  most  of  this 
total:  $27,600,000  of  the  $29,100,000  budgeted  in 
the  grant;  and  $10,900,000  of  the  $13,800,000  from 
other  sources.  Nursing  care  and  prescribed  drugs  are 
the  big  items  of  expenditures.  Physicians’  services 
constituted  17  per  cent  of  the  total.  Hospitalization 
accounted  for  only  3 per  cent  of  costs  budgeted  into 
the  grant  or  provided  by  other  sources.  This  low 
percentage  is  attributable  to  the  fact  that  this  is  the 
one  item  usually  provided  locally. 

General  Assistance  Cases. — Although  social  wel- 
fare laws  differ  greatly  from  state  to  state,  these 
laws  have  a common  background.  They  were  devel- 
oped to  provide  the  basic  necessities  of  life  to  per- 
sons not  able  to  support  themselves.  These  persons 
were  referred  to  by  a variety  of  terms  such  as  "gen- 
eral assistance  cases,”  "relief  cases,”  or  "the  indigent.” 
Few  state  or  city  laws  demanded  inclusion  of  medi- 
cal care  in  the  subsistence  benefits  for  this  group, 
and  it  is  through  interpretation  that  medical  services 
are  now  generally  included  as  a basic  necessity. 

It  became  apparent  that  many  persons  could  pro- 
vide the  basic  necessities  for  their  own  subsistence  as 
long  as  no  sickness  developed  in  the  family.  Persons 
in  this  category  are  known  as  the  "medically  indi- 
gent.” This  group  and  the  group  of  relief  cases  com- 
prise the  general  assistance  cases,  and  are  accepted  as 
the  responsibility  of  local  governments. 

A survey  of  local  governments  providing  tax- 
supported  indigent  medical  care  accounted  for  an 
annual  total  of  $21,000,000  in  our  state  in  I960. 
Counties  provide  $4,700,000;  11  cities,  $7,600,000; 
and  3 hospital  districts,  $8,800,000.  Sixteen  counties 
with  100,000  or  more  population  per  county  (57.8 
per  cent  of  the  state’s  population)  account  for  $19,- 
870,572  of  the  $21,000,000  (93-5  per  cent).  Thus, 
247  counties  with  a population  of  less  than  100,000 
per  county  contributed  only  $1,377,753  (6.5  per 
cent)  of  the  total.  Obviously,  it  is  in  this  segment 
of  our  population  that  hospital  care  of  the  medically 
indigent  is  woefully  inadequate. 

It  is  primarily  the  responsibility  of  the  commun- 
ity in  which  the  patient  lives  to  provide  hospital 
care  for  the  indigent,  and  this  responsibility  should 
be  discharged  by  the  smallest  political  unit  that  can 
effectively  do  so.  In  Texas,  many  counties  are  so 
small  in  population  and  poor  in  per  capita  taxable 
wealth  that  they  cannot  effectively  discharge  this  re- 
sponsibility. The  county  line  acts  as  a barrier  in  rhe 
county’s  thwarted  attempts  to  improve  the  health  of 
the  people.  In  a great  many  rural  counties  either  no 
tax  money  or  an  insignificant  amount  is  spent  for 
hospitalization  of  the  indigent.  In  such  instances 
several  possibilities  exist. 

1.  The  medically  indigent  do  not  receive  any  hos- 
pital care. 

2.  They  are  "dumped”  on  the  nearest  urban  tax- 
supported  hospital. 


3.  Care  is  provided  at  private  hospitals  at  increased 
cost  to  the  paying  patient. 

4.  They  are  admitted  to  a state  supported  teaching 
hospital — to  one  of  the  University  of  Texas  teaching 
hospitals  in  Galveston  or  to  the  M.  D.  Anderson 
Hospital  and  Tumor  Institute  in  Houston,  institu- 
tions which  are  geographically  inaccessible  to  a great 
many  patients  and  which  are  supported  as  educa- 
tional units  of  the  University  of  Texas.  In  the  educa- 
tional budget  of  the  University’s  Medical  Branch  in 
Galveston,  more  than  $2,500,000  is  allotted  for  hos- 
pitalization of  medically  indigent  patients — primar- 
ily a county  financial  obligation.  A similar  total  is 
included  in  the  budget  of  M.  D.  Anderson  Hospital. 


Letters  are  chosen  on  any  subject  on  the  basis  of  good  taste, 
propriety,  and  available  space  by  the  Journal  Advisory  Committee. 
No  anonymous  letters  will  be  printed  and  the  committee  reserves 
the  right  to  print  and  to  edit  contributions.  Letters  do  not  neces- 
sarily represent  the  policy  of  the  Texas  Medical  Association  or  the 
Journal. 


The  Constitution  of  Texas,  Article  XI,  provides 
that  the  legislature  may  authorize  counties  to  care 
for  paupers.  Article  2351  and  Article  4438,  Revised 
Civil  Statutes  of  Texas,  1925,  conclusively  settles  the 
facts  that  the  county  shall  care  for  paupers  and  that 
they  are  entitled  to  admission  and  treatment  in  the 
county  hospital,  if  there  is  one,  and  are  to  be  cared 
for  at  the  county’s  expense. 

Article  4491,  Revised  Civil  Statutes  of  Texas, 
1925,  states  that  any  Commissioners  Court  of  any 
county  which  has  no  city  with  a population  of  more 
than  10,000  persons  and  does  not  have  a county 
hospital,  may  contract  with  any  hospital  within  the 
county,  or  any  adjacent  county,  for  the  care  of  any  or 
all  indigent  patients,  providing  that  they  are  paupers, 
and  that  they  are  residents  of  the  county.  It  also 
states  that  the  Commissioners  Court  has  a duty  to 
care  for  these  individuals  and  that  they  may  contract 
to  do  so  upon  "such  terms  and  conditions  as  they 
may  by  agreement  think  proper.”  Unfortunately,  this 
leaves  with  the  Commissioners  Court  the  authority 
to  decide  just  how  much,  if  any,  they  will  pay  for 
such  care  or  hospitalization. 

According  to  Attorney  General’s  Opinion  No. 
0-2633,  ".  . . all  paupers  are  indigent  persons.  As  to 
whether  or  not  an  indigent  person  is  a pauper  will 
be  determined  by  the  degree  of  his  indigency.  This 
is  a question  of  fact  for  the  Commissioners  Court 
to  determine  in  their  sound  discretion.  If  the  Com- 
missioners Court  determines  that  an  indigent  person 
is  a pauper  the  court  would  be  authorized  to  aid  him 
as  such  under  Article  2351,  Sub.  11.”  This  opinion 
goes  on  to  state  that  it  is  more  or  less  in  the  discre- 
tion of  the  Commissioners  Court  to  set  up  its  own 
procedure  to  determine  the  existence  of  pauperism. 

It  is  unconstitutional  for  any  county  to  levy  a tax 
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(over  and  above  the  general  revenue  fund  to  pay 
for  hospital  care  for  indigent  persons.  Not  even  the 
hospital  district  can  be  used  to  provide  funds  in  this 
manner  without  a constitutional  amendment.  The 
Texas  Constitution,  Article  VIII,  Section  9,  expressly 
provides  four,  and  only  four,  purposes  for  which 
the  county  has  authority  to  levy  taxes.  These  four 
constitutional  purposes  are  for  the  general  fund,  the 
permanent  improvement  fund,  the  road  and  bridge 
fund,  and  the  jury  fund.  The  Commissioners  Court 
may  levy  whatever  tax  rate  is  necessary  for  these 
four  purposes  so  long  as  the  combined  tax  rate  of 
these  constitutional  purposes  does  not  exceed  80 
cents  on  the  one  hundred  dollar  valuation. 

There  is  legal  justification  for  the  position  that  the 
Legislature  has  the  power  under  Article  V,  Section 
18,  of  the  Constitution  to  pass  a bill  making  it  man- 
datory for  the  Commissioners  Court  to  levy  a tax,  as 
a specific  portion  or  allocation  of  the  general  fund, 
for  the  care  of  the  medically  indigent.  Any  such 
legislation  would  have  to  be  mandatory  in  nature  to 
be  effective  as  it  is  not  the  general  practice  for  the 
Commissioners  Court  to  give  precedence  to  hospital 
care  of  indigents  over  the  needs  and  imagined  needs 
of  the  taxpaying,  voting  citizens.  It  is  doubtful,  how- 
ever, if  such  a bill  would  ever  be  passed  by  the  Leg- 
islature because  of  the  reluctance  to  restrict  the 
Commissioners  Court  in  its  allocation  of  the  general 
fund.  Consequently,  an  amendment  to  the  Constim- 
tion  seems  the  only  feasible  way  to  allow  a tax  for 
hospital  care  for  the  medically  indigent. 

The  effects  of  the  present,  inadequate  manner  of 
financing  hospital  care  for  the  medically  indigent 


of  Texas,  outside  the  urban  areas  and  state  supported 
teaching  hospitals  in  Galveston  and  Houston,  are: 
( 1 ) poorer  health  for  the  people  of  Texas,  ( 2 ) un- 
equal tax  burden  for  indigent  hospital  care,  and  (3) 
increased  cost  of  hospital  care  for  all. 

The  problems  of  hospitalization  of  indigent  pa- 
tients has  been  surveyed  in  several  states.  A careful 
study  of  the  reports  and  systems  of  operation  under 
enabling  legislation  reveals  that  a state  fund  with 
county  participation  is  the  most  successful  means 
of  providing  hospital  care  for  all  medically  indigent 
citizens  of  the  state.  If  this  problem  is  not  solved 
on  a local  basis,  the  federal  government  will  do  it 
for  us. 

At  the  most  recent  meeting  of  the  Executive  Board 
of  the  Texas  Medical  Association,  the  Committee  on 
Hospital  Care  of  the  Rural  Medically  Indigent  intro- 
duced a resolution  that  the  Association  request  the 
Governor  of  Texas  ’'to  appoint  a commission  to  study 
the  problem  of  hospitalization  of  the  indigent  in 
Texas  and  make  recommendations  for  a legislative 
act  to  provide  adequate  hospitalization  for  the  medi- 
cally indigent.”  The  resolution  was  favorably  re- 
ceived and  was  referred  to  the  Council  on  Medical 
Jurisprudence.  It  represents  one  more  example  of 
the  positive  efforts  of  members  of  the  medical  pro- 
fession through  their  state  association  to  provide  the 
best  medical  care  for  all  Texans. 

— Emerson  K.  Blewett,  M.D.,  Austin, 
Chairman,  Committee  on  Hospital  Care 
of  the  Rural  Medically  Indigent, 

Texas  Medical  Association. 


A SUjnugljt  for  ©fjrfatmaa 

I love  the  Christmas-tide,  and  yet, 

I notice  this,  each  year  I live; 

I always  like  the  gifts  I get, 

But  how  I love  the  gifts  I give! 

— Carolyn  Wells 
(1869-1942) 
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Good  Patient  Care 


We  often  declare  that  people  are  entitled  to 
"the  best"  in  medical  care  and  with  this  idea  few, 
if  any,  would  take  exception.  "The  best  medical 
care"  is  a dynamic  reality  to  be  appreciated  by 
all.  It  must  be  made  available  to  every  person  who  needs  it — a true  chal- 
lenge to  the  American  system  of  free  enterprise. 

To  the  patient  and  his  family  the  best  medical  care  is  synonymous  with 
rapid,  uncomplicated,  and  complete  recovery.  To  the  physician  it  means  the 
combined  efforts  of  all  available  resources  to  combat  the  patient's  ill- 
ness. Coordination  of  this  type  requires  exacting  attention  to  personal 
factors.  At  all  times,  the  doctor  needs  to  be  friend  and  counselor,  to  be 
patient  and  sympathetic. 

In  disease  a multiplicity  of  complex  factors  are  operative . To  mention 
a few,  there  are  the  patient's  susceptibility  to  disease,  his  fears,  and 
idiosyncrasies  ; the  virulence  of  an  infecting  agent  and  its  resistance  to 
the  medication;  the  anatomic  location  of  a malignant  lesion;  the  avail- 
ability of  technical  and  hospital  facilities  ; and  the  presence  of  skillful 
assistants  and  trained  personnel. 

Basically,  good  medical  care  is  the  service  of  an  individual  doctor  to 
an  individual  patient.  This  can  be  good,  or  best,  only  insofar  as  the  doctor 
is  informed  and  serves  to  the  best  of  his  ability.  The  ideal  of  good  service 
permeates  all  of  our  activities — service  to  our  patients  as  fellow  men  in 
suffering. 

Our  duty  to  society  as  physicians  is  to  give  good  service  to  mankind, 
to  seek  the  knowledge  that  will  benefit  our  fellow  man,  to  alleviate  pain, 
to  heal,  and  to  teach.  Thus  we  have  the  obligation  to  share  a great  and 
noble  task  and  to  fight  for  common  causes — to  stir  others  to  action,  to  in- 
spire confidence  and  faith,  to  give  understanding  and  consolation. 
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Cesarean  section  is  associated  with  little  maternal  risk.  It  is  usually 
performed  as  a life  saving  procedure  for  either  the  mother  or  the 
baby,  and  as  a result  incurs  a higher  perinatal  mortality  rate  than 
delivery  by  the  vaginal  route.  This  loss  is  often  charged  against  the 
procedure  instead  of  the  condition  necessitating  operation.  Many  be- 
lieve that  the  unavoidable  uterine  scar  commits  the  patient  to  further 
abdominal  deliveries.  Nevertheless,  it  should  not  be  a deterrent  to 
future  pregnancies. 


ABDOMINAL  DELIVERY  TODAY 


EDWIN  J.  DeCOSTA,  M.D. 
Chicago,  Illinois 


THE  HISTORY  of  the  development  of  the  cesar- 
ean operation  is  an  exciting  saga.  The  evolution 
of  techniques  and  modern  usefulness  of  the  operation 
are  closely  interwoven  with  its  historic  background. 

Until  the  beginning  of  the  twentieth  century, 
cesarean  section  was  a dangerous  operation,  as  were 
all  major  surgical  procedures.  There  was  a difference, 
however,  in  that  two  lives  were  at  stake.  Not  until 
after  1882  was  cesarean  section  considered  if  vaginal 
delivery  was  possible.  Indications  during  this  early 
period  were  absolute  in  the  sense  that  in  no  other 
way  could  the  baby  be  delivered,  not  even  by  de- 
structive operations. 

Today  cesarean  section  is  one  of  the  safest  of 
major  procedures.  It  is  performed  for  indications 


which  have  little  in  common  with  the  "pelvic  con- 
tractions’’ of  yesteryear.  Instead  of  being  a medical 
curiosity,  it  has  an  average  incidence  of  about  5 per 
cent  of  all  deliveries,  in  some  hospitals  attaining  the 
surprising  incidence  of  12  per  cent.  In  spite  of  the 
present  day  frequency  and  safety,  old  attitudes  and 
fears  persist.  The  operation  should  not  be  regarded 
as  a last  hope  or  admission  of  partial  failure  in 
obstetric  management,  but  as  one  of  two  major  paths 
for  delivery.  Statistically,  with  proper  comparison, 
there  is  little  more  danger  from  abdominal  delivery 
than  vaginal.  The  abdominal  approach  should  be  used 
unhesitatingly  when  it  appears  to  offer  better  results 
for  mother  and/or  baby. 

Modern  safety  is  beclouded  by  the  memory  of 
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the  once  fantastically  high  mortality  rate  associated 
with  cesarean  section.  It  should  have  been  high; 
the  operation  was  performed  late  upon  an  exhausted, 
dehydrated,  sometimes  infected  patient,  often  after 
other  methods  of  delivery  had  failed.  Another  reason 
for  complications  seems  incredible  today:  the  uterine 
incision  was  not  sutured.  This  permitted  hemorrhage 
and  drainage  of  lochia  into  the  peritoneal  cavity.  It 
is  a wonder  that  any  patient  survived! 

In  1882  Kehrer9  and  Sanger,15  apparently  inde- 
pendently, reported  their  experiences  in  suturing  the 
uterus.  Almost  at  once  their  concepts  were  accepted. 
It  was  no  longer  necessary  to  remove  the  uterus; 
patients  not  only  had  a good  chance  to  survive,  but 
to  become  pregnant  again.  Various  technical  modifi- 
cations followed,  reaching  relatively  modern  perfec- 
tion in  the  technique  described  by  Frank5  in  1907. 
Minor  changes  have  been  made  during  the  past 
50  years. 

The  technique  most  widely  employed  by  special- 
ists and  in  teaching  centers  is  the  low  segment 
operation.  The  original  operation  of  Sanger — the 
so-called  classical  operation  with  fundal  incision — is 
still  used  for  specific  indications,  for  example,  when 
the  lower  uterine  segment  is  deformed  by  fibroids, 
or  when  there  is  placenta  previa  or  incarceration  of 
a neglected  transverse  presentation.  Perhaps  1 to  2 
per  cent  of  cesarean  operations  performed  today  are 
classical. 

As  to  the  low  segment  technique,  some  authorities 
prefer  a transverse  uterine  incision — the  operation 
described  originally  by  Kehrer  and  modified  by 
Kerr10 — or  the  longitudinal  uterine  incision  used  by 
Kronig,  Beck,1  and  DeLee  and  Cornell.3  I prefer  the 
transverse  incision  if  the  lower  uterine  segment  is 
well  developed,  the  longitudinal  incision  if  it  is  not. 
In  every  instance  the  operation  should  fit  the  pa- 
tient, not  the  reverse. 

The  extraperitoneal  approach  to  the  lower  uterine 
segment,  first  attempted  in  1821  by  Ritgen,  has 
gone  through  many  modifications,  particularly  those 
of  Latzko11  and  of  Norton,12  and  was  perfected  by 
Waters.17  The  Waters  technique  entails  greater  dif- 
ficulties than  with  the  low  segment  approach.  It  has 
been  specifically  recommended  for  intrapartum  infec- 
tion, but  the  excellent  results  obtained  with  use  of 
antibiotics  make  it  debatable  whether  there  still  is 
a place  for  extraperitoneal  cesarean  section.  In  most 
hospitals  the  incidence  rate  of  this  procedure  is  so 
low  that  it  is  difficult  to  maintain  technical  compe- 
tence. 

The  relative  safety  of  the  modern  cesarean  section 
has  been  alluded  to.  To  determine  just  how  safe  it 
is,  overall  maternal  and  fetal  mortality  and  morbidity 
must  be  considered.  Even  in  this  enlightened  era,  lack 
of  standardization  in  reporting  statistics  makes  it 
difficult  to  compare  published  data.  According  to 
vital  statistics  of  the  U.  S.  Department  of  Health, 


Education  and  Welfare,16  there  has  been  a continuing 
decline  in  the  maternal  mortality  rate  from  an  overall 
rate  of  72.8  per  10,000  live  births  between  1915  and 
1919  to  4.1  in  1956,  a decrease  of  94  per  cent.  Simi- 
lar startling  reductions  in  maternal  deaths  have  ac- 
companied cesarean  section,  paralleling  technical  im- 
provement in  surgery  and  discoveries  and  refinements 
in  ancillary  fields.  From  an  operation  with  an  origi- 
nal mortality  rate  approaching  100  per  cent,  many 
series  of  1,000  or  more  consecutive  cesarean  sections 
have  been  reported  without  a death.  At  Passavant 


Dr.  Edwin  J.  DeCosta  of  Chicago, 
III.,  presented  this  paper  at  the 
thirty-first  annual  meeting  of  the 
Texas  Association  of  Obstetricians 
and  Gynecologists  on  February  13, 
1960,  in  Austin,  Texas. 


Memorial  Hospital,  Chicago,  1,852  consecutive  opera- 
tions have  been  performed  without  maternal  loss. 
Although  the  results  of  a private  teaching  hospital 
might  be  discounted,  experience  in  a city  like  New 
York  cannot  be  ignored.4  In  1954-1955,  16,947 
cesarean  sections  were  performed  there  with  a ma- 
ternal death  rate  of  0.215  per  cent.  In  other  words, 
two  women  per  thousand  died  following  cesarean 
section.  Although  this  is  almost  five  times  the  death 
rate  associated  with  vaginal  delivery,  the  most  serious 
obstetric  complications  were  managed  by  cesarean 
section;  thus,  this  category  of  patients  was  highly 
selected  for  grave  problems. 

Perinatal  loss,  in  general,  has  declined  but  to  a 
lesser  extent— from  95.7  deaths  per  thousand  living 
births  in  1919  to  26  in  1956,  a decline  of  73  per 
cent.  The  perinatal  loss  associated  with  cesarean 
section  is  extremely  difficult  to  evaluate.  Statistics 
are  confused  by  variation  in  the  definition  of  such 
terms  as  viability  and  prematurity,  and  many  cesar- 
ean operations  are  performed  for  conditions  which 
jeopardize  the  life  of  the  baby.  Support  for  any  pre- 
conceived notion  can  be  found.  To  show  that  cesar- 
ean section  is  a bad  operation  in  relation  to  fetal 
survival,  all  that  is  necessary  is  to  consider  the  neo- 
natal loss  in  a series  weighted  with  placenta  previa, 
abruptio  placentae,  toxemia,  and  other  similar  com- 
plications. This  seems  unfair,  yet  it  has  been  done. 
In  the  absence  of  maternal  or  fetal  complications 
which  might  affect  fetal  survival,  hundreds  of  babies 
have  been  delivered  by  cesarean  section  without 
fetal  loss. 

A serious  argument  against  the  expanding  indi- 
cations for  cesarean  section  has  been  the  high  inci- 
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ABDOMINAL  DELIVERY  — DeCosta  — continued 

dence  of  prematurity  among  these  babies.  It  stands 
to  reason  that  prematurity  is  often  associated  with 
the  indications  for  which  the  operation  is  done;  in 
such  instances  there  is  little  else  to  do.  Prematurity 
should  not  be  a problem  with  elective  cesarean  sec- 
tion, yet  some  institutions  report  an  incidence  of 
15  per  cent.  I do  not  understand  why  this  occurs. 
Of  course  it  is  difficult  to  estimate  accurately  the 
size  of  an  unborn  child  but  a fairly  good  idea  should 
be  obtained  by  careful  abdominal  palpation  and  by 
roentgenograph ic  visualization  of  the  fetus  in  utero. 
If  in  doubt,  cesarean  section  can  be  postponed  until 
spontaneous  labor  occurs.  It  is  true  that  the  dura- 
tion of  gestation  derived  from  history  might  be 
meaningless,  but  why  be  limited  by  obstetric  history? 

The  previous  discussion  indicates  that  consulta- 
tion before  surgery  is  of  value.  Nevertheless,  I have 
been  dismayed  that  cesarean  section  is  one  of  the 
few  operations  in  which  consultation  is  often  man- 
datory. This  implies  either  that  the  operation  is  ex- 
ceedingly hazardous  or  that  it  is  unwisely  performed. 
In  either  case,  the  lay  concept  is  perpetuated  that 
cesarean  section  is  a formidable  undertaking,  and 
one  that  perhaps  could  be  avoided  by  consultation. 
By  all  means,  consultation  should  be  continued,  but 
maybe  it  would  be  wise  to  include  other  major  sur- 
gical procedures.  Possibly  there  would  be  fewer  ap- 
pendectomies, fewer  cholecystectomies,  and  fewer 
hysterectomies  than  at  present. 

Indications 

Indications  for  cesarean  section  underwent  a sig- 
nificant change  about  the  turn  of  the  century,  when 
it  was  no  longer  necessary  to  limit  abdominal  pro- 
cedures to  the  "last  resort”  category.  By  1911  Routh14 
had  reported  1,282  cesarean  sections  performed  in 
the  British  Isles  during  the  preceding  decades,  with 
a mortality  rate  in  elective  or  early-in-labor  patients 
of  4 per  cent.  A decade  later,  Holland7  reviewed  the 
4,176  cesarean  sections  performed  in  the  British 
Isles  during  the  intervening  period.  His  mortality 
rate  in  similar  cases  (patients  early  in  labor)  had 
dropped  to  1.6  per  cent.  In  both  series,  the  tech- 
nique used  was  almost  exclusively  classical. 

Using  the  recently  introduced  low  segment  tech- 
nique, DeLee  and  Cornell3  in  1922  reported  145 
cases  for  all  indications,  with  but  1 death.  The  rapidly 
falling  mortality  rate  caused  increased  application  of 
the  operation,  but  not  without  protest.  In  1915 
Holmes8  warned  of  the  dire  danger  of  subjecting  a 
young  woman  to  cesarean  section,  and  of  committing 
her  to  repeated  surgery  with  subsequent  pregnancies. 
As  late  as  1924  Williams18  voiced  the  same  philoso- 
phy, but  these  men  were  of  an  era  different  from 


ours.  Their  standards  were  different;  they  accepted  a 
maternal  mortality  rate  of  a few  per  cent.  Today,  this 
attiaide  is  unthinkable.  Perhaps  physicians  do  get  out 
of  obstetric  complications  by  taking  the  path  of  least 
resistance — the  cesarean  section — but  it  is  also  the 
most  rewarding  path. 

With  time  and  the  increased  use  of  cesarean  sec- 
tion, the  incidence  rate  has  risen  from  about  1 per 
cent  to  as  high  as  12  per  cent.  The  latter  figure 
is  seen  in  only  a few  hospitals,  and  in  none  in  the 
Midwest,  as  far  as  I know.  The  overall  incidence 
rate  today  is  5 to  6 per  cent,  an  appreciable  part  of 
which  is  made  up  of  repeated  operations.  In  fact,  the 
commonest  indication  in  most  hospitals,  attaining  a 
rate  as  high  as  65  per  cent,  is  previous  cesarean 
section. 

Today’s  indications  for  primary  cesarean  section 
and  relative  incidence  have  been  determined  by 
collating  extensive  series  in  the  current  literature. 
The  most  common  cause  is  cephalopelvic  dispropor- 
tion, which  constitutes  approximately  35  per  cent. 
In  1922  obstruction  to  labor  constituted  85  per  cent 
of  all  indications.  Does  this  indicate  that  cephalo- 
pelvic disproportion  is  less  common?  I think  it  does. 
Certainly  rachitic  pelves,  osteomalacic  pelves,  and 
deformities  associated  with  coccitis  and  spinal  disease 
are  seldom  seen.  The  diseases  associated  with  mal- 
nutrition and  poor  hygiene  are  less  common;  there- 
fore, cesarean  section  attributable  to  them  must  also 
be  less  common. 

The  second  commonest  indication  may  be  called 
faulty  labor.  This  includes  cases  formerly  termed 
dystocia,  uterine  dyskinesia,  and  primary  atony.  Ju- 
dicious use  of  pituary  extracts  and  sedation  has 
helped  to  establish  effective  labor  in  many  of  these 
patients  before  dehydration,  exhaustion,  and  infec- 
tion has  occurred.  Hence,  the  incidence  of  desultory, 
poor  labor,  or  whatever  it  may  be  called,  should  be 
less  today  than  formerly.  I believe  that  it  is.  The 
overall  incidence  of  primary  cesarean  section,  ap- 
proximately 2 to  3 per  cent,  is  not  much  different 
from  what  it  was  10  or  15  years  ago,  in  spite  of 
liberalization  of  indications. 

The  third  most  common  indication  is  placenta 
previa.  Definitive  diagnosis  should  be  made  by  vag- 
inal examination  in  the  operating  room;  all  should 
be  in  readiness  for  immediate  cesarean  section  if 
warranted  by  the  findings.  In  this  manner  neither 
time  nor  blood  are  needlessly  lost.  In  recent  years 
this  indication  for  cesarean  section  has  found  wide 
acceptance,  and  as  a result  the  lives  of  many  babies 
and  of  most  mothers  with  the  condition  have  been 
saved. 

Malposition  is  gaining  wider  acceptance  as  an 
indication.  Obviously,  most  cases  of  malposition  and 
malpresentation  do  not  require  abdominal  delivery. 
Nevertheless,  certain  difficult  problems,  such  as  im- 
pacted transverse  presentation,  can  be  solved  better 
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by  cesarean  section  than  by  version  and  extraction. 
Although  breech  presentation  is  hardly  a malpresen- 
tation,  it  has  been  included  in  this  category,  and  is 
largely  responsible  for  the  frequency  of  the  indica- 
tion termed  malposition. 

Recently,  toxemia  has  occurred  less  often  in  most 
areas.  Good  prenatal  care  has  been  influential  in  this 
decrease.  Certainly  through  good  prenatal  manage- 
ment, mild  toxemia  can  be  detected  and  treated 
properly  before  it  assumes  serious  import.  When 
toxemia  is  progressive  or  is  not  alleviated  with  ade- 
quate therapy,  termination  of  pregnancy  must  be 
considered.  If  the  baby  is  alive  and  conditions  are 
not  propitious  for  easy  rapid  vaginal  delivery,  cesar- 
ean section  is  indicated.  As  the  incidence  of  toxemia, 
especially  severe  toxemia,  has  decreased,  so  has  the 
need  for  termination  by  abdominal  delivery  from  this 
cause. 

Abruptio  placentae,  often  associated  with  severe 
toxemia,  also  is  less  common  than  formerly.  Patients 
with  mild  abruption  in  early  labor  are  best  treated 
by  rupture  of  the  membranes.  In  the  severe  forms, 
with  massive  intra-uterine  hemorrhage  (often  con- 
cealed ) , treatment  should  be  by  abdominal  section. 
This  permits  inspection  of  the  uterus  and  direct  ob- 
servation of  its  capacity  to  contract.  Rarely,  hyster- 
ectomy is  necessary  after  evacuation  of  the  uterus. 

A few  years  ago  there  was  a swing  away  from 
abdominal  delivery  in  the  case  of  a prematurely 
separated  placenta,  partly  because  the  fetus  was  often 
dead  or  badly  damaged  and  partly  because  the  pro- 
cedure was  not  thought  necessary  for  maternal 
safety.  The  pendulum  seems  to  be  swinging  back, 
in  an  effort  to  solve  a distressing  problem  before  it 
becomes  more  serious  by  virtue  of  blood  loss  and 
afibrinogenemia. 

Fetal  distress  is  a vague  term  employed  to  cover 
several  conditions  which  indicate  that  further  delay 
in  delivery  will  jeopardize  the  fetus.  These  include 
variations  in  fetal  heart  rate  or  rhythm  and/or 
passage  of  meconium  in  cephalic  presentations.  The 
latter  occurs  frequently  without  fetal  embarrassment, 
and  changes  in  rhythm  sometimes  have  no  apparent 
significance.  Nevertheless,  heart  tones  faster  than 
180  or  slower  than  100  are  warnings  of  fetal  danger. 
If  delivery  cannot  be  quickly  and  safely  consum- 
mated by  the  vaginal  route,  abdominal  delivery 
should  be  performed. 

The  cord  may  be  prolapsed  before  the  onset  of 
labor  and  the  fetus  still  not  be  in  danger — that  is, 
for  the  moment.  Unless  the  cervix  is  at  or  near 
complete  dilatation,  however,  vaginal  delivery  is 
hazardous  for  mother  and  baby.  Cord  replacement 
and  bag  insertion  result  in  excessive  fetal  loss  and 
a high  maternal  morbidity  rate.  Placement  of  the 
hand  in  the  vagina  to  keep  the  presenting  part  away 
from  the  cord,  and  rapid  abdominal  delivery,  offer 
the  baby  its  best  chance. 


Some  diseases  for  which  cesarean  section  formerly 
was  indicated  have  either  disappeared  or  decreased 
in  frequency,  for  example,  osteomalacia,  rickets,  tu- 
berculosis of  the  bones,  and  toxemia.  Others,  includ- 
ing severe  heart  disease  and  kidney  and  pulmonary 
disease,  are  no  longer  considered  indications.  Never- 
theless, "new”  diseases  have  taken  their  place.  Di- 
abetes is  one  of  these.  Twenty-five  years  ago  diabetes 
was  hardly  an  indication  for  cesarean  section;  today 
about  2 per  cent  of  abdominal  deliveries  are  per- 
formed for  this  cause.  Before  the  discovery  of  insulin, 
the  juvenile  diabetic  patient  did  not  live  long  enough 
to  marry  and  reproduce.  Now  she  develops  normally 
and  can  have  a family.  Fetuses  of  diabetic  mothers 
tend  to  be  large  and  to  die  suddenly  in  utero,  with- 
out known  cause,  as  term  is  approached.  To  avoid 
this  risk,  preterm  delivery  is  advisable.  In  the  patient 
with  a closed  long  cervix,  the  most  effective  method 
of  delivery,  is  cesarean  section. 


Erythroblastosis  is  another  "new”  disease.  In  sensi- 
tized Rh-negative  mothers,  the  fetus  may  become 
progressively  damaged  as  pregnancy  advances.  There 
seems  to  be  a period  before  term  in  which  some 
babies  can  be  saved  if  they  are  delivered  promptly. 
This  does  not  mean  that  cesarean  section  is  always 
essential;  nevertheless,  in  patients  in  whom  labor 
is  not  imminent,  it  may  be  the  most  expedient  meth- 
od. Actually  less  than  1 per  cent  of  cesarean  sections 
are  performed  for  this  reason. 

In  the  treatment  of  habitual  abortion  or  premature 
labor,  certain  plastic  operations  on  the  cervix  have 
been  performed.  If  such  a patient  achieves  pregnancy 
and  carries  to  term,  it  is  reasonable  to  avoid  undoing 
the  good  accomplished  by  the  corrective  surgery. 
These  patients,  as  well  as  those  who  have  undergone 
certain  elective  vaginal  repairs  such  as  for  vesico- 
vaginal fistula,  understandably  are  candidates  for 
abdominal  delivery. 

The  elderly  primipara  has  not  been  listed  as  a 
specific  indication  for  cesarean  section,  because  age 
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and  primiparity  are  not,  per  se,  indications.  Never- 
theless, other  factors  may  indicate  the  need  for  cesar- 
ean section  in  such  a patient,  regardless  of  whether 
the  head  or  the  breech  presents. 

There  is  no  category  to  include  the  "especially 
valuable  child,”  because  all  children  are  especially 
valuable.  Judgment  may,  however,  be  tempered  by 
the  patient’s  past  history.  If  she  had  difficulty  in 
achieving  pregnancy,  if  there  have  been  many  mis- 
carriages, if  remaining  childbearing  years  are  few, 
if  labor  is  not  progressing  ideally — clinical  judgment 
dictates  early  rapid  termination  of  pregnancy. 

The  category  soft  tissue  dystocia  includes  a variety 
of  conditions  seldom  seen.  Included  are  obstructing 
pelvic  tumors,  carcinoma  of  the  cervix,  scars  of  the 
genital  tract  which  prevent  dilatation,  and  cervical 
rigidity.  Certain  factors  are  controversial.  For  exam- 
ple, carcinoma-in-situ  may  be  considered  an  indica- 
tion for  abdominal  delivery  by  some,  but  not  by 
others.  Some  authorities  prefer  Diirhssen  incision  for 
the  cervix  which  does  not  dilate,  rather  than  abdom- 
inal delivery.  Conditions  in  the  category  of  soft  tis- 
sue dystocia  constitute  only  2 per  cent  of  primary 
cesarean  sections. 

Finally,  a group  of  indications  have  been  termed 
miscellaneous,  for  want  of  a better  name.  This  class 
includes  unusual  conditions  which  the  obstetrician 
believes  are  managed  best  by  abdominal  delivery: 
congenital  anomalies,  sacculation  of  the  uterus,  scars 
of  the  uterus  from  previous  myomectomies,  history 
of  difficult  labors,  and,  occasionally,  an  emotional 
indication. 


Reasons  for  Lower  Mortality  Rote 

Undoubtedly  much  of  the  success  associated  with 
cesarean  section  has  been  the  result  of  improvements 
in  ancillary  fields.  The  use  of  antibiotics  in  patients 
potentially  or  actually  infected  has  all  but  eliminated 
the  need  for  extraperitoneal  cesarean  section  and/or 
cesarean  hysterectomy.  I do  not  like  the  prophylactic 
use  of  antibiotics.  In  the  many  series  in  which 
antibiotics  have  been  used  prophylactically,  there  is 
no  indication  that  they  possessed  merit.  Conversely, 
administration  of  such  a drug  can  cause  sensitization, 
precluding  its  future  use  in  cases  in  which  it  might 
be  indicated  and  of  extreme  value. 

Administration  of  blood  has  been  of  great  value 
in  conditions  associated  with  antepartum  anemia  or 
blood  loss,  as  well  as  in  loss  of  blood  during  and 
after  operation.  The  relatively  free  use  of  blood  in 
recent  years,  however,  is  not  without  slight  risk.  In- 
compatibilities still  occur  because  of  rare  blood  fac- 
tors or  errors  in  typing.  There  is,  furthermore,  the 
possibility  of  transmitting  viral  disease,  particularly 


infectious  hepatitis.  I do  not  use  blood  unless  it  is 
definitely  indicated.  In  normal  vaginal  delivery,  the 
average  women  can  lose  approximately  500  cc.  of 
blood  with  impunity;  if  loss  exceeds  this,  it  must  be 
made  up.  There  has  been  a tendency  to  underesti- 
mate the  amount  of  blood  lost.  Some  patients  at  time 
of  cesarean  section  lose  several  times  the  amount 
which  might  safely  be  lost  in  vaginal  delivery,  and 
this  must  be  replaced. 

The  proper  choice  of  anesthetic  agent  is  important. 
This  will  vary  with  the  operator’s  experience,  the 
facilities  available,  and  the  patient’s  condition.  Many 
excellent  obstetricians  prefer  local  anesthesia;  DeLee, 
for  example,  was  a staunch  advocate  of  this  pro- 
cedure. Although  local  anesthesia  might  be  safer 
than  other  modes  of  anesthesia,  it  is  not  particularly 
desirable,  as  those  who  have  experienced  abdominal 
surgery  with  its  use  attest.  It  is  unpleasant  emo- 
tionally, and  is  anything  but  without  pain.  Never- 
theless, it  is  safe  and  is  useful  in  selected  cases. 

Workers  in  a number  of  hospitals  prefer  spinal 
anesthesia.  This  procedure,  once  extremely  hazardous, 
is  relatively  safe,  but  it  is  still  associated  with  such 
complications  as  severe  hypotension,  persistent  head- 
ache, paraplegia,  and  premature  separation  of  the 
placenta. 

Inhalation  anesthesia  should  not  be  used  within 
a few  hours  of  eating.  Use  of  inhalation  anesthesia, 
especially  ethylene-ether  or  ethylene-nitrous  oxide 
after  Pentathol  induction,  is  an  excellent  anesthetic 
method  when  given  by  someone  experienced.  The 
obstetrician  should  work  quickly  so  that  the  baby  is 
born  within  7 or  8 minutes  of  the  onset  of  admin- 
istration. Cyclopropane  is  more  difficult  to  admin- 
ister and  is  associated  with  a higher  incidence  of 
fetal  and  maternal  complications.  It  should  not  be 
use  if  oxytocics  are  to  be  given  intravenously. 

Of  the  many  types  of  operation  available,  the 
better  scar  with  the  lower  incidence  of  uterine  rup- 
ture is  one  of  the  reasons  for  the  increased  popularity 
of  the  low  segment  operation.  In  addition,  bleeding  is 
usually  less,  and  intra-abdominal  complications  min- 
imal. This  procedure  was  introduced  for  treatment 
of  the  infected  or  potentially  infected  patient.  Before 
that  time  the  classical  operation  with  fundal  incision 
was  popular,  and  patients  with  infection  were  treated 
by  cesarean  hysterectomy.  At  present  the  low  segment 
incision  is  the  operation  of  choice  in  infected  or 
potentially  infected  patients.  Antibiotic  drugs  have 
enabled  performance  of  cesarean  section  after  failure 
of  attempted  vaginal  delivery  and  even  in  the  pres- 
ence of  infection.  Extraperitoneal  section  still  has  ad- 
vocates, especially  if  infection  exists.  Nevertheless, 
with  the  passage  of  time  this  operation  has  lost 
favor  because  of  the  increased  technical  problems. 

Hysterectomy  is  seldom  used  after  cesarean  section, 
and  usually  not  because  of  infection.  It  may  be  nec- 
essary in  cases  in  which  bleeding  is  uncontrollable, 
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in  which  there  are  large  fibroids,  in  which  rupture 
has  occurred,  or  in  which  poor  scar  makes  closure  of 
the  uterine  incision  mechanically  impossible.  When 
hysterectomy  is  performed,  I believe  that  it  should 
be  a total  abdominal  hysterectomy.  It  is  no  more  dif- 
ficult to  remove  the  entire  uterus  than  the  supra- 
cervical portion;  with  a little  care  the  incidence  of 
bladder  or  ureteral  injury  should  be  practically  non- 
existent and  there  should  not  be  hematomas  of  the 
broad  ligaments. 


Subsequent  Pregnancies 

The  literature  indicates  that  women  have  had  as 
many  as  10  babies  by  cesarean  section,  but  above 
5 the  number  drops  off  sharply.  Obviously,  each  op- 
eration predisposes  to  a poorer  scar.  Therefore,  the 
physician  eventually  may  consider  subsequent  preg- 
nancy to  be  associated  with  more  than  ordinary  risk 
of  uterine  rupture.  At  one  time  most  physicians 
sterilized  the  patient  after  the  second  cesarean  opera- 
tion. Today,  most  practitioners  do  not  consider  ster- 
ilization until  after  the  fourth  such  delivery.  Assum- 
ing that  sterilization  is  indicated  for  medical  reasons, 
my  preference  is  tubal  ligation  of  the  Pomeroy  type. 
The  incidence  of  failure  with  the  Madlener  tech- 
nique is  slightly  higher.  I am  opposed  to  cesarean 
hysterectomy  as  a means  of  sterilization.  Hyster- 
ectomy is  a formidable  procedure,  and  should  be  used 
because  of  medical  indications  in  its  own  right. 

Most  authorities  subscribe  to  the  dictum  "once  a 
cesarean,  always  a cesarean.”  Actually,  because  of 
the  possibility  of  subsequent  rupture  of  the  uterine 
wound,  the  question  was  considered  by  the  earliest 
operators.  More  recently,  with  improvements  in 
technique  and  more  satisfactory  convalescence,  the 
validity  of  this  dictum  has  been  questioned.  Even 
advocates  for  repeated  cesarean  section  believe  that 
labor  is  permissible  under  certain  circumstances,  such 
as  premature  labor,  especially  if  the  fetus  is  dead. 
Those  in  favor  of  permitting  labor  after  previous 
cesarean  section  point  out  that  approximately  25  per 
cent  of  uterine  ruptures  occur  before  term,  at  a time 
when  nothing  is  ordinarily  done,  and  that  with  low 
cervical  incision,  rupture  probably  occurs  in  less  than 
1 per  cent  of  patients.  Should  rupture  occur,  the 
possibility  of  a fatality  in  a well  regulated  and 
equipped  hospital  should  not  exceed  2 per  cent.  Fig- 
uring liberally,  1 per  cent  of  2 per  cent  gives  a risk 
of  approximately  2 per  10,000  deliveries,  a risk 
paralleling  that  of  the  vaginal  delivery.  Therefore 
why  not  permit  labor?  The  patient  should,  of  course, 
be  closely  watched.  Any  untoward  sign  such  as  in- 
creasing tenderness  or  pain  over  the  incision  war- 
rants immediate  operative  intervention.  Riva  and 
Breen13  reported  that  more  than  60  per  cent  of 


women  with  previous  cesarean  section  had  been  per- 
mitted to  deliver  vaginally;  in  these,  one-third  of 
cesarean  sections  had  been  performed  originally  for 
cephalo-pelvic  disproportion.  No  ruptures  occurred. 
Cosgrove2  has  not  been  as  liberal  as  Riva  and 
Breen;13  approximately  35  per  cent  of  his  patients 
had  successful  vaginal  delivery  after  cesarean  section. 

Why  shouldn’t  all  women  be  given  the  chance  to 
deliver  vaginally  if  the  provocative  disease  no  longer 
exists?  The  answer  to  this  question  depends  upon 
the  practitioner’s  past  experience.  If  he  has  ever 
witnessed  a rupture  after  cesarean  section,  he  is  not 
inclined  to  permit  this  risk  a second  time.  In  addi- 
tion, most  physicians  have  been  impressed  by  the 
thinness  of  the  scar  during  repeated  cesarean  sec- 
tion. In  some  such  instances,  actual  separation  of 
the  uterine  wall  is  observed,  without  hemorrhage 
and  without  fetal  injury.  In  other  patients  there  may 
not  be  complete  separation  but  the  scar  is  so  thin 
that  the  baby  can  be  seen  through  the  uterine  wall. 
Having  seen  many  of  these  thin  scars  and  having 
seen  one  rupture,  I believe  that  patients  who  have 
had  cesarean  section  should  be  delivered  by  the  same 
method  in  subsequent  pregnancies. 


Other  Considerations 

Another  problem  is  whether  other  surgical  pro- 
cedures, such  as  appendectomy,  should  be  performed 
at  time  of  cesarean  section.  Again,  it  is  my  opinion 
that  any  additional  procedure  is  associated  with 
added  risk.  Nevertheless,  if  there  is  evidence  of 
previous  appendiceal  disease  or  of  neoplasms  of  the 
ovary,  it  seems  unrealistic  not  to  excise  the  diseased 
tissue,  in  spite  of  the  slight  additional  risk. 

The  question  of  desirability  of  cesarean  section 
to  guarantee  survival  of  the  fetus  is  confused.  In- 
numerable reports  indicate  that  fetal  survival  is 
poorer  after  cesarean  section  than  after  vaginal  de- 
livery. It  stands  to  reason  that  overall  this  is  to  be 
expected,  since  many  conditions  for  which  cesarean 
section  is  performed  are,  per  se,  hazardous  to  the 
fetus.  Nevertheless  the  literature  indicates  that  fetal 
risk  in  elective  cesarean  section  in  which  there  are 
no  inimical  factors  is  as  high  as  for  vaginal  delivery. 
Part  of  this  is  attributable  to  the  fact  that  babies 
frequently  weigh  less  than  2,500  Gm,  falling  into 
the  category  of  prematurity.  It  has  long  been  known 
that  estimated  day  of  confinement  does  not  neces- 
sarily guarantee  a term  size  infant.  Also,  estimation 
of  size  based  upon  abdominal  palpation  or  roent- 
genographic  study  has  a large  percentage  error.  Care- 
ful studies,  such  as  that  of  Hesseltine  and  Freese,6 
indicate  that  with  ordinary  care  the  incidence  of  pre- 
maturity in  elective  cesarean  section  should  not  ex- 
ceed 4 per  cent  and  that  most  babies  delivered  by 
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the  method  will  weigh  nearly  2,500  Gm.  If  there  is 
any  question  about  the  baby’s  size,  elective  cesarean 
section  should  be  delayed  until  spontaneous  labor 
occurs. 


In  spite  of  reports  in  the  literature,  I am  not  con- 
vinced that  the  incidence  of  atelectasis,  poor  respira- 
tion, and  hyaline  membrane  disease  is  any  greater  in 
a baby  delivered  by  cesarean  operation  than  in  one 
delivered  vaginally.  I think  this  is  another  example 
of  statistical  reports  being  less  accurate  than  they 
might  be. 

Postmortem  cesarean  section  is  a dramatic  proced- 
ure and  one  that  the  average  practitioner  probably 
will  not  perform  during  his  medical  career.  Never- 
theless, he  should  be  prepared  for  such  an  emer- 
gency. The  world  literature  indicates  that  in  only 
118  instances  have  living  children  been  delivered 
after  the  mother’s  death;  of  these,  many  lived  only 
a few  hours.  There  have  been  instances  in  which  the 
husband  refused  permission  for  the  procedure  but 
the  physician  operated  without  subsequent  medico- 
legal difficulty.  The  important  thing  to  remember 
is  that  time  is  short.  Babies  may  be  resuscitated  many 


minutes  after  apparent  death  and  be  normal.  Open- 
ing the  fetal  chest  for  cardiac  massage  has  been  sug- 
gested if  the  baby  appears  dead  at  time  of  delivery. 
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Management  and  Treatment  of  Allergy 

• • • TO  STINGING  INSECTS 


Although  it  is  sometimes  extremely  difficult  to  determine  whether 
a patient  is  hypersensitive  to  insect  bites  and  stings,  determination  of 
the  offending  insect  is  essential  so  that  appropriate  therapy  can  be 
given.  Such  efforts  are  often  lifesaving.  In  the  present  study  the 
authors  concluded  that  there  are  common  antigens  in  the  bee  and  wasp. 


RICHARD  L.  ETTER,  M.D.;  WARREN  J.  RAYMER,  M.D.;  and  RICHARD  H.  JACKSON,  M.D. 

Houston,  Texas 


DEATH  FROM  insect  stings  is  not  new.  King 
Menes  of  Egypt  died  of  a wasp  or  hornet  sting 
in  2642  B.C.12  In  the  United  States  sensitivity  to 
bees  was  reported  as  early  as  1811.  Despite  numerous 
reports  in  the  medical  literature,  the  layman  is  con- 
stantly alarmed  at  the  seriousness  of  insect  stings  and 
bites,  as  evidenced  by  reports  in  the  lay  press  of 
sudden  deaths  and  severe  reactions  to  insect  stings. 
These  reports  appear  frequently  and  sensationally. 
Such  deaths  could  be  drastically  reduced  if  the  mech- 
anism, reactions,  and  treatment  were  fully  appreciated 
by  the  practitioners  of  medicine  who  are  acquainted 
with  these  sensitive  people. 

In  dealing  with  the  stings  of  insects,  it  is  necessary 
to  distinguish  between  a true  allergic  reaction  and 
that  reaction  attributable  only  to  the  toxin  injected 
into  the  individual.  Even  a normal  person  will  have 
a reaction  to  the  toxin,  which  is  probably  a acetylcho- 
line like  substance.  Bowen1  has  pointed  out  that 
when  the  honey  bee  stings,  the  stinger  with  the 


venom  sack  is  retained  by  the  person  stung.  The 
bee  is  then  brushed  off  and  dies.  It  takes  a bee  2 or  3 
minutes  to  inject  the  whole  amount  of  venom 
through  its  fine  stinger.  Therefore,  the  sooner  the 
venom  sack  is  taken  off,  the  less  venom  will  be 
injected.  Hornets,  wasps,  yellow  jackets,  and  bumble 
bees  have  non-barbed  stingers  and  do  not  leave  their 
venom  sacks.  Therefore,  they  may  sting  again  if  they 
are  caught  inside  a garment. 

The  following  is  a partial  list  of  the  more  impor- 
tant offending  insects,  in  order  of  the  frequency  with 
which  they  are  reported: 

Wasp  House  fly  Water  flea 

Bee  Body  louse  Mite 

Ant  Deer  fly  Moth 

Mosquito  Chigger  Scabies 

Caddis  fly  Locus  Yellow  jacket 

May  fly  Mushroom  fly  Mexican 

Flea  Citrus  fruit  fly  kissing  bug 

Bedbug  Beetle 


TEXAS  State  Journal  of  Medicine,  DECEMBER,  1960 


915 


ALLERGY  TO  INSECTS  — Etter  et  al  — continued 

To  substantiate  true  sensitization,  Bowen1  showed 
that  some  individuals  bitten  by  a mosquito  demon- 
strate a true  Arthus  phenomenon.  We  have  seen  one 
example  of  this  type  in  the  case  of  a 48  year  old 
railroad  switchman  in  a local  railroad  yard.  While 
working,  he  was  stung  by  a wasp,  and  within  2 min- 
utes became  short  of  breath;  he  then  became  coma- 
tose. The  remainder  of  the  railroad  crew,  believing 
that  he  had  a heart  attack,  took  him  to  the  railroad 
station  and  called  an  ambulance,  which  took  him  to 
the  emergency  room  of  a local  hospital.  By  the  time 
he  arrived  at  the  hospital,  generalized  urticaria  and 
swelling  had  developed.  Suspecting  an  allergic  re- 
action, the  medical  examiner  gave  the  patient  epi- 
nephrine. After  30  minutes  he  responded  to  therapy 
enough  to  say  that  he  had  been  stung  by  a wasp. 
Within  24  hours,  a true  Arthus  phenomenon  devel- 
oped at  the  site  of  the  insect  sting. 

Benson2  divides  the  types  of  sensitization  into  3 
groups:  (1)  innocently  by  scales  or  dust  from  wings 
or  body;  (2)  injection  of  venom  through  sting; 
( 3 ) instillation  of  salivary  secretions. 

Bowen1  states  that  certain  persons  fail  to  react 
to  the  bite  of  a given  insect.  In  others  the  effect  is 
probably  attributable,  not  to  secreted  irritant,  but  to 
an  acquired  specific  sensitization. 

Wegelui11  and  Jex-Blake5  have  reported  autopsy 
findings  in  fatal  bee  and  wasp  cases.  Their  important 
findings  were  as  follows:  edema  and  emphysema  of 
the  lungs,  over-distention  of  the  right  side  of  the 
heart,  splanchnic  dilation  and  hepatic  engorgement, 
and  petechial  hemorrhages  of  the  skin  and  mucous 
membrane. 


Mortality  Statistics 

Although  patients  allergic  to  insects  comprise  only 
a small  percentage  of  those  who  pass  through  the 
physician’s  offices,  they  are  by  no  means  the  least 
important,  nor  is  the  condition  the  least  taxing  in 
making  a diagnosis.  Correct  diagnosis  with  proper 
treatment  is  spectacular,  and  often  life  saving. 

Tables  1 and  2 illustrate  the  frequency  of  acci- 


Table  1. — Accidental  Deaths  Attributed  to  Insect  Bites  and 
Stings  (Texas  Bureau  of  Vital  Statistics) 7 

Year 

Bee 

Sting 

Wasp 

Sting 

Bee  or 
Wasp  Sting 

Ant 

Bite 

Spider 

Type  Un- 
specified 

1952 

1 

1 

0 

0 

1953 

0 

2 

1 

0 

1954 

1 

1 

0 

0 

1955 

0 

2 

0 

2 

1958 

2 

3 

1 

1 

1959* 

0 

3 

0 

0 

* First  7 months. 


TABLE  2. — Accidental  Deaths  Attributed  to  Insect  Bites  and 
Stings  (United  States  Statistics , 1957)7 


State 

No. 

State 

No. 

Alabama  

3 

Missouri  

. . . . 3 

California  

1 

New  Jersey 

. . . . i 

Colorado 

1 

New  York  

. . . . 2 

Delaware  

1 

North  Carolina  . 

. . . . 2 

Florida  

1 

Ohio 

1 

Georgia 

4 

Tennessee  

2 

Idaho  

1 

Texas  

10 

Illinois  

1 

Virginia  

2 

Kentucky  ...  . 

2 

Wyoming  

1 

Louisiana  

1 

Total 

. . 40 

dental  deaths  attributed  to  certain  insect  bites  and 
stings  in  Texas  and  the  United  States.  These  statistics 
are  by  no  means  accurate,  as  pointed  out  by  Swinny.10 
He  has  shown  that  there  are  many  more  cases  each 
year  than  reported,  since  some  deaths  from  insect 
stings  are  recorded  as  natural,  causes  unknown. 

Although  the  incidence  of  reactions  to  biting  in- 
sects cannot  accurately  be  obtained,  reports  in  the 


Table  3. — Symptoms  Reported  in  Cases  of  Authors  and 
Their  Colleagues. 


1.  Local  swelling 

8.  Nausea 

2.  Generalized  urticaria 

9.  Loss  of  consciousness 

3.  Shortness  of  breath  and 

10.  Headache 

cough 

11.  Convulsion 

4.  Generalized  itching 

12.  Schoenlein-Henoch 

5.  Aching  and  joint  swelling 

syndrome 

6.  Angioneurotic  edema 

7.  Asthma 

13.  Shock 

lay  press  of  this  country  have  greatly  increased.  It  is 
because  of  this  that  the  number  of  patients  who 
reported  to  our  office  was  increased  fourfold  over 
the  previous  year.  The  severe  reactions  to  insects  are 
mainly  attributed  to  wasp  and  bee.  Severe  reactions 
to  other  insects  can  be  reported  by  most  physicians. 
Typical  histories  of  ant  bites  are  enumerated  by 
Bowen.1  Benson2  reported  several  mosquito  bite 
cases.  Wolf13  has  reported  an  unusual  allergy  to  the 
Mexican  kissing  bug,  and.  Parsons0  a case  of  bedbug 
bite  anaphylaxis  misinterpreted  as  coronary  occlusion. 
The  symptoms  of  patients  with  histories  of  sensitivity 
to  wasp,  ants,  hornets,  bees,  and  mosquitoes  vary 
from  severe  local  reactions  to  loss  of  consciousness. 
Table  3 shows  the  symptoms  reported  in  our  own 
cases,  or  those  of  our  colleagues,  in  the  order  of 
their  occurrence. 


Common  Allergenic  Properties  of  Insects 

Increasing  interest  in  insects  as  causative  agents  of 
allergic  manifestation,  and  conflicting  reports  as  to 
what  protection  hyposensitization  to  one  member  of 
the  Class  Insecta  affords  against  the  other  members 
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of  the  same  class,  prompted  the  present  study.  Prince 
and  Secrest9  suggested  that  the  extract  of  bee  will 
hyposensitize  human  beings  against  species  of  the 
other  families  of  the  suborder  Clistogastra  of  the 
order  Hymenoptera  of  the  Class  Insecta,  Phylum 
Arthropoda,  whereas  Swinny10  states  the  sensitivity 
is  species  specific. 

The  close  zoological  relationship  of  the  wasp 
(Polistes)  and  the  bee  (Apis  mellifica)  might  sug- 
gest common  allergenic  properties  of  their  antigens. 
Foubert  and  Stier4  have  shown  in  gel  diffusion  that 
common  antigens  are  indicated.  In  review  of  the 
results  of  several  insect  sensitive  patients,  a common 
allergen  is  suggested,  since  numerous  patients  state 
that  while  they  are  being  treated  with  the  antigen 
of  wasp  or  bee,  ant  bites  do  not  bother  them. 

Our  own  investigation  also  suggested  common 
antigens.  The  sera  studied  were  obtained  from  un- 
selected patients  with  clear-cut,  alarming  systemic 
symptoms  from  wasp  stings.  Those  whose  reactions 
were  just  pain,  redness,  swelling,  or  exaggerated  local 
swellings  were  excluded.  The  sera  obtained  were  in- 
jected into  individuals  who  had  never  had  any  in- 
jections of  insect  antigen  except  those  used  in  skin 
testing  to  determine  their  non-insect  sensitivity  by 
punch  test.  The  technique  used  was  as  follows: 

1.  All  studies  were  done  on  individuals  who  were 
negative  to  insects  by  history  and  skin  testing. 

2.  Into  each  of  three  sites  in  a vertical  row  on 
the  lateral  aspect  of  each  upper  arm  was  injected 

0.10  cc.  intradermally  of  sensitive  serum  (to  which 
had  been  added  as  a preservative,  1:100  of  its  volume 
of  1 : 100  Merthiolate,  making  the  final  concentration 
of  Merthiolate,  1:10,000). 

3.  At  the  end  of  48  hours,  the  top  two  sites  of 
the  right  arm  were  tested  with  wasp  antigen  of 
1:100  dilution,  and  the  top  two  sites  of  the  left 
arm  with  bee  antigen  of  1:100  dilution.  These  same 
sites  were  tested  daily  on  each  succeeding  day  until 
a positive  reaction  was  no  longer  obtained  by  the 


wasp  or  bee  antigen  in  the  top  two  sites  of  each 
arm. 

4.  When  the  top  site  revealed  a negative  reaction 
(that  is,  evidence  that  antibodies  were  exhausted), 
site  2 of  the  right  arm  was  tested  with  bee  antigen 
and  site  2 of  the  left  arm  was  tested  with  wasp 
antigen. 

3.  On  the  last  day  of  the  test,  site  3 of  the  right 
arm  was  tested  with  wasp  antigen,  and  site  3 of  the 
left  arm  with  bee  antigen. 

In  all  donor  areas  the  wasp  antigen  completely 
exhausted  the  patient’s  antibodies,3  whereas  in  the 
sites  where  bee  antigen  was  used,  positive  reactions 
to  wasp  antigen  were  not  exhausted.  In  all  instances 
except  one,  the  wasp  antigen  so  neutralized  the 
serum  sites  that  bee  antigen  failed  to  show  any  posi- 
tive reactions.  When  tested  in  the  same  areas,  the 
reaction  was  greatly  diminished.  Site  3,  which  had 
not  previously  been  used  as  a test  site,  was  used  as 
a control  and  both  showed  reactivity  on  the  last  day 
of  the  test  to  wasp  and  bee  antigens,  respectively.  The 
results  are  tabulated  in  Table  4. 


Method  of  Treatment 

Treatment  is  divided  into  two  phases:  immediate, 
which  may  be  life  saving;  and  prophylatic,  or  desen- 
sitization therapy. 

I.  Immediate 

1.  Local 

a.  Wet  alkaline  packs. 

b.  Ammonia  water. 

c.  Antihistamine  ointments. 

2.  Systemic 

a.  Tourniquet  if  patient  stung  on  extremity. 

b.  Epinephrine  hydrochloride  1:1,000  solu- 
tion, 2 to  3 minims,  administered  into 
site  of  bite,  and  in  some  other  part  of  the 
body,  given  subcutaneously  or  intraven- 


Table  4. — Results  of  Skin  Testing  in  Present  Study. 


Right  Arm 

Substance 

Patient 
KN  JR 

MW 

sw 

NW 

GE 

WE 

Left  Arm 

Patient 
KN  JR 

MW 

SW 

NW 

GE  WE 

Site  1 

1st  day 

3rd  day 

Serum* 

Wasp** 

+ 

+ 

+ + 

+ + 

+ 

+ + 

+ 

Serum 

Bee 

+ 

+ 

+ + 

+ 

+ 

+ 

+ 

4th  day 

Wasp 

-j- 

+ 

+ 

+ 

— 

+ 

+ 

Bee 

+ 

1 

T 

+ 

+ 

+ 

+ 

+ 

5th  day 

Wasp 

Bee 

— 

— 

— 

— 

— 

— 

— 

Site  2 

1st  day 

3rd  day 

Serum  * 
Wasp** 

+ 

+ 

+ + 

+ + 

+ 

+ + 

+ 

Serum 

Bee 

+ 

, 

+ + 

+ 

+ 

+ 

4- 

4th  day 

Wasp 

~T 

+ 

+ 

+ 

— 

+ 

+ 

Bee 

+ 

+ 

+ + 

+ 

+ 

+ 

+ 

5th  day 

Bee 

— 

— 

— 

+ 

— 

— 

— 

Wasp 

+ 

+ 

+ 

+ 

+. 

+ 

+ 

Site  3 

1st  day 

5th  day 

Serum 

Wasp 

+ 

+ 

+ + 

+ + 

+ 

+ + 

+ 

Serum 

Bee 

+ 

+ + 

+ + 

+ 

+ 

+ 

+ 

*0.10  cc. 
* *0.05  cc. 
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ously.  There  is  not  much  reason  for  giving 
more  than  3 minims  in  any  one  site  be- 
cause epinephrine  causes  enough  vasocon- 
striction that  it  is  not  absorbed  readily.  If 
the  situation  warrants,  several  small  injec- 
tions are  more  efficient. 

c.  Intravenously  administered  antihistamine. 

d.  Plasma  therapy  if  there  is  evidence  of 
hemoconcentration. 

e.  Intravenously  administered  corticotropic 
hormones. 

II.  Desensitization 

1.  Species  or  genus  specific  antigen  is  prefer- 
able. However,  often  this  is  not  discernible, 
especially,  when  the  history  comes  from  small 
children.  If  a barb  is  found  in  the  lesion,  the 
sting  is  almost  certainly  that  of  a bee.  Often 
the  patient  is  seen  too  late  to  determine  what 
the  offending  insect  was.  When  this  is  the 
case,  we  give  a mixture  of  bee  and  wasp 
antigen  even  though  our  previous  experi- 
ments indicated  that  wasp  antigen  will  prob- 
ably protect  against  bee  stings. 

The  antigen  we  use  is  made  from  whole  adult 
insects  that  have  been  caught  alive  and  quick  frozen, 
and  kept  in  that  state  until  the  antigen  is  extracted. 
Insects  that  have  been  dead  for  any  length  of  time 
are  not  suitable  because  of  change  in  the  protein  of 
the  insect.  The  insects  are  placed  in  a Waring  Blend- 
er, with  Hollister-Stier  extracting  fluid,  in  an  amount 
of  1 part  of  insect  to  20  parts  of  extracting  fluid. 
When  the  mass  has  been  blended  well,  it  is  placed  in 
a refrigerator  for  48  hours,  after  which  it  is  sterilized 
by  Seitz  filtration.  The  strength  obtained  is  a 1:20 
dilution,  called  stock.  Serial  dilutions  are  then  made 
with  Merthiolate  saline  dilution  fluid.  A sterility  test 
is  run  in  thioglycolate  broth  for  48  hours. 

For  those  practitioners  who  do  not  have  time,  or 
to  whom  the  insects  are  not  available  in  large  enough 
quantities,  commercial  extracts  or  dried  defatted  in- 
sects of  some  species  may  be  obtained  from  several 
commercial  houses  that  prepare  allergenic  materials. 

Technique  and  Caution  of  Skin  Testing. — A pa- 
tient with  a history  of  severe  insect  sensitivity, 
especially  to  bee,  wasp,  ant,  or  mosquito,  is  routinely 
punch  tested  with  material  from  the  following  in- 
sects: 


Wasp 

Bee 

Mosquito 

Ant 


Roach 

Tick 

Silkworm 
Sow  bug 


Salt  water  shrimp 
Small  mixed  insects 
Beetle 
Moth 


The  punch  dilution  is  a 1:20  (weight  by  volume). 
Insect  antigens  that  give  a positive  punch  test  are 
titrated  with  genus  specific  insect  antigen  in  several 


The  senior  author.  Dr.  Richard  L. 
Etter  of  Houston,  presented  this 
paper  before  the  Section  on  Gen- 
eral Practice  at  the  Fort  Worth 
meeting  of  the  Texas  Medical  As- 
sociation on  April  11,  1960. 


dilutions,  starting  with  0.02  cc.  of  a 1:1,000,000 
dilution.  If  there  is  no  reaction,  the  1:100,000  dilu- 
tion is  given,  then  the  1:10,000  dilution,  and,  finally, 
the  1:1,000  dilution.  The  end  point  of  titration  is  a 
local  reaction  or  a systemic  reaction,  whichever  occurs 
first.  Test  titrations  are  limited  to  3 or  4 per  sitting, 
as  cumulative  reactions  are  feared.  In  addition  to 
the  local  reactions,  the  following  constitutional  re- 
actions have  been  used  as  end  points:  hand  itching 
with  nausea,  generalized  tingling  of  the  skin,  asthma, 
headache,  dizziness,  and  drowsiness.  When  an  end 
point  has  been  determined,  it  is  used  as  the  starting 
desensitization  dosage.  In  many  of  our  patients  no 
reaction  is  obtained  if  testing  is  performed  too  soon 
after  a systemic  reaction  from  a sting  or  bite.  How- 
ever, testing  in  these  individuals  2 weeks  or  more 
after  the  reaction  has  subsided  shows  a skin  reaction. 

Desensitization  Therapy. — When  the  end  point 
has  been  determined,  treatment  is  instituted.  The  end 
point,  determined  by  titration,  is  the  basis  for  initial 
desensitization,  and  treatment  is  usually  started  in  the 
next  weaker  dilution  than  the  determined  end  point. 
For  instance,  if  a positive  reaction  was  obtained  in 
a 1:100,000  dilution,  treatment  would  be  started  with 
the  1:1,000,000  dilution.  Hyposensitization  dosages 
are  given  twice  a week  for  6 treatments,  then  once 
a week.  The  usual  starting  dosage  of  the  determined 
strength  will  be  0.05  cc.  It  is  increased  to  0.45  cc., 
at  which  point  the  next  stronger  dilution  1:100,000 
is  given.  This  is  continued  at  weekly  intervals  until 
a 1:100  dilution  is  reached,  then  0.45  cc.  of  a 1:100 


Table  5. — Example  of  Treatment  Schedule  in  Which  Test 
Was  Positive  in  1:100,000  Dilution. 


1:1,000,000 
Twice  a 
Week 

1:100,000 
Once  a 
Week 

1:10,000 
Once  a 
Week 

1:1,000 
Once  a 
Week 

1:100 
Once  a 
Week 

0.05 

0.05 

0.05 

0.05 

0.05 

0.10 

0.10 

0.10 

0.10 

0.10 

0.15 

0.15 

0.15 

0.15 

0.15 

0.20 

0.20 

0.20 

0.20 

0.20 

0.25 

0.25 

0.25 

0.25 

0.25 

0.30 

0.30 

0.30 

0.30 

0.30 

0.35 

0.35 

0.35 

0.35 

0.35 

0.40 

0.40 

0.40 

0.40 

0.40 

0.45 

0.45 

0.45 

0.45 

0.45* 

* Maintenance  therapy  dosage  continued  once  a month. 
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dilution  is  given.  This  dosage  is  continued  at  monthly 
intervals  indefinitely. 


Summary 

Although  insect  sensitivity  affects  only  a small 
portion  of  patients,  the  condition  is  by  no  means  the 
least  taxing  of  those  the  physician  sees,  both  in  diag- 
nosis and  in  determination  of  the  offending  insect. 
Patients  should  be  told  that  they  can  be  helped  re- 
markably; in  fact,  it  is  the  physician’s  obligation  to 
so  inform  them.  Such  efforts  may  be  life  saving. 

The  present  study  suggests  that  there  are  common 
antigens  in  the  bee  and  in  the  wasp.  Because  of  the 
inaccuracy  of  identification  of  insects  in  some  cases, 
it  would  be  wise  to  use  wasp  antigen  in  place  of  bee 
antigen,  or  to  use  a mixture  of  the  two.  However, 
when  identification  has  been  made,  the  species-spe- 
cific antigen  is  the  one  of  choice. 
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Madribon  was  administered  therapeutically  or  prophylactically  to  289  patients 
with  respiratory  type  allergies  complicated  by  acute  or  recurrent  infections.  Of  the  199 
with  acute  infections,  131  achieved  a satisfactory  response,  and  44  were  not  benefited. 
Eighty  of  94  with  recurrent  infections  treated  prophylactically  responded  satisfactorily 
to  treatment,  and  14  showed  no  improvement.  In  4 patients  a skin  rash  was  attributed 
to  the  medication.  The  low  incidence  of  side  effects  is  notable. 


Madribon 


WILLIAM  C.  GRATER,  M.D. 

Dallas,  Texas 


IT  IS  WELL  KNOWN  that  there  is  a complex 
but  definite  relationship  between  infection  and 
allergy.  A common  clinical  example  of  infection  as 
a secondary  complication  is  the  patient  with  hay 
fever  or  asthma  who  subsequently  has  infections  in 
the  sinuses  and  pulmonary  tract.5  Conversely,  infec- 
tion may  be  a causative  factor  in  allergy.  Asthma 
frequently  follows  acute  infection  of  the  respiratory 
tract  in  the  allergic  child.  Chobot1  reported  that  of 
400  children  with  asthma,  a chronic  focal  infection 
was  the  sole  cause  in  30.5  per  cent  of  cases.  Also, 
in  adults  who  have  had  previous  sensitization,  re- 
sistance to  infection  is  considerably  decreased.5  The 
relationship  between  allergy  and  infection  is  not 
completely  understood,  and  opinions  vary.  In  many 
cases  of  allergy  complicated  by  infection,  it  is 
thought  that  bacterial  allergy  is  related  to  an  antigen- 
antibody  mechanism.  Other  workers  believe  that  in 
some  cases  infection  may  induce  a type  of  auto- 
sensitivity. Another  hypothesis  is  that  the  bacterial, 
viral,  or  biochemical  antigen  acts  pharmacologically 
to  cause  an  allergic-like  reaction.5  In  any  case,  the 
importance  of  treatment  lies  in  removal  or  preven- 
tion of  the  infection,  which  will  also  relieve  the 
allergic  symptoms  in  these  patients. 

In  this  study  all  patients  had  respiratory  allergies 


In  Allergy 


complicated  by  acute  or  repeated  infection.  Sulfa- 
dimethoxine  (Madribon),  a long-acting  and  low- 
dosage  sulfonamide,  was  used  as  a therapeutic  and 
prophylactic  agent.  Although  other  uncomplicated 
respiratory  infections  have  been  widely  and  success- 
fully treated  with  sulfadimethoxine,2’ 3’ 4 its  use  in 
similar  infections  complicated  by  allergy  had  not 
been  previously  reported. 


Materials  and  Methods 

Two  groups  totaling  289  patients  were  treated 
with  Madribon,  the  first  therapeutically  and  the 
second  prophylactically  (Table  1). 

Group  I (Treatment)  consisted  of  195  patients 
with  respiratory  allergies  complicated  by  acute  infec- 
tion. The  outstanding  symptoms  were  chills,  fever, 
and  leukocytosis,  generally  associated  with  asthmatic 
bronchitis.  Adult  patients  were  given  an  initial  dose 
of  1 Gm.  of  Madribon,  followed  by  doses  of  0.5  Gm. 
daily  for  7 days.  In  children  younger  than  6,  dosage 
was  half  this  amount.  Results  were  evaluated  ac- 
cording to  the  period  required  for  patients  to  become 
afebrile  and  asymptomatic. 
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TABLE  1. — Results  of  Therapy  With 'Madribon  in  Allergic 
Patients. 

No.  of  Successful  Unsuccessful 
Patients  Results  Results 


Group  I 195  151  44 

Group  II  94  80  14 


Totals  289  231  58 

Percentage  80%  20% 


Group  II  (Prophylaxis)  consisted  of  94  patients 
with  similar  respiratory  allergies  complicated  by  re- 
peated infections  selected  for  prophylactic  therapy 
during  periods  when  they  were  symptom  free.  Doses 
were  identical  with  those  given  during  treatment  for 
overt  infection,  although  occasionally  a lesser  dos- 
age was  used.  Treatment  periods  varied  from  48  to 
240  days,  with  an  average  of  115  days  during  the 
8 winter  months  of  two  winters.  Results  were  evalu- 
ated according  to  the  number  and  severity  of  associ- 
ated infections.  The  patient  was  judged  to  have  an 
associated  infection  if  chills,  fever,  leukocytosis,  and 
other  recognizable  symptoms  were  present. 


Results 


sociated  with  respiratory  allergy.  This  is  to  be  ex- 
pected from  any  good  antibiotic — penicillin,  novo- 
biocin,4 and  tetracycline3 — as  reported  in  the  litera- 
ture and  confirmed  in  my  experience.  With  Madribon 
the  extremely  low  incidence  of  side  effects  was  note- 
worthy. Most  antibiotics  are  associated  with  a higher 
incidence  of  untoward  reactions,  some  of  a serious 
nature.  In  treatment  of  hypersensitive  patients,  extra 
caution  must  be  used  in  the  choice  of  drugs  since 
other  allergic  reactions  develop  more  readily  in  them 
than  in  other  patients.  Penicillin,  known  to  cause 
reactions  in  as  many  as  10  per  cent  of  those  treated 
would,  therefore,  seem  contraindicated  for  prophyl- 
axis in  allergic  patients.  When  prolonged  drug  ad- 
ministration is  anticipated,  cost  may  also  be  a serious 
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Group  I:  Of  195  patients  treated  therapeutically, 
151  had  satisfactory  results.  This  appears  about  equal 
to  results  I have  obtained  with  tetracycline.3 

Group  II:  Eighty  of  the  94  patients  treated  pro- 
phylactically  were  judged  to  have  satisfactory  results 
and  14,  unsatisfactory.  During  10,566  patient  days 
there  were  156  proved  respiratory  infections.  Dur- 
ing these,  patients  were  treated  with  other  antibi- 
otics, and  Madribon  therapy  was  resumed  when  the 
infection  subsided.  The  incidence  of  upper  respira- 
tory infections  was  about  half  that  of  similar  groups 
receiving  no  prophylactic  therapy.  There  was  a de- 
crease in  the  severity  of  these  episodes  and  in  com- 
plications as  observed  both  objectively  and  subjec- 
tively. 

One  of  the  most  notable  findings  was  the  lack 
of  serious  side  effects  from  the  drug.  Only  4 patients 
proved  allergic  to  Madribon  with  resulting  skin 
eruptions.  One  of  these  required  corticosteroids  to 
alleviate  distress.  In  the  other  patients  the  skin  lesions 
disappeared  when  the  drug  was  discontinued.  Gastro- 
intestinal distress  and  disturbances  of  the  central 
nervous  system,  frequent  in  hypersensitive  indi- 
viduals, were  neither  reported  nor  observed. 

Discussion 

Madribon  proved  an  excellent  drug  for  both  treat- 
ment and  prophylaxis  of  respiratory  infections  as- 


consideration.  In  this  respect  Madribon,  again,  out- 
weighs other  antibiotics  as  a therapeutic  choice. 

In  addition  to  their  antibacterial  activity  sul- 
fonamides, in  general,  may  have  an  antiinflammatory 
or  other  metabolic  effect.  They  have  been  useful  in 
certain  skin  disorders,  such  as  dermatitis  herpeti- 
formis, which  are  not  necessarily  associated  with  in- 
fection to  a degree  greater  than  anticipated  from 
their  antibacterial  component.  For  this  reason  the 
possibility  that  other  mechanisms  may  be  involved 
should  be  considered  when  studies  on  sulfonamide 
action  are  reported. 
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Approximately  20  to  23  senior  citizens  were  returned  each  year  to  the 
community  from  a Veterans  Administration  Center,  and  the  majority  of 
them  hold  down  a full  or  part  time  job.  This  represents  a savings  of  $11,000 
per  year  for  the  institution.  This  can  be  accomplished  by  the  establishment 
of  a sheltered  workshop,  where  residents  are  tested,  acquire  new  vocational 
skills,  and  brush  up  on  old  ones,  and  perform  work  under  sheltered 
conditions  at  their  own  capacity. 


Vocational  Aspects  In 


gERiATRic  Rehabilitation 


MANFRED  R.  M.  BLASHY,  M.D. 

Temple,  Texas 


T MIGHT  APPEAR  out  of  the  ordinary  to  con- 
sider vocational  aspects  in  an  age  group  in  which 
many  might  expect  that  a vocation  is  a matter  of 
the  past,  and  that  one  should  talk  in  terms  of  "avo- 
cation” or  "hobby.”  This  is,  however,  not  as  realistic 
as  it  was  thought  to  be.  Such  an  attitude  cannot  be 
maintained  any  longer,  for,  there  are  at  least  two 
valid  reasons  for  taking  a more  flexible  view  today. 

The  first  is  the  recognition  of  work  as  an  essen- 
tial of  life  itself.  The  stimuli  of  work  on  the  physical 
and  mental  state  of  the  human  are  paramount  for 
the  maintenance  of  his  well-being — indeed  his  sur- 
vival. It  would  be  foolish  to  dispense  with  them  not 
only  because  of  age  per  se,  but  also  even  if  age  is 
conjoined  by  disability  or  infirmity.  Therefore,  the 
effort  must  be  made  to  return  the  patient  beyond 
independence  in  his  daily  needs  to  work,  if  at  all 
possible.  How  much  and  what  kind  depends  on  the 
individual,  his  situation,  and  his  capabilities  left  or 
regained. 

The  second  reason  is  that  many  so-called  senior 
citizens  are  capable  of  working  while  bearing  their 
age,  and  possibly  infirmities,  with  patience  and  dig- 
nity. Many  famous  examples  could  be  cited,  but 
there  are  many  more  persons  who  in  less  spectacular 
ways  lead  constructive  lives  in  the  seventh,  eighth, 
even  ninth  decade.  Without  having  to  exert  my 
memory,  I can  count  no  less  than  seven  people  in 
my  own  circle  who  are  between  66  and  75  and  who 
lead  independent,  active  lives.  They  include  an  oph- 
thalmologist with  a flourishing  practice  in  New  York, 
a head  of  a music  department  at  a mid-western 


university,  a character  actress  in  Europe,  and  several 
housewives.  Some  of  these  are  considerably  hampered 
by  arthritis,  hypertension,  and  other  infirmities. 

All  of  this  shows  that  thinking  of  vocations  or 
vocational  rehabilitation  in  advancing  age  is  perhaps 
not  as  far-fetched  as  it  might  seem  at  first  glance. 
Several  general  considerations  must  be  kept  vividly 
in  mind.  First,  rehabilitation  is  being  fought  on  four 
fronts  and,  mostly,  simultaneously:  the  medical,  the 
social,  the  economic,  and  the  vocational.1  Second,  to 
geriatric  ills  in  general,  there  has  to  be  added  mul- 
tiple disabling  abnormalities.  Third,  the  physician 
needs  help  to  solve  these  multifaceted  problems  in 
the  persons  of  rehabilitation  nurse,  social  worker, 
vocational  counselor,  and  others — in  brief:  the  re- 
habilitation team.  Finally,  the  problems  have  to  be 
solved  on  an  individual  basis  since  they  comprise  an 
infinite  variety. 

The  team  approach  in  both  rehabilitation  and  geri- 
atrics is  perhaps  the  most  progressive  advance  made  in 
the  past  decade  or  so.  I had  the  opportunity  to  partici- 
pate in  two  surveys  of  geriatric  institutions.  One  was 
conducted  by  the  Veterans  Administration  at  its 
Center  in  Bath,  N.  Y.,  as  early  as  1949.1  The  other 
was  conducted  by  the  State  of  New  York  in  several 
homes  for  the  aged  in  the  Buffalo  area  in  1957.3 
Both  comprised  an  approximate  total  of  3,000  per- 
sons in  four  institutions  and  have  been  considered 
statistically  significant.  The  results  of  both  surveys 
in  terms  of  veterans  as  contrasted  with  nonveterans 
were  compatible. 
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Category  of  Residents 

Residents  of  these  homes  or  institutions  usually 
fall  into  three  major  categories:  (1)  infirmary,  (2) 
rehabilitation,  and  (3)  liabilities. 

The  first  is  generally — especially  in  vocational 
terms — what  may  be  called  "beyond  rehabilitation.” 
These  are  the  total  or  partial  bed  patients  in  need 
of  24  hour  nursing  care,  amounting  to  approximately 
30  per  cent  of  the  total  resident  population. 

The  second  is,  in  physical,  mental,  and  functional 
terms,  the  opposite  of  the  first  and  amounts  to  about 
20  per  cent.  It  is  actually  and  potentially  the  cream 
of  the  crop;  hence,  its  designation  as  "rehabilitation 
category.”  The  most  significant  feature,  however,  is 
that  about  half  of  this  group  has  a vocation,  that  is, 
they  are  working  within  the  institution,  either  in 
paying  jobs  (what  the  V.A.  calls  "member  em- 
ployees”) or  in  work  assignments.  There  should  be 
little  reason  why  these  residents  could  not  work  out- 
side the  institution  just  as  well  as  within.  Many  of 
them,  indeed,  could  if  there  were  a determined 
social  service  worker  to  place  them  in  the  community 
and  an  equally  determined  vocational  counselor  to 
place  them  in  jobs.  This  subgroup  comprises  between 
10  to  12  per  cent.  One  of  the  tragic  facts  to  come 
out  of  these  surveys  is  that  a group  of  people  are 
in  institutions  where  they  do  not  belong  because 
nobody  was  there  to  get  them  out. 

The  other  8 to  10  per  cent  of  the  rehabilitation 
category  is  composed  of  residents  classified  as  "good 
rehabilitation  risks.”  They  usually  have  some  physical 
limitation  or  minor  infirmity  amenable  to  a course  of 
therapy,  physical  or  otherwise.  They  can  be  trained 
or  retrained  in  the  Sheltered  Workshop  and  made 
ready  for  community  or  job  placement.  They  often 
have  resources  such  as  social  security,  compensation, 
or  veteran’s  pension  on  which  they  can  live,  perhaps 
supplemented  with  income  from  part-time  work.  This 
group  also  could  be  moved  out  of  the  institution 
with  what  is  termed  total  push  program,  in  which 
physical  medicine  therapists  work  closely  with  other 
members  of  the  rehabilitation  team. 

In  order  to  demonstrate  that  these  are  not  idle 
dreams,  I will  transpose  some  of  the  foregoing  data 
into  practical  numbers  as  they  pertain  to  a 1,000 
bed  institution.  One  is  apt  to  find  there  approxi- 
mately 200  persons  in  the  rehabilitation  category, 
of  whom  approximately  100  are  already  employed 
and  the  other  100  have  a good  chance  of  becoming 
so.  Either  subcategory  has  a good  chance  of  leaving 
the  institution.  Not  all  of  the  patients  in  this  classi- 
fication will  achieve  this  goal,  because  rehabilitation 
is  a vector  force  whose  arrow  points  in  two  direc- 
tions at  the  same  time:  to  progress  as  well  as  to 
regress.  Nevertheless,  it  is  certain  that  these  200 
people  are  worth  working  with. 

The  final  category  of  "liabilities,”  about  50  per 


cent,  occupies  the  broad  midportion  of  this  human 
spectrum,  ranging  in  disabilities  all  the  way  from 
the  infirmary  category  to  that  of  rehabilitation.3  The 
majority  of  Sheltered  Workshop  assignments  are  de- 
rived from  this  category. 

Sheltered  Workshop  Functions 

The  necessity  of  establishing  a Sheltered  Work- 
shop can  never  be  overemphasized.  According  to  my 
concept  of  geriatric  care,  as  well  as  my  practical 
experience,  the  Sheltered  Workshop  is  the  conditio 
sine  qua  non  for  any  home  for  the  aged  worthy  of 
its  name.  The  functions  of  this  human  laboratory 
are  fourfold: 

1.  A testing  laboratory  of  vocational  skills,  work 
tolerance,  and  endurance  of  the  patient.  This  will 
supply  knowledge  of  his  capabilities  and  his  capacity 
valuable  not  only  to  him,  but  also  to  the  rehabili- 
tation team;  specifically,  through  the  vocational  coun- 
selor to  a potential  employer.  Such  testing  performed 
on  admission  and  repeated  at  intervals  will  constitute 
a coherent  record  of  progress,  regress,  or  standstill 
and,  thus,  will  tell  a more  dramatic,  lively  story  than 
dozens  of  pages  of  far  less  immediate  and  practical 
significance,  however  well  prepared  and  written. 

2.  A prevocational  teaching  place  in  terms  of 
(a)  brushing  up  on  previously  acquired,  but  for- 
gotten vocational  skills;  (b)  acquiring  new  voca- 
tional skills,  if  possible. 

3.  A temporary  stage  in  the  rehabilitation  process 
to  higher  (or  lower)  levels  within  and  without  the 
institution. 

4.  A final  stage  of  rehabilitation,  for  example, 
where  the  senior  citizen  will  work  constructively  in 
the  most  literal  sense  of  the  term:  performing  work 
under  sheltered  conditions.  "Sheltered”  in  this  con- 
text has  two  meanings.  It  refers  to  the  "sheltered 
milieu”  of  the  institution,  as  well  as  to  the  activity 
itself  which  the  senior  resident  performs  at  his  own 
pace,  solely  dictated  by  his  own  capability,  never  by 
economic  or  commercial  conditions. 

With  the  exception  of  the  last  point,  it  should  be 
remembered  that  the  "arrow  of  rehabilitation”  will 
remain  suspended  in  midair,  so  to  speak,  in  activities 
of  testing  and  training  and  will  point  in  both  direc- 
tions— to  progress  as  well  as  to  regress.  During  the 
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temporary  stage  in  which  the  chances  are  more  or 
less  50-50,  it  will  point  probably  more  toward  the 
infirmary  side  than  toward  the  rehabilitation  side  of 
the  human  spectrum  alluded  to  before.  In  fact,  some 
residents  regress  to  the  infirmary  category.  In  con- 
trast, I have  seen  a patient  with  multiple  sclerosis, 
bedridden  for  months,  rise  from  the  infirmary  cate- 
gory through  the  sheltered  workshop  stage  to  return 
to  his  job  as  clerk  in  a post  office  within  5 months. 
He  held  this  position  capably  for  fully  2 years,  when 
a severe  psychological  shock  caused  new  dissemina- 
tion of  disease,  necessitating  his  return  to  the  hos- 
pital. 


Rehabilitation  Needs 

In  a 1,000  bed  institution,  then,  there  will  be  about 
250  persons  in  the  Sheltered  Workshop  who  belong 
to  the  liability  category  of  500,  that  is,  approxi- 
mately 50  per  cent.  Of  these  250  patients,  20  to  30 
will  progress  from  the  sheltered-workshop  level  so 
that  serious  consideration  as  to  a vocation  will  be 
justified.  By  comparison,  the  infirmary  category  will 
contribute  few  persons,  the  case  cited  above  being 
the  exception.  Likewise,  among  the  other  half  of  the 
liability  category  (for  example,  the  250  persons  not 
doing  sheltered  work)  there  will  be  only  a few  who 
will  become  candidates  for  vocational  consideration. 
Taking  these  then,  together  with  the  approximately 
200  patients  of  the  rehabilitation  category  mentioned 
previously,  the  sum  total  from  the  different  groups 
of  the  resident  population  will  amount  to  approxi- 
mately 250  patients  worth  working  with  toward  vo- 
cational goals.  This  is  25  per  cent  of  the  whole,  not 
a small  number  by  any  standards. 

Nobody  experienced  in  rehabilitation  will  claim 
that  all  of  these  250  senior  residents  can  or  will  be 
returned  to  the  community,  let  alone  to  gainful  em- 
ployment. The  point  I want  to  make  is  that  geriatric 
rehabilitation — and  this  includes  its  vocational  as- 
pects— is  essentially  a dynamic  process,  its  arrow 
aquiver  and  constantly  in  motion  up  or  down  the 
scale  of  progress  or  regress  like  the  stillettos  on  an 
encephalogram.  The  notion  is  utterly  mistaken  one 
can  put  away  a senior  citizen  in  an  institution  like  a 
glass  of  preserves  in  a freezer  and  expect  him  to  be 
in  the  same  spot  and  the  same  condition  a year  later. 
On  the  contrary,  things  are  happening  to  that  person. 
He  might  have  died  in  the  interval;  he  might  have 
left  3 months  before  because  he  had  become  self 
sufficient  or  his  social  security  might  have  come 
through,  allowing  him  to  live  nearer  his  daughter 
and  the  grandchildren.  He  might  be  found  in  the 
greenhouse  of  the  home  working  as  a gardener,  ful- 
fillment of  an  old  and  cherished  hobby,  or  he  might 


be  found  in  an  infirmary  bed,  deteriorated  after  a 
second  stroke. 

All  of  these  and  many  more  possibilties  exist.  If, 
however,  adequate  rehabilitation  facilities  should  be- 
come available,  the  number  of  patients  who  progress 
can  be  significantly  increased,  and  they  can  become 
positive  assets  instead  of  being  left  to  their  own 
devices  or  to  mere  accidents,  most  of  which  do  not 
happen  by  themselves  in  the  first  place. 

Results  of  Rehabilitation 

The  question  then  arises:  what  are  the  results  and 
the  cost  of  adequate  rehabilitation  facilities,  since 
they  require,  if  nothing  else,  a team  of  well-paid 
professional  workers.  Here  again,  I can  present  a few 
facts  and  figures,  since  I did  this  type  of  rehabilita- 
tion work  with  sufficient  staff  from  1947  to  1952. 
We  were  able  to  return  to  the  community  20  to  25 
senior  citizens  per  year  from  the  rehabilitation  cate- 
gory; the  majority  to  a job,  the  rest  to  part  time 
work,  with  reliance  for  their  basic  subsistence  on 
social  security,  pensions,  and  similar  resources.  At  the 
then  officially  determined  rate  of  domiciliation  of 
$5  per  person  per  day,  the  Physical  Medicine  and 
Rehabilitation  Service  earned  an  average  of  $41,000 
per  year  for  the  institution.  The  budget  of  that  part 
of  the  service  which  applied  to  the  residents  of  the 
home  was  then  approximately  $30,000  per  year.  I 
think  it  is  significant  that  our  home  rehabilitation 
section  alone  produced  for  the  institution  a surplus 
of  about  $11,000  annually.  This  does  not  take  into 
account  that  patients  so  rehabilitated  change  in  eco- 
nomic status  from  tax  consuming  liabilities  to  tax 
paying  assets.  This  shows  in  impressive  figures  that 
rehabilitation  does  pay,  as  the  New  York  State 
Rehabilitation  Division  has  been  demonstrating  for 
over  20  years. 

Moreover,  it  should  be  remembered  always  that 
nothing  in  this  system  of  accounting  is  being  said 
concerning  the  dignity,  self-respect,  and  happiness 
regained  by  each  of  these  individuals  nor  the  ideal- 
ism, enthusiasm,  and  hard  work  on  the  part  of  re- 
habilitation workers  who  willingly  accept  the  chal- 
lenge of  one  of  the  most  difficult  problems  which 
society  faces  today. 
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Experimental 
Fetal  Bone 
Grafts 


Frozen  fetal  bone  grafts  in  rabbits  apparently  are 
well  accepted,  being  more  rapidly  incorporated 
by  the  host  than  either  fresh  autogenous  or  fresh 
homologous  bone.  Fetal  bone  does  not  appear  to 
produce  the  immune  inflammatory  response 
commonly  seen  in  association  with  homologous 
bone  grafts. 


PHILIP  M.  OVERTON,  M.D. 
CHARLES  F.  GREGORY,  M.D. 
DALLAS,  TEXAS 


FOR  ALMOST  a century  the  grafting  of  bone  has 
been  known  to  be  clinically  effective.  Through- 
out the  years  there  has  been  a widening  application 
of  bone  grafts  in  orthopedic  precodures.  In  the  pres- 
ent era,  they  are  being  used  in  the  treatment  of  new 
and  old  fractures  and  for  filling  or  bridging  bony 
defects.  Yet  the  method  of  utilization  of  such  grafts 
by  the  host  and  their  ultimate  fate  have  been  poorly 
understood  until  the  last  decade.  Many  details  are  still 
elusive. 

The  grafts  which  have  been  used  fall  into  three 
categories.  Autogenous  bone  grafts  are  those  trans- 
planted within  the  same  individual.  Homologous 
grafts  are  those  in  which  the  bone  is  donated  by 
another  member  of  the  same  species.  Heterogenous 
grafts  are  those  in  which  the  donor  and  recipient 
are  of  different  species. 

It  gradually  has  become  apparent  that  autogenous 
bone  grafts  are  better  accepted  by  the  host  than  any 
other  type  of  graft.  However,  autografts  are  associ- 
ated with  certain  problems:  the  prolonged  operating 
time  necessary  to  secure  the  graft  and  the  resultant 
additional  trauma  and  risk  to  the  patient.  In  certain 
cases,  there  is  an  inability  to  obtain  a sufficient  vol- 
ume of  autograft  because  of  age  or  general  condition 
of  the  patient. 

These  inherent  disadvantages  in  obtaining  auto- 
grafts, superimposed  on  the  lack  of  knowledge  as  to 
the  fate  of  grafts,  have  led  to  the  use  of  many  substi- 
tutes, ranging  from  heterogenous  bone  to  ivory.  The 
majority  of  reports  on  such  alternates  has  been  con- 
fined to  the  use  of  homologous  and  heterogenous 
bone  prepared  and  preserved  in  various  manners. 
Most  authors  have  claimed  clinical  and  roentgen-ray 
acceptance  of  this  alternate  graft  material,  but  offer 
no  reliable  information  concerning  cell  survival  in 
the  graft  or  origin  of  new  bone  formation.  While 
most  investigators  have  felt  that  homologous  grafts 
are  eventually  incorporated  as  completely  as  auto- 
genous grafts,  a recent  report  noted  twice  the  failure 
rate  with  homologous  bone  as  with  autogenous  bone. 
This  sugests  that  there  is  a significant  difference  be- 
tween the  two  types  of  graft  material. 

The  rejection  of  homologous  skin  grafts  is  well 
known.  More  recently  the  failure  of  a certain  per- 
centage of  corneal  homografts  has  been  observed, 
yet  because  of  the  clinical  success  with  homologous 
bone  grafts,  it  has  been  a relatively  few  years  that 
the  role  of  tissue  immunity  has  been  considered. 

The  establishment  of  a definite  immune  reaction 
in  relation  to  homografts  of  bone  has  been  impaired 
in  part  by  the  difficulty  in  demonstrating  serologi- 
cally detectable  antibodies.  Considerable  effort  has 
been  made,  using  direct  and  indirect  approaches,  to 
isolate  from  bone  the  antigens  responsible  for  reac- 
tions about  homografts.  The  partial  success  achieved 
leaves  little  doubt  that  such  an  immune  response 
exists. 
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Because  of  the  difficulty  just  noted  in  demonstrat- 
ing the  production  of  antibodies,  the  histologic  re- 
sponse of  the  host  tissue  to  bone  grafts  has  been 
more  widely  used  to  evaluate  the  extent  of  the  im- 
mune response.  By  this  means,  it  has  been  shown  that 
most  cells  in  fresh  autogenous  and  fresh  homologous 
bone  grafts  die  although  there  may  be  survival  of 
some  cells  in  either.  No  cells  seemed  to  survive  any 
method  of  preservation.  Cell  survival,  however,  is  of 
questionable  importance  because  even  fresh  grafts 
are  apparently  incapable  of  making  a significant  con- 
tribution of  new  bone  tissue. 

Therefore,  the  primary  difference  between  auto- 
grafts and  homografts  lies  in  the  host  response  to 
the  bone  implanted.  It  has  been  shown  that  there 
is  virtually  no  inflammatory  response  to  autogenous 
bone  grafts,  with  the  possible  exception  of  a fibro- 
plastic response  noted  in  some  specimens  when  auto- 
genous cortical  shavings  were  used. 

In  contrast,  there  is  a definite  localization  of  in- 
flammatory cells  about  homografts.  There  is  consid- 
erable variation  in  the  degree  of  this  reaction,  pre- 
sumably related  to  the  degree  of  genetic  incompati- 
bility between  donor  and  host. 

This  inflammatory  response  is  more  intense  in 
boiled,  autoclaved,  and  merthiolate  preserved  bone 
than  with  fresh  or  frozen  bone.  It  becomes  manifest 
between  the  first  and  second  week,  reaches  a peak 
between  the  third  and  fourth  weeks,  then  gradually 
subsides  over  a period  of  weeks  or  months.  In  previ- 
ously sensitized  hosts,  homografts  of  bone  produce 
a more  rapid,  intense,  and  prolonged  inflammatory 
reaction.  These  findings  are  comparable  to  those  ex- 
perienced with  skin  grafting  and  cell  transplants,  and 
suggest  a latent  period  during  graft  vascularization 
and  host  antibody  production  followed  by  a state  of 
acquired  immunity.  Paralleling  this  histologic  in- 
flammatory response  is  a varying  degree  of  graft  re- 
jection reflected  by  a delay  in  or  failure  of  incorpora- 
tion or  replacement  by  the  host. 

Heterografts  evoke  an  inflammatory  response  simi- 
lar to  that  of  homografts  except  that  it  appears 
earlier  and  is  more  intense,  is  initially  characterized 
by  acute  inflammatory  cells,  is  more  prolonged,  and 
usually  causes  complete  rejection  or  destruction  of 
the  graft. 

That  an  immune  response  is  incited  by  transplants 
of  bone  just  as  by  other  tissue  transplants  should  be 
of  some  clinical  importance.  While  the  final  results 
obtained  with  homologous  bone  may  be  the  same 
as  with  autogenous  bone,  autografts  are  always  in- 
corporated more  efficiently  during  the  early  phases. 
Because  there  is  no  immune  reaction,  they  should 
give  more  consistently  good  results  than  could  be 
expected  with  homografts.  Unaltered  heterografts  are 


probably  completely  undesirable  because  of  the  in- 
tense immune  response  produced. 

For  either  homografts  or  heterografts  to  give  ac- 
ceptable results  with  any  predictability,  it  would  be 
necessary  to  alter  either  the  antigenicity  of  the  graft 
or  the  immune  response  of  the  host.  Since  the  latter 
is  clinically  impractical,  attempts  have  been  made 
to  modify  foreign  bone  to  remove  its  antigenic  prop- 
erties. 

One  of  the  first  promising  preparations,  and  to 
date  the  best  proved  substitute  for  autogenous  bone, 
is  freeze-dried  homologous  bone.  Lyophylization  ap- 
parently results  in  less  denaturization  of  protein  than 
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does  deep-freezing,  with  a corresponding  decrease  in 
the  immune  inflammatory  response.  Another  prepa- 
ration which  has  been  of  considerable  interest  is 
"anorganic”  bone,  bone  from  which  all  organic 
matrix  has  been  extracted.  Even  heterogenous  bone 
prepared  in  this  manner  provokes  no  immune  re- 
sponse; unfortunately  there  seems  to  be  a paralleling 
lack  of  ability  to  induce  new  bone  formation. 

Recently,  much  attention  has  been  given  to  the 
transplantation  of  fetal  tissues;  experimental  work 
in  this  field  has  been  encouraging.  To  certain  stages 
of  development,  fetal  tissue  specificity  is  of  such  low 
order  that  heterogenous  transplantation  impedes 
growth  and  development  only  partially,  with  no  evi- 
dence of  an  associated  inflammatory  reaction  in  the 
host  bed.  While  there  has  been  experimental  work 
on  ectopic  transplantation  of  fetal  bone,  no  report 
has  appeared  on  the  use  of  fetal  bone  in  grafting 
with  the  single  exception  of  a case  report  in  the 
Russian  literature.  It  stated  that  there  had  been  the 
same  clinical  success  with  fetal  bone  in  this  applica- 
tion as  there  had  been  with  fetal  skin  grafts. 


Present  Study 

Because  of  the  apparent  low  antigenicity  of  fetal 
tissues  and  a potentially  large  source  of  fetal  bone 
for  clinical  use,  it  was  decided  to  attempt  an  experi- 
mental evaluation  of  fetal  bone  grafts.  The  donor 
fetal  bone  was  obtained  from  near-term  rabbit  fetuses 
under  aseptic  conditions,  and  it  was  deep  frozen  until 
implanted.  Recipients  were  young  adult  male  rabbits 
operated  upon  in  randomly  selected  pairs.  Diaphyseal 
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defects  were  made  in  the  third  metacarpals  of  each 
forefoot  in  both  animals.  In  the  first  of  each  pair, 
one  metacarpal  defect  was  left  unfilled  as  a control 
and  the  other  was  replaced  by  a single  piece  of  fetal 
bone.  In  the  second  animal,  one  defect  was  filled  with 
fresh  autogenous  graft  and  the  other  with  fresh 
homologous  graft.  Thirty-two  partners  survived  and 
were  killed  serially  at  5,  10,  20,  30,  45,  60,  and  90 
days.  The  metacarpals  were  excised  and  decalcified  in 
Versene,  sectioned  at  6 to  8 microns,  and  stained 
with  hematoxylin  and  eosin  for  microscopic  study. 

In  ungrafted  defects,  progressive  stages  in  an  at- 
tempted repair  process  were  observed,  with  no  asso- 
ciated inflammatory  reaction.  A comparison  of  the 
fetal,  autogenous,  and  homologous  grafts  at  the  vari- 
ous time  intervals  follows. 

Five  Days. — At  this  early  time  there  was  invasion 
of  the  nonviable  fetal  bone  graft  by  mesenchymal 
buds  and  capillaries,  and  a bond  of  immature  carti- 
lage between  the  graft  and  host.  Early  ingrowth  of 
mesenchymal  tissue  into  the  autogenous  graft  was 
noted.  About  the  ends  of  the  homologous  grafts  were 
areas  of  necrosis  containing  large  numbers  of  polys 
and  lymphocytes;  there  was  no  evidence  of  invasion 
of  the  graft. 

Ten  Days. — There  had  been  notable  progression  in 
the  invasion  of  the  fetal  graft,  which  was  bonded  to 
the  host  by  mature  cartilage  and  new  enchondral 
bone.  Autogenous  grafts  had  been  further  invaded 
and  were  bonded  to  the  host  by  cartilage.  There  was 
no  evidence  of  invasion  of  the  homologous  graft,  and 
the  inflammatory  changes  at  the  graft  ends  persisted. 

Twenty  Days. — Invasion  of  the  fetal  graft  by  host 
tissues  had  progressed,  with  considerable  replacement 
of  the  graft.  Autogenous  grafts  had  been  further  in- 
vaded and  were  bonded  to  the  host  by  mature  carti- 
lage and  bone.  A pronounced  lymphocytic  and  eosino- 
philic infiltration  was  present  at  the  ends  of  the 
homologous  grafts;  there  was  still  no  evidence  of 
invasion  of  the  graft  by  host  tissues. 

Thirty  Days. — The  fetal  graft  had  been  completely 
replaced  with  no  evidence  of  an  associated  inflamma- 
tory response.  There  was  a mature  bone  bond  be- 
tween the  host  and  autogenous  graft,  with  further 
invasion  of  the  graft.  There  was  beginning  invasion 
of  the  homologous  graft  by  host  tissues. 

Forty-five  Days. — While  there  was  no  evidence  of 
residual  graft  material,  the  marrow  in  animals  which 
had  received  fetal  grafts  showed  a pronounced  in- 
crease in  cellularity,  the  predominant  cell  being  young 
eosinophilic  myelocytes.  The  autogenous  graft  was 
still  easily  detectable,  but  had  been  further  invaded 
and  replaced;  there  was  a slight  increase  in  the  host 
marrow  cellularity.  The  homologous  graft  had  been 
further  invaded  and  was  bonded  to  the  host  by  ma- 
ture bone.  A pronounced  increase  in  the  host  marrow 
cellularity  was  primarily  attributable  to  lymphocytes, 
but  a large  number  of  eosinophiles  were  also  present. 


Sixty  Days. — In  the  hosts  with  fetal  grafts,  there 
was  still  an  increase  in  the  marrow  cellularity,  pri- 
marily an  increase  in  young  eosinophiles.  The  auto- 
genous graft  had  been  almost  completely  replaced. 
There  was  still  a mild  increase  in  the  marrow  cellu- 
larity of  the  host,  mostly  attributable  to  young  eosino- 
philes. At  this  stage,  the  homologous  graft  also  had 
been  almost  entirely  replaced.  The  persistent  increased 
cellularity  of  the  host  marrow  was  due  to  mature 
eosinophiles  primarily. 

Ninety  Days. — The  increased  marrow  cellularity  in 
recipients  of  fetal  grafts  had  subsided  somewhat,  with 
maturation  of  the  eosinophiles  responsible.  There  was 
no  detectable  remnant  of  autogenous  graft,  and  the 
host  marrow  again  appeared  normal.  Fragments  of 
homologous  bone  were  still  detectable;  the  host  mar- 
row still  showed  an  increased  cellularity,  primarily 
because  of  lymphocytes. 


Conclusions 

In  the  course  of  this  investigation,  several  interest- 
ing obseravtions  were  made: 

1.  None  of  the  grafts  appeared  to  contribute  new 
bone  tissue. 

2.  There  was  a definite  histologic  inflammatory 
response  to  homologous  bone  grafts,  becoming  ap- 
parent as  early  as  5 days,  reaching  a peak  at  20  to  30 
days,  and  persisting  throughout  the  observation 
period. 

3.  While  homografts  were  initially  invaded  and 
were  replaced  much  more  slowly  than  autografts,  at 
the  end  of  90  days  the  only  remarkable  difference 
between  the  two  was  a moderate  residual  lympho- 
cytosis in  the  marrow  of  the  recipients  of  homologous 
grafts. 

4.  At  45  and  60  days  an  unexplained  mild  eosino- 
philia  was  noted  in  the  marrow  of  hosts  which  had 
received  autogenous  bone  grafts. 

5.  Fetal  bone  grafts  were  invaded  and  replaced 
much  more  rapidly  than  autogenous  grafts. 

6.  A late  eosinophilic  response  on  the  part  of  the 
host  to  fetal  bone  became  manifest  after  complete 
replacement  of  the  graft. 

Apparendy,  frozen  fetal  bone  grafts  in  rabbits  are 
well  accepted,  being  more  rapidly  incorporated  by 
the  host  than  either  fresh  autogenous  or  fresh  homol- 
ogous bone.  Fetal  bone  does  not  appear  to  produce 
the  immune  inflammatory  response  commonly  seen 
in  association  with  homologous  bone  grafts.  The  late 
eosinophilic  response  incited  by  fetal  bone  is  prob- 
ably of  significance  immunologically,  but  its  nature 
is  not  known. 

A complete  bibliography  may  be  obtained  from  the  author  on 
request. 

t Drs.  Overton  and  Gregory,  Parkland  Hospital,  Dallas. 
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One  of  the  most  significant  facts  learned  from  epidemiologic 
research  is  that  the  total  incidence  of  human  cancer  is  steadily  increas- 
ing. An  important  factor  in  the  higher  incidence  of  cancer  among  men 
is  the  sharp  increase  in  cancer  of  the  respiratory  system  among  males 
45  years  of  age  and  older.  This  alarming  situation  is  a compelling 
reason  for  intensive  research  on  the  causes  of  the  increase. 


Epidemiology  in  Cancer  Control 


JOHN  R.  HELLER,  M.D. 

New  York,  New  York 


THE  IMPACT  of  cancer  has  increased  tremen- 
dously in  the  past  half  century  as  control  has 
been  gained  over  the  infectious  diseases  and  as  the 
percentage  of  older  persons  in  the  population  has 
increased  (Fig.  1 and  2).  Cancer  is  now  the  nation’s 
second  leading  cause  of  death,  surpassed  only  by  dis- 
eases of  the  heart  and  circulatory  system.  An  esti- 
mated 500,000  new  cases  of  cancer  are  diagnosed 
every  year,  and  about  a quarter  of  a million  persons 
die  annually  of  malignant  disease.  In  all,  there  are 
about  770,000  persons  under  treatment  for  cancer 
at  any  one  time.  If  these  trends  continue  at  their 
present  rate,  45,000,000  Americans  now  living  will 
have  cancer  and  26,000,000  of  them  will  die  of  it. 
The  cost  of  hospital  care  alone  for  these  patients  is 
approximately  $300,000,000  a year,  and  the  loss  to 
the  nation  in  goods  and  services  has  been  conserva- 
tively estimated  at  $12,000,000,000. 

Such  figures  tell  an  alarming  story  of  the  burden 
of  malignant  disease  on  the  population,  but  do  little 
more  than  suggest  the  personal  suffering  that  ac- 
companies the  onset  of  cancer.  It  is  sufficient  for 
all  of  us — the  general  public,  the  medical  profession, 
and  the  scientific  community — to  recognize  that  this 
problem  is  of  the  utmost  concern  not  only  to  the 
nation,  but  to  the  world  and  every  man,  woman,  and 
child  in  it. 
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The  search  for  an  adequate  means  of  controlling 
cancer  is  first  of  all  a problem  for  the  scientist,  for 
only  through  research  can  be  gained  the  knowledge 
to  enable  more  effective  control  measures.  The  ulti- 
mate goal  is  prevention,  early  diagnosis,  and  effective 
treatment. 

Of  the  many  challenging  aspects  of  cancer  research 
— virology,  chemotherapy,  studies  of  the  nature  of 
cancer — one  of  the  most  interesting  to  me  is  epidemi- 
ology, the  yardstick  with  which  scientists  measure  the 
extent  of  cancer  in  the  population.  What  are  the 
tools  of  the  epidemiologist?  Chiefly,  they  are  statis- 
tical data  (usually  in  terms  of  cases  per  100,000  per- 
sons) on  incidence,  prevalence,  and  mortality  rate  of 
cancer  in  the  population.  By  incidence  I mean  the 
number  of  cases  diagnosed  during  the  year  a study  is 
made;  prevalence,  the  number  of  persons  known  to 

Dr.  John  R.  Heller,  former  director 
of  the  National  Cancer  Institute, 
is  now  president  of  the  Memorial 
Sloan-Kettering  Cancer  Center  of 
New  York  City.  He  presented  this 
address  at  a general  meeting 
luncheon  during  the  Fort  Worth 
annual  session  of  the  Texas  Medi- 
cal Association  on  April  11,  1960. 
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Fig.  1.  Increasing  importance  of  cancer  as  cause  of  death  since  1900. 


Fig.  2.  Increasing  population,  plus  greater  number  of  persons  of  advanced  age,  equal  more  cancer  deaths. 
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AGE 


Fig.  3.  Cancer  incidence  rates  by  age. 

have  had  cancer  at  any  time  during  the  year;  and 
mortality  rate,  the  number  of  deaths  caused  by  malig- 
nant disease  for  the  year. 

From  this  information  scientists  can  determine,  for 
example,  in  what  racial,  ethnic,  and  occupational 
groups  cancer  develops  at  a high  rate  and  what  types 
of  cancer  are  increasing  and  decreasing.  These  find- 
ings provide  clues  as  to  causes  of  cancer  which  may  be 
used  as  the  basis  for  developing  preventive  measures. 
Furthermore,  investigators  can  assess  the  effectiveness 
of  diagnostic  and  therapeutic  techniques  in  curing 
or  prolonging  the  lives  of  cancer  patients.  Analysis 
of  data  gives  information  on  human  cancer  that  is 
difficult  to  obtain  in  any  other  way  because  studies 
of  cancer  causation  cannot  be  carried  out  in  man. 
Furthermore,  appraisal  of  survival  involves  so  many 
unknown  factors  that  generalizations  are  valid  only 
when  based  on  studies  of  large  numbers  of  people. 

One  of  the  most  significant  facts  from  epidemio- 
logic research  is  that  the  total  incidence  of  human 
cancer  is  steadily  rising  (Fig.  3).  This  chart  shows 
the  incidence  of  cancer  for  men  and  women  at  vary- 
ing age  levels.  During  the  first  30  years  the  rate  for 
both  sexes  is  relatively  low.  At  about  age  35  there  is 
a sharp  upturn  in  the  risk  of  developing  cancer,  and 
the  trend  continues  throughout  the  normal  lifespan. 
The  incidence  rate  in  women  is  higher  than  that  in 
men  between  the  ages  of  30  and  55,  but  after  that 
the  male  incidence  rate  surpasses  the  female  rate  and 
remains  ahead.  These  data  come  from  a National 
Cancer  Institute  study  of  10  metropolitan  areas  se- 
lected to  represent  different  geographic  regions  of 
the  United  States.  The  cities  were  Atlanta,  Birming- 
ham, Dallas,  and  New  Orleans  in  the  South;  San 
Francisco  and  Denver  in  the  West;  and  Chicago,  De- 
troit, Philadelphia,  and  Pittsburgh  in  the  North  and 
East.  The  data  were  gathered  twice — during  the 
periods  1937-1939  and  1947-1948. 


An  important  factor  that  contributes  to  the  higher 
incidence  of  cancer  in  men  is  the  sharp  increase  in 
cancer  of  the  respiratory  system  among  males  45 
years  of  age  and  older  (Fig.  4).  This  increase  in  the 
10  year  period  1937-1947  was  66  per  cent  for  all 
persons,  73  per  cent  for  males,  and  51  per  cent  for 
females.  For  cancer  of  the  lung  specifically,  the  in- 
crease was  105  per  cent  for  all  persons,  119  per  cent 
for  males,  and  67  per  cent  for  females.  The  mortality 
rate  attributable  to  lung  cancer  is  still  increasing.  In 
1930  fewer  than  3,000  deaths  were  ascribed  to  this 
type  of  cancer.  This  year  an  estimated  35,700  persons 
will  die  of  it,  30,800  of  whom  will  be  men.  Because 
only  about  4 per  cent  of  patients  with  lung  cancer 
survive,  incidence  and  mortality  rates  are  virtually 
identical. 

Such  an  alarming  situation  is  a compelling  reason 
for  intensive  research  on  the  causes  of  this  increase. 
An  impressive  number  of  independent  epidemiologic 
studies,  not  only  in  the  United  States  but  in  Great 
Britain  and  other  countries,  has  produced  convincing 
evidence  that  excessive  cigarette  smoking  is  a prin- 
cipal cause  of  the  increased  incidence  of  lung  cancer, 
although  certainly  not  the  only  one.  Some  of  these 
studies  have  suggested  that  the  increased  use  of 
cigarettes  by  women  in  the  last  two  decades  will 
begin  to  affect  the  lung  cancer  rate  in  women  within 
the  next  5 years.  Another  factor  undoubtedly  in- 
volved is  air  pollution.  The  relative  influences  of 
smoking  and  air  pollution  are  not  clearly  outlined. 
However,  since  knowledge  of  causes  can  often  be 
used  to  prevent  cancer,  curbing  the  smoking  habit, 
encouraging  young  people  not  to  start  smoking,  and 
reducing  the  contamination  of  the  atmosphere  are 
obvious  courses  that  need  to  be  taken  to  attempt  to 
reverse  the  upward  trend  of  lung  cancer  incidence. 

Epidemiologic  research  has  been  particularly  use- 
ful in  identifying  cancer  hazards  associated  with  oc- 
cupational exposure.  One  of  the  earliest  observations 
of  the  relationship  between  external  agents  and  can- 
cer dates  back  to  the  eighteenth  century.  In  1775 
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Fig.  4.  I ncidence  of  cancer  of  respiratory  system  in  1 0 
urban  areas,  1947  and  1937. 
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• • • X-Radiations 

• Radioactive  Substances 

Fig.  5.  Known  and  suspected  environmental  carcinogens 
and  body  sites  they  attack. 

Sir  Percival  Pott,  a London  surgeon,  described  cancer 
of  the  scrotum  in  chimney  sweeps,  and  suggested  an 
association  between  the  accumulation  of  soot  on  their 
bodies  and  the  disease.  With  the  development  of  the 
coal  tar  industry  during  the  nineteenth  century,  an 
abnormally  high  incidence  of  skin  cancer  was  ob- 
served in  workers  in  the  tar  distillation  plants.  An- 
other important  observation  was  of  the  association 
between  bladder  cancer  and  the  handling  of  dyes  and 
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certain  coal  tar  derivatives  in  the  manufacture  of 
rubber  products.  Epidemiologic  study  has  shown  a 
higher  cancer  risk  for  workers  in  the  chromate  pro- 
ducing industry,  nickel  smelting  plants,  and  indus- 
trial plants  where  benzol  fumes  are  present.  Fig.  5 
lists  a number  of  known  and  suspected  environmental 
carcinogens  and  the  body  sites  they  attack.  These 
carcinogens  are  various  types  of  chemicals  and  radi- 
ations. 

Persuasive  as  the  results  of  such  studies  may  be, 
laboratory  research  in  animals  is  needed  to  confirm 
these  results  and  to  learn  how  the  carcinogen  causes 
cancer. 

Some  other  relationships  which  as  yet  defy  ex- 
planation have  been  pinpointed  by  epidemiologic 
research. 

1.  Cancer  of  the  uterine  cervix  is  three  to  four 
times  more  common  in  non-Jewish  women  than  in 
Jewish  women. 

2.  Primary  cancer  of  the  liver,  which  is  rare  in 
this  country,  is  a leading  cause  of  death  from  malig- 
nant disease  among  South  African  Bantu  Negroes. 

3.  Japanese  in  the  United  States  have  higher  death 
rates  from  cancer  of  the  esophagus  and  stomach  than 
do  whites  or  other  non-whites. 

4.  Navajo  Indians  have  less  cancer  as  a whole, 


Fig.  6.  One-Half  of  all  cancers  involve  sites  accessible  to  direct  examination  in  physician's  office  (Source:  No- 
tional Cancer  Institute  study  of  10  metropolitan  areas). 
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CANCER  CONTROL  — Heller  — continued 

and  more  specifically  less  cancer  of  the  breast,  pros- 
tate, and  lung  than  does  the  population  in  general. 

A significant  finding  of  a recent  study  is  the  steady 
decline  in  incidence  rates  for  cancer  of  the  stomach 
in  this  country  for  both  men  and  women  during  the 
past  several  decades — a trend  duplicated  in  some  but 
not  all  foreign  countries.  Stomach  cancer  occurs  more 
frequently  among  persons  in  the  lower  socioeconomic 
groups,  but  does  not  seem  to  be  associated  with  occu- 
pation. There  is  no  significant  variation  in  incidence 
rates  for  urban  and  rural  residents.  The  rates  are 
higher  in  the  northern  section  of  the  United  States, 
and  this  trend  parallels  the  international  pattern  of 
geographic  distribution.  The  reason  for  this  is  un- 
known, bur  there  is  some  suggestion  that  changes 
in  dietary  patterns  may  be  related. 

These  findings  mostly  are  the  result  of  retrospec- 
tive studies,  that  is,  epidemiologic  research  on  past 
experience.  Another  way  of  using  this  technique  is 
to  conduct  prospective  studies,  in  which  an  experi- 
ment is  designed  to  study  a population  group  for  a 
certain  period  of  time  in  the  future.  One  such  study 
is  in  progress  in  Hagerstown,  Md.,  not  far  from  the 
headquarters  of  the  National  Cancer  Institute.  The 
plan  is  to  explore  every  factor  in  this  community  to 
find  any  common  denominator  that  may  be  associ- 
ated with  cancer  occurrence. 

A composite  picture  of  the  area  showing  topog- 
raphy and  background  radiation  levels  is  being 
mapped.  Analyses  are  being  made  of  soil,  water,  air, 
and  crops  to  obtain  as  complete  knowledge  as  pos- 
sible of  the  natural  environment  of  the  community. 
A house-to-house  canvass  is  under  way  to  gain  in- 
formation about  occupancy,  type  of  building  materials 
used  in  construction,  and  any  unusual  diseases  in 
domestic  animals  and  pets. 

This  community  was  chosen  because  it  offers  a 
number  of  favorable  circumstances.  It  appears  to 
have  an  average  cancer  rate,  compared  with  those 
for  other  areas  in  the  nation.  It  has  had  an  unusually 
stable  population  for  many  years.  In  addition,  docu- 
mentary evidence  of  the  residence  history  of  the  com- 
munity is  available  from  the  National  Archives.  From 
local  health  department  mortality  records  dating  back 
to  1898,  it  is  possible  to  measure  cancer  experience 
with  particular  emphasis  on  families  with  cancer  his- 
tories. Information  obtained  from  this  long-range 
epidemiologic  and  laboratory  study  may  afford  new 
opportunities  for  the  prevention  of  cancer  by  the 
identification  of  carcinogenic  hazards. 

Another  way  in  which  epidemiologic  research  is 
useful  in  cancer  control  is  in  measuring  the  effective- 
ness of  techniques  for  the  detection  of  cancer  among 
large  population  groups.  For  instance,  analysis  of 
data  from  the  National  Cancer  Institute  study  of  the 
10  metropolitan  areas  mentioned  previously  indi- 


cated that  one-half  of  all  cancers  in  the  nation’s  pop- 
ulation involve  sites  accessible  to  direct  examination 
by  a physician  during  an  ordinary  office  visit  (Fig. 
6).  For  instance,  21.7  per  cent  of  malignant  disease 
in  women  was  in  the  breast,  and  18.9  per  cent  in 
the  utems.  These  are  the  two  leading  causes  of  death 
from  cancer  among  women.  In  men  22.3  per  cent  of 
cancer  involved  the  mouth,  pharynx,  rectum,  and 
prostate.  These  data  clearly  show  the  importance  of 
regular  physical  examination,  during  which  the  physi- 
cian examines  these  accessible  sites  as  a matter  of 
routine. 

Epidemiologic  investigation  has  established  the 
great  value  of  exfoliative  cytology  in  the  detection 
of  cancer  of  the  uterus  as  an  aid  to  cancer  control. 
Several  years  ago  the  National  Cancer  Institute  under- 
took a study  to  determine  whether  the  cytologic  test 
was  a useful  and  reliable  case-finding  technique 
among  large  populations.  With  the  cooperation  of 
the  University  of  Tennessee  and  local  health  and 
medical  authorities,  a project  was  established  in  Mem- 
phis and  surrounding  Shelby  County  to  apply  the 
test  to  165,000  women  in  the  community  (Fig.  7). 
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Fig.  7.  Results  of  cytologic  tests  for  cancer  of  uterus  in 
Memphis. 


Among  the  first  108,000  women  given  the  test, 
800  cases  of  uterine  cancer  were  detected  and  subse- 
quently diagnosed  microscopically.  Almost  half  of 
these  were  early  cervical  cancer,  for  which  the  cure 
rate  is  nearly  100  per  cent.  Fully  90  per  cent  of  these 
cases  were  unsuspected.  The  other  400  cases  were 
invasive  cancers,  of  which  about  30  per  cent  were 
unsuspected. 

About  a year  later  33,000  of  these  108,000  women 
received  a second  cytologic  test.  In  this  group  another 
83  cases  of  cancer  were  detected,  of  which  72  were 
early  and  11  advanced.  Thus,  in  terms  of  rate  per 
thousand,  there  was  a slight  decrease  for  early  can- 
cer from  3-6  to  2.2,  and  a sharp  drop  for  advanced 
disease  from  3.4  to  0.3.  In  other  words,  the  rate  for 
advanced  cancer  of  the  uterus  was  only  one-tenth  as 


932 


TEXAS  State  Journal  of  Medicine,  DECEMBER,  1960 


high  on  the  second  screening  as  it  was  on  the  first. 
Other  information  obtained  from  analysis  of  these 
data  showed  that  advanced  uterine  cervical  cancer 
may  be  asymptomatic  for  2 to  3 years  after  onset, 
and  may  be  detected  cytologically  during  this  symp- 
tom-free period. 

On  the  basis  of  the  Memphis  experience,  National 
Cancer  Institute  scientists  and  grantees  are  studying 
the  possibilities  of  adapting  the  cytologic  technique 
to  detection  of  cancer  of  other  sites,  such  as  the  lung, 
large  intestine,  stomach,  bladder,  and  prostate  gland. 
Epidemiologic  techniques  are  being  employed  to  de- 
termine whether  these  tests  also  may  be  of  value  in 
the  screening  of  large  population  groups. 

This  kind  of  research  provides  still  another  yard- 
stick to  measure  progress  in  cancer  control.  Studies 
of  large  population  groups  enable  researchers  to 
assess  not  only  detection  techniques  but  also  the  ef- 
fectiveness of  treatment  in  prolonging  the  useful 
life  of  cancer  patients.  A large  and  important  body  of 
data  giving  such  information  has  resulted  from  a 
cooperative  study  of  records  in  Connecticut  gathered 
during  the  17  year  period  1935-1951.  Analysis  of 
these  data  by  scientists  of  the  National  Cancer  Insti- 
tute and  the  Connecticut  Department  of  Health  re- 
vealed a number  of  important  facts  about  cancer  sur- 
vival that  are  believed  to  be  representative  of  the 
entire  country  (Fig.  8). 
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Fig.  8.  Cancer  5 year  survival  rates  in  Connecticut 
(Source:  Connecticut  State  Department  of  Health). 


The  medical  records  of  some  75,000  cancer  patients 
showed  that  the  rate  for  patients  surviving  5 years 
after  the  diagnosis  of  the  disease  is  improving  sig- 
nificantly. Within  the  period  of  this  study,  the  sur- 
vival rate  rose  from  19  to  25  per  cent  for  males  and 
from  29  to  38  per  cent  for  females.  This  means  an 
increase  from  1 in  4 cancer  patients  surviving  at  the 
beginning  of  the  study  to  1 in  3 by  1951.  The  results 
have  been  attributed  to  more  effective  therapy  rather 
than  earlier  diagnosis. 


This  is  a continuing  study.  Recent  data  have  indi- 
cated that  women  with  cancer  of  the  uterus  have  a 
better  chance  of  surviving  today  than  they  had  25 
years  ago  and  that  the  improvement  may  be  associ- 
ated with  the  increased  use  of  surgical  treatment. 
Among  patients  treated  surgically  for  localized  uter- 
ine cancer,  the  5 year  survival  rate  was  nearly  90 
per  cent.  It  is  encouraging  to  note  that  part  of  this 
improvement  in  survival  may  also  be  associated  with 
physicians’  increased  use  of  the  cytologic  test  for 
uterine  cancer. 

Survival  among  patients  with  breast  cancer,  how- 
ever, has  not  changed  significantly  in  the  last  quarter 
century,  nor  have  incidence  and  mortality  rates  for 
this  disease.  This  suggests  that  any  future  improve- 
ment in  survival  rates  is  more  likely  to  come  from 
development  of  new  techniques  than  from  refine- 
ment of  current  treatment  methods. 

What  do  all  these  figures  mean  in  planning  the 
next  steps  to  take  in  attempts  to  solve  the  problem 
of  cancer?  For  one  thing,  they  mean  that  1 patient 
in  3 is  being  saved;  yet  with  present  knowledge  and 
resources  it  is  believed  that  1 of  every  2 could  be 
saved.  The  first  challenge,  then,  is  to  narrow  the  gap 
between  what  is  known  about  cancer  and  what  is 
being  done  about  it.  To  meet  this  challenge  means 
to  develop  effective  information  and  education  pro- 
grams for  the  medical  profession,  the  health  educator, 
and  the  public  so  that  doctor  and  patient  can  be 
brought  together  at  the  earliest  possible  moment, 
when  the  opportunity  for  effective  treatment  is  great- 
est. 

For  the  50  per  cent  of  patients  who  today  are 
beyond  the  curative  reach  of  cancer  therapy,  hope 
lies  in  research  on  new  methods  of  detection  and 
treatment.  Of  course,  these  are  not  the  ultimate  wea- 
pons that  scientists  are  seeking.  Obviously,  the  best 
way  to  solve  the  cancer  problem  is  to  prevent  it.  This 
is  one  of  the  chief  objectives  of  basic  research  work- 
ers, who  attempt  to  gain  understanding  of  the  way 
in  which  a cell  becomes  malignant  and  seemingly 
frees  itself  of  the  body’s  mechanism  for  normal,  or- 
ganized growth. 

Research  to  acquire  new  knowledge  of  cancer  is 
being  conducted  in  laboratories  and  clinics  through- 
out this  country  and  in  many  parts  of  the  world. 
Scientists  of  many  disciplines  are  taking  up  the  chal- 
lenge of  cancer  research.  I am  sure  that  their  efforts 
will  one  day  provide  the  knowledge  that  will  remove 
the  threat  of  malignant  disease. 
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Cylindroma  (. Adenoid-Cystic  Carcinoma ) 
of  the  Larynx  and  Trachea 

OLIVER  W.  SUEHS,  M.D.,  Austin,  Texas 


The  author  analyzes  32  cases  of  tracheal  and  6 cases  of  laryngeal  cylindroma 
from  the  literature  and  add  Hvo  cases  of  his  own — 1 of  the  larynx  and  1 of  the 
trachea.  The  former  is  apparently  the  first  case  reported  in  which  cylindroma  arose 
on  a vocal  cord.  Treatment  results  have  not  been  satisfactory , and  3 year  results  are 
meaningless  in  view  of  the  high  incidence  of  delayed  local  recurrences  and 
distant  metastases. 


THE  "CYLINDROMA”  is  a slow-growing  adeno- 
carcinoma of  the  salivary  gland  type  that  occurs 
occasionally  in  the  trachea  and  larger  bronchi  and 
less  commonly  in  the  larynx.  Most  pathologists  agree 
that  this  tumor  is  of  epithelial  origin  and  that  it 
arises  from  the  ducts  or  acini  of  the  mucous  glands 
or  salivary  glands.  It  may  occur  in  the  respiratory 
or  digestive  tracts  wherever  mucous  glands  are  found. 
Soboroff29  recendy  reviewed  the  historical  aspects 
of  cylindroma,  outlining  the  various  theories  of  its 
origin. 

Cylindroma  of  the  tracheobronchial  tree  formerly 
was  classified  as  a type  of  adenoma,  and  its  true 
malignant  characteristics  were  not  fully  appreciated. 
Many  cases  of  bronchial  cylindroma  have  probably 
been  unrecognized,  having  lost  their  identity  among 
the  adenomas. 

Harrington,  Moersch,  Tinney,  McDonald,  and 
Clagett,15  in  1956,  recognized  a histopathologic  dif- 
ference between  adenoma  and  cylindroma.  They  de- 
scribed a similar  gross  appearance  and  clinical  course 
for  the  two  rumors,  but  considered  the  cylindroma 


more  infiltrative.  These  authors  were  unable  to  dem- 
onstrate evidence  of  metastasis  by  either  type.  In 
1959  Moersch  and  McDonald23  expressed  the  opin- 
ion that  both  the  carcinoid  adenoma  and  cylindroma 
were  malignant  lesions. 

Van  Hazel,  Holinger,  and  jensik,33  in  1949,  con- 
sidered the  cylindroma  to  be  an  active,  invasive 
tumor  "that  meets  all  the  criteria  of  malignant  le- 
sions,” in  contradistinction  to  the  adenoma.  In  1 of 
their  2 cases  of  cylindroma  there  were  distant  me- 
tastases. 

Reid,27  in  1952,  was  among  the  first  to  emphasize 
that  the  cylindroma  is  in  reality  a carcinoma  and  that 
it  should  not  be  grouped  with  the  carcinoid  ade- 
nomas. He  preferred  the  term  "adenoid  cystic  car- 
cinoma.” 

This  tumor  has  been  given  various  names,  in- 
cluding mixed  tumor  of  the  salivary  gland  type, 
basaloma,  basal  cell  carcinoma,  primary  colloid  ade- 
nocarcinoma, adenocystic  carcinoma,  and  many  oth- 
ers; but  the  term  "cylindroma”  is  the  oldest  and  most 
descriptive  of  the  histologic  pattern.  It  has  been  the 
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most  widely  adopted. 

The  purpose  of  this  paper  is  to  review  the  re- 
ported cases  of  cylindroma  of  the  larynx  and  trachea, 
with  particular  emphasis  on  their  clinical  behavior, 
and  to  report  2 additional  cases:  1 in  the  larynx  and 
1 in  the  trachea. 


Case  Reports 

Case  1. — C.  M.,  a 55  year  old  white  woman,  was  exam- 
ined October  19,  1951,  because  she  had  had  sudden 
dyspnea  six  days  earlier  while  she  was  visiting  her  husband 
in  the  hospital.  The  dyspnea  varied  in  severity,  with  inter- 
vals of  improvement  after  she  took  medication  for  asthma 
prescribed  by  her  family  physician.  On  the  night  of  ad- 
mission to  the  hospital,  she  had  had  a severe  episode  of 
dyspnea  with  cyanosis.  She  was  given  oxygen  and  ami- 
nophyllin,  and  improved  enough  to  permit  sleep.  The 
physical  findings  were  those  of  obstructive  emphysema. 
Roentgenograms  demonstrated  emphysema  of  both  lungs. 
At  bronchoscopic  examination -October  22  a large,  lobu- 
lated,  pink,  firm  tumor  was  seen  in  the  lower  trachea.  It 
was  attached  to  the  right  lateral  wall  by  a broad  base,  and 
almost  completely  occluded  the  lumen.  A preliminary 
tracheotomy  was  performed,  and  numerous  pieces  of  the 
tumor  were  removed  for  biopsy. 

The  first  pathologic  diagnosis  was  "bronchial  adenoma,” 
but  the  comment  was  made  that  the  masses  of  cells  were 
"similar  to  basal  cell  carcinoma  and  are  arranged  in  cords 
and  masses  separated  by  relatively  acellular  fibrous  tissue.” 
The  surface  was  covered  by  respiratory  epithelium. 

Eight  days  later,  on  October  30,  bronchoscopic  examina- 
tion was  repeated  to  remove  the  remainder  of  the  tumor, 
and  the  base  was  fulgurated.  The  patient  became  asympto- 
matic. The  cannula  was  removed  after  one  week  and  the 
patient  was  discharged  after  two  weeks. 

Follow-up  bronchoscopic  examination  on  February  5, 
1952,  demonstrated  only  a slight,  smooth  elevation  on  the 
right  lateral  wall  of  the  trachea,  approximately  3 or  4 mm. 
thick  at  its  greatest  dimension.  The  surface  was  again 
fulgurated.  The  patient  had  been  symptom  free.  Broncho- 
scopic examination  September  18,  1952,  showed  no  evi- 
dence of  recurrence.  There  appeared  to  be  smooth  scar 
tissue  at  the  site  of  the  previous  mmor,  the  lumen  was  of 
normal  size,  and  the  Carina  was  thin  and  sharp. 

The  patient  was  not  seen  again  until  January  6,  1955. 
She  complained  of  occasional  "smothering  spells,”  but  no 
dyspnea.  At  bronchoscopic  examination  there  was  a small 
area  of  thickened  mucosa  at  the  site  of  the  previous  tumor. 
A biopsy  specimen  was  obtained  and  the  area  was  ful- 
gurated. The  tissue  report  was  again  "adenoma.” 

Aproximately  18  months  later,  the  patient  began  having 
pains  in  the  lower  part  of  the  back  and  legs.  On  October 
1,  1956,  a compression  fracture  of  the  twelfth  thoracic 
vertebra  (Ti»)  and  partial  atelectasis  of  the  right  middle 
lobe  were  demonstrated  by  roentgenographic  examination. 
The  back  and  leg  pains  became  progressively  worse.  Nausea 
and  vomiting  were  prominent.  The  patient  was  admitted 
to  the  hospital  May  8,  1957,  and  died  May  25,  5 years  and 
7 months  after  the  diagnosis  was  made. 

At  autopsy,  the  yellowish-white  primary  lesion  extended 
through  the  tracheal  wall  on  the  right  side,  just  above  and 
at  the  carina.  It  had  invaded  the  paratracheal  tissues  over 
an  area  of  1.5  by  6 cm.,  involving  the  vagus  nerve.  The 
mucosa  overlying  the  tumor  appeared  intact,  but  it  bulged 
into  the  trachea  to  occlude  approximately  half  of  the  lumen 
of  the  right  main  bronchus.  Small  nodules  on  the  pleural 
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surfaces  measured  as  much  as  3 mm.  in  diameter.  Approxi- 
mately 75  per  cent  of  each  lung  was  atelectatic.  The  bodies 
of  the  tenth,  eleventh,  and  twelfth  thoracic  and  first  lumbar 
vertebrae  were  collapsed  and  contained  yellowish-white 
tumor  like  that  seen  in  the  lower  end  of  the  trachea. 

On  microscopic  section,  tumor  emboli  were  found  within 
small  arteries  scattered  throughout  both  lungs.  The  small 
clumps  of  tumor  cells  had  the  same  characteristics  as  cells 
in  the  tracheal  mmor.  Sections  taken  through  the  trachea 
showed  tumor  beyond  the  tracheal  wall,  within  the  blood 
vessels,  and  within  perineural  lymphatic  vessels.  Sections 
of  the  involved  thoracic  vertebrae  showed  replacement  of 
marrow  by  fibrous  tissue  surrounding  small  nests  of  tumor 
cells  identical  to  those  seen  in  the  trachea.  The  final  path- 
ologic diagnosis  was  "cylindroma.” 

CASE  2. — C.  F.,  a 64  year  old  white  man,  was  admitted 
to  the  hospital  on  May  29,  1959-  He  had  been  hoarse  since 
August  1,  1958.  Mirror  laryngoscopy  exposed  a sessile,  pale 
tumor  on  the  left  vocal  cord,  in  the  middle  third,  attached 
to  the  edge  and  under  surface  of  the  cord  by  a broad  base. 
On  phonation,  the  tumor  would  occasionally  disappear  be- 
neath the  right  cord  when  the  cords  were  adducted.  The 
tumor  measured  approximately  6 mm.  in  diameter  and  had 
the  gross  appearance  of  a polyp,  although  it  was  not  edem- 
atous. There  was  no  ulceration.  The  mobility  of  the  left 
cord  was  normal.  The  neck  contained  no  palpable  nodes. 

The  tumor  was  removed  by  direct  laryngoscopy  with 
cupped  forceps.  The  sensation  imparted  to  the  forceps  was 
like  that  of  biting  into  a peanut.  The  mucosa  bled  slightly 
at  the  site  of  attachment.  The  pathologic  report  was  "cyl- 
indromatous carcinoma.” 

A laryngo-fissure  was  performed  June  1,  1959.  A small 
lymph  node  on  the  outer  surface  of  the  cricothyroid  mem- 
brane was  reported  benign  on  frozen  section.  With  the 
larynx  open,  the  lesion  was  observed  to  occupy  the  mid- 
portion of  the  left  vocal  cord,  there  being  at  least  1 cm. 
of  normal  appearing  mucosa  anterior  and  posterior  to  the 
lesion.  The  left  vocal  cord  was  removed  by  subperichond ri- 
al dissection,  skirting  the  lesion  as  widely  as  possible. 

In  the  microscopic  sections  of  the  surgical  specimen,  the 
lesion  was  separated  from  the  surgical  margins  by  normal 
tissue.  Lymphatic  invasion  was  not  seen. 

There  has  been  no  evidence  of  recurrence  to  date.  No 
tumor  was  found  in  a biopsy  specimen  taken  from  the 
site  of  original  operation  1 year  later. 


Review  of  Literature 

Clark,  Clagetr,  and  McDonald,9  of  the  Mayo  Clinic, 
who  reported  the  largest  series  of  15  cylindromas  of 
the  trachea,  stated  that  cylindroma,  although  rare,  is 
the  second  most  common  malignant  tumor  of  this 
structure.  In  contrast,  Overholt,  Bougas,  and  Morse24 
observed  only  2 cases  of  cylindroma  in  1,741  primary 
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iung  tumors  in  a 24  year  period.  During  this  same 
time,  however,  they  diagnosed  58  cases  of  carcinoid 
bronchial  adenoma.  Knesevitch,  McCormack,  Effler, 
and  Groves,20  in  1957,  stated  that  they  had  not  seen 
any  examples  of  cylindroma  in  more  than  500  pa- 
tients with  primary  pulmonary  neoplasms  treated  at 
their  clinic,  but  they  reported  21  cases  of  carcinoid 
bronchial  adenoma  in  a 9 year  period.  Enterline  and 
Schoenberg,13  in  1954,  estimated  that  approximately 
120  cases  of  cylindroma  of  the  tracheobronchial  tree 
had  been  reported.  Of  60  that  were  documented  well 
enough  for  review,  19  had  occurred  in  the  trachea. 
These  workers  added  2 cases  of  their  own,  1 of  which 
was  in  the  trachea. 

A review  of  the  literature  from  1936  through 
1959  yielded  a total  of  33  cases  of  cylindroma  of 
the  trachea  and  only  7 in  the  larynx,  including  the 
author’s  2 cases  (Tables  1 and  2).  The  tracheal  cases 
do  not  include  4 or  5 reported  in  which  the  bronchi 
or  carina  were  also  involved  and  in  which  it  was 
not  certain  that  the  tumor  originated  in  the  trachea. 
As  stated  earlier,  there  are  undoubtedly  many  more 
classified  by  other  names;  and  some  are  reported  in 
European  literature,  which  was  unavailable. 

Of  22  patients  with  tracheal  cylindroma  whose  age 
was  reported,  the  average  age  was  42  years,  the 
youngest  being  18  and  the  oldest  70.  The  average 
age  of  6 of  the  7 patients  with  laryngeal  lesions 
was  54  years,  the  youngest  being  45  and  the  oldest 
64. 

In  the  total  group  of  40  patients,  the  sex  was  re- 
corded in  36.  Twenty-one  were  males,  and  15  females. 

The  location  of  the  tumor  was  stated  in  27  of  the 
group  with  tracheal  lesions;  12  were  in  the  lower 
third,  5 in  the  middle  third,  and  10  in  the  upper 
third. 

The  author’s  case  of  a laryngeal  tumor  is  appar- 
ently the  only  reported  cylindroma  originating  on  a 
vocal  cord.  In  3 of  the  other  6 reported  cases,  supra- 
glottic  structures  were  involved.  The  lesion  was  sub- 
glottic in  2,  and  the  anatomic  location  was  not  stated 
in  Ackerman’s  case.1 


Symptoms 

The  symptoms  of  cylindroma  of  the  upper  air 
passages  vary  with  the  size  and  location  of  the 
lesion.  In  the  larynx  a supraglottic  lesion  may  pro- 
duce dysphagia  and  dyspnea.  In  the  one  cordal  lesion 
reported,  hoarseness  was  the  only  symptom.  Tumors 
in  the  subglottic  larynx  and  those  in  the  trachea 
would  be  expected  to  produce  dyspnea,  stridor,  and 
wheezing. 

Moersch15  explained  the  manifestation  of  symp- 
toms of  tracheal  tumors  as  dependent  primarily  on 


mechanical  factors,  which  he  illustrated  by  drawings. 
A sessile  tumor,  in  addition  to  dyspnea,  produces 
inspiratory  and  expiratory  stridor  or  wheeze.  A pe- 
dunculated tumor  in  the  mid-trachea  may  produce 
bilateral  obstructive  emphysema,  whereas  one  near 
the  carina  may  cause  atelectasis  of  one  lung.  Cough 
and  hemoptysis  are  common  symptoms,  although  the 
cylindromas  do  not  bleed  spontaneously  as  often  as 
adenomas. 

Until  the  airway  becomes  almost  completely  ob- 
structed, most  patients  with  tracheal  cylindroma  are 
thought  to  have  asthma,  and  they  may  be  thus  treated 
for  years  before  the  correct  diagnosis  is  made. 

Diagnosis 

The  presenting  symptoms  call  attention  to  the 
existence  and  location  of  the  lesion,  but  diagnosis 
depends  upon  direct  visualization  and  biopsy.  Many 
of  these  tumors  might  be  recognized  earlier  if  rou- 
tine bronchoscopic  examinations  were  done  on  pa- 
tients whose  asthmatic  symptoms  begin  after  the  age 
of  25.  Determination  of  the  downward  extent  of  the 
tumor  may  be  aided  by  laminograms,  and  by  radio- 
graphic  mapping  of  the  area  with  use  of  opaque 
media. 

Gross  Appearance. — The  tumor  is  usually  covered 
with  intact  mucosa  which  appears  pink  or  gray,  but 
the  surface  may  be  ulcerated.  In  the  trachea  the 
lesion  is  most  often  sessile,  attached  by  a broad  base. 
A few  pedunculated  tumors  have  been  reported.  In 
Case  2,  the  patient  with  the  cordal  tumor,  the  growth 
projecting  from  the  edge  of  the  left  vocal  cord  was 
pale  gray,  sharply  demarcated  from  the  surrounding 
normal  cord.  These  tumors  have  a firm  consistency 
on  endoscopic  manipulation  and  biopsy. 

Microscopic  Appearance. — The  microscopic  ap- 
pearance is  shown  by  the  illustrations  in  the  2 pres- 
ent cases  (Fig.  1,  2,  and  3). 

Clinical  Behavior  and 
Malignant-  Characteristics 

The  cylindroma  is  a malignant  tumor  which  grows 
very  slowly.  In  some  cases  it  may  produce  symptoms 
for  several  years  before  the  patient  seeks  medical 
treatment.  Tracheal  cylindromas  usually  have  attained 
considerable  size  by  the  time  the  diagnosis  is  made. 

Paratracheal  extension  of  cylindroma  is  common. 
After  the  tumor  grows  between  the  tracheal  rings,  it 
spreads  along  the  outer  wall  of  the  trachea.  This  was 
reported  in  6 of  33  tracheal  cases.  The  thyroid  gland 
was  invaded  in  1 of  McDonald’s  patients.15,  32  Roth28 
reported  extension  of  a cylindroma  from  the  lower 
trachea  into  the  esophagus  13  years  after  onset  of 
symptoms.  Infiltration  along  perineural  lymphatic 
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Table  1 . — Cylindroma  of  Larynx. 
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Table  2. — Cylindroma  of  Trachea. 


Survival 

From  Onset 
of  Symptoms 

Alive  at  1 yr. 

Symptom  free  4 yr. 

Died  after  5 yr.  with 

widespread 

metastases 

Alive  after  6 mo. 

Died  in  10  yr. 

Alive  after  5 yr. 

Alive  after  10  yr.  with 

tumor? 

Alive;  duration  not 

stated 

Alive  after  5 yr. 

Alive  after  3 yr. 

Died  sixth  post-op. 

day 

Treatment 

Recurrence 

Resection  of 

lower  trachea  6 

yr.  after  first 

bronchoscopy, 

rt.  pneumonec- 

tomy, left  bron- 
chus sutured  to 
trachea 

Initial 

Lesion 

"Advised  to  have 
x-rays” 

Partial  removal 
through  tracheot- 
omy; radio-therapy, 
dose  not  stated 

Bronchoscopic 
removal  10  x 

Radium 

Radium 

Laryngectomy 

Radium  and  x-ray 

Endoscopic  diathermy 

X-ray 

X-ray  and  endoscopic 

diathermy 

Duration  of 

Symptoms 
Before  Trt. 

2 yr. 

7 mo. 

1 

m 

Metastases 

Postmort. 

Lungs,  liver, 
and  "else- 
where” 

Antemort. 

Extension 

Extratracheal 

extension 

Origin 
of  Tumor 

Trachea 

Upper  trachea 
( 5 cm.  below 
cords) 

Trachea 

Trachea 

Trachea 

Trachea 

Trachea 

Trachea 

Trachea 

Lower  trachea 

Age 

(N 

m 

'O 

rOi 

rv. 

'O 

o 

\r\ 

'■sT 

CO 

o 

ir\ 

rO 

CN 

rO 

49 

Sex 

CM 

2 

Ph 

Ph 

£ 

P-4 

£ 

£ 

PP 

£ 

Author 

Beck  and 
Guttman7 

Kramer  and 
Som21 

o 

o 

Ph 

McDonald 

and 

others16' 82 

McDonald 

and 

others16, 82 

McDonald 

and 

others16, 32 

McDonald 

and 

others16, 32 

§ p 

Q T3  ^ 

(i  G *-j 
£ " ° 

McDonald 

and 

others16, 32 

McDonald 

and 

others16’ 82 
( Reported 
also  by 
Clagett, 
Grindley 
and 

Moersch, 
Arch.  Surg. 
1948) 

Year 

Reported 

1936 

1939 

1945 

1946 

1946 

1946 

1946 

1946 

1946 

1946 
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Table  2. — Cylindroma  of  Trachea  ( Continued ). 
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Fig.  T.  Case  1.  a.  Cylindromatous  carcinoma  of  trachea,  exhibiting  characteristic  "Swiss 
cheese"  pattern,  b.  High  power  view  of  cylindroma  of  trachea. 


vessels  was  noted  by  Roth  and  by  Soboroff,29  as  well 
as  by  the  author  ( Case  1 ) . Roth  states  that  the  tumor 
infiltrates  along  these  channels  well  beyond  the  visi- 
ble and  palpable  borders  of  the  gross  lesion. 

Struben  and  Hampe31  were  impressed  by  the  ten- 
dency of  the  tumor  to  metastasize  to  lung  without 
spread  to  the  regional  lymph  nodes.  Other  authors 
(Reid27  and  Ackerman1)  have  reported  instances  in 
which  metastases  from  tracheal  cylindroma  involved 
both  the  regional  lymph  nodes  and  the  lungs.  Ahued 
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V.2  reported  metastases  to  cervical  nodes,  hilar  nodes, 
pulmonary  artery,  both  lungs,  pleura,  rib,  and  dia- 
phragm from  cylindroma  of  the  epiglottis.  Putney 
and  McStravog26  reported  a ventricular  band  cylin- 
droma which  extended  to  the  pre-epiglottic  space 
and  left  submaxillary  gland,  and  metastasized  to  cer- 
vical lymph  nodes  on  the  same  side  of  the  neck. 

Later  in  its  course,  this  tumor  may  invade  the 
blood  stream  and  reach  distant  organs  by  hemato- 
genous spread.  In  this  analysis  of  40  cases  of  cylin- 
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Fig.  2.  Case  1.  a.  Metastatic  cylindroma  in  vertebral  body.  b.  Invasion  of  perineural  lymphatic  vessels  by 
cylindroma. 


droma  of  the  larynx  and  trachea,  10  patients  demon- 
strated hematogenous  spread.  This  figure  agrees  with 
that  reported  by  Reid,27  who  studied  a collected 
series  of  patients  with  tracheobronchial  cylindroma. 
Two  patients  with  other  isolated  metastasis — 1 to  the 
left  upper  lobe  and  1 to  a cervical  vertebra — were 
found  in  the  author’s  review.  Organs  most  commonly 
involved  by  metastases  are  the  lungs,  pleura,  verte- 
brae, and  liver. 

In  the  8 case  reports  which  stated  this  time  inter- 
val, death  from  distant  metastases  varied  from  3.5 
to  13.75  years.  This  is  an  average  of  7.43  years  for 
the  group.  These  patients  lived  an  average  of  5.7 
years  after  the  diagnosis  was  made.  Obviously,  sur- 
vival statistics  based  on  5 years  are  meaningless  when 
cylindroma  occurs  in  ectopic  sites.  Roth28  has  sug- 
gested a follow-up  period  of  at  least  10  years,  but 
15  years  would  seem  more  realistic.  Putney  and  Mc- 
Stravog26  stated  that  the  concept  of  complete  cure 
in  any  salivary  gland-type  tumor  is  questionable. 


Treatment 

A review  of  the  reported  cases  of  cylindroma  in 
ectopic  sites,  that  is,  outside  the  salivary  glands, 
leaves  one  with  the  cheerless  conclusion  that  results 
of  treatment  are  unsatisfactory  and  discouraging.  Al- 
though there  are  some  5 year  "good  results,”  the  10 
to  15  year  cure  rate  is  virtually  nonexistent.  To  decide 
whether  a radical  or  a conservative  therapeutic  meth- 
od will  yield  longer  survival  periods  is  difficult.  Wide 
excision  is  thought  to  offer  the  best  chance  for  cure 
if  the  lesion  is  surgically  accessible.  This  is  possible 
for  most  lesions  in  the  larynx  and  for  those  in  the 
subglottic  trachea,  but  not  for  those  in  the  middle 
and  lower  one-third  of  the  trachea.  At  these  sites 
treatment  has  consisted  almost  entirely  of  local 
excision,  endoscopic  diathermy,  and  irradiation,  but 
there  are  no  long  term  cures  on  record. 

Combined  therapy  by  surgical  removal  and  irradi- 
ation has  many  advocates  (Kramer  and  Som,21 
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Edvall,11  Soltany-Azed,30  Beck  and  Guttman,7  and 
Baclesse3).  Struben  and  Hampe31  agree  that  cylin- 
dromas can  "react  well”  to  roentgen  irradiation  or 
radium  therapy,  but  that  they  are  not  cured  by  irradi- 
ation. Others  have  expressed  the  opinion  that  irradi- 
ation alone  is  of  little  or  no  therapeutic  value  in 
cylindroma  (Janes,17  Keim,18  Bailey,4  Putney,25  Put- 
ney and  McStravog,26  Enterline  and  Schoenberg,13 
and  Lemaitre22). 

Roth28  commented  on  10  patients  treated  by  ir- 
radiation and  stated  dosages  used.  No  cures  were 
claimed.  Results  were  reported  as  "palliative”  or  "no 
response”  (2  patients).  He  advised  wide  surgical 
excision,  when  possible,  followed  by  irradiation,  pre- 
ferably with  radium,  cobalt,  or  megavoltage  roentgen 
therapy.  He  stated  that  the  roentgen  dosage  necessary 
to  effect  a cure  is  not  known,  and  advised  spreading 
the  treatment  over  a period  of  6 to  10  weeks  to 
deliver  a total  greater  than  6,000  roentgens.  Smaller 
dosages  appear  to  have  been  insufficient. 

Barclay,  McSwan,  and  Welsh6  have  demonstrated 
that  it  is  technically  possible  to  resect  successfully  the 
lower  end  of  the  trachea,  carina,  and  the  origins  of 
the  right  and  left  main  bronchi  without  using  grafts. 
In  a recent  personal  communication,  Barclay5  stated 
that  the  patient  who  had  this  operation  remained  free 
of  symptoms  for  2 years  and  9 months  before  ob- 
structive symptoms  developed  from  local  recurrence 
of  the  original  tumor.  Since  their  original  report, 
Barclay  and  associates  have  performed  the  same  type 
of  resection  in  another  patient  with  squamous  cell 
carcinoma  of  the  lower  end  of  the  trachea. 

Laryngeal  Cylindroma. — Obviously,  too  few  cases 
of  cylindroma  of  the  larynx  have  been  reported  to 
permit  reasonable  formulation  of  criteria  for  adequate 
surgical  treatment.  Knowledge  of  the  clinical  be- 
havior of  cylindroma  in  other  locations,  however,  di- 
rects the  author  to  the  opinion  that  treatment  in 
cylindromatous  carcinoma  of  the  larynx  should  differ 
from  that  in  squamous  cell  carcinoma. 

The  age  of  the  patient  bears  on  the  therapeutic 
decision.  If  his  life  expectancy  were  greater  than  10 
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Fig.  3.  Case  2.  a.  Cylindromatous  carcinoma  of  larynx  (vocal  cord).  Low  power  view  shows 
intact  laryngeal  mucosa  covering  the  tumor,  which  is  composed  predominantly  of  cords  of 
anaplastic  epithelial  cells.  There  is  a tendency  toward  tubule  formation  with  the  cells  having 
cytoplasmic  vacuoles,  b.  High  power  view  demonstrating  the  characteristic  myxomatous  stroma. 


years,  irradiation  would  be  a poor  choice  as  the  pri- 
mary form  of  treatment  for  even  the  smallest  lesion. 
Better  results  would  probably  be  obtained  from  total 
laryngectomy  than  from  laryngo-fissure  for  the  small 
cordal  lesion  with  good  motility  of  the  cord,  such  as 
the  case  reported  in  this  paper;  and  a prophylactic 
neck  dissection  should  be  included  if  the  cylindroma 
were  above  or  below  the  cord.  If  the  patient’s  life 


expectancy  were  less  than  10  years,  the  author  would 
be  less  inclined  to  perform  extensive  surgery. 

Apparently  results  of  treatment  can  be  improved 
only  by  earlier  diagnosis  and  prompt,  adequate  ex- 
cision. Pathologists  should  include  the  word  “carci- 
noma” when  reporting  a cylindroma  to  force  the 
uninitiated  physician  to  realize  that  the  tumor  is 
malignant. 
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LARYNX  AND  TRACHEA  CARCINOMA  — Suehs  — continued 

Summary 

A series  of  32  cases  of  tracheal  and  6 cases  of 
laryngeal  cylindroma  in  the  literature  has  been  an- 
alyzed with  regard  to  incidence,  location  of  the 
lesion,  extension,  metastasis,  duration  of  symptoms, 
method  of  treatment,  and  length  of  survival.  To 
these  are  added  the  author’s  2 cases,  1 in  the  larynx 
and  1 in  the  trachea.  The  laryngeal  case  is  appar- 
endy  the  first  reported  of  cylindroma  arising  on  a 
vocal  cord. 

The  results  of  treatment  in  cylindroma  are  not 
satisfactory.  Five  year  results  are  meaningless  in  view 
of  the  high  incidence  of  delayed  local  recurrences 
and  distant  metastases. 

In  10  of  40  cases  widespread  metastases  developed 
by  hematogenous  spread  (25  per  cent). 

Pathologists  are  urged  to  include  the  word  "car- 
cinoma” when  reporting  cylindromas.  An  opinion 
regarding  the  surgical  treatment  of  cylindromatous 
carcinoma  of  the  larynx  is  stated. 

REFERENCES 

1.  Ackerman,  L.  V.:  Surgical  Pathology,  ed.  2,  St.  Louis,  C.  V. 
Mosby  Co.,  1959. 

2.  Ahued  V.,  S.:  Cylindroma  of  Epiglottis,  Arch.  Otolaryng. 
63:366  (April)  1956. 

3.  Baclesse,  F.,  cited  by  Struben  and  Hampe.31 

4.  Bailey,  H.:  Treatment  of  Tumors  of  Parotid  Gland,  Brit.  J. 
Surg.  28:337  (Jan.)  1941. 


5.  Barclay,  R.  S.:  Personal  communication,  December,  1 959- 

6.  Barclay,  R.  S.:  McSwan,  N.;  and  Welsh,  T.  M.:  Tracheal 
Reconstruction  Without  Use  of  Grafts,  Thorax  12:177  (Sept.) 
1957. 

7.  Beck,  J.  C.,  and  Guttman,  M.  R.:  Basaloma  or  So-called 
Cylindroma  of  Air  Passages,  Ann.  Otol.  Rhin.  & Laryng.  45:618 
(Sept.)  1936. 

8.  Belsey,  R.  H.  R.,  and  Valentine,  J.  C.:  Cylindromatous  Mu- 
cous Gland  Tumours  of  Trachea  and  Bronchi,  J.  Path.  & Bact. 
63:377  (July)  1951. 

9.  Clark,  P.  L„  III;  Clagett,  O.  T.;  and  McDonald,  J.  R.:  Cyl- 
indromas of  Trachea,  Proc.  Staff  Meet.  Mayo  Clin.  28:513  (Sept. 
23)  1953. 

10.  De  Dominicis,  R.,  and  Dini,  S.:  Primary  Cylindromatous 
Carcinoma  of  Trachea,  With  Reference  to  Question  of  So-Called 
Cylindroma,  Arch,  "de  Vecchi"  anat.  pat.  29:545  (June)  1 959- 

1 1 . Edvall,  C.  A. : Mucous  and  Salivary  Gland  Tumours;  Pres- 
entation of  330  Cases  Treated  Radio-surgically,  Acta  chir.  scandinav. 
107:313,  1954. 

12.  Eigler,  G.:  t)ber  Endotheliome,  Peritheliome  Cylindroma  und 
ahnliche  Tumoren  der  oberen  Luftwege,  Arch.  f.  Ohren-Nasen-u. 
Kehlkopfh.  132:209.  1932. 

■ 13.  Enterline,  H.  T.,  and  Schoenberg,  H.  W.:  Carcinoma  (Cyl- 
indromatous Type)  of  Trachea  and  Bronchi  and  Bronchial  Adenoma, 
Cancer  7:663  (July)  1954. 

14.  Foot,  N.  C.:  Pathology  in  Surgery,  Philadelphia,  J.  B.  Lip- 
pincott  Co.,  1945. 

15.  Harrington,  S.  W.;  Moersch,  H.  J.;  Tinney,  W.  S.;  McDon- 
ald, J.  R.;  and  Clagett,  O.  T.:  Symposium  on  Certain  Tumors  of 
the  Bronchi  ( Adenomas  and  Cylindromas ) and  on  Tumors  of  the 
Trachea,  Proc.  Staff  Meet.  Mayo  Clin.  21:409  (Oct.  30)  1946. 

16.  Ide,  D.,  and  Cahn,  H.  L.:  Subglottic  Cylindroma,  Laryngo- 
scope 48:328  (April)  1948. 

17.  Janes,  R.  M.:  Surgical  Treatment  of  Tumors  of  Salivary 
Glands,  S.  Clin.  North  America  23:1429  (Oct.)  1943. 

18.  Keim,  W.  F. : Management  of  Recurrent  Mixed  Tumors  of 
Major  Salivary  Glands,  Cancer  11:696  ( July- Aug. ) 1958. 

19-  Kleinman,  A.  I.,  and  Levine,  I.:  Clinical  Diagnosis  of  Trach- 
eal Adenoma  (Cylindroma),  J.A.M.A.  171:2080  (Dec.  12)  1959- 
20.  Knesevitch,  E.  M.;  McCormack,  L.  J.;  Effler,  D.  B.;  and 
Groves,  L.  K.:  Bronchial  Adenoma — A Clinicopathologic  Study  of 
21  Cases,  Cleveland  Clin.  Quart.  24:160  (July)  1957. 

The  remainder  of  this  bibliography  will  appear  in  reprints  of  this 
article,  which  can  be  obtained  from  the  author. 

^ Dr.  Suehs,  14  Medical  Arts  Square,  Austin  5. 


944 


TEXAS  State  Journal  of  Medicine,  DECEMBER,  1960 


MEDICOLEGAL  NOTES 


Narcotic  Addiction  Treatment 
And  the  Law 


In  a previous  article  I commented  upon  several 
problems  of  physicians  in  regard  to  patients  addicted 
to  use  of  narcotic  drugs.  In  this  article  additional 
points  concerning  the  physician’s  responsibilities  with 
relation  to  narcotic  drugs  and  addicted  individuals 
are  discussed. 

It  has  long  been  recognized  that  the  responsibility 
for  the  proper  prescription  and  dispensation  of  nar- 
cotic drugs,  under  the  Harrison  Narcotic  Laws,  rests 
upon  the  physician  in  charge  of  any  specific  case.  This 
position  recognizes  that  the  physician  must  have  free- 
dom to  exercise  his  professional  judgment  in  prescrib- 
ing for  the  needs  of  his  patients.  Although  he  is  given 
wide  latitude  in  his  professional  use  of  narcotics, 
there  are  certain  restraints.  One  of  the  foremost  is 
Article  167  of  Regulation  No.  5,  which  reads,  in  part, 
as  follows: 

"...  An  order  purporting  to  be  a prescription 
issued  to  an  addict  or  habitual  user  of  narcotics 
not  in  the  course  of  professional  treatment,  but 
for  the  purpose  of  providing  the  user  with  nar- 
cotics sufficient  to  keep  him  comfortable  by 
maintaining  his  customary  use,  is  not  a pre- 
scription within  the  meaning  and  intent  of  the 
act;  and  the  person  filling  such  an  order,  as 
well  as  the  person  issuing  it,  may  be  charged 
with  violation  of  the  law  . . . ”. 

This  limitation  upon  the  physician’s  prescription  of 
narcotics  is  also  applicable  to  his  personal  dispensa- 
tion or  administration  of  narcotics,  as  welL 

In  determining  whether  a physician  has  complied 
with  the  intent  and  meaning  of  the  laws  controlling 
the  use  of  narcotics,  the  good  faith  of  the  physician 
and  the  bona  fides  of  his  treatment  of  the  patient  in 
a specific  case  will,  of  course,  be  established  by  the 
facts  and  circumstances  of  the  case,  along  with  the 
experience  of  members  of  the  medical  profession  in 
cases  of  a similar  nature. 

This,  then,  raises  the  question  of  the  physician’s 
legal  position  when  he  is  confronted  by  an  addict 
who  desires  treatment  for  his  addiction.  From  a legal 
standpoint,  an  attempt  of  a physician  to  employ  am- 


bulatory treatment  for  drug  addiction  without  insti- 
tutionalizing the  patient  would  likely  be  considered 
a violation  of  the  law.  The  ambulatory  treatment 
(continued  provision  of  narcotics  to  the  addict  but 
in  decreasing  amounts)  for  the  cure  of  drug  addic- 
tion has  always  been  disapproved  by  the  U.  S.  Bureau 
of  Narcotics  because  of  experience  which  has  shown 
that  the  objective  of  the  treatment  is  practically  never 
achieved.  This  position  gained  legal  support  in  the 
case  of  United  States  v.  Behrman  (258  U.  S.  280), 
in  which  the  Supreme  Court  of  the  United  States 
called  attention  to  the  danger  of  entrusting  quantities 
of  narcotic  drugs  to  a known  addict  "...  without 
restraint  upon  him  in  its  administration  or  disposi- 
tion . . . ”.  The  Behrman  case  at  least  impliedly  dis- 
approved the  ambulatory  method  of  curing  drug  ad- 
diction. In  a subsequent  case  (Hobart  v.  United 
States,  299  Fed.  784)  the  Circuit  Court  of  Appeals 
for  the  Sixth  Circuit  construed  the  Behrman  case  as 
holding  the  ambulatory  treatment  of  drug  addiction 
as  unlawful.  Consequently,  when  an  addict  seeks 
treatment  for  his  addiction,  the  physician  should  ad- 
vise him  that  institutional  treatment  is  necessary  and 
should  refrain  from  any  attempts  at  so-called  ambu- 
latory treatment. 

Another  area  of  the  physician’s  responsibility  con- 
cerns the  quantity  of  narcotics  prescribed.  The  Bureau 
of  Narcotics  takes  the  position  that  physicians  are 
expected  to  exercise  care  in  every  case  in  which  nar- 
cotic dosage  is  indicated  so  that  the  patient  under 
treatment  shall  receive  no  quantity  of  narcotic  drug 
greater  than  that  sufficient  for  bona  fide  medical 
needs,  in  order  that  there  may  be  no  surplus  avail- 
able for  possible  diversion  by  the  patient  to  illicit 
use.  This  is  equally  true  in  patients  with  incurable 
diseases. 

In  summation,  a physician  is  given  wide  latitude 
in  his  professional  use  of  narcotics,  but  with  such 
freedom  there  are  certain  responsibilities  to  prevent 
these  drugs  from  being  directed  into  illicit  channels 
or  used  merely  to  sustain  addiction. 

— Philip  R.  Overton,  LL.B.,  Austin. 
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DRUG  NOTES 

Psychomimetic  Agent  May  Be 
Useful  Antidepressant 

DlTRAN  ( N-ethy  lpiperidyl-phenylcyclopentyl-gly- 
colate — Lakeside  Laboratories)  is  a new  psychomi- 
metic agent  currently  undergoing  clinical  evaluation 
as  an  antidepressant. 

Dr.  Biel,  pharmaceutical  chemist  of  Lakeside,  point- 
ed out  at  the  I960  meeting  of  the  American  Chemi- 
cal Society  that  this  compound  represents  a new  class 
of  psychomimetic  agents.  Pharmacologically,  it  is  an 
active  anticholinergic  agent.  Its  major  psychomimetic 
effects  may  result  from  such  antagonism  at  cholin- 
ergic sites  in  the  brain.  This  rationalization  appears 
plausible  on  the  basis  of  the  work  of  Hess  and 
Brodie  and  their  collaborators.  Hess  postulated  that 
there  are  two  centers  in  the  hypothalamus,  the  site  of 
animal  and  human  emotional  response  and  behavior: 
the  sympathetic  (ergotropic)  and  parasympathetic 
( trophotropic ) sites. 

The  ergotropic  center  is  thought  to  be  consonant 
with  stimulation,  action,  and  aggression,  whereas  the 
trophotropic  center  is  the  origin  of  depressed  mental 
functions.  Recently,  these  principles  have  been  ex- 
tended by  Brodie  to  account  for  the  action  of  psycho- 
mimetic agents.  Logically,  these  centers  should  be 
visualized  to  be  in  balance  under  normal  circum- 
stances; blocking  the  action  of  one  should  permit  the 
other  to  dominate.  The  chemical  mediator  controlling 
this  parasympathetic  center  of  the  lower  brain  has 
not  been  definitely  elucidated,  although  it  is  believed 
to  be  either  serotonin  or  acetylcholine.  If  it  is  as- 
sumed to  be  acetylcholine,  the  chemical  mediator  of 
the  peripheral  parasympathetic  system,  potent  anti- 
cholinergic agents  such  as  Ditran  conceivably  exert 
their  effects  on  the  basis  of  this  postulated  mechan- 
ism of  action. 

Chemically,  the  new  compound  resembles  Suavitil 
(Benactysine-Merck-Sharpe  and  Dohme).  Qualita- 
tively, these  two  products  also  are  similar  pharmaco- 
logically because  both  are  anticholinergics.  Neverthe- 
less, from  a quantitative  standpoint  Ditran  is  more 
potent,  and  this  may  account  for  the  "anti-depressant 
activity’’  it  exhibits.  In  contrast,  the  weaker  anti- 
cholinergic agent  Suavitil  exhibits  a different  central 
action.  In  rats  subjected  to  mental  stress,  it  increases 
the  number  of  conditioned  responses  to  a fixed  stimu- 
lus, and  in  human  beings  therapeutic  doses  generally 
retard  mental  activity. 


Speculation  along  these  lines  also  may  be  applied 
to  other  psychochemicals,  such  as  the  monoamine 
oxidase  inhibitors.  These  inhibitors  have  been  em- 
ployed extensively  as  antidepressants  or  psychic  ener- 
gizers, but  act  on  the  basis  of  a different  mechanism. 
They  presumably  owe  their  activity  to  the  capability 
they  possess  of  inhibiting  the  enzymes  (monoamine 
oxidases)  responsible  for  the  normal  metabolic  degra- 
dation of  such  central  excitatory  hormones  as  nor- 
epinephrine. By  inhibiting  such  enzymes,  the  agents 
are  believed  to  promote  the  availability  of  these 
neurochemicals  in  the  brain. 

The  therapeutic  significance  of  this  class  of  drugs 
may  be  illustrated  with  Nardil,  Marplan,  and  one  of 
the  original  ones,  Marsilid.  These  psychic  energizers 
differ  chemically,  as  well  as  pharmacodynamically, 
from  Ditran.  Most  of  the  monoamine  oxidase  in- 
hibitors are  hydrazine  derivatives,  such  as  hydrazides. 
Furthermore,  many  of  the  most  active  ones  closely  re- 
semble the  amphetamines  from  a structural  stand- 
point. The  amphetamines  (the  sympathetic  amines 
also  are  potent  central  nervous  system  stimulants,  but 
their  ability  to  exert  this  action  is  primarily  attribut- 
able to  their  capability  of  penetrating  the  blood-brain 
barrier,  for  example,  reaching  the  site  of  action) 
and  their  structural  similarity  to  the  sympathetic 
neurohormones,  epinephrine  and  norepinephrine. 

— Jaime  N.  Delgado,  Ph.D., 

Lee  F.  Worrell,  Ph.D.,  Austin. 


New  Drug  Cost  Booklet 
Answers  Price  Questions 

How  does  a sick  person’s  pocketbook  benefit  from  mod- 
ern drug  production?  Where  does  the  patient’s  prescription 
dollar  go?  Why  do  some  drugs  cost  less  in  foreign  coun- 
tries than  they  do  in  the  United  States? 

These  are  among  30  of  the  most  commonly  asked  ques- 
tions which  are  answered  in  a booklet  offered  as  a public 
service  by  the  Pharmaceutical  Manufacmrers  Association, 
a voluntary,  nonprofit,  professional  and  trade  organization 
whose  member  firms  produce  medicines  which  are  pro- 
vided usually  only  on  prescription. 

The  booklet’s  questions  and  answers  relate  drug  prices 
to  other  costs,  to  industry  competition  and  profits,  to  total 
medical  care  expenses,  and  to  research  for  better  medicines. 
Copies  are  available  on  request  to  the  Association,  1411 
K Street,  NW,  Washington  5,  D.  C. 


Drug  Bank  for  Steroid  Drugs 

The  Dallas  County  chapter  of  the  National  Kidney  Dis- 
ease Foundation  maintains  a drug  bank  where  certain 
steroid  drugs  may  be  obtained  at  manufacturer’s  cost  for 
use  in  treating  nephrosis.  Further  information  may  be 
obtained  by  writing  to  Mrs.  Lynn  M.  Norris,  chairman 
of  the  drug  bank,  3351  Navajo  Place,  Dallas  24. 
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MEDICAL  MEETINGS 

M.  D.  Anderson  to  Sponsor 
Symposium  on  Cancer  Research 

"The  Molecular  Basis  of  Neoplasia”  is  the  theme 
of  the  1961  symposium  on  fundamental  cancer  re- 
search, sponsored  by  the  University  of  Texas  M.  D. 
Anderson  Hospital  and  Tumor  Institute,  to  be  held 
February  23-25  in  Houston. 

Sessions  will  be  devoted  to  nucleic  acids,  nucleic 
acids  and  proteins,  mutation  and  protein  structure, 
ribosomes  and  protein  synthesis,  controlling  mech- 
anisms and  enzyme  synthesis,  and  biochemical  altera- 
tions induced  by  viral  nucleic  acids. 

The  symposium  will  consist  of  34  presentations 
by  scientists  from  the  United  Kingdom,  Austria, 
Israel,  and  the  United  States.  A highlight  of  the 
meeting  will  be  presentation  of  the  Bertner  Founda- 
tion Award,  bestowed  yearly  for  an  outstanding  con- 
tribution in  the  field  of  cancer  research. 

Programs  and  information  on  the  meeting  may 
be  obtained  by  writing  the  Publications  Department, 
the  University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Texas  Medical  Center,  Houston 
25. 


Florida  Cardiovascular  Seminar 

The  eighth  annual  Cardiovascular  Seminar,  spon- 
sored by  the  Northeast  Florida  Heart  Association, 
will  be  held  January  26-28,  1961,  in  Jacksonville. 
Participating  are  the  following:  Drs.  William  Dock, 
New  York  State  University;  Lewis  Dexter,  Harvard 
University  Medical  School;  Milton  Rosenbaum,  Al- 
bert Einstein  College  of  Medicine;  and  Richard  Ebert, 
University  of  Arkansas  School  of  Medicine. 

Further  details  and  programs  may  be  obtained  by 
writing  to  Dr.  Daniel  R.  Usdin,  Northeast  Florida 
Heart  Association,  1628  San  Marco  Boulevard,  Jack- 
sonville 7. 


San  Antonio  Meeting  Features  17  Speakers 

The  International  Medical  Assembly  of  Southwest 
Texas  has  announced  the  17  speakers  to  be  featured 
at  the  twenty-fifth  anniversary  meeting  in  San  An- 
tonio from  January  23  to  25.  Topics  cover  a wide 
variety  of  subjects  ranging  from  hyperparathyroidism 
to  anxiety  states  and  their  management.  Interested 
readers  may  obtain  programs  or  other  information 
from  Mr.  S.  E.  Cockerell,  Executive  Secretary,  202 
W.  French  Place,  San  Antonio. 


Diabetes  Symposium  Set 
In  Houston,  January  15 

A seminar  on  "Diabetes  Mellims”  will  be  presented 
by  the  University  of  Texas  Postgraduate  School  of 
Medicine,  January  15,  1961,  at  the  Texas  Medical 
Center  in  Houston. 

The  program  will  include  the  following  presenta- 
tions: "Diagnostic  Aspects  and  Early  Manifestations 
of  Diabetes,”  Dr.  Holbrooke  S.  Seltzer,  Dallas;  "Un- 
usual Manifestations  of  Juvenile  Diabetes,”  Dr.  C.  W. 
Daeschner,  Galveston;  "Modern  Management  of  Di- 
abetes,” Dr.  Priscilla  White,  Boston;  "Panel  Discus- 
sion on  Brittle  Diabetes,”  Drs.  White,  Daeschner, 
and  Seltzer. 

Advance  registration  is  requested.  Tuition  fee  is 
$5.  Complimentary  enrollment  will  be  granted  to 
faculty  members  of  the  University  of  Texas,  residents, 
interns,  and  fellows  upon  satisfactory  completion  of 
an  application  blank.  This  program  is  acceptable  for 
5 hours  credit  by  the  American  Academy  of  General 
Practice. 

For  further  information,  those  interested  may  write 
to  the  University  of  Texas  Postgraduate  School  of 
Medicine,  410  Jesse  Jones  Library  Building,  Texas 
Medical  Center,  Houston  25,  Texas. 

Medical  Science  Day 
Features  Dr.  Chapman 

Medical  Science  Day  on  February  1 at  the  Scott 
and  White  Clinic  in  Temple  will  feature  Dr.  John 
S.  Chapman,  professor  of  medicine  and  assistant  dean 
for  Postgraduate  Education  at  the  University  of  Texas 
Southwestern  Medical  School  in  Dallas. 

In  the  afternoon,  Dr.  Chapman  will  speak  at  the 
Scott  and  White  Clinic  on  "Anonymous  Mycobac- 
teria,” and  in  the  evening,  he  will  talk  to  the  Bell 
County  Medical  Society  on  "Relations  of  Steroids  to 
Tuberculosis.” 

Texas  Radiological  Society 

The  Texas  Radiological  Society  will  hold  its  forty- 
eighth  annual  meeting  in  Fort  Worth  on  January 
20  and  21.  Registration  is  $20  for  nonmembers  and 
$5  for  radiological  residents  and  military  personnel. 
Further  information  may  be  obtained  from  Dr.  R.  P. 
O’Bannon,  Secretary-Treasurer  of  the  Society,  1216 
Pennsylvania,  Fort  Worth. 

A program  of  entertainment  also  has  been  planned 
for  wives  of  attendants,  which  includes  a visit  to  the 
Museum  of  Western  Art,  a Dutch  treat  luncheon  at 
the  Colonial  Country  Club,  and  a visit  to  the  aquar- 
ium, bird,  and  reptile  houses  in  Forest  Park.  Bus 
transportation  will  be  provided. 
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EDUCATION 


Industrial  Medicine  Fellowship 
Offered  by  University  of  Cincinnati 

Graduate  fellowships  in  industrial  medicine  are 
being  offered  by  the  University  of  Cincinnati’s  In- 
stitute of  Industrial  Health  in  Cincinnati.  The  insti- 
tute provides  professional  training  for  graduates  of 
approved  medical  schools  who  have  completed  at  • 
least  1 year  of  internship. 

The  3 year  program  leading  to  the  degree  of  Doc- 
tor of  Industrial  Medicine  satisfies  the  requirements 
for  certification  in  Occupational  Medicine  by  the 
American  Board  of  Preventive  Medicine.  Two  years 
are  devoted  to  intensive  academic  and  clinical  study 
in  the  field  of  industrial  medicine.  A third  year  is 
spent  in  residency  in  an  industrial  medical  depart- 
ment or  in  some  comparable  organization. 

Stipends  for  the  first  2 years  vary  from  $3,000  to 
$4,000  depending  upon  marital  status.  In  the  final  or 
residency  year,  the  fellow  is  compensated  by  the  or- 
ganization in  which  he  is  completing  his  training. 

Additional  information  can  be  obtained  from  the 
Secretary,  Institute  of  Industrial  Health,  College  of 
Medicine,  Eden  and  Bethesda  Avenues,  Cincinnati  19- 


Increase  Anticipated  by  A.  M.  A. 

In  Medical  School  Construction 

A sharp  rise  in  construction  of  medical  school 
facilities  is  expected  in  1960-1961,  the  American 
Medical  Association’s  Council  on  Medical  Education 
and  Hospitals  reported  in  the  November  12  issue  of 
the  Journal  of  the  American  Medical  Association. 

The  total  number  of  medical  school  graduates  in 
the  1959-1960  period  was  the  largest  in  history, 
while  first  year  enrollments  remained  virtually  con- 
stant. Funds  committed  for  construction  of  medical 
school  facilities  in  1960-1961  showed  an  increase  of 
140  per  cent  over  the  figure  for  the  previous  year, 
the  report  showed.  Cost  estimates  of  facilities  com- 
pleted in  1959-1960  were  up  35  per  cent,  and  esti- 
mates of  construction  begun  during  this  time  in- 
creased by  25  per  cent. 

Construction  planned  by  42  schools  for  1960-1961 
was  estimated  at  $126,726,167.  Construction  com- 
pleted by  34  schools  in  1959-1960  was  set  at  $94,- 
774,376,  and  construction  begun  by  30  schools  in 
the  same  period  was  valued  at  $74,144,742. 


Obstetrics  and  Gynecology  Board 
To  Give  Examinations  in  January 

Part  I examinations  (written)  of  the  American 
Board  of  Obstetrics  and  Gynecology  will  be  held  in 
various  cities  of  the  United  States  and  Canada,  and 
in  military  centers  outside  the  Continental  United 
States  on  January  13,  1961. 

Reopened  candidates  will  be  required  to  submit 
case  reports  for  review  30  days  after  notification  of 
eligibility. 

Scheduled  Part  I candidates  also  are  required  to 
submit  their  20  case  abstracts  in  order  to  complete 
the  Part  I examination. 

Current  bulletins  outlining  present  requirements 
may  be  obtained  from  the  Executive  Secretary,  Dr. 
Robert  L.  Faulkner,  American  Board  of  Obstetrics 
and  Gynecology,  2105  Adelbert  Road,  Cleveland  6. 


University  of  Texas  Medical  Branch 

A guest  speaker,  Dr.  Sydney  Sunderland,  profes- 
sor of  anatomy  at  the  University  of  Melbourne,  Mel- 
bourne, Australia,  spoke  November  7 on  "The  Ef- 
fects of  Stretch  and  Compression  on  Nerves.” 

A talk  on  "Temporal  Lobe  Epilepsy”  was  given  by 
Murray  A.  Falconer,  F.  R.  C.  S.,  director  of  Guy’s 
Maudsley  Neurosurgical  Unit  in  London  on  Novem- 
ber 9 at  the  Medical  Branch. 

Dr.  Lee  E.  Farr,  medical  director  of  Brookhaven 
National  Laboratory  and  Hospital  in  Upton,  N.  Y., 
talked  November  10  on  "A  Paradox  of  Numbers: 
Prediction  and  Effectiveness  of  Neutron  Capture 
Therapy  in  Malignancy.” 


Arteriosclerosis  Bulletin  Ready 

A statement  on  arteriosclerosis,  in  bulletin  form,  has 
been  prepared  by  a group  of  physicians  for  public  distribu- 
tion to  lessen  the  chances  of  heart  attacks  and  strokes. 

At  the  request  of  the  National  Health  Education  Com- 
mittee, the  simple  guide  was  prepared  by  Dr.  Paul  Dudley 
White,  Dr.  Howard  B.  Sprague,  Dr.  Jeremiah  Stamler,  Dr. 
Fredrick  J.  Stare,  Dr.  Irving  S.  Wright,  Dr.  Louis  N. 
Katz,  Dr.  Samuel  L.  Levine,  and  Dr.  Irvine  H.  Page. 

Factors  which  predispose  an  individual  to  arteriosclerosis, 
heart  attack,  and  stroke  are  illustrated  and  followed  up  by 
supporting  data.  Booklets  may  be  obtained  by  writing  Miss 
Jane  E.  McDonough,  Executive  Secretary,  National  Health 
Education  Committee,  Inc.,  135  East  42nd  Street,  New 
York  17. 
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OF  GENERAL  INTEREST 


Personals 

Dr.  Manfred  R.  M.  Blashy  of  Temple  presented  a 
paper  recently  before  the  Southern  Medical  Associ- 
ation in  St.  Louis.  At  the  same  meeting,  Dr.  N.  C. 
Hightower  of  Temple  received  the  Seale  Harris 
trophy  for  research  at  Scott  and  White  Memorial 
Hospital. 

Others  who  participated  in  the  program  of  the 
Southern  Medical  Association  meeting  were  Dr.  J.  A. 
Bargan  and  Dr.  R.  R.  White  of  Temple.  Dr.  Bargan 
also  recently  gave  a paper  before  the  American  Col- 
lege of  Gastroenterology  in  Philadelphia. 

Dr.  Henry  R.  Hoskins  of  San  Antonio  was  elected 
first  vice-president  of  the  Southern  Chapter  of  the 
American  College  of  Chest  Physicians  at  the  group’s 
meeting  in  St.  Louis,  October  30-31. 

Dr.  Merle  D.  Thomas  of  El  Paso  was  elected  sec- 
retary-treasurer of  the  Southwestern  Medical  Associ- 
ation recently.  Also  elected  new  members  of  the  ex- 
ecutive committee  were  Dr.  Russell  L.  Deter  and 
Dr.  Louis  Breck,  both  of  El  Paso. 

Dr.  Charles  W.  Tennis  on,  San  Antonio,  was  re- 
cently named  president-elect  of  the  American  Society 
of  Plastic  and  Reconstructive  Surgery. 

In  late  October,  the  town  of  Itasca  celebrated  the 
seventy-first  birthday  of  Dr.  Clark  C.  Campbell,  who 
had  practiced  in  the  town  for  42  years,  Dr.  Campbell 
was  presented  with  an  engraved  watch  from  the  com- 
munity, and  was  the  subject  of  a newspaper  article 
in  the  Dallas  News. 

Miss  Winifred  Winter,  daughter  of  Dr.  and  Mrs. 
John  Worrell  Winter,  San  Antonio,  and  Bartlett 
Cocke,  Jr.  were  married  recendy  in  San  Antonio. 
Another  recent  San  Antonio  wedding  was  that  of 
Miss  Barbara  Jean  Summers  and  Joe  Burch  Gilbert, 
son  of  Dr.  and  Mrs.  Joe  T.  Gilbert  of  Austin. 

Miss  Barbara  J.  Chrestman  became  the  bride  of 
Dr.  Thomas  S.  Harle  of  San  Antonio,  October  15  in 
Taft. 

Dr.  Ted  Whiteley  of  Houston  and  Miss  Johnnie 
Brown  were  married  recently  at  Fort  Sam  Houston. 

Miss  Elena  Esther  Pereira  Da  Cunha  and  Dr.  Jose 
M.  Benavides  of  San  Antonio  were  married  October 
29  in  Rio  de  Janeiro. 

William  Forrest  Robertson,  son  of  Dr.  and  Mrs. 
Wilbur  Forrest  Robertson  of  San  Antonio,  and  Miss 
Bobbe  Fae  Mann  were  married  recently  in  San 
Antonio. 

Dr.  C.  D.  Bussey  of  Dallas  was  elected  vice-presi- 
dent of  the  Hospitals-Insurance-Physicians  Joint  Ad- 
visory Committee  of  Texas  at  the  group’s  meeting 
November  5 in  Dallas. 


New  births  in  the  families  of  El  Paso  physicians 
include  the  following:  a daughter  of  Dr.  and  Mrs. 
Adrian  L.  Grass,  born  November  7,  and  a son  of 
Dr.  and  Mrs.  Humberto  Quirate,  born  November  12. 

Dr.  W.  Compere  Basom,  El  Paso  orthopedist,  pre- 
sented a paper  on  "Nomina  Anatomica”  during  the 
American  Fracture  Association  convention  in  Mexico 
City,  October  30-November  4. 

Dr.  Samuel  R.  Snodgrass  of  Galveston  has  recently 
been  named  president  of  the  American  Academy  of 
Neurological  Surgery. 

Dr.  Marvin  P.  Knight  of  Dallas  was  honored  as 
Howard  Payne  College’s  "Man  of  the  Year”  during 
the  college’s  homecoming  activities  November  11-12 
in  Brownwood.  Dr.  Knight,  who  is  a graduate  of 
the  college,  is  a member  of  Howard  Payne’s  Board 
of  Trustees  and  heads  the  steering  committee  for  the 
current  science  building  fund  drive. 

Dr.  Henry  P.  Hare,  Jr.,  who  has  been  associated 
with  the  Beverly  Hills  Sanitarium  in  Dallas,  left  this 
fall  for  England,  where  he  will  spend  a year  at 
Oxford  University,  studying  theology  and  religion. 

Dr.  and  Mrs.  Alex  Grossman  are  parents  of  a son, 
William  Morris  Grossman,  born  November  22  in 
Temple. 

Dr.  Marjorie  Williams,  Temple,  gave  a talk  on 
"Endocrine  and  Other  Host  Observations  in  Men 
with  Bronchogenic  Carcinoma”  at  the  November 
meeting  of  the  Veteran  Administration  Research 
Conference  in  Cincinnati. 

Dr.  D.  Truett  Gandy,  Houston,  recently  toured 
around  the  world,  attending  medical  meetings  in 
Copenhagen  and  Tokyo. 


Nobel  Prize  Winners  Announced 

Joint  recipients  of  the  I960  Nobel  Prize  for  Physi- 
ology and  Medicine  are  Sir  Macfarlane  Burnet,  pro- 
fessor of  experimental  medicine  at  Melbourne  Uni- 
versity in  Australia,  and  Peter  Brian  Medawar,  pro- 
fessor of  zoology  at  University  College,  London.  This 
year  the  prize  amounts  to  approximately  $43,700. 

The  recipients  are  being  honored  for  their  "dis- 
covery of  acquired  immunological  tolerance,’’  by 
showing  that  under  certain  conditions  a body  can  be 
induced  to  tolerate  the  transplantation  of  foreign 
tissue. 

Donald  A.  Glaser  of  the  University  of  California 
won  the  physics  award  for  his  invention  of  the 
bubble  chamber,  which  reveals  the  path  taken  by  a 
charged  particle.  The  chemistry  prize  went  to  an- 
other member  of  the  California  institution,  Willard 
F.  Libby,  who  devised  a method  of  radiocarbon  dat- 
ing that  allows  the  remains  of  organisms  that  lived 
as  much  as  30,000  years  ago  to  be  dated. 
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Possible  Role  of  Viruses  in  Cancer 

American  Cancer  Society:  Symposium;  The  Pos- 
sible Role  of  Viruses  in  Cancer,  Cancer  Res.  20:669 
(June)  I960. 

Armitage,  P.:  An  Examination  of  Some  Experi- 
mental Cancer  Data  in  Light  of  One-hit  Theory  of 
Infectivity  of  Titrations,  J.  Nat.  Cancer  Inst.  23:1313 
(Dec.)  1959- 

Axelrad,  A.  A.:  Induction  of  Tumors  in  Syrian 
Hamsters  by  a Cytopathogenic  Virus  Derived  from 
C3H  Mouse  Mammary  Tumor,  J.  Nat.  Cancer  Inst. 
24:1095  (May)  I960. 

Bang,  F.  B.:  Three  Dilemmas  in  the  Study  of 
Viruses  and  Tumor  Cells,  Cancer  Res.  18:1004 
(Oct.)  1958. 

Blair,  P.  B.:  Serologic  Comparison  of  Mammary 
Tumor  Viruses  from  3 Strains  of  Mice,  Proc.  Soc. 
Exp.  Biol.  & Med.  103:188  (Jan.)  I960. 

Burnet,  M.:  Cancer:  A Biological  Approach.  III. 
Viruses  Associated  with  Neoplastic  Conditions.  IV. 
Practical  Applications,  Brit.  M.  J.  5023:841  (April 
13)  1957. 

Carr,  J.  G.:  Kidney  Carcinomas  of  Fowl  Induced 
by  MH2  Reticuloendothelioma  Virus,  Brit.  J.  Cancer 
14:77  (March)  I960. 

Dalldorf,  G.:  Place  of  Viruses  in  the  Pathogenesis 
of  Cancer,  Dis.  Colon  & Rectum  2:18  (Jan.-Feb.) 
1959. 

Dhaliwal,  S.  S.:  Quantitative  Studies  with  MH2 
Reticulo  Endothelioma  Virus,  Brit.  J.  Cancer  13:685 
(Dec.)  1959. 

Dmochowski,  L.,  and  others:  Studies  on  Mammary 
Tumor  Inducing  Virus  in  Mice  (Bittner  Virus), 
Proc.  Soc.  Exper.  Biol.  & Med.  102:174  (Oct.)  1959. 

Duran-Reynals,  F.:  Comments  on  Hormones,  Neo- 
plasia, and  Virus  Infection,  Cancer  Res.  17:465 
(June)  1957. 

Greene,  H.  S.:  Virus  Etiology  of  Cancer?,  Nat. 
Cancer  Inst.  Monograph  2:141  (March)  I960. 

Gross,  L.:  Development  and  Serial  Cell-free  Pas- 
sage of  a Highly  Potent  Strain  of  Mouse  Leukemia 
Virus,  Proc.  Soc.  Exper.  Biol.  & Med.  94:767  (April) 
1957. 

Gross,  L.:  Viral  Etiology  of  Cancer  and  Leukemia?, 
J.A.M.A.  162:1318  (Dec.  1)  1956. 

Ham,  A.  W.,  and  others:  Histopathological  Se- 
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quence  in  Viral  Carcinogenesis  in  the  Hamster  Kid- 
ney, J.  Nat.  Cancer  Inst.  24:1113  (May)  I960. 

Howatson,  A.  F.:  Studies  in  Vitro,  in  Vivo,  and 
by  Electron  Microscope  of  Virus  Recovered  from 
C3H  Mouse  Mammary  Tumor:  Relationship  to  Poly- 
oma Virus,  J.  Nat.  Cancer  Inst.  24:1131  (May) 
1960. 

Lauffer,  M.  A.:  Interrelationships  of  Viruses  and 
Cancer,  Pennsylvania  M.  J.  62:713  (April)  1959- 

Law,  L.  W.,  and  others:  Antibody  Status  of  Mice 
and  Response  of  Their  Litters  to  Parotid  Tumour 
Virus  (Polyoma  Virus),  Nature  184  (Supp.  18): 
1420  (Oct.  31)  1959. 

Mirand,  E.  A.,  and  others:  Relationship  of  Viruses 
to  Malignant  Disease.  Part  I.  Tumor  Induction  by 
SE  Polyoma  Virus,  Arch.  Int.  Med.  105:469  (March) 
1960. 

Negroni,  G.,  and  others:  ''Polyoma”  Virus  Derived 
from  Mouse  Leukemia,  Brit.  M.  J.  5163:1358  (Dec. 
19)  1959. 

Peacock,  P.  R.:  Viruses  and  Cancer,  Practitioner 
182:679  (June)  1959. 

Penetrating  a Tumour  Virus,  Lancet  2:76  (Aug. 
1)  1959. 

Prince,  A.  M.:  Quantitative  Studies  on  Rous  Sar- 
coma Virus.  IV.  An  Investigation  of  the  Nature  of 
"Noninfective”  Tumors  Induced  by  Low  Doses  of 
Virus,  J.  Nat.  Cancer  Inst.  23:1361  (Dec.)  1959- 

Rabson,  A.  S.,  and  Kirschstein,  R.  L.:  Intracranial 
Sarcomas  Produced  by  Polyoma  Virus  in  Syrian  Ham- 
sters, Arch.  Path.  69:663  (June)  I960. 

Southam,  C.  M.:  Some  Present  Concepts  of  Carci- 
nogenesis; Role  of  Viruses,  New  York  J.  Med. 
59:2161  (June  1)  1959. 

Stanley,  W.  M.:  Relationships  Between  Cancer 
and  Viruses,  Arch.  Int.  Med.  102:939  (Dec.)  1958. 

Stanley,  W.  M.:  Relationships,  Established  and 
Prospective,  Between  Viruses  and  Cancer,  Ann.  New' 
York  Acad.  Sc.  71:1100  (Sept.  30)  1958. 

Tumour  Viruses,  Lancet  2:277  (Sept.  5)  1959- 

Viruses  in  Treatment  of  Cancer,  Brit.  M.  J.  5058: 
1481  (Dec.  14)  1957. 


Books  Newly  Acquired 

American  College  of  Surgeons:  Committee  on 
Trauma:  Management  of  Fractures  and  Soft  Tissue 
Injuries,  Philadelphia,  W.  B.  Saunders,  I960. 

Ariel,  I.  M.,  and  Pack,  G.  T.:  Cancer  and  Allied 
Diseases  of  Infancy  and  Childhood,  Boston,  Little, 
Brown  and  Co.,  I960. 

Artz,  C.  P.,  and  Hardy,  J.  D.:  Complications  in 
Surgery  and  Their  Management,  Philadelphia,  W.  B. 
Saunders,  I960. 

Benda,  C.  E.:  The  Child  with  Mongolism,  New 
York,  Grune  and  Stratton,  I960. 
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Blum,  R.  H.:  The  Management  of  the  Doctor- 
Patient  Relationship,  New  York,  McGraw-Hill,  I960. 

Ciba  Foundation  Colloquia  on  Endocrinology:  Hu- 
man Pituitary  Hormones,  vol.  13,  Boston,  Little, 
Brown  and  Co.,  I960. 

Ciba  Foundation  Symposium:  Carcinogenesis; 
Mechanisms  of  Action,  Boston,  Little,  Brown  and 
Co.,  1959. 

Ciba  Foundation  Symposium:  Congenital  Malfor- 
mations, Boston,  Little,  Brown  and  Co.,  I960. 

De  Love,  S.  L.:  The  Quiet  Betrayal,  Chicago,  Nor- 
mandie House,  I960. 

Duke-Elder,  Sir  S.,  ed.:  System  of  Ophthalmology: 
vol.  1,  Eye  in  Evolution,  St.  Louis,  C.  V.  Mosby  Co., 

1958. 

Felson,  B.:  Fundamentals  of  Chest  Roentgenology, 
Philadelphia,  J.  B.  Lippincott,  I960. 

Fleming,  A.  J.,  and  D’ Alonzo,  C.  A.,  eds.:  Modern 
Occupational  Medicine,  ed.  2,  Philadelphia,  Lea  & 
Febiger,  I960. 

Fomon,  S.:  Cosmetic  Surgery,  Principles  and  Prac- 
tice, Philadelphia,  J.  B.  Lippincott,  I960. 

Ford,  F.  R.:  Diseases  of  Nervous  System  in  Infants, 
Childhood  and  Adolescence,  ed.  4,  Springfield,  111., 
Charles  C Thomas,  I960. 

Goff,  C.  W.:  Surgical  Treatment  of  Unequal  Ex- 
tremities, Springfield,  111.,  Charles  C Thomas,  I960. 

Grace,  W.  J.:  Practical  Clinical  Management  of 
Electrolyte  Disorders,  New  York,  Appleton-Century- 
Crofts,  I960. 

Grace,  W.  J.,  ed.:  Practitioners’  Conferences  Held 
at  New  York  Hospital-Cornell  Medical  Center,  vol. 
7,  New  York,  Appleron-Century-Crofts,  1959. 

Grollman,  A.:  Pharmacology  and  Therapeutics,  ed. 
4,  Philadelphia,  Lea  & Febiger,  I960. 

Hurley,  H.  J.,  and  Shelley,  W.  B.:  Human  Apo- 
crine Sweat  Gland  in  Health  and  Disease,  Spring- 
field,  111.,  Charles  C Thomas,  I960. 

Hyman,  A.  S.,  and  others:  Acute  Medical  Syn- 
dromes and  Emergencies,  New  York,  Landsberger 
Medical  Books,  1959. 

Israel,  M.:  Thyroid-Vitamin  Approach  to  Choles- 
terol Atheromatosis  and  Chronic  Disease:  Ten  Year 
Study,  New  York,  The  George  Press,  Inc.,  I960. 

Jordan,  S.,  and  Boles,  R.:  Diverticulitis,  New  York, 
Grune  and  Stratton,  I960. 

Joslin,  E.  P.:  Diabetic  Manual,  ed.  10,  Philadelphia, 
Lea  & Febiger,  I960. 

Jung,  C.  G.:  Undiscovered  Self,  Boston,  Little, 
Brown  and  Co.,  1958. 

Lamb,  L.  E.,  ed.:  First  International  Symposium 
on  Cardiology  in  Aviation,  Brooks  Air  Force  Base, 
USAF  Aerospace  Medical  Center  (ATC),  The 
School  of  Aviation  Medicine,  1959. 

McManus,  J.  F.  A.,  and  Mowry,  R.  W.:  Staining 
Methods,  Histologic  and  Histochemical,  New  York, 
Paul  B.  Hoeber,  I960. 


Modell,  W.,  ed.:  Drugs  of  Choice,  1960-61,  St. 
Louis,  C.  V.  Mosby,  I960. 

Pack,  G.  T.,  and  Ariel,  I.  M.:  Treatment  of  Cancer 
and  Allied  Diseases,  ed.  2,  vol.  4:  Tumors  of  the 
Breast,  Chest  and  Esophagus,  New  York,  Paul  B. 
Hoeber,  I960. 

Raven,  R.  W.,  ed.:  Cancer,  Indices,  London,  But- 
terworth  & Co.,  I960. 

Rinkel,  M.,  and  Himwich,  H.  E.:  Insulin  Treat- 
ment in  Psychiatry,  New  York,  Philosophical  Library, 

1959. 

Shepard,  K.  S.:  Care  of  the  Well  Baby,  Phila- 
delphia, J.  B.  Lippincott,  I960. 

Shneidman,  E.  S.,  and  Farberow,  N.  L.:  Ques  to 
Suicide,  New  York,  Blakiston,  1957. 

Smialowski,  A.:  Photography  in  Medicine,  Spring- 
field,  111.,  Charles  C Thomas,  I960. 

Steckle,  L.  C.:  Problems  of  Human  Adjustment, 
New  York,  Harper  & Brothers,  1949- 

Transactions  of  the  Southern  Surgical  Association, 
vol.  70,  Philadelphia,  J.  B.  Lippincott,  1959. 

Ullman,  S.  B.:  A New  Method  to  Avoid  Basic 
Problem  of  Drug  Resistance  in  Chemotherapy  of 
Cancer,  New  York,  Excerpta  Medica  Foundation. 

1960. 

Weiss,  E.:  Structure  and  Dynamics  of  Human 
Mind,  New  York,  Grune  and  Stratton,  I960. 


Gifts  to  the  Library 

Mr.  Roy  Cates,  Austin,  2 books. 

Dr.  Lee  E.  Edens,  Austin,  8 books. 

Dr.  J.  Edward  Johnson,  Austin,  3 journals,  44  re- 
prints, and  5 bulletins. 

Dr.  John  Kirby,  Austin,  26  journals. 

Mrs.  Ramsay  H.  Moore,  Dallas,  2 books. 

Dr.  Teddy  M.  Sousares,  Austin,  53  journals. 

Mrs.  Albert  Waldert,  Tyler,  183  books,  1 box 
woodcuts,  9 journals,  and  156  reprints. 

Mrs.  David  R.  Womack,  Austin,  20  journals  and 
4 bulletins. 


Bibliography  on  Cancer 
Available  to  Nurses 

A bibliography  on  cancer  for  use  by  nurses  and  nursing 
students  has  been  released  by  the  United  States  Public 
Health  Service.  It  includes  lists  of  books  and  pamphlets; 
annotated  audiovisual  materials;  teaching  aids,  such  as  pros- 
thetic devices  and  other  equipment  for  care  of  cancer  pa- 
tients; and  annotated  references  on  cancer  of  specific  sites 
and  nursing  aspects  of  cancer. 

The  38  page  publication  contains  more  than  450  refer- 
ences. It  is  available  from  the  Superintendent  of  Documents, 
Government  Printing  Office,  Washington,  D.  G,  at  20 
cents  a copy. 
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★ Books 


Book  Notes 


Your  Heart:  A Handbook  for  Laymen 

H.  M.  Marvin,  M.D.,  Associate  Clinical  Professor  of 
Medicine,  Yale  University  School  of  Medicine;  Past 
President,  American  Heart  Association,  Former  Mem- 
ber National  Advisory  Heart  Council  (United  States 
Public  Health  Service).  335  pages.  $4.50.  Garden  City, 
N.  Y.,  Doubleday  & Company,  Inc.,  I960. 

In  the  second  volume  in  the  Layman’s  Handbook 
Series  an  attempt  has  been  made  to  explain  in  simple 
terms  the  nature  of  the  diseases  and  disturbances  to 
which  the  heart  is  subject.  Some  may  be  interested 
because  they  have  heart  disease;  others  may  suspect 
the  existence  of  such  a disease  because  of  symptoms 
that  are  innocent.  This  is  not  information  to  aid  the 
patient  to  diagnose  his  own  disease,  but  a supplement 
to  the  examinations  and  advice  of  a physician. 

The  author  has  handled  the  conflicting  opinions 
on  controversial  theories  and  practices  in  detail  to 
clarify  the  purposes  of  treatment  and  to  help  to 
explain  the  divergencies  of  medical  opinion  that 
would  otherwise  seem  unreasonable  and  confusing. 


The  Preservation  of  Youth 

Maimonides  (Moses  Ben  Maimon),  Translated 
from  the  original  Arabic  by  Hirsch  L.  Gordon,  M.D., 
Ph.D.,  D.H.L.  92  pages.  $2.75.  New  York,  Philosoph- 
ical Library,  1958. 

This  is  a remarkable  little  book  written  in  1198 
A.  D.  by  the  greatest  physician  which  the  twelfth 
century  produced. 

Maimonides  wrote  this  book  for  his  sultan,  a psy- 
choneurotic who  suffered  from  depression  and  mel- 
ancholia, as  well  as  from  digestive  and  several  other 
complaints — lecturing  to  him  on  the  direct  connec- 
tion between  his  mental  condition  and  his  bodily  ills. 
He  imparts  to  the  ruler  his  own  philosophy  of  life. 
This  discussion  brings  forth  an  interesting  example 
of  the  great  physician  and  philosopher  blending  to 
give  good  advice  to  a powerful  sultan.  Many  critics 
consider  this  treatise  the  most  remarkable  of  his 
collection  of  medical  works,  because  it  gives,  con- 
cisely, a compendium  of  the  hygiene  of  the  body  and 
of  the  soul,  going  far  beyond  the  limits  of  usual 
works  of  this  kind. 

Maimonides  discusses  the  dangers  of  overeating 
and  evaluates  various  foods:  cereals,  meats,  milk, 


wine,  vegetables,  and  fruits.  He  suggests  music  as  a 
therapeutic  measure  and  gives  directions  for  various 
pharmaceutical  preparations,  such  as  digestives,  seda- 
tives, and  aphrodisiacs. 

In  one  chapter,  he  discusses  the  interrelationship 
between  mind  and  body,  and  the  desirability  of  emo- 
tional stability  and  optimism.  He  cautions  the  reader 
on  the  pitfalls  of  erroneous  approaches  to  medical 
science.  The  last  topics  of  his  work  are  concerned 
with  sexual  intercourse,  the  bath,  discharges  from 
the  nose,  food  deterioration,  and  the  advisability  of 
avoiding  sudden  changes  in  the  art  of  living. 

— Morris  Polsky,  M.D.,  Austin. 


Experimental  Pharmacodynamics 

T.  Koppanyi  and  A.  G.  Karczmar.  258  pages. 
$5.50.  Minneapolis,  Minn.,  Burgess  Publishing  Com- 
pany, 1958. 

This  book  gives  a scientific  basis  for  the  use  of 
chemical  agents  in  the  prevention,  diagnosis,  and 
treatment  of  disease.  Presented  as  an  experimental 
approach  to  the  subject,  it  serves  both  as  a laboratory 
manual  and  as  an  introduction  to  pharmacology  for 
the  student.  Insight  is  gained  into  the  action  of  the 
remedial  agents,  and  from  the  experiments  a grasp 
of  the  fundamental  principles  of  pharmacology  is 
obtained. 

Adequate  references  are  given  at  the  end  of  each 
chapter  for  the  student  interested  in  more  extensive 
analysis  of  the  subject.  The  main  general  headings 
include  such  topics  as  methods  of  general  pharma- 
cology, in  which  such  factors  as  dose-effect  relation- 
ship of  drugs,  method  of  administration,  and  action 
of  drugs  is  discussed;  and  the  fate  of  drugs,  including 
their  excretion,  tolerance,  cumulative  effects,  syner- 
gism, and  general  toxicology.  Also  included  are 
sections  on  central  nervous  system,  neuroeffector 
systems,  local  anesthetics,  pharmacology  of  smooth 
muscle,  histamine  and  antihistaminic  agents,  pharma- 
cology of  the  uterus,  heart,  blood,  antidiuretics,  and 
cathartics. 

In  a final  chapter  on  chemotherapy,  the  anti- 
syphilitic drugs,  sulfonamides,  and  antibiotics  such 
as  penicillin  and  streptomycin  are  covered.  Even  pre- 
scription writing  is  discussed.  The  reviewer  was 
interested  in  the  fact  that  the  IJ  stands  for  the  Latin 
verb  "recipe”  meaning  "take  thou.”  The  tail  through 
the  LJ  probably  represents  the  sign  of  Jupiter,  the 
supreme  Roman  deity.  In  ancient  times  it  probably 
served  as  an  invocation  to  the  god,  imploring  his 
aid  for  the  success  of  the  treatment. 

For  those  interested  in  pharmacology,  this  manual 
is  of  considerable  value. 

— Joe  C.  Rude,  M.D.,  Austin. 
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ORGANIZATION! 


★ American 

Medical  Association 

■■■■■■■■■■■■■■■■■■■■ 


HOUSE  OF  DELEGATES  HIGHLIGHTS 


Among  the  major  subjects  acted  upon  at  the  Amer- 
ican Medical  Association’s  Fourteenth  Clinical  Meet- 
ing in  Washington,  D.  C.,  November  28-December 
1 were  the  following:  (1)  a scholarship  and  loan 
program  for  medical  students,  (2)  the  status  of  for- 
eign medical  graduates,  ( 3 ) an  A.  M.  A.  membership 
dues  increase,  (4)  the  expansion  of  voluntary  health 
insurance,  (5)  health  care  for  the  aged,  and  (6) 
new  developments  in  polio  vaccine. 

Named  as  I960  General  Practitioner  of  the  Year 
was  44  year  old  Dr.  James  T.  Cook  of  Marianna, 
Florida,  who  was  selected  for  his  dedication  to  both 
medical  practice  and  service  to  the  community.  Dr. 
Cook  is  the  fourteenth  recipient  of  the  award. 

Dr.  E.  Vincent  Askey  of  Los  Angeles,  AMA  Presi- 
dent, asked  delegates  to  support  not  only  existing 
AMA  programs  but  also  expansion  of  new  programs 
necessary  to  meet  the  challenges  of  society.  He  as- 
sured the  new  administration  in  Washington  of  coop- 
eration whenever  possible,  but  emphasized  that  the 
AMA  will  not  change  its  policies  merely  for  the  sake 
of  conformity. 

Total  registration  of  8,170  was  made  up  of  3,940 
physicians  and  4,239  guests. 

Scholarship  and  loan  program. — The  House  of 
Delegates  approved  a scholarship  and  loan  program 
proposed  by  the  Special  Study  Committee  of  the 
Council  on  Medical  Education  and  Hospitals  and 
urged  participation  in  the  program  at  the  state  and 
county  level.  The  House  approved  the  following 
statement  by  the  reference  committee: 

"This  proposed  program  will  provide  concrete  evi- 
dence of  the  American  Medical  Association’s  sincere 
desire  to  attract  increasing  numbers  of  well  qualified 
young  people  to  enlarge  the  ranks  of  our  profession. 
Your  reference  committee  recognizes  that  the  pro- 
gram is  wisely  designed  to  allow  for  its  enlargement 
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through  the  support  of  individual  physicians  and 
other  groups.  Your  reference  committee  was  im- 
pressed with  the  enthusiastic  support  of  this  pro- 
posal indicated  during  the  course  of  the  discussion. 
There  was  indicated  a desire  that  in  the  final  formu- 
lation of  the  administrative  details  of  this  program, 
provision  be  made  for  widespread  participation  by 
individual  physicians  as  well  as  county  and  state 
medical  societies.  The  program  will  clearly  assist  in 
securing  highly  talented  individuals  whose  ability 
and  leadership  in  all  areas  of  medicine  will  be  fos- 
tered and  at  the  same  time  will  bring  needed  finan- 
cial assistance  on  a broad  basis  to  medical  students 
under  a system  in  keeping  with  this  Association’s 
belief  in  individual  responsibility.” 

Foreign  medical  school  graduates. — The  House  of 
Delegates  adopted  a report  in  regard  to  the  problem 
of  foreign  medical  graduates,  which  included  the 
following  statement: 

"In  order  that  those  foreign  physicians  who  have 
not  yet  been  certified  by  the  Educational  Council  for 
Foreign  Medical  Graduates  might  be  given  further 
opportunity  to  enhance  their  medical  education,  hos- 
pitals would  be  encouraged  to  develop  special  educa- 
tional programs.  Such  programs  must  be  of  educa- 
tional worth  to  the  foreign  graduate  and  must  di- 
vorce him  from  any  responsibility  for  patient  care. 
Foreign  physicians  may  participate  in  these  programs 
until  June  30,  1961,  with  approval  of  the  Depart- 
ment of  State  so  that  their  exchange  visa  will  not 
be  withdrawn  before  that  time.  This  will  also  allow 
the  non-certified  foreign  physician  the  opportunity 
to  take  the  April,  1961,  Educational  Council  for  For- 
eign Medical  Graduates  examination.” 

A.M.A.  dues  increase. — The  House  approved  a 
Board  of  Trustees  report  announcing  that  a dues  in- 
crease would  be  recommended  at  the  annual  meeting 
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in  June,  1961.  The  report  indicated  that  the  amount 
would  be  not  less  than  $10  and  not  more  than  $25, 
to  be  effective  January  1,  1962.  The  Reference  Com- 
mittee asked  the  Board  to  consider  an  increase  in  the 
annual  dues  of  $20,  to  -be  implemented  over  a period 
of  two  years:  $10  on  January  1,  1962,  and  $10  addi- 
tional on  January  1,  1963. 

The  House  suggested  that  these  funds  be  used  to 
inaugurate  or  expand  a number  of  programs  includ- 
ing: 

1.  Financial  assistance  to  medical  students. 

2.  Continuing  education  for  practicing  physicians. 

3.  Health  advice  to  the  lay  public. 

4.  Medical  research. 

5.  The  expansion  by  the  Communications  Divi- 
sion of  its  program  of  faithfully  portraying  the  image 
of  the  American  Medical  Association. 

The  House  emphasized  that  the  Board  of  Trustees 
report  recommending  a dues  increase  should  be  trans- 
mitted, in  essence,  to  the  grass  roots  level. 

Voluntary  health  insurance. — In  place  of  a Board 
of  Trustees  report  and  three  resolutions,  the  House 
adopted  the  following  substitute  resolution: 

"Whereas,  It  has  been  widely  recognized  that  vol- 
untary health  insurance  is  the  primary  alternative  to 
a compulsory  governmental  program;  and 

"Whereas,  The  public  has  shown  its  confidence  in 
this  voluntary  system;  and 

"Whereas,  Current  social,  political  and  economic 
developments  compel  a new  and  revitalized  effort  to 
make  voluntary  health  insurance  successful;  and 

"Whereas,  the  American  Medical  Association  has 
consistently  pledged  itself  to  make  available  the  high- 
est type  of  medical  care;  therefore  be  it 

"Resolved,  that  the  House  of  Delegates  direct  the 
Board  of  Trustees  and  the  Council  on  Medical  Service 
to  assume  immediately  the  leadership  in  consolidating 
the  efforts  of  the  American  Medical  Association  with 
those  of  the  National  Association  of  Blue  Shield 
Plans,  the  American  Hospital  Association  and  the 
Blue  Cross  Association  into  maximum  development 
of  the  voluntary,  non-profit  prepayment  concept  to 
provide  health  care  for  the  American  people;  and 
be  it  further 

"Resolved,  that  similar  leadership  be  undertaken 
to  coordinate  the  efforts  of  private  insurance  car- 
riers through  conferences  with  their  national  organi- 
zations; and  be  it  further 

” Resolved , That,  where  feasible,  efforts  be  made  to 
cooperate  with  representatives  of  other  types  of  medi- 
cal care  plans,  other  professional  groups,  and  repre- 
sentatives of  industry,  labor  and  the  public  at  large.” 

Health  care  for  the  aged. — The  House  reaffirmed 
the  Association’s  support  of  the  Kerr-Mills  Bill,  which 
was  passed  last  summer,  and  its  opposition  to  any 
legislation  involving  the  use  of  the  OASDI  mechan- 
ism for  medical  aid  to  the  aged.  The  delegates  also 


urged  state  and  local  medical  societies  to  cooperate 
with  the  appropriate  state  officials  and  to  provide 
leadership  in  implementing  the  provisions  of  the 
Kerr-Mills  Bill. 

In  regard  to  health  care  for  the  aged,  the  House 
suggested  further  experimentation  in  home  care  pro- 
grams, homemaker  services,  and  visiting  nurse  serv- 
ices. The  delegates  also  recommended  increased  em- 
phasis at  all  levels  of  medical  education  on  the  new 
challenges  being  presented  to  physicians  in  the  health 
care  of  older  persons. 

Polio  vaccine. — The  House  agreed  with  a Board 
of  Trustees  report  which  said: 

"In  view  of  the  fact  that  oral  polio  vaccine  will 
not  be  generally  available  in  sufficient  quantity  in 


Dr.  J.  M.  Travis  of  Jacksonville  congratulates  the 
1960  winner  of  AMA  General  Practitioner  of  the  Year 
Award,  Dr.  James  T.  Cook  of  Marianna,  Fla.,  during  the 
most  recent  meeting  of  the  AMA  House  of  Delegates  in 
Washington,  D.  C.  Dr.  Travis  was  recipient  of  the  same 
award  for  1952. 


1961  for  any  large  scale  immunizing  effort,  the  Board 
of  Trustees  of  the  AMA  strongly  recommends  that 
the  medical  profession  encourages  the  widest  possible 
use  of  the  Salk  vaccine  for  the  prevention  of  polio- 
myelitis. The  Salk  vaccine  has  been  proved  to  be 
effective  and  since  there  are  still  many  segments  of 
the  population  not  immunized  against  poliomyelitis 
every  effort  should  be  made  to  encourage  the  general 
public  to  take  advantage  of  the  Salk  vaccine  without 
delay.” 

The  Board  report  was  amended  to  suggest  that  a 
proper  committee  be  established  by  the  AMA  to 
study  the  problems  involved  in  administration  of 
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the  new  oral  polio  vaccine  and  to  establish  guides 
for  physicians  to  follow  when  they  are  approached 
by  various  groups  and  asked  for  their  support  in 
administering  oral  polio  vaccine. 


Miscellaneous  Actions 

In  considering  a wide  variety  of  resolutions  and 
annual  and  supplementary  reports,  the  House  also: 

• Approved  continuing  study  and  periodic  re- 
evaluation  of  the  trend  toward  locating  physician’s 
offices  in  or  adjacent  to  hospitals; 

• Directed  the  Committee  on  Medical  Care  for 
Industrial  Workers  to  carry  out  its  duties  as  previ- 
ously instructed  and  to  prepare  guides  for  physician 
relationships  with  medical  care  plans  in  conformity 


with  the  clear  policies  already  laid  down  by  the 
House  of  Delegates; 

• Approved  a set  of  guides  relating  to  drug  ex- 
penditures for  welfare  recipients; 

• Asked  the  Board  of  Trustees  to  study  the  ques- 
tion of  blood  replacement  responsibility  and  also 
the  matter  of  establishing  health  insurance  fee  sched- 
ule for  surgical  assistants; 

• Urged  the  Board  to  make  every  effort  to  reduce 
the  number  of  physicians  who  are  non-dues-paying 
members  and  approved  a three-year  study  report  on 
the  relationships  of  physicians  not-in-private-practice 
to  organized  medicine; 

• Requested  the  Board  to  present  a completed 
retirement  and  disability  insurance  program  for  AMA 
members  at  the  June,  1961,  meeting,  and 

• Agreed  that  the  General  Practitioner  of  the  Year 
Award  should  be  continued  as  at  present. 


★ 


Texas 

Medical  Association 


29  Guests  to  Be  Featured  at  Galveston  Session 


With  29  guest  speakers  and  a host  of  TMA 
speakers  headlining  the  Annual  Session  program  to 
be  held  in  Galveston,  April  22-25,  Association  mem- 
bers will  have  the  opportunity  to  hear  a variety  of 
medical  topics  discussed. 

Guest  speaker  participants  will  include  Dr.  E. 
Vincent  Askey,  Los  Angeles,  President,  American 
Medical  Association;  Dr.  Percival  Bailey,  Chicago, 
neurology  and  psychiatry;  Dr.  Oscar  J.  Becker,  Chi- 
cago, plastic  surgery  of  head  and  neck;  Dr.  David 
P.  Boyd,  Boston,  surgery;  Dr.  Harvey  R.  Butcher, 
St.  Louis,  surgery;  Dr.  Edwin  F.  Cave,  Boston,  ortho- 
pedic surgery;  Dr.  Robert  J.  Coffey,  Washington, 
D.  C.,  surgery;  Dr.  Arthur  C.  Curtis,  Ann  Arbor, 
Mich.,  dermatology;  Dr.  Paul  R.  Dumke,  Detroit, 
anesthesiology;  and  Dr.  John  B.  Fawcitt,  Stockport, 
Cheshire,  England,  radiology. 

Other  speakers  will  include  Dr.  Clifford  A.  Gas- 
tineau,  Rochester,  Minn.,  internal  medicine  ( dia- 
betes); Dr.  William  H.  Havener,  Columbus,  Ohio, 
ophthalmology;  Dr.  John  W.  Henderson,  Rochester, 
Minn.,  ophthalmology;  Dr.  Ralph  Jones,  Jr.,  Miami, 
internal  medicine;  Dr.  Walter  C.  MacKenzie,  Ed- 


monton, Alberta,  Canada,  surgery  (cancer);  Dr. 
David  K.  Miller,  Buffalo,  N.  Y.,  internal  medicine; 
Dr.  Hugo  Muench,  Boston,  public  health;  Dr.  Theo- 
dore C.  Panos,  Little  Rock,  Ark.,  pediatrics;  Dr.  M.  A. 
Perlstein,  Chicago,  pediatrics  and  neurology;  Dr. 
T.  B.  Quigley,  Boston,  surgery. 

Among  the  other  speakers  are  Dr.  Edward  J.  Quil- 
ligan,  Cleveland,  Ohio,  obstetrics  and  gynecology; 
Dr.  Laurence  L.  Robbins,  Boston,  radiology;  Dr. 
Kathleen  Raines,  Stockport,  Cheshire,  England,  anes- 
thesiology; Dr.  Julius  B.  Richmond,  Syracuse,  N.  Y., 
pediatrics  and  psychosomatics;  Dr.  George  E.  Sham- 
baugh,  Jr.,  Chicago,  otolaryngology;  Dr.  Rupert  B. 
Turnbull,  Cleveland,  Ohio,  surgery  (gastroenterology 
and  proctology);  and  Dr.  Owen  H.  Wangensteen, 
Minneapolis,  Minn.,  surgery  (cancer). 

Programs  of  scientific  sections  and  related  organ- 
izations will  include  many  Association  member 
speakers.  Papers  from  Texas  essayists  are  being  gath- 
ered by  program  chairmen  for  submission  to  the 
Council  on  Annual  Session  at  its  meeting  January 
15  in  Austin. 
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Conference  for  County  Medical 
Society  Officials 

Texas  Medical  Association,  Headquarters  Building,  Austin 
Saturday,  January  28,  1961 
Morning  Program,  9:00  a.  m. 

The  Purpose  of  this  Conference. — Dr.  Charles  E.  Oswalt,  Jr.,  Fort  Stockton,  Chairman, 
Board  of  Councilors. 

The  President’s  fob. — Dr.  Walter  Walthall,  San  Antonio,  Vice-Chairman,  Board  of 
Councilors. 

Duties  of  the  Secretary-Treasurer. — Dr.  Carlos  E.  Fusre,  Jr.,  Alvin, 
Secretary,  Board  of  Councilors. 

Panel  Session  on  County  Medical  Society  Administration. 
Question  and  Answer  Period. 

The  Challenge  Ahead  in  1961. — Dr.  May  Owen,  Fort  Worth, 
President,  Texas  Medical  Association. 

The  AMA  in  ’61. — Dr.  F.  J.  L.  Blasingame,  Chicago,  Executive 
Vice-President,  American  Medical  Association. 

Problems  Pacing  the  Voluntary  Hospital  System. — Frank  S.  Groner, 
Memphis,  President,  American  Hospital  Association. 

MD’s,  MC’s  and  the  60’ s. — Joe  M.  Kilgore,  McAllen,  Representative,  Fifteenth  Con- 
gressional District  of  Texas. 

Where  Were  You  (Film). — Produced  by  Ford  Motor  Company. 

Luncheon,  12:45  p.  m. 

Afternoon  Program,  2:00  p.  m. 

Professional  Men  and  General  Welfare. — Ed  Gossett,  Dallas,  Gen- 
eral Attorney  of  Texas,  Southwestern  Bell  Telephone  Com- 
pany. 

Symposium  on  Medical  Care  Programs  for  the  Aged,  the  Indigent, 
and  the  Needy. — Dr.  Russell  L.  Deter,  Moderator. 

The  New  Federal-State  Medical  Program  for  the  Aged- — 

Provisions  of  Mills-Kerr  Legislation. — Dr.  Blasingame. 

Status  of  Existing  Old  Age  Assistance  Programs  in  Texas; 

Provisions  of  the  Neiv  Federal-State  Medical  Care  Pro- 
gram for  the  Aged. — John  H.  Winters,  Austin,  Com- 
missioner, State  Department  of  Public  Welfare. 

Recommendations  of  the  Governor’s  Committee  on  Aging;  Implementation  of  the 
New  Federal-State  Matching  Plan  and  Other  Possible  Approaches;  Considera- 
tions from  the  Viewpoint  of  the  State  Legislature. — 
Crawford  C.  Martin,  Senator,  Twelfth  Senatorial  District 
of  Texas. 

A Medical  View  of  Present  and  Future  Programs  of  Health 
Care  for  the  Aged. — Dr.  M.  O.  Rouse,  Dallas,  Vice- 
Speaker,  House  of  Delegates,  American  Medical  Associ- 
tion. 

We  Are  At  War. — W.  P.  Strube,  Jr.,  Houston,  President,  Mid- 
American Life  Insurance  Company;  Secretary,  Christian  Anti- 
Comunism  Crusade. 

Evening  Program,  6:30  p.  m. 

Hospitality  Hour. — Courtesy  of  the  Texas  Employers  Insurance  Association,  Ballroom, 
Driskill  Hotel.  Physicians,  wives,  and  guests  are  invited. 


Mr.  Strube 


Mr.  Kilgore 


Dr.  Blasingame 
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Orientation  Program 


Texas  Medical  Association,  Headquarters  Building,  Austin 
Saturday,  January  28,  1961 


Morning  Session,  9:00  a.  m. 

Call  to  Order.— Dr.  Harvey  Renger,  Hallettsville,  President-Elect. 

Welcome:  Objectives  of  the  Orientation  Program. — Dr.  Travis  Smith,  Abilene,  Coun- 
cilor, District  13. 

The  Texas  Medical  Association ; An  Accounting  of  Stewardship;  What  Happens  to 
Your  $43  Dues? — Dr.  Robert  W.  Kimbro,  Cleburne,  Chairman,  Board  of  Trustees. 

Public  Relations  and  Socio-Economic  Considerations  in  the  Practice  of  Medicine. — C. 
Lincoln  Williston,  Austin,  Executive  Secretary,  Texas  Medical  Association. 

The  Challenge  Ahead  in  1961. — Dr.  May  Owen,  Fort  Worth, 
President,  Texas  Medical  Association. 

The  A.  M.  A.  in  ’61. — Dr.  F.  J .L.  Blasingame,  Chicago,  Executive 
Vice  President,  American  Medical  Association. 

Problems  Facing  the  Voluntary  Hospital  System. — Frank  S.  Groner, 
Memphis,  President,  American  Hospital  Association. 

MD’s,  MC’s  and  the  60’s. — Joe  M.  Kilgore,  McAllen,  Representa- 
tive, Fifteenth  Congressional  District  of  Texas. 

Luncheon,  12:10  p.  m. 

Afternoon  Session,  1:15  p.  m. 

Call  to  Order. — Dr.  Russell  L.  Deter,  El  Paso,  Vice  President,  Texas  Medical  Association. 

Medical  Ethics  Considerations  in  the  Practice  of  Medicine. — Dr.  C.  E.  Oswalt,  Jr.,  Fort 
Stockton,  Chairman,  Board  of  Councilors. 

Medical  Etiquette;  Obligations  of  the  Physician  to  Colleagues  and  to  the  Profession. — 
Dr.  R.  Mayo  Tenery,  Waxahachie,  Councilor,  District  14. 

Professional  Men  and  the  General  Welfare. — Ed  Gossett,  Dallas, 

General  Attorney  for  Texas,  Southwestern  Bell  Telephone 
Company. 

Serving  the  Doctors  of  Texas. — Donald  M.  Anderson,  Austin,  As- 
sistant Executive  Secretary,  Texas  Medical  Association. 

Workmen’s  Compensation  Laws;  Charges,  Obligations  and  the 
Law. — Smith  Pettigrew,  Dallas,  Medical  Coordinator,  Texas 
Employers’  Insurance  Association. 

Legal  Aspects  of  Medical  Practice;  Malpractice — How  to  Avoid  It. 

— Philip  R.  Overton,  Austin,  General  Counsel. 

We  Are  At  War. — W.  P.  Strube,  Jr.,  Houston,  President,  Mid-American  Life  Insurance 
Company;  Secretary,  Christian  Anti-Communism  Crusade. 


Mr.  Groner 


Evening  Program,  6:30  p.  m. 

Hospitality  Hour. — Driskill  Hotel,  compliments  of  the  Texas  Employers’  Insurance  As- 
sociation. Physicians,  wives,  and  guests  are  invited. 
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TMA  Convention  Plans 

Dr.  E.  Peter  Garber,  Chairman,  Committee  on 
General  Arrangements,  reports  the  local  committee 
is  active  in  making  arrangements  for  the  Galveston 
session  next  spring.  An  impressive  President’s  Party 
on  Tuesday  evening,  April  25,  is  promised  and  will 
be  held  at  the  Moody  Convention  Center.  Alumni 
parties  will  be  held  on  Monday  evening,  April  24, 
and  fraternity  parties  Tuesday  evening  preceding  the 
President’s  Party.  The  Memorial  Services  to  be  held 
Sunday,  April  23,  in  the  Galvez  Hotel  are  being 
planned  by  Dr.  M.  L.  Ross  of  Galveston  and  Auxil- 
iary representatives,  Mrs.  Van  D.  Goodall,  Clifton; 


Mrs.  Robert  M.  Moore,  Galveston;  and  Mrs.  Sam  R. 
Snodgrass,  Galveston.  Various  sports  events  are  being 
planned  and  will  be  announced  later. 

Reservations  are  being  honored  by  Galveston  hotels 
and  motels  for  the  period  of  the  annual  session.  Re- 
quests for  accommodations  should  be  sent  directly 
to  the  hotel  or  motel  of  one’s  choice.  (A  list  of 
hotels  and  motels  appeared  in  the  October  Journal, 
and  will  be  published  again,  with  rates,  in  the  Janu- 
ary Journal.  Blocks  of  rooms  at  the  headquarter 
hotels,  the  Galvez  and  Buccaneer,  will  be  held  until 
February  20  for  Association  guest  speakers,  officials, 
and  delegates.  Thereafter,  rooms  will  be  available  at 
these  hotels  on  a first-come,  first-served  basis. 


^ County  Societies 


County  Societies  and  Disaster  Plans 


Many  county  medical  societies  in  Texas  have 
formed  a committee  on  emergency  or  disaster  medi- 
cal services,  although  civil  defense  organization  of 
the  various  societies  differs  considerably. 

This  conclusion  is  drawn  from  the  results  of  a 
questionnaire  mailed  to  county  societies  by  the  Texas 
Medical  Association’s  Committee  on  Emergency  Med- 
ical Service  to  evaluate  the  civil  defense  organization 
of  the  constituent  county  societies.  Thirty-two  replies 
have  been  received  to  date  from  the  recent  mailing 
sent  to  115  county  society  secretaries.  The  Commit- 
tee plans  to  review  the  questionnaires  at  its  next 
meeting  January  28,  1961,  in  Austin.  Only  9 of  the 
32  counties  which  replied  reported  that  they  did  not 
have  a committee  on  emergency  or  disaster  medical 
service. 

In  counties  which  have  such  a committee,  the 
number  of  members  ranges  from  1 to  17.  Among 
persons  in  charge  of  the  planning  for  medical  emer- 
gencies in  each  community  are  the  chairman  of  the 
society’s  committee  on  emergency  medical  services, 
the  president  or  secretary  of  the  county  medical  so- 
ciety, and  the  chief  of  a local  hospital  staff.  Nearly 
all  the  societies  which  have  an  organization  for 
medical  emergencies  said  that  the  person  in  charge 
was  recognized  by  the  county  authorities,  as  well  as 
by  officers  of  the  county  medical  society.  Among 
the  methods  used  for  communication  are  telephone, 


radio,  short  wave  police  radio,  ham  radio,  and  mail. 

Most  of  the  component  societies  which  replied  to 
the  questionnaire  reported  that  county  society  offi- 
cials had  had  recent  meetings  with  the  county  judge, 
mayor,  or  other  authorities  in  local  government  as 
to  the  responsibilities  of  members  of  the  medical 
profession  in  case  of  an  emergency.  However,  a con- 
siderable proportion  of  the  societies  had  not  had 
such  a meeting,  or  at  least  not  recently. 

Most  of  the  physicians  in  the  responding  county 
societies  are  assigned  to  a station  should  there  be  a 
disaster  call.  Nevertheless,  approximately  one-third 
of  the  societies  indicated  that  they  did  not  assign  doc- 
tors to  a station.  Many  said  that  although  the  society 
did  not  make  such  assignments,  the  local  hospital 
staffs  did.  In  most  of  those  county  societies  in  an 
area  with  more  than  one  hospital,  some  orderly 
assignment  has  been  made  so  that  a doctor  with 
staff  privileges  at  more  than  one  institution  will  re- 
port to  a specific  one  in  time  of  disaster.  Several 
societies  have  emergency  medical  teams  which  could 
go  to  another  town  in  their  respective  vicinities  to 
render  aid  if  it  is  sought.  However,  emergency  plans 
included  only  the  county  in  many  instances.  Only 
slightly  more  than  half  of  the  societies  had  made  pro- 
visions to  receive  refugees  with  injuries  in  the  event 
of  disaster  and  evacuation  of  large  cities.  Again,  many 
of  the  societies  had  provisions  only  for  their  county 
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in  such  an  event. 

To  increase  the  medical  care  facilities  in  the  vari- 
ous communities,  many  societies  had  requested  a 200 
bed  emergency  Federal  Civil  Defense  Administration 
hospital  which  is  stored  and  which  can  be  used  in 
case  of  disaster.  A little  more  than  half  of  the  coun- 
ties surveyed  had  obtained  one  of  these  hospitals, 
and  two  other  medical  societies  had  requested  one. 
Of  the  17  societies  which  had  an  FCDA  hospital, 
however,  only  8 have  a plan  for  its  usage  in  case 
of  disaster.  Among  the  organizations  with  such  a 
plan  is  Brazoria  County  Society,  which  has  a com- 
plete plan  of  operation  for  its  hospital  with  a nine 
man  committee  commanding  the  organization.  El 
Paso  County  Society  plans  to  use  members  of  the 
county  medical  society  to  set  up  the  hospital,  while 
Washington-Burleson  Counties  Society  reports  that 
nurses  and  other  personnel  have  been  assigned  to 
their  respective  positions  at  the  hospital. 

Several  of  the  societies  that  responded  to  the 
questionnaire  believed  that  the  FCDA  hospitals  can 
be  set  up  and  manned  only  after  much  difficulty. 
For  example,  the  Galveston  County  Society  antici- 
pates trouble  setting  up  the  hospital  since  it  is  crated 
and  boxed,  and  is  not  readily  moved.  In  the  case  of 
county  medical  societies  which  did  not  plan  to  use  an 
FCDA  hospital,  the  following  facilities  were  given 
as  possibilities  in  event  of  emergency:  local  hospitals, 
drug  stores,  schools,  auditoriums,  gymnasiums,  medi- 
cal clinics,  Red  Cross  facilities,  and  physicians’  offices. 

Besides  the  FCDA  hospitals,  the  source  of  medi- 
cal supplies  in  most  communities  consists  of  local 
hospitals,  drug  stores,  wholesale  drug  houses,  medical 
clinics,  and  Red  Cross  and  local  clinic  facilities.  Soci- 
eties list  the  following  as  sources  of  blood  in  case 
of  emergency:  blood  banks  in  San  Antonio,  Houston, 
Dallas,  Beaumont,  Tyler,  El  Paso  and  local  donors. 


Local  Television  Series  Set 
By  Travis  County  Society 

A new  medical  television  series,  "Tell  Me  Doctor,” 
has  been  planned  as  a public  service  feature  by  the 
Travis  County  Medical  Society  in  cooperation  with 
KTBC-TV,  the  local  Austin  station,  beginning  Janu- 
ary 8,  1961. 

The  first  program  of  the  series,  "Tell  Me,  Doctor, 
What  Price  Health,”  will  feature  a panel  composed 
of  a physician,  a hospital  administrator,  a retail  drug- 
gist, and  a representative  of  the  pharmaceutical  in- 
dustry who  will  answer  questions — phoned  in  by 
viewers — relating  to  the  cost  of  medical  care. 

Dr.  Charles  P.  Hardwicke,  an  Austin  physician 
will  represent  Travis  County  Society  and  Roy  J. 


Cates,  executive  secretary  of  the  society,  will  mod- 
erate the  series. 

Other  subjects  selected  for  presentation  include 
discussions  of  poisons,  blood,  heart  disease,  recent 
advances  in  heart  surgery,  obesity,  immunizations, 
city  hospitals,  city  health  departments,  x-ray,  and 
arthritis. 


Bexar  County  Society  Begins 
Construction  on  New  Building 

The  Bexar  County  Medical  Society  recently  began 
construction  on  a new  building  in  San  Antonio  that 
will  cost  approximately  $300,000,  reports  S.  E.  Cock- 
rell, Jr.,  the  Society’s  executive  secretary. 

The  building  will  include  an  assembly  room  to 
seat  300  persons;  library  facilities,  including  sound 
proof  cubicles  in  which  doctors  may  study,  stacks  to 
display  approximately  17,000  volumes,  and  a library 


Bexar  County  Society's  New  Building 


workroom;  a lounge  area;  and  a rare  books  room, 
which  will  include  most  of  the  volumes  comprising 
the  $100,000  investment  which  the  Society  has  in 
rare  books. 

A feature  of  the  building  will  be  the  circular  stair- 
way extending  from  the  first  to  the  second  floor. 
Parking  space  will  be  provided  on  one-half  of  the 
nearly  two  acre  tract. 


Which  Specialist  Gets  Paid  Soonest? 

Which  specialist  gets  paid  soonest?  A new  survey 
shows  that  dermatologists  do,  according  to  the  No- 
vember 7 issue  of  Medical  Economics.  They  have 
the  shortest  time  lag  between  treatment  and  payment, 
according  to  the  publication.  Psychiatrists  and  oph- 
thalmologists do  almost  as  well.  Slowest  to  collect: 
internists,  neurosurgeons,  and  general  surgeons,  and 
obstetricians  and  gynecologists. 
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County  Society  Briefs 

The  San  Patricio- Aransas-Refugio  Counties  Society 
met  in  Sinton  December  7.  Dr.  F.  S.  Ewing  and  Dr. 
and  Mrs.  M.  C.  Rittiman  were  co-hosts  for  the  meet- 
ing. Besides  the  regular  business  session,  an  American 
Medical  Association  motion  picture  entitled,  "Medi- 
film  Report  II,”  a summary  of  the  Miami  A.M.A. 
meeting,  was  shown. 

Erath-Hood-Somervell  Counties  Society  and  its 
Auxiliary  met  recently  in  a joint  session  in  Dublin. 


After  a dinner,  the  group  voted  to  establish  an  an- 
nual $200  scholarship  fund  as  a memorial  to  Dr. 
T.  F.  Bryan,  who  died  recently  after  having  prac- 
ticed in  Dublin  since  1904. 

Dr.  Murray  M.  Copeland,  Houston,  was  speaker 
for  the  November  meeting  of  Bexar  County  Society ; 
his  topic  was  "Some  Personal  Reflections  on  the 
Army  Medical  Service  in  Europe:  Italy  and  France, 
I960.”  Dr.  Copeland  recently  was  named  assistant 
director  for  education  at  the  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute, 
Houston. 


RECENT 


DR.  J.  J.  GRUME 

An  honorary  member  of  Texas  Medical  Associa- 
tion, Dr.  John  James  Crume  of  Amarillo,  died  August 
9 in  an  Amarillo  hospital.  Death  was  attributed  to 
complications  of  old  age. 

Born  September  9,  1867,  in  Dallas  County,  Dr. 
Crume  grew  up  on  a farm  15  miles  north  of  Brown- 
wood.  He  taught  school  several  years  before  entering 
medical  college.  He  passed  the  oral  examination  in 
1897,  the  summer  before  he  entered  medical  school, 
and  later  practiced  medicine  during  summer  to  fi- 
nance his  following  school  year.  He  was  graduated 
April  5,  1900,  from  the  Fort  Worth  School  of  Medi- 
cine, which  later  was  absorbed  by  the  Baylor  Uni- 
versity College  of  Medicine,  now  in  Houston. 

Initially  a general  practitioner,  Dr.  Crume  became 
one  of  the  first  eye,  ear,  nose,  and  throat  specialists 
in  the  Amarillo  area.  He  practiced  in  Gorman,  from 
1900  until  1906;  in  Rising  Star  from  1906  until 
1908;  and  in  1908,  he  moved  to  Amarillo,  where  he 
practiced  until  his  retirement  in  1950. 

In  1925,  he  took  postgraduate  courses  in  London 
and  Vienna. 

Dr.  Crume  was  a member  of  the  American  Medi- 


DR.  J.  J.  CRUME 

cal  Association;  an  honorary  member  of  Texas  Medi- 
cal Association;  president  in  1932  and  a member  of 
the  Potter-Randall  Counties  Medical  Society;  and 
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the  secretary  for  20  years  and  president  of  the  Third 
District  (Panhandle)  Medical  Society.  In  addition, 
he  had  served  as  Councilor  of  the  Third  District. 

He  was  secretary  to  the  Texas  Medical  Associa- 
tion Section  on  Eye,  Ear,  Nose,  and  Throat  in  1914, 
and  chairman  of  the  Section  in  1934. 

He  also  belonged  to  the  American  Ophthalmologi- 
cal  Society,  the  A.M.A.  of  Vienna,  the  Pan  American 
Medical  Congress,  and  he  was  a fellow  in  the  Amer- 
ican College  of  Surgeons. 

He  had  served  as  president  of  the  staff  and  as 
first  dean  at  St.  Anthony’s  Hospital  and  Northwest 
Texas  Hospitals  in  Amarillo. 

His  church  membership  was  at  Polk  Street  Meth- 
odist Church  in  Amarillo. 

In  1950,  Dr.  Crume,  a third  cousin  of  Abraham 
Lincoln,  was  named  an  honorary  member  of  the 
Lincoln  Sesquicentennial  Commission.  He  was  one 
of  75  persons  in  the  country  so  honored. 

Survivors  include  his  niece,  Mrs.  Claude  Harrison 
of  Amarillo;  two  nephews,  M.  W.  Crume  of  Lubbock 
and  Bill  Crume  of  Elida,  N.  M.,  and  a cousin,  Mrs. 
Eva  Stone  of  Plainview. 


DR.  JOHN  H.  FINN 

Dr.  John  Hannon  Finn,  Refugio  general  practi- 
tioner since  1940,  died  July  30,  I960,  in  Abbott 
Hospital  in  Minneapolis,  following  surgery  on  July 
25. 

A native  of  Pittsfield,  Mass.,  where  he  was  born 
September  13,  1910,  Dr.  Finn  was  the  husband  of 
the  late  Dr.  Josephine  Shelton  Finn,  who  died  De- 
cember 12,  1959-  She  had  practiced  with  him  for  20 
years  in  Refugio.  For  a short  time  after  the  Finns 
moved  to  Texas  in  1940,  they  practiced  in  Kingsville, 
but  after  a few  months,  they  established  their  offices 
in  Refugio. 

Dr.  Finn  attended  Pittsfield  High  School  and  St. 
John’s  College  in  Annapolis,  Md.,  from  which  he 
received  his  bachelor  of  arts  degree  in  1932.  He  at- 
tended the  University  of  Maryland  School  of  Medi- 
cine and  College  of  Physicians  and  Surgeons,  receiv- 
ing his  medical  degree  in  June,  1937. 

Dr.  Finn  served  his  surgical  internship  in  Balti- 
more City  Hospital  in  1937  and  1938,  and  his  rota- 
tion internship  at  the  Hospital  for  Women  of  Mary- 
land in  1938  and  1939. 

Before  moving  to  Texas,  Dr.  Finn  had  served  as 
staff  doctor  for  the  state  prison  in  Maryland. 

In  Refugio,  he  served  as  county  health  officer,  as 
a member  of  the  Board  of  Trustees  of  the  Refugio 
school  system,  and  he  was  a member  of  the  Rotary 
Club. 

For  his  services,  he  had  been  named  to  the  Knights 
of  St.  Gregory. 


Dr.  Finn  was  a fellow  of  the  American  College  of 
Surgeons,  a member  of  the  American  Medical  As- 
sociation, the  Texas  Medical  Association,  and  the 
San  Patricio-Aransas-Refugio  Counties  Medical  So- 
ciety. 

Survivors  include  his  daughter,  Miguelita  Finn  of 
Refugio;  his  mother,  Mrs.  John  Finn  of  Scarsdale, 
New  York;  two  sisters,  Miss  Eleanor  Finn  of  Scars- 
dale, and  Mrs.  Newton  Tobey  of  Winnetka,  111. 


DR.  H.  E.  GRIFFIN 

Dr.  Howard  Eli  Griffin  died  July  10,  I960,  of 
coronary  thrombosis  at  his  home  in  Graham. 

He  was  born  September  25,  1880,  in  Owensville, 
the  son  of  Charles  Henry  Griffin  and  Margaret  Anne 
(Borden)  Griffin.  He  attended  Kosse  High  School 
and  Trinity  University  at  that  time  located  in  Tehua- 
cana.  He  began  his  medical  training  at  the  Univer- 
sity of  Texas  Medical  Branch  at  Galveston  and  was 
graduated  from  Tulane  University  School  of  Medi- 
cine at  New  Orleans.  His  internship  was  at  Charity 
Hospital,  New  Orleans. 

He  later  did  postgraduate  work  at  the  Mayo  Clinic 
in  Minnesota,  in  Chicago,  New  York,  St.  Louis,  New 
Orleans,  Cleveland,  Ohio,  and  at  Temple  and  sev- 
eral other  locations. 

He  also  had  been  certified  by  the  American  Acad- 
emy of  General  Practice,  which  he  assisted  in  organ- 
izing. 

From  1907  until  1914,  Dr.  Griffin  practiced  in 
Ennis  and  from  1914  until  his  death  he  was  at  Gra- 
ham, where  he  and  his  brother,  Dr.  B.  B.  Griffin, 
were  owners  of  the  Griffin  Brothers  Clinic. 

An  author  of  several  medical  articles,  Dr.  Griffin 
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had  been  speaker  many  times  before  the  Graham 
Rotary  Club. 

He  was  Vice-President  of  Texas  Medical  Associa- 
tion, president  of  District  13  Medical  Society  in 
1916,  and  he  had  organized  the  Young  County  Med- 
ical Society  in  1920.  In  addition,  he  had  served  Texas 
Medical  Association  as  a delegate  to  the  American 
Medical  Association  and  as  chairman  of  the  Council 
on  Medical  Economics  from  1942  until  1950.  Other 
medical  associations  to  which  he  belonged  were  the 
American  Medical  Association  and  the  Southern 
Medical  Association. 

A Baptist,  Dr.  Griffin  organized  the  Graham 
Rotary  Club  in  1925  and  served  as  its  first  president, 
was  past  president  of  the  Chamber  of  Commerce 
which  presented  him  a plaque  in  1952  "In  apprecia- 
tion of  services  rendered  Graham  and  Young  County 
making  possible  many  of  the  advantages  we  now 
enjoy.”  Active  in  soil  conservation  work,  Dr.  Griffin 
was  also  presented  a plaque  as  the  most  unselfish 
worker  for  soil  conservation  at  the  Fort  Worth 
Annual  Soil  Conservation  Meeting.  Besides  soil  con- 
servation, his  hobbies  were  stockraising  and  hunting. 

He  belonged  also  to  the  Knights  of  Pythias,  Wood- 
men of  the  World,  Odd  Fellows,  and  Friends  of  the 
Land  of  the  Young  County  Farm  Bureau. 


DR.  JOHN  E.  MORRISON 

Dr.  John  Edward  Morrison,  El  Paso  physician 
since  1928,  died  August  29,  I960,  in  Providence  Me- 
morial Hospital,  El  Paso,  of  a ruptured  aneurysm. 

A native  of  Graham,  Dr.  Morrison  attended  Gra- 
ham High  School,  the  University  of  Texas  at  Austin, 
and  the  University  of  Texas  Medical  Branch  at  Gal- 
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veston,  from  which  he  received  his  medical  degree 
in  1923.  After  serving  his  internship  at  Cleveland 
City  Hospital  in  Ohio,  he  took  his  residency  at 
Grasslands  Hospital  in  New  York. 

Dr.  Morrison  was  a member  of  the  American 
Medical  Association,  the  Texas  Medical  Association, 
and  the  El  Paso  County  Medical  Society,  of  which  he 
was  past  president.  He  also  belonged  to  the  Ameri- 
can Heart  Association,  the  Southern  Medical  Associ- 
ation, Chi  Phi  medical  fraternity,  the  El  Paso  Rotary 
Club,  and  the  First  Presbyterian  Church. 

Dr.  Morrison’s  military  service  included  World 
War  I. 

He  was  married  March  12,  1940,  to  Mrs.  Dorothy 
C.  Dutro  at  El  Paso.  Survivors  include  his  wife;  one 
son,  John  C.  Dutro;  three  grandchildren,  John  Mor- 
rison Dutro,  Deborah  Carroll  Dutro,  and  E>orothy 
Dutro;  two  sisters,  Mrs.  Finley  Scruggs  of  Tyler,  and 
Mrs.  K.  D.  Oates  of  Graham. 


DR.  I.  C.  BATES 

Dr.  Isaac  Clayton  Bates,  ophthalmologist  at  Sher- 
man for  many  years,  died  July  31,  I960,  while  he 
was  practicing  putting  at  the  Woodlawn  Country 
Club  in  Sherman. 

Dr.  Bates  was  born  April  8,  1907,  in  West,  the 
son  of  David  Nicholass  and  Ada  (Knight)  Bates. 
His  preliminary  education  was  in  Celina,  and  his 
bachelor  of  arts  degree  was  received  from  Baylor 
University,  Waco,  in  June,  1926.  He  received  his 
medical  degree  in  June,  1930,  from  Baylor  University 
College  of  Medicine  before  the  school  was  moved 
from  Dallas  to  Houston. 

He  interned  at  Jefferson  Davis  Hospital,  Houston, 
and  took  a three  year  eye,  ear,  nose,  and  throat  course 
at  Long  Island  College  Hospital,  Brooklyn.  In  1954, 
he  took  postgraduate  work  on  the  eye  at  New  York 
Eye  and  Ear  Hospital  in  New  York  City. 

From  1934  to  1937,  Dr.  Bates  practiced  in  Glade- 
water,  moving  in  1937  to  Sherman. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  Texas  Medical  Association,  the  Grayson 
County  Medical  Society,  and  the  Dallas  Eye,  Ear, 
Nose,  and  Throat  Society. 

A member  of  the  First  Presbyterian  Church  in 
Sherman,  Dr.  Bates  also  belonged  to  the  Dallas  Ath- 
letic Club.  His  hobbies  included  shortwave  radio 
and  woodworking. 

He  was  married  June  18,  1935,  to  the  former 
Miss  Mary  Barbara  Callan  of  Quincy,  Mass.,  in 
Shreveport. 

Survivors  include  his  wife,  a son,  William  Clayton 
Bates,  and  three  sisters,  Miss  Lucille  Bates,  Miss 
Sybil  Bates,  and  Mrs.  Nell  Beeman,  all  of  Sherman. 
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DR.  RICHARD  G.  CLARK 


Dr.  Richard  G.  Clark,  San  Antonio,  died  June  10, 
I960,  in  San  Antonio. 

Born  May  28,  1911,  in  Dallas,  Dr.  Clark  was  the 
son  of  Nell  and  William  Hampton  Clark.  He  at- 
tended Sunset  High  School,  Dallas,  and  Southern 
Methodist  University.  In  1935,  he  received  his  med- 
ical degree  from  the  University  of  Tennessee  School 
of  Medicine  at  Memphis  and  in  1946,  he  received  a 
master  of  science  in  orthopedics.  He  served  his  in- 
ternship at  the  Lutheran  Hospital,  St.  Louis,  and  his 
residency  at  St.  Louis  University,  St.  Louis.  From 
1946  until  1950  he  practiced  in  St.  Louis,  moving 
then  to  McAllen  where  he  practiced  until  1959- 
Since  then  he  had  served  at  the  Veterans  Regional 
Office  in  San  Antonio. 

He  was  a member  of  the  American  Medical  As- 
sociation, the  Texas  Medical  Association,  Southern 
Medical  Association,  and  a former  member  of  Hi- 
dalgo-Starr  Counties  Medical  Society,  St.  Louis  City 
Medical  Society,  and  St.  Louis  Orthopedic  Society. 
In  addition  he  belonged  to  Alpha  Kappa  Kappa 
medical  fraternity. 

During  World  War  II,  he  was  in  the  United  States 
Army,  serving  as  a major  in  the  Pacific  Theater. 

He  was  married  December  22,  1941,  to  Miss 
Florence  Rassier  in  Lawton,  Okla. 

Survivors  include  his  wife,  two  sons,  Bruce  and 
Dick,  now  of  Oswego,  Ore.;  and  his  mother,  Mrs. 
W.  H.  Clark  of  Gainesville. 


DR.  AMY  BREYER 

Dr.  Amy  Breyer,  Brownsville  pediatrician,  died 
September  7,  I960,  in  Brownsville  following  a 
lengthy  illness. 

Born  March  11,  1912,  in  Dunellen,  N.  J.,  Dr. 
Breyer  was  the  daughter  of  Julius  Breyer  and  Theresa 
(Rich)  Breyer.  She  attended  the  public  schools  of 
Nashville,  Tenn.,  and  was  graduated  from  Vanderbilt 
University  at  Nashville  with  the  bachelor  of  arts  and 
master  of  science  degrees.  In  June,  1938,  she  received 
her  medical  degree  from  Vanderbilt  University  School 
of  Medicine  at  Nashville.  She  interned  at  New  Haven 
Hospital  at  New  Haven,  Conn.,  in  1938  and  1939, 
and  at  New  York  Hospital  in  New  York  City  in 
1939  and  1940.  She  served  her  residency  at  Nash- 
ville General  Hospital. 

She  was  with  the  Connecticut  State  Department  of 
Health  from  1943  until  1946  as  a physician  for 
crippled  children;  she  was  an  instructor  of  pediatrics 
at  Baylor  University  College  of  Medicine  in  Houston 
from  1946  until  1948.  Since  then  she  had  practiced 
pediatrics  in  Brownsville,  where  she  was  one  of  the 
founders  of  the  Brownsville  Society  for  Crippled 
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Children.  She  was  elected  an  inactive  member  of 
Texas  Medical  Association  this  year,  and  she  was  a 
fellow  of  the  American  Academy  of  Pediatrics. 

Dr.  Breyer  was  a member  of  the  Church  of  the 
Advent,  Episcopal,  at  Brownsville. 

She  is  survived  by  her  husband,  Edwin  R.  Jordan, 
and  four  children,  Edwin  Rich  Jordan,  Jan  Breyer 
Jordan,  Celia  Jordan,  and  Rose  Jordan,  and  six 
brothers  and  sisters. 


DR.  FRANK  G.  SHEDDAN 

Dr.  Frank  Glenn  Sheddan  of  Fort  Worth  died 
September  9,  I960,  at  his  home. 

Dr.  Sheddan  was  born  to  W.  K.  and  Elizabeth 
(Harris)  Sheddan  of  Columbia,  Tenn.,  September 
24,  1883.  He  attended  the  Columbia  Public  Schools, 
and  the  University  of  Nashville.  He  was  graduated 
from  the  former  Fort  Worth  University  Medical 
School  in  1909-  Dr.  Sheddan  practiced  medicine  47 
years  in  Fort  Worth,  until  his  retirement  a few 
months  before  his  death,  specializing  in  urology. 

A member  of  the  Texas  Medical  Association,  Dr. 
Sheddan  also  held  membership  in  the  Tarrant  County 
Medical  Society  and  the  American  Medical  Associa- 
tion. He  engaged  in  part-time  farming  and  enjoyed 
as  his  hobbies  fishing  and  hunting. 

Dr.  Sheddan  was  married  to  Miss  Celia  Taylor  of 
Fort  Worth  June  14,  1911,  in  Fort  Worth.  She  sur- 
vives, as  does  a son.  Dr.  Frank  Sheddan,  Jr.  of  Bos- 
ton; a foster  son,  Richard  B.  Taylor  of  New  York; 
two  brothers,  Marion  Sheddan  and  Nicholas  Shed- 
dan; and  two  sisters,  Miss  Pauline  Sheddan  and  Miss 
Helen  Sheddan,  all  of  Columbia,  Tenn. 
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DR.  JAMES  M.  POTTS 


A Dallas  eye,  ear,  nose,  and  throat  specialist  for 
many  years,  Dr.  James  M.  Potts  died  September  21, 
I960,  in  a Dallas  hospital. 

Dr.  Potts  had  practiced  in  Dallas  from  1919  until 
his  retirement  in  1954.  He  was  a native  of  Litchfield, 
111.,  where  he  was  born  October  6,  1873.  He  was 
graduated  from  St.  Louis  University  School  of  Medi- 
cine and  did  postgraduate  work  at  St.  Louis  City 
Hospital  and  St.  Paul  Hospital  in  Dallas. 

He  first  practiced  in  Springfield,  Mo.,  in  1912, 
moving  to  Dallas  in  1919. 

Elected  an  honorary  member  of  Texas  Medical 
Association  in  1954,  Dr.  Potts  also  was  a member 
of  the  Dallas  County  Medical  Society  and  the  Amer- 
ican Medical  Association,  the  American  College  of 
Surgeons,  and  the  Dallas  Academy  of  Ophthalmology 
and  Otolaryngology. 

Surviving  are  his  wife,  Mrs.  Nita  Potts;  two  sons, 
Joseph  A.  Potts  of  Sitka,  Alaska,  and  John  William 
Potts  of  Birmingham,  Ala.,  and  five  daughters,  Mrs. 
Bass  G.  Stokes  and  Mrs.  Melvin  W.  Jackson  of  Dal- 
las, Mrs.  Brian  J.  Dunne  of  New  York  City,  Mrs. 
Elmer  A.  Fedewa  of  Portland,  Mich.,  and  Mrs.  S.  W. 
FitzGerald  of  Honolulu,  29  grandchildren  and  four 
great-grandchildren. 

Dr.  Potts  was  active  in  Catholic  Church  work  and 
was  instrumental  in  founding  St.  Paul’s  Clinic,  where 
he  served  many  years. 


DR.  EMMETT  T.  BYROM 

Dr.  Emmett  Travis  Byrom,  Dallas  pediatrician, 
died  September  6,  I960,  in  his  automobile  after  he 
had  suffered  a heart  attack. 

Dr.  Byrom  was  a native  of  Atascosa,  where  he  was 
born  July  6,  1891.  He  was  graduated  from  San  Mar- 
cos Academy  and  Baylor  University  at  Waco,  from 
which  he  received  the  bachelor  of  arts  degree  in 
June,  1919.  He  was  awarded  the  medical  degree  in 
June,  1924,  by  Baylor  University  College  of  Medi- 
cine, then  located  in  Dallas,  after  which  he  interned 
at  Baylor  Hospital,  Dallas,  for  one  year. 

Dr.  Byrom  was  long  interested  in  the  subject  of 
left  dominance  in  children  and  presented  papers  on 
the  subject.  His  interest  in  the  subject  extended  to 
the  Dallas  Child’s  Guidance  Clinic  in  which  he  par- 
ticipated. 

In  1925  and  1926,  he  practiced  in  Forney,  moving 
then  to  Dallas  where  he  remained  until  his  death. 
He  was  a member  of  the  Dallas  County  Medical  So- 
ciety, the  Texas  Medical  Association,  the  American 
Medical  Association,  the  Texas  Pediatric  Society,  the 
Southern  Clinical  Association,  and  Phi  Rho  Sigma 
medical  fraternity. 
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He  was  choir  president  and  deacon  of  the  Gaston 
Avenue  Baptist  Church,  a Mason,  and  a member  of 
the  Hella  Temple  Shrine. 

He  is  survived  by  his  wife  of  Dallas. 


DR.  ROY  P.  PITRE 

Dr.  Roy  Paul  Pitre,  Port  Arthur,  died  September 
25,  I960,  after  an  illness  of  16  months. 

A native  of  Baldwin,  La.,  Dr.  Pitre  was  born  Au- 
gust 17,  1910,  to  Donney  P.  Pitre  and  Irma  Marie 
(Dumesnil)  Pitre.  His  preliminary  education  was 
received  in  Port  Arthur.  He  received  his  bachelor 
of  science  degree  from  St.  Edward’s  University,  Aus- 
tin, in  1932,  and  the  medical  degree  from  the  Uni- 
versity of  Texas  Medical  Branch  at  Galveston  in 
1937.  He  interned  at  St.  Elizabeth  Hospital  in  Day- 
ton,  Ohio,  after  which  he  practiced  at  St.  Mary’s 
Hospital  in  Port  Arthur.  Beginning  in  1947  until  his 
death,  Dr.  Pitre  was  Jefferson  County  Health  Officer. 

From  1941  until  1946,  he  had  served  as  a major 
at  Galveston  in  the  United  States  Public  Health 
Service. 

He  was  a member  of  the  Texas  Medical  Associa- 
tion, the  American  Medical  Association,  the  Jeffer- 
son County  Medical  Society,  the  American  Society 
of  Anesthesiologists,  and  Phi  Alpha  Sigma  medical 
fraternity. 

Survivors  include  his  wife,  the  former  Miss  Maude 
A.  Rodgers,  whom  he  married  on  June  7,  1940,  at 
Port  Arthur,  and  their  two  children,  James  Roy 
Pitre  and  John  Malcolm  Pitre;  a sister,  Mrs.  Ruby 
Goodwin,  Nederland;  his  parents,  of  Port  Arthur; 
and  his  grandmother,  Mrs.  T.  Dumesnil  of  Houston. 
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Dr.  David  R.  Womack,  Austin,  died  August  26, 
I960,  at  Seton  Hospital,  Austin,  of  heart  failure. 

He  was  born  April  12,  1902,  at  Rockwall,  the 
son  of  Edna  (Ray)  and  Rufus  Marvin  Womack. 
He  attended  Austin  College  at  Sherman,  received  his 
bachelor  of  arts  degree  in  1923,  bachelor  of  science 
in  1925,  and  medical  degree  in  1927,  all  from  Tulane 
University.  Interning  at  Touro  Infirmary  and  Tampa 
Municipal  Hospital,  New  Orleans,  he  served  his 
residency  at  Eye,  Ear,  Nose,  and  Throat  Hospital, 
New  Orleans. 

At  New  Orleans  he  was  a consultant  on  the  active 
staff  of  Touro  Infirmary  and  had  been  chief  of  the 
Department  of  Otolaryngology.  With  the  exception 
of  the  war  years  from  1941  through  1945,  he  had 
practiced  at  New  Orleans  from  1932  until  1948.  For 
several  years  he  served  at  the  Veterans  Administra- 
tion Hospital  at  Marlin. 

Dr.  Womack  was  a diplomate  of  the  American 
Board  of  Otolaryngology,  a member  of  the  American 
Academy  of  Ophthalmology  and  Oto-Laryngology, 
the  American  Broncho-Esophagological  Association, 
the  American  College  of  Chest  Physicians  and  the 
Southern  Chapter  of  the  American  College  of  Chest 
Physicians,  the  Association  of  Military  Surgeons  of 
the  United  States,  the  Southern  Medical  Association, 
and  the  American  Medical  Association.  He  also  be- 
longed to  the  Louisiana  State  Medical  Society,  the 
Orleans  Parish  Medical  Society,  the  Texas  Medical 
Association,  the  Travis  County  Medical  Society,  the 
Alpha  Omego  Alpha  medical  fraternity,  and  the 
American  Legion. 

From  May  14,  1941  until  March  1,  1945,  he 
served  as  a Navy  commander  at  Pensacola,  Fla.,  Naval 
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Hospital,  Amphibious  Training  Base  at  Fort  Pierce, 
Fla.,  and  on  the  U.S.S.  Black  Hawk  in  the  Pacific 
Fleet. 

He  was  married  June  14,  1928,  to  the  former  Miss 
Amoret  Gates  at  Franklin,  La. 

Survivors  include  his  wife  of  Austin,  two  sons, 
Lieut,  (jg)  David  R.  Womack  of  Oak  Harbor,  Wash- 
ington, and  Marvin  Womack,  Dallas;  3 grandchildren, 
and  an  aunt,  Mrs.  Gladys  Ray  of  Whitewright. 


DR.  JOHN  POTTS 

Dr.  John  Potts,  Fort  Worth  physician  and  author 
known  for  his  work  in  combating  tuberculosis  and 
in  diseases  of  the  chest,  died  October  22,  I960,  in 
a rest  home  in  Fort  Worth.  Death  was  caused  by 
cancer  of  the  stomach. 

He  was  born  in  1879  in  Carthage,  Mo.  After  his 
graduation  from  Washington  University,  St.  Louis, 
in  1909,  and  his  internship  at  St.  Louis  City  Hospital, 
Dr.  Potts  moved  to  Fort  Worth,  where  he  practiced 
for  45  years.  The  University  of  the  South  at  Sewanee, 
Tenn.,  conferred  on  him  the  honorary  doctor  of  civil 
laws  degree,  for  his  work  in  combating  tuberculosis. 

He  spent  two  years  in  the  Army  in  World  War  I, 
where  he  was  a consultant  in  medicine  to  the  Mac- 
Arthur  Base  Hospital,  a base  then  at  Waco,  and  to 
the  Seventh  Division  of  the  Regular  Army  in  the 
American  Expeditionary  Forces  in  France. 

Dr.  Potts  was  well  known  for  public  speaking  and 
was  the  author  of  several  books  on  tuberculosis  and 
on  the  study  of  mental  qualities.  Known  also  for  his 
ability  in  diagnosis  of  diseases,  Dr.  Potts  established 
the  Clinic  for  Diseases  of  the  Chest  at  City-County 
Hospital,  and  conducted  the  clinic  for  25  years. 
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He  was  credited  with  being  largely  responsible  for 
the  reduction  in  the  tuberculosis  rate  in  Fort  Worth 
and  Tarrant  County.  When  he  began  his  clinic,  200 
persons  in  100,000  had  the  disease  and  when  he 
retired,  that  total  had  been  reduced  to  35  in  every 
100,000  persons. 

An  honorary  member  of  the  Texas  Medical  Associ- 
ation, Dr.  Potts  also  belonged  to  the  American  Medi- 
cal Association  and  the  Tarrant  County  Medical  So- 
ciety. He  was  a member  of  St.  Andrew’s  Episcopal 
Church  and  was  a Mason. 

He  prided  the  titled  "Father  Confessor’’  which  had 
been  accorded  him  by  many  patients  and  physicians 
who  confided  in  him.  Dr.  Potts  also  strongly  believed 
that  a man  had  to  have  a definite  talent  for  medicine 
to  be  a good  physician,  just  as  talent  is  required  for 
individuals  in  the  fine  arts. 

Dr.  Potts  was  a bachelor  and  has  no  close  survivors. 


DR.  C.  D.  SAVAGE 

Dr.  Carroll  Dean  Savage,  Greenville,  died  August 
27,  I960,  after  he  had  suffered  a heart  attack  on  a 
Greenville  golf  course. 

Dr.  Savage  was  born  in  Bailey  on  April  7,  1921. 
He  attended  Southern  Methodist  University  at  Dallas 
and  was  graduated  from  the  University  of  Texas 
Southwestern  Medical  School  at  Dallas  on  September 
3,  1945.  He  interned  at  Charity  Hospital  of  Louisiana 
at  New  Orleans,  and  served  his  residency  in  surgery 
at  the  United  States  Marine  Hospital  in  New  Or- 
leans. 

A specialist  in  surgery  and  obstetrics,  Dr.  Savage 
had  been  president  of  the  Hunt-Rockwall-Rains 
Counties  Medical  Society  and  he  belonged  to  the 
American  Medical  Association  and  the  Texas  Medi- 
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cal  Association.  He  was  a fellow  of  the  American 
College  of  Surgeons. 

Dr.  Savage  was  in  the  United  States  Public  Health 
Service  for  4 years  from  1946  until  1950,  holding 
the  rank  of  assistant  surgeon.  He  was  stationed  at 
the  Marine  Hospital  in  New  Orleans. 

He  was  a member  of  the  Kavanaugh  Methodist 
Church  in  Greenville  and  the  Sand  Oaks  Country 
Club. 

Survivors  include  his  wife  of  Greenville,  the 
former  Miss  Mary  Bergen  of  Dallas;  two  daughters, 
Mary  Anne  Savage  and  Sally  Savage  of  Greenville; 
a son,  Stoney  Savage  of  Greenville;  his  parents,  Mr. 
and  Mrs.  Carl  H.  Savage  of  Dallas;  and  a brother, 
John  A.  Savage  of  Dallas. 
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^ Coming  Meetings 


American  Medical  Association.  Dr.  E.  Vincent  Askey,  Los  Angeles, 
Pres.;  Dr.  F.  J.  L.  Blasingame,  535  North  Dearborn,  Chicago  10, 
Exec.  Vice-Pres. 


Current  Meetings 


December 

American  Academy  of  Dermatology  and  Syphilology.  Chicago,  Dec. 
3-8,  I960.  Dr.  Francis  W.  Lynch,  St.  Paul,  Minn.,  Pres.;  Dr. 
Robert  R.  Kierland,  Mayo  Clinic,  Rochester,  Minn.,  Secy. 
Radiological  Society  of  North  America,  Cincinnati,  Ohio,  Dec.  4-9. 
I960.  Dr.  Lawrence  L.  Robbins,  Boston,  Pres.;  Dr.  Donald  S. 
Childs,  713  E.  Genesee,  Syracuse  2,  N.  Y.,  Secy. 

Southern  Surgical  Association,  Boca  Raton,  Fla.,  Dec.  6-8,  I960.  Dr. 
Francis  Massie,  Pres.;  Dr.  John  D.  Martin,  Jr.,  Emory  University, 
Ga..  Secy. 

Texas  Academy  of  Internal  Medicine,  Dallas,  December,  I960.  Dr. 
Robert  Mitchell,  Plainview,  Pres.;  Dr.  Sam  Arnett,  2609  19th  St., 
Lubbock,  Secy. 

Texas  Rheumatism  Association,  Dallas,  Dec.  9,  I960.  Dr.  Howard 
C.  Coggeshall,  Dallas,  Pres.;  Dr.  J.  Morris  Horn,  3707  Gaston, 
Dallas,  Secy. 

Texas  State  Board  of  Medical  Examiners,  Fort  Worth,  Dec.  1-3. 

1960.  Dr.  M.  H.  Crabb,  Fort  Worth,  Secy.;  Mrs.  Carolyn  H.  Mil- 
lard, 1714  Medical  Arts  Bldg.,  Fort  Worth,  Assistant  Secy. 

Texas  Society  of  Ophthalmology  and  Otolaryngology,  San  Antonio, 
Dec.  2-3,  I960.  Dr.  Lyle  J.  Logue,  Houston,  Pres.;  Dr.  Oliver 
Suehs,  14  Medical  Arts  Square,  Austin,  Secy. 

Private  Clinics  and  Hospitals,  Dallas,  December,  I960.  Dr.  Vance 
Terrell,  Stephenville,  Pres.;  Mr.  B.  J.  Warren,  Deaton  Hospital, 
Galena  Park,  Secy. 

January 

Texas  Medical  Association,  Austin,  Jan.  28,  1961;  Galveston,  April 

23- 25,  1961.  Dr.  May  Owen,  Fort  Worth,  Pres.;  Mr.  C.  Lincoln 
Williston,  1801  North  Lamar  Blvd.,  Austin,  Exec.  Secy. 

Texas  Radiological  Society,  Fort  Worth,  Jan.  20-21,  1961.  Dr. 
Delphin  von  Briesen,  El  Paso,  Pres.;  Dr.  R.  P.  O’Bannon,  1216 
Pennsylvania,  Fort  Worth,  Secy. 

Texas  Urological  Society,  Wichita  Falls,  January  21-22,  1961.  Dr. 
Joseph  Mitchell,  Dallas.  Pres.;  Dr.  O.  C.  Berg,  1300  8th  St., 
Wichita  Falls,  Secy. 

Twelfth  District  Society,  Waco,  January  10,  1961.  Dr.  Bernard 
Rosen,  Corsicana,  Pres.;  Dr.  R.  L.  Campbell,  205  S.  15th  St.. 
Corsicana,  Secy. 

International  Medical  Assembly  of  Southwest  Texas,  San  Antonio, 
Jan.  23-25,  1961.  Dr.  Max  E.  Johnson,  San  Antonio,  Pres.; 
S.  E.  Cockrell,  202  W.  French  Place,  San  Antonio,  Exec.  Secy. 

National  and  Regional 

American  Academy  of  Allergy,  Washington,  D.  C.,  Feb.  6-8,  1961. 
Dr.  Bram  Rose,  Montreal,  Canada,  Pres.;  Dr.  Joseph  Noah,  100 
N.  Euclid  Ave.,  St.  Louis  8,  Mo.,  Secy. 

Ametican  Academy  of  General  Practice,  Miami,  April  17-20,  1961. 
Dr.  John  G.  Walsh,  Sacramento,  Calif.,  Pres.;  Mr.  Mac  F.  Cahal, 
Volker  Blvd.  at  Brookside,  Kansas  City  12,  Executive  Secy. 
American  Association  of  Obstetricians  and  Gynecologists.  Dr.  Robert 
A.  Ross,  Chapel  Hill,  N.  C.,  Pres.;  Dr.  Clyde  L.  Randall,  216 
Summer  St.,  Buffalo  22,  Secy. 

American  Academy  of  Pediatrics,  Washington,  D C.,  April  10-12, 

1961.  Dr.  George  M.  Wheatly,  New  York,  N.Y.,  Pres.;  Dr. 
E.  H.  Christopherson,  1801  Hinman  Ave.,  Evanston,  111.,  Execu- 
tive Director. 

American  Academy  of  Ophthalmology  and  Otolaryngology.  Dr.  Dohr- 
man  K.  Pischel,  940  Post  St.,  San  Francisco,  Pres.;  Dr.  W.  L. 
Benedict,  15  Second  St.  S.W.,  Rochester  Minn.,  Secy. 

American  Association  for  Maternal  and  Infant  Health.  Dr.  M.  Edward 
Davis,  Chicago,  Pres.;  Mrs.  Patricia  Dorr,  116  S.  Michigan  Ave.. 
Chicago  3,  Executive  Director. 

American  Association  for  Thoracic  Surgery,  Philadelphia,  April 

24- 26,  1961.  Dr.  John  H.  Gibbon,  Jr.,  Philadelphia,  Pres.;  Dr. 
Hiram  T.  Langston,  7730  Corondelet  Ave.,  St.  Louis  5,  Secy. 

American  Association  of  Genito-Urinary  Surgeons.  Dr.  P.eed  M. 
Nesbitt,  Ann  Arbor,  Mich.,  Pres.;  Dr.  W.  J.  Engel,  2020  E. 
93rd  St.,  Cleveland  6,  Secy. 


American  Association  of  Plastic  Surgeons,  May  17,  1961.  Dr.  Herbert 
Conway,  New  York  City,  Pres.;  Dr.  Thomas  D.  Cronin,  6615 
Travis  St.,  Houston  25,  Secy. 

American  Cancer  Society.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Mr. 

Granville  Whittlesey,  521  West  57th  St.,  New  York  19,  Secy. 
American  College  of  Allergists,  Dallas,  March  12-17,  1961.  Dr. 
Giles  A.  Koelsche,  Rochester,  Minn.,  Pres.;  Mr.  Eloi  Bauers,  2160 
Rand  Tower,  Minneapolis,  Executive  Vice-Pres. 

American  College  of  Chest  Physicians,  New  York  City,  June  22-26, 
1961.  Dr.  M.  Jay  Flipse,  550  Brickell,  Miami,  Pres.;  Mr.  Murray 
Kornfeld,  112  E.  Chestnut,  Chicago  11,  Executive  Director. 
American  College  of  Gastroenterology,  Cleveland,  Ohio,  Oct.  22-25, 
1961.  Dr.  Henry  Baker,  Boston,  Pres.;  Mr.  Daniel  Weiss,  33 
West  60th,  New  York  23,  Executive  Director. 

American  College  of  Obstetricians  and  Gynecologists.  Dr.  John  I. 
Brewer,  Chicago,  Pres.;  Mr.  Donald  F.  Richardson,  P.  O.  Box 
749,  Chicago  90,  Executive  Secy. 

American  College  of  Physicians,  Miami  Beach,  May  8-12,  1961.  Dr. 
Chester  S.  Keefer,  Boston,  Pres.;  Dr.  E.  C.  Rosenow,  Jr.,  4200 
Pine  St.,  Philadelphia  4,  Executive  Director. 

American  College  of  Radiology.  Dr.  Earl  E.  Barth,  Chicago,  Pres.; 
Mr.  W.  C.  Stronach,  20  N.  Wacker  Dr.,  Chicago  6,  Executive 
Director. 

American  Congress  of  Physical  Medicine  and  Rehabilitation.  Dr.  F.  J. 
Kottke,  Minneapolis,  Pres.;  Dorothea  C.  Augustin,  30  N.  Michigan 
Ave.,  Chicago  2,  Executive  Secy. 

American  College  of  Surgeons.  Dr.  Owen  H.  Wangensteen,  Minne- 
apolis, Pres.;  Dr.  William  E.  Adams,  950  E.  59th  St.,  Chicago, 
Secy. 

American  Dermatological  Association.  Dr.  Marion  B.  Sulzberger,  New 
York,  Pres.;  Dr.  Wiley  M.  Sams,  308  Ingraham  Bldg.,  Miami  32, 
Secy. 

American  Gastroenterological  Association,  Chicago,  May  25-27,  1961. 
Dr.  Hugh  Butt,  Rochester,  Minn.,  Pres.;  Dr.  Wade  Volwiler,  Dept, 
of  Medicine,  University  of  Washington,  Seattle  5,  Secy. 

American  Gynecological  Society.  Dr.  Karl  H.  Martzloff,  Portland, 
Pres.;  Dr.  A.  A.  Marchetti,  3800  Reservoir  Rd.  N.W.,  Washing- 
ton 7,  D.C.,  Secy. 

American  Heart  Association.  Dr.  A.  Carlton  Ernstene,  Cleveland, 
Pres.;  Mr.  William  F.  McGlone,  44  E.  23rd,  New  York  10,  Secy. 
American  Hospital  Association.  Dr.  Russell  A.  Nelson,  Baltimore, 
Md.,  Pres.;  Dr.  Edwin  L.  Crosby,  18  E.  Division  Street,  Chicago, 
Executive  Director. 

American  Laryngological,  Rhinological,  and  Otological  Society,  Lake 
Placid  Club,  May  23-25,  I960.  Dr.  Fietcher  D.  Woodward,  Char- 
lottesville, Va.,  Pres.;  Dr.  C.  S.  Nash,  708  Medical  Arts  Bldg., 
Rochester,  N.  Y.,  Secy. 

American  Neurological  Association,  Atlantic  City,  June  12-14,  1961. 
Dr.  H.  G.  Wolff,  New  York  City,  Pres.;  Dr.  M.  D.  Yahr,  710 
W.  16th  St.,  New  York  32,  Secy. 

American  Ophthalmological  Society,  Hot  Springs,  Va.,  May  17-19, 
1961.  Dr.  Edwin  B.  Dunphy,  Boston,  Pres.;  Dr.  Joseph  A.  C. 
Wadsworth,  108  E.  68th,  New  York  21,  Secy. 

American  Orthopaedic  Association,  Yosemite  National  Park,  May  22- 
25,  1961.  Dr.  Edwin  F.  Cave,  Boston,  Pres.;  Dr.  Lee  Ramsay 
Straub,  535  E.  70th  St.,  New  York  21,  Secy. 

American  Pediatric  Society,  Atlantic  City,  May  2-5,  1961.  Dr.  L. 
Emmett  Holt,  New  York  City,  Pres.;  Dr.  Conrad  M.  Riley,  Denver 
General  Hospital,  Denver  4,  Secy. 

American  Proctologic  Society.  Dr.  H.  R.  Reichman,  Salt  Lake  City, 
Pres.;  Dr.  Norman  D.  Nigro,  10  Peterboro,  Detroit  1,  Secy. 
American  Psychiatric  Association,  Chicago,  May  7-12,  1961.  Dr. 
Robert  H.  Felix,  Bethesda,  Md.,  Pres.;  Austin  M.  Davies,  1270 
Avenue  of  the  Americas,  New  York  20,  Exec.  Assistant. 

American  Public  Health  Association,  Detroit,  Nov.  13-17,  1961. 
Miss  Marion  W.  Sheahan,  10  Columbus  Circle,  New  York  19, 
Pres.;  Dr.  Berwyn  F.  Mattison,  1790  Broadway,  New  York  19, 
Executive  Secy. 

American  Society  of  Anesthesiologists,  Los  Angeles,  Oct.  22-27,  1961. 
Dr.  J.  Earl  Remlinger.  Jr.,  Wilmette,  111.,  Pres.;  Dr.  Robert  L. 
Patterson,  612  Bershire  Drive,  Pittsburgh  15,  Secy. 

American  Society  of  Clinical  Pathologists.  Dr.  John  J.  Clemmer, 
Albany,  Pres.;  Mr.  Claude  E.  Wells,  445  Lake  Shore  Drive,  Chi- 
cago 11,  Executive  Secy. 

American  Surgical  Association,  White  Sulphur  Springs,  W.  Va.. 
April  3-6,  I960.  Dr.  Warren  H.  Cole,  Chicago,  Pres.;  Dr.  Wil- 
liam Altemeier,  Cincinnati  General  Hospital,  Cincinnati  29.  Secy. 
American  Urological  Association,  Los  Angeles,  May  22-25,  1961.  Dr. 
John  E.  Heslin,  Albany,  N.  Y.,  Pres.;  Mr.  William  P.  Didusch, 
1120  N.  Charles  St.,  Baltimore  1,  Executive  Secy. 

Association  of  American  Physicians  and  Surgeons.  Dr.  Louis  Wegryn, 
Elizabeth,  N.  J.,  Pres.;  Mr.  Harry  E.  Northam,  185  N.  Wabash 
Ave.,  Chicago  1,  Executive  Director. 

International  College  of  Surgeons,  U.  S.  Chapter.  Dr.  Henry  Meyer- 
ding,  Rochester,  Minn.,  Pres.;  Dr.  Ross  T.  Mclntire,  1516  Lake 
Shore  Dr.,  Chicago,  Executive  Director. 

National  Tuberculosis  Association,  Cincinnati,  Ohio,  May  21-26, 
1961.  Mr.  Herbert  C.  De  Young,  Chicago,  Pres.;  Judge  Herman 
Dehnke,  213  Main,  Harrisville,  Mich.,  Secy. 
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South  Central  Association  of  Blood  Banks,  New  Orleans,  March  3-4, 
1961.  Dr.  Kenneth  M.  Heard,  Jackson,  Miss.,  Pres.;  L.  Ruth  Guy, 
Ph.D.,  Room  1101,  Stoneleigh  Hotel,  Dallas,  Secy. 

Southern  Medical  Association,  Dallas,  Nov.  6-9,  1961.  Dr.  Lee  F. 
Turlington,  Birmingham,  Ala.,  Pres.;  Mr.  Robert  F.  Butts,  2601 
Highland  Ave.,  Birmingham  5,  Ala.,  Executive  Secy. 

Southern  Psychiatric  Association.  Dr.  David  A.  Wilson,  Charlottes- 
ville, Va.,  Pres.;  Dr.  Richard  Proctor,  Winston-Salem,  N.  C.. 
Secy. 

Southwest  Allergy  Forum,  Padre  Island,  April  9-11,  1961.  Dr.  S.  H. 
Jaros,  Harlingen,  Pres.;  Dr.  H.  E.  Hawkins,  105  W.  Elizabeth, 
Brownsville,  Secy. 

Southwest  Regional  Cancer  Conference,  Fort  Worth,  Sept.  24,  1961. 
Dr.  Robb  Rutledge,  Fort  Worth,  Chm.;  Mrs.  Ira  Frances  Ball, 
Westchester  House,  Fort  Worth,  Secy. 

Southwestern  Medical  Association,  Las  Vegas,  Oct.  19-21,  1961.  Dr. 
Sherwood  Burr,  Tuscon,  Pres.;  Dr.  Merle  Thomas,  1501  Arizona 
Building,  El  Paso,  Secy. 

Southwestern  Society  of  Nuclear  Medicine,  San  Antonio.  Dr.  Peter 
E.  Russo,  Oklahoma  City,  Pres.;  Dr.  J.  R.  Maxfield,  Jr.,  2711 
Oak  Lawn  Avenue,  Dallas,  Secy. 

Southwestern  Surgical  Congress,  St.  Louis,  April  10-13,  1961.  Dr. 
Howard  D.  Cogswell,  Tucson,  Ariz.,  Pres.;  Mary  O’Leary,  813 
Medical  Arts  Bldg.,  Oklahoma  City,  Exec.  Secy. 

Tri-State  Medical  Assembly.  Dr.  R.  B.  Langford,  Shreveport,  Pres.; 

Dr.  J.  W.  Wilson,  Jr.,  940  Margaret  Place,  Shreveport,  Secy. 
United  States-Mexico  Border  Public  Health  Association,  San  Diego, 
June  25-29,  1961.  Dr.  Adan  Mercado  Cerda,  Tamaulipas,  Mexico, 
Pres.;  Dr.  Ulpiano  Blanco,  El  Paso,  Secy. 

State 

Texas  Academy  of  General  Practice,  Houston,  Oct.  15-18,  1961.  Dr. 
Jack  M.  Partain,  San  Antonio,  Pres.;  Mr.  Donald  C.  Jackson, 
1905  N.  Lamar,  Austin,  Executive  Secy. 

Texas  Air-Medics  Association,  Galveston,  April  22-25,  1961.  Dr. 
C.  D.  Henry,  San  Antonio,  Pres.;  Dr.  C.  F.  Miller,  Box  1338, 
Waco,  Secy. 

Texas  Association  for  Mental  Health,  Galveston,  1961.  Mr.  William 
R.  Ransone,  Dallas,  Pres.;  Mrs.  Lawrence  Marcus,  3525  Arrow- 
head Drive,  Dallas,  Secy. 

Texas  Association  of  Obstetricians  and  Gynecologists,  Houston,  Feb. 
10-11,  1961.  Dr.  Oran  V.  Prejean,  Dallas,  Pres.;  Dr.  Hugh  W. 
Savage,  815  Fifth  Ave.,  Fort  Worth,  Secy. 

Texas  Association  of  Public  Health  Physicians,  Galveston,  April 
22-25,  1961.  Dr.  L.  P.  Walter,  Austin,  Pres.;  Dr.  W.  V.  Brad- 
shaw, Jr.,  1800  University  Drive,  Fort  Worth,  Secy. 

Texas  Club  of  Internists.  Dr.  W.  W.  Bondurant,  Jr.,  San  Antonio, 
Pres.;  Dr.  T.  Haynes  Harvill,  Medical  Arts  Building,  Dallas  1, 
Secy. 

Texas  Chapter,  American  Academv  of  Pediatrics,  Galveston,  April 
22-25,  1961.  Dr.  J.  T.  Bennett,  El  Paso,  Pres.;  Dr.  W.  W.  Kel- 
ton,  Jr.,  108  West  30th,  Austin,  Secy. 

Texas  Chapter,  American  College  of  Chest  Physicians,  Galveston, 
April  22-25,  1961.  Dr.  Hiram  M.  Anderson,  San  Angelo,  Pres.; 
Dr.  Milton  V.  Davis,  3707  Gaston  Avenue,  Dallas,  Secy.-Treas. 
Texas  Dermatological  Society,  Galveston,  April  22-25,  1961.  Dr. 
M.  W.  Harrison,  Houston,  Pres.;  Dr.  D.  Shelton  Blair,  1609 
Medical  Arts  Building,  Dallas,  Secy.-Treas. 

Texas  Diabetes  Association,  Galveston,  April  22-25,  1961.  Dr.  James 
A.  Greene,  Houston,  Pres.;  Dr.  John  W.  Chriss,  2436  Morgan 
Street,  Corpus  Christi,  Secy.-Treas. 

Texas  Division,  American  Cancer  Society.  Dr.  David  A.  Todd,  San 
Antonio,  Pres.;  Mr.  Curt  W.  Reimann,  5014  Bull  Creek  Rd., 
Austin  3,  Executive  Director. 

Texas  Heart  Association.  Dr.  Robert  E.  Leslie,  El  Campo,  Pres.;  Mr. 
Ernest  T.  Guy,  404  Jesse  H.  Jones  Library  Building,  Houston  25, 
Executive  Director. 

Texas  Hospital  Association,  Dallas,  May  15-17,  1961.  Dr.  F.  R. 
Higginbotham,  San  Antonio,  Pres.;  Mr.  O.  Ray  Hurst,  1905  N. 
Lamar,  Austin,  Executive  Director. 

Texas  Industrial  Medical  Association,  Galveston,  April  22-25,  1961. 
Dr.  Noble  B.  Daniel,  Texarkana,  Pres.;  Dr.  J.  G.  Burdick,  Pasa- 
dena, Secy. 

Texas  Neuropsychiatric  Association,  Galveston,  April  22-25,  1961. 
Dr.  Clarence  S.  Hoekstra,  Dallas,  Pres.;  Dr.  E.  Ivan  Bruce,  Jr., 
Galveston,  Secy.-Treas. 

Texas  Ophthalmological  Association,  Galveston,  April  22-25,  1961. 
Dr.  Otto  Lippmann,  Austin,  Pres.;  Dr.  James  H.  Scruggs,  Waco, 
Secy. 

Texas  Orthopedic  Association,  Galveston,  April  22-25,  1961.  Dr. 
Ike  S.  McReynolds,  Houston,  Pres.;  Dr.  Margaret  Watkins,  Dallas, 
Secy.-Treas. 

Texas  Otolaryngological  Association,  Galveston,  April  22-25,  1961. 
Dr.  August  J.  Streit,  Amarillo,  Pres.;  Dr.  Louis  E.  Adin,  Jr., 
Dallas,  Secy. 

Texas  Pediatric  Society,  Harlingen,  Sept.  22-23,  1961.  Dr.  James  N. 
Walker,  Ft.  Worth,  Pres.;  Dr.  C.  E.  Gilmore,  811  Bonham,  Paris, 
Secy. 

Texas  Physical  Medicine  and  Rehabilitation  Society,  Galveston,  April 
22-25,  1961.  Dr.  Edward  M.  Krusen,  Dallas,  Pres.;  Dr.  Oscar 
Selke,  Medical  Professional  Building,  Houston,  Secy. 


Texas  Proctologic  Society,  Houston,  February,  1961.  Dr.  J.  Wade 
Harris,  Houston,  Pres.;  Dr.  H.  Gray  Carter,  915  St.  Joseph  St., 
Dallas,  Secy. 

Texas  Public  Health  Association,  Fort  Worth,  March  5-8,  1961. 
Mrs.  Maggie  Belle  Davis,  Corpus  Christi.  Pres.;  Mr.  Joseph  N. 
Murphy,  Jr.,  Box  4012,  Austin  51,  Executive  Secy. 

Texas  Society  of  Anesthesiologists,  Galveston,  April  22-25,  1961. 

Dr.  Randle  J.  Brady,  Houston,  Pres.;  Dr.  Eugene  L.  Slataper, 

Houston,  Secy. 

Texas  Society  of  Athletic  Team  Physicians,  Galveston,  April  22-25, 
1961.  Dr.  W.  S.  Horn,  Jr.,  Fort  Worth,  Pres.;  Dr.  Louis  Levy, 
Fort  Worth,  Secy.-Treas. 

Texas  Society  of  Gastroenterologists  and  Proctologists,  Galveston, 
April  22-25,  1961.  Dr.  H.  Gray  Carter,  Dallas,  Pres.;  Dr.  A.  C. 
Broders,  Jr.,  Temple,  Secy.-Treas. 

Texas  Society  of  Pathologists,  Inc.,  Galveston,  April  22-25,  1961. 

Dr.  O.  J.  Wollenman,  Jr.,  Fort  Worth,  Pres.;  Dr.  Vernie  A. 
Stembridge,  Dallas.  Secy.-Treas. 

Texas  Society  of  Plastic  Surgeons,  Galveston,  April  22-25,  1961. 

Dr.  J.  B.  Patterson,  Fort  Worth,  Pres.;  Dr.  Raymond  O.  Brauer, 
Houston,  Secy.-Treas. 

Texas  Society  on  Aging,  San  Antonio,  Dec.  1-2,  1961.  Dr.  H.  J. 
Friedsam,  Denton,  Pres.;  Mrs.  William  B.  Ruggles,  3701  Stratford, 
Dallas,  Secy.-Treas. 

Texas  Surgical  Society,  Dallas,  April  2-4,  1961.  Dr.  Robert  L. 
Sewell,  Fort  Worth,  Pres.;  Dr.  G.  V.  Brindley,  Jr.,  Scott  and 
White  Clinic,  Temple,  Secy. 

Texas  Traumatic  Surgical  Society,  Galveston,  April  22-25,  1961.  Dr. 
Edward  R.  Rowe,  Galveston,  Pres.;  Dr.  John  C.  Long,  Plainview, 
Secy.-Treas. 

Texas  Tuberculosis  Association,  Corpus  Christi,  March  16-18,  1961. 
Dr.  J.  Edward  Johnson,  Pres.;  Miss  Pansy  Nichols,  P.  O.  Box 
6158,  Austin  21,  Executive  Director. 

District 

First  District  Society,  Pecos,  Feb.  3,  1961.  Dr.  Russell  Holt,  El 
Paso,  Pres.;  Dr.  Gordon  L.  Black,  1501  Arizona  St.,  El  Paso,  Secy. 
Second  District  Society,  Snyder,  1961.  Dr.  M.  J.  Loring,  Midland, 
Pres.;  W.  S.  Parks,  Jr.,  2009  W.  Wall,  Midland,  Secy. 

Third  District  Society,  Amarillo,  April  15,  1961.  Dr.  James  L. 
Johnson,  Amarillo,  Pres.;  Dr.  H.  Fred  Johnson,  2308  W.  Eighth, 
Amarillo,  Secy. 

Fourth  District  Society,  San  Angelo,  May,  1961.  Dr.  J.  G.  Boden- 
hamer,  Mason,  Pres.;  Dr.  M.  D.  Knight,  234  W.  Beauregard, 
San  Angelo,  Secy. 

Fifth  and  Sixth  Districts  Society,  Corpus  Christi,  July  8-9,  1961. 
Dr.  John  W.  Chriss,  Pres.;  Dr.  James  Gabbard,  1001  Louisiana, 
Corpus  Christi,  Secy. 

Seventh  District  Society.  Dr.  Robert  N.  Snider,  Austin,  Pres.;  Dr. 

Richard  Lucas,  502  W.  13th,  Austin,  Secy. 

Eighth  District  Society,  Corpus  Christi.  Dr.  M.  Warren  Hardwick, 
Angleton,  Pres.;  Dr.  J.  L.  Coleman,  Box  3346,  Victoria,  Secy. 
Ninth  District  Society,  Bellville,  Spring,  1961.  Dr.  Irving  M.  Wat- 
son, Jr.,  Conroe;  Dr.  William  E.  Sharp,  721  E.  Texas,  Baytown, 
Secy. 

Tenth  District  Society.  Dr.  Bedford  Mace,  Beaumont,  Pres.;  Dr. 

Irving  M.  Richman,  3280  Fannin  St.,  Beaumont,  Secy. 

Eleventh  District  Society,  Jacksonville.  Dr.  Marlin  T.  Braswell,  Hen- 
derson, Pres.;  Dr.  Floyd  Verheyden,  813  John  St.,  Jacksonville, 
Secy. 

Thirteenth  District  Society,  Fort  Worth,  Fall,  I960.  Dr.  William  B. 
Allensworth,  Mineral  Wells,  Pres.;  Dr.  R.  D.  Moreton,  1217  W. 
Cannon,  Fort  Worth,  Secy. 

Fifteenth  District  Society.  Dr.  H.  O.  Padgett,  Marshall,  Pres.;  Dr. 
James  S.  Leeves,  Naples,  Secy. 

Clinics 

Blackford  Memorial  Cancer  Lectures,  Denison.  Dr.  Andrew  Jensen, 
Denison,  Chm. 

Dallas  Southern  Clinical  Society  Conference,  Dallas,  March  20-22, 
1961.  Dr.  Frank  H.  Kidd,  Jr.,  Dallas,  Pres.;  Millard  J.  Heath, 
433  Medical  Arts  Bldg.,  Dallas  1,  Executive  Officer. 

New  Orleans  Graduate  Medical  Assembly,  New  Orleans,  March  6-9. 
1961.  Dr.  Maurice  E.  St.  Martin,  New  Orleans,  Pres.;  Mrs.  Irma 
B.  Sherwood,  430  Tulane  Ave.,  New  Orleans  12,  Executive  Secy. 
North  Texas-Southern  Oklahoma  Fall  Clinical  Conference.  Dr.  Frank 
J.  Lee.  1300  8th,  Wichita  Falls,  Chm. 

Oklahoma  City  Clinical  Conference,  Oct.  23-25,  1961.  Dr.  Vernon 
D.  Cushing,  Oklahoma  City,  Pres.;  Miss  Alma  F.  O'Donnell,  503 
Medical  Arts  Bldg.,  Oklahoma  City  2,  Executive  Secy. 

Postgraduate  Medical  Assembly  of  South  Texas,  Houston,  July  10-12, 
1961.  Dr.  C.  Forrest  Jorns,  Houston,  Pres.;  Mrs.  W.  H.  Dahme, 
412  Jesse  H.  Jones  Library  Bldg.,  Houston  25,  Exec.  Secy. 

Board  Examinations 

Texas  State  Board  of  Examiners  in  Basic  Sciences,  Austin,  Houston, 
Galveston  and  Dallas.  Henry  B.  Hardt,  Ph.D.,  Fort  Worth,  Pres.; 
Mrs.  Betty  J.  Anderson,  Chief  Clerk,  State  Office  Bldg.,  201  E. 
14th  St.,  Austin. 
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Bumper  Crop  903 

Case  of  the  False  Image 705 

Chronic  Idiopathic  Diarrheas,  Marcel  Patterson  327 

Civil  Defense  in  Texas,  T.  E.  Dodd 547 

Doctor  (Medical  Profession ) -Patient  (Public)  Relations, 

Glenn  D.  Carlson 1 

Dr.  May  Owen  261 

Friendly  Decision  329 

Governor’s  Conference  on  Aging,  Elizabeth  C.  Thomason 

and  Ernest  W.  Kiel 649 
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Editorials  (contd.)  — 

Infection  Problem  as  it  Applies  to  Surgery,  Edward  B. 

Rowe  765 

Influenza  Immunization  Program,  Van  C.  Tipton 833 

Insurance  for  Athletic  Injuries,  R.  G.  McCorkle  648 

Medical  Significance  of  Malocclusion,  George  Willeford . . 832 

Modern  Psychiatric  Revolution,  E.  Ivan  Bruce,  Jr 71 

Mrs.  O'Leary's  Cow 707 

Newcomer  Service  833 

No  Time  for  Delay 74 

Nueces  Society  Scholarship 648 

Occupational  Health,  V.  C.  Baird 647 

Pharmacist's  Role  in  Medicine,  Noel  M.  Ferguson  263 

Pomposity  Repels,  Max  Baldridge 145 

"Pro/Con’’ — Your  Section  397 

Problem  of  Narcotics,  Ernest  M.  Gentry 831 

Professional  Nurse  Education,  Julia  C.  Kasmeier  764 

Reducing  Health  Care  Costs,  G.  S.  Ahern  263 

Rehabilitation — Function  or  Specialty?,  David  M.  Cameron  3 

Scientific  Exhibits,  J.  Edward  Johnson 708 

Survey  Offers  Key 2 

Torch  of  Hope,  Robert  E.  Leslie 548 

School  Health  Conference 397 

Social  Security  for  Physicians 395 

Texas  Delegates  at  AMA  Meet 901 

Texas  Doctors  Deserve  Praise  549 

The  AMEF  Drive,  H.  E.  Whigham 902 

Tuberculosis  Plan  Available,  J.  Edward  Johnson  328 

Tumor  Seminar  549 

United  Fund  766 

Use  of  Rehabilitation,  Odon  F.  von  Werssowetz  706 

Upgrading  Nursing  Homes,  Elizabeth  Thomason  146 

What  Difference  Does  It  Make? 763 

Why  Participate?,  J.  M.  Coleman 73 


Education  Foundation,  American  Medical,  See:  American 
Medical  Education  Foundation 
Education,  Medical,  See:  Medical  Education 
Education,  Southwest  Foundation  for  Research  and,  See: 

Southwest  Foundation  for  Research  and  Education 
Effects  of  Cyclandelate  ( Cyclospasmol® ) in  Treatment  of 


Circulatory  Disturbances,  Robert  E.  Leslie  (O) 352 

Ehlinger,  Robert  J.,  It’s  Worth  It  If  It  Works  (O') 153 

Ehni,  G.,  See:  Alexander  Gol  783 

Einspruch,  Burton  C.,  Present  Status  of  Marrow  Transplantation 

for  Leukemia  (O) 367 

Elections  264,  763,  792 

Electron  Microscopy,  The  Invasive  Properties  of  Malignant 
Neoplasms,  C.  T.  Ashworth,  F.  J.  Luibel  and  E.  Sanders 

(O)  850 

Electronic  Techniques  in  Medicine  to  Be  Discussed  in 

Washington  (N) 815 

Endometriosis,  Management  of,  Arthur  B.  Lunin  (O) 24 

Epilepsy,  Some  Factors  Influencing  the  Prognosis  and  Treatment, 

W.  P.  Wilson,  L.  F.  Stewart,  and  J.  B.  Parker,  Jr.  (O)  . 31 

Essay  Awards  Sponsored  by  Physical  Medicine  Congress  (N)  . 127 

Etter,  Richard  L.,  Warren  J.  Raymer,  and  Richard  H.  Jackson, 
Management  and  Treatment  of  Allergy  to  Stinging  Insects 

(O)  915 

Examination  for  Medical  Officers  (N) 818 

Exhibits  from  Gastroenterology,  AMA  Meeting  in  Film  Series 

(N)  59 

Evaluation  of  a Semi-Open  Method  in  the  Management  of  Severe 
Burns  After  the  Acute  Phase,  T.  G.  Blocker,  Jr.,  Gilbert 
G.  Eade,  S.  R.  Lewis,  H.  S.  Jacobson,  D.  A.  Grant,  and 

J.  E.  Bennett  (O) 402 

Evaluation  of  Sphincter  Preservation  Operations  for  Cancer  of 

the  Rectum,  Robert  J.  Rowe  and  Wallace  Bailey  (O)  . . . . 860 

Evisceration  of  the  Eye,  Joe  L.  Bussey  (O) 667 

Ewalt,  Jack  R.,  Psychiatry  for  the  Family  Physician  (O) 175 

Experimental  Research  Program  in  Second  Year  at  Galveston 

(N)  691 

Experimental  Ultraviolet  Carcinogenesis,  Earl  G.  Cockerell  and 

John  M.  Knox  (O) 657 

Eye,  Ear,  and  Throat  Meet  in  Virginia  (N) 125 

Eye,  Evisceration  of,  Joe  L.  Bussey  (O) 667 

Eye  Research  Grants  Available  (N) 207 


F 


FAA  Revises  Vision  Tests  (N) 753 

Factors  in  Hospital  Costs,  W.  P.  Earngey,  Jr.  (O) 155 

Faculty  Named  for  U.T.  Cruise  to  Caribbean  (N)  53 

Fall  Clinical  Conference  Set  August  20  in  Wichita  Falls  (N)  . . 593 

Family  Donors  Set  Meeting  in  Philadelphia  (N) 54 

Federal  Aviation  Agency  Reinstates  Exam  Rule  (N) 439 


Page 


Federal  Tax  Problems  of  the  Self-Employed,  John  C. 

Williamson  (O)  270 

Fein,  Bernard,  Allergy  and  Contact  Lenses  (CR) 665 

Fellowships- — 

Arthritis  Awards  Available  for  Three  Groups  (N) 595 

Cunningham  Memorial  to  Be  Initiated  This  Fall  (N)  . 593 

For  Postdoctoral  Study  Offered  by  the  National 

Foundation  (N)  816 

Foreien,  Available  (N)  878 

In  Arthritis  Available  Through  National  Foundation  (N)  439 

In  Nursing,  Offered  (N) ...  692 

Industrial  Medicine,  Offered  by  University  of  Cincinnati 

(N)  948 

Ophthalmologists  Offer  (N)  . . . 443 

Research,  Clinical,  Offered  by  National  Foundation  (N)  307 

Texas  Doctors  Award,  in  Pediatrics  (N) 692 

Unique  Foreign,  to  Send  Students  to  Remote  Areas  (N)  . . 595 
Female  Genital  System  Cancer  Subject  of  Houston 

Conference  (N)  691 

Ferguson,  Noel  M.,  Pharmacist’s  Role  in  Medicine  (El 263 

First  Tanglewood  Symposium  (N) 815 

First  Texas  [Chemical  Manufacturing  Company]  Alters  Name 

(N)  208 

Fitting  Contact  Lenses:  Practical  Points,  P.  W.  Malone  (O)  . . 661 
Five  More  Schools  Approved  for  Vocational  Nurse 

Training  (N)  ....  372 

Five  Texas  Laymen  Honored  bv  Physicians  (N) 596 

Flemming,  Arthur,  Dated  for  Dallas  Food  and  Drug  Meeting 

(N)  311 

Florida  Cardiovascular  Seminar  (N) 947 

Follow-Up  Clinic  in  a State  Tuberculosis  Hospital:  Preliminary 

Report,  C.  J.  Quintanilla,  Jorge  Valles,  and  E.  F.  White 

(O)  793 

Forand,  See:  Legislation 

Ford,  Ralph  V.,  Therapy  of  Edema  and  Hypertension;  Compar- 
ative Clinical  Effects  of  Chlorothiazide  and  Chlorphthali- 

dolone  (O)  . 343 

Ford,  Ralph  V.,  Defends  Views  on  Hyperadrenocorticism  (P/C)  401 

Foreign  Doctors  in  U.  S.  Increase  (N) 893 

Foreign  Fellowships  Available  (N)  878 

Foreign  Study  Grants  Available  to  Medical  Students  (N) 373 

Fort  Worth,  Progressive,  Keeps  "Frontier”  Flavor  (N) 204 

Fort  Worth  Symposium  (N) .125 

Foundations  of  Emotional  Development,  Carson  McGuire  (O)  . 723 

457  Attend  PR  Conference  at  TMA  Headquarters  in  Austin  823 

Fractures,  Frontal  Skull,  Surgical  Management  of,  J.  Paul 

Rader  (O)  102 

Free  Choice  of  Physician — 

Doctor  Takes  Her  Case  Against  Socialism  to  Her  Patients, 

Ruth  M.  Bain  (N)  886 

House  of  Delegates  Reaffirms  "Free  Choice”  (AMA)  ....  63 

Frozen  Blood  Method  is  Proved  Reliable  (N)  . 754 

Functioning  Adenocarcinoma — Carcinoid  Type,  Raleigh  R. 

White  (O)  843 

Future  of  General  Practice,  Fred  MacD.  Richardson  (O) 161 


G 


Galveston  Psychopathic  Hospital  Cuts  Indigent  Patients  for 

Year  (N)  694 

Gastroenterologists,  Proctologists  (N)  435 

Gastroenterologists  and  Proctologists,  Texas  Society  of.  See: 

Texas  Society  of  Gastroenterologists  and  Proctologists 
Gastroenterology,  Exhibits  From,  AMA  Meetings  in  Film 

Series  (N)  59 

General  Practice,  Future  of,  Fred  MacD.  Richardson  (O) . . . 161 


General  Practice,  See:  American  Academy  of  General  Practice; 

Texas  Academy  of  General  Practice 
General  Practice  Physicians  Announce  Speakers  for  I960  (N)  749 
General  Practitioner,  Hints  to  the.  Management  of  Orthopedic 


Problems,  Edward  L.  Compere  (O) 167 

General  Practitioners  Elect  Murphy  (N) 308 

General  Practitioner's  Role  in  Tuberculosis  Control  (N)  58 

Gentry,  Elizabeth,  Local  Health  Department  Employs  a 

Physical  Therapist  (O) 79 6 

Gentry,  Ernest  M.,  Problem  of  Narcotics  (E) 831 

Giles,  Robert  B.,  Jr.,  Serum  Abnormalities  in  Multiple  Myeloma 

and  Other  States  (O) 21 

Glass,  Henry  Goodwin,  See:  Faber  F.  McMullen,  Jr 779 

Gol,  Alexander,  G.  Ehni,  and  M.  E.  Leavens,  Surgery  of 

Intracerebral  Hemorrhage  (O) 783 

Goldzieher,  Joseph  W.,  Endocrinologist  Challenges  Paper  on 

Hyperadrenocorticism  (P/C)  399 

Golf  Champions  Head  I960  Heart  Fund  Campaign  (N)  . 57 


TEXAS  State  Journal  of  Medicine,  DECEMBER,  1960 


I N DEX  — continued 


Page 


Government  Distributed  Books  on  Health,  Education,  Welfare 

(N)  754 

Governor  Appoints  Physicians  to  White  House  Conferences  (N)  208 

Grant,  D.  A.,  See:  T.  G.  Blocker,  Jr.  (O) 402 

Grants — 

Alcoholic  Study  Slated  (N) 755 

Baylor  Receives  §262,500  From  National  Heart 

Research  (N)  878 

Eye  Research  Available  (N) 207 

Foreign  Study  Available  to  Medical  Students  (N) 373 

Mental  Health  Available  (N)  56 

National  Foundation  Awards  80  Grants  During  1959  (N)  57 

Texans  Among  Lederle  Awardees  (N) 372 

Grater,  William  C.,  Madribon  in  Allergy  (O) 920 

Gray,  Jack  A.,  See:  Robert  T.  Capps  (O) 296 

Great  Talent  Makes  Great  Doctors,  Veteran  Texas  Physician 

Believes  (N)  128 

Griseofulvin,  Treatment  of  Superficial  Mycoses  With,  J.  Fred 

Mullins,  Noel  A.  Jampolsky,  and  Mary  E.  Pinkerton  (O)  282 
Ground  Breaking  Ceremonies  for  New  Dallas  Hospital  (N)  . . 55 

Ground  Breaking  Ceremonies  Held  for  New  Baylor  Building 

(Ni  595 

Guide  on  Health  Insurance  (N) 443 

Gustafson,  John  E.,  See:  Donald  J.  Lynch  (O). 15 

Gynecologic  Patient  with  Anemia  Due  to  Chronic  Blood  Loss, 

Management  of.  Jack  A.  Pritchard  (O) 112 


H 


Haines,  R.  D.,  See:  D,  A.  Malooly  801 

Hall,  Augustus  A.,  Present  Status  of  Diagnostic  Biliary 

Drainage  (O)  288 

Hancock,  L,  D.,  See:  Charles  W.  Castner 790 

Hansen,  Lt.  Col.  James  L„  A Tumor  Seminar  (O) 553 

Harmful  Effects  of  Sunlight — Physical  and  Chemical  Sunscreens, 

John  M.  Knox  (O)  653 

Hartman,  Albert  W..  A Clinician's  View  of  Medical  Education 

(O)  88 

Hays,  Robert  P.,  See:  Thomas  F.  Camp,  Jr 857 

Health  Department,  Multicounty,  R.  E.  Johnson  (O) 681 

Health  Insurance,  See:  Insurance,  Health 
Heart — 

Association,  See:  Texas  Heart  Association 

Acute  Bacterial  Endocarditis  and  Coronary  Embolism, 

John  S.  Marietta  (CR) 426 

Baylor  Receives  S262.500  Grant  from  National  Research 

(N)  878 

Disease,  Therapeutic  Use  of  Radioactive  Iodine  in,  Earl  F. 
Beard,  Alfred  E.  Leiser,  Mavis  P.  Kelsey,  Jose  Mdalel, 

and  Raymond  Rose  (O)  670 

Fund  Campaign,  I960,  Golf  Champions  Head  (N)  . . . . 57 

Recognition  and  Treatment  of  Shock  in  Acute  Myocardial 

Infarction,  Howard  E.  Heyer  (O) 733 

See  also:  Cardiovascular  Conditions 

Symposium  in  Fort  Worth  (N) 54 

Helm,  Fred  P.,  and  Royce  L.  Ashcraft,  New  Licensing  Hospital 

Program  (O)  799 

HELP  Program  Set  for  Residents  (N) 751 

Heyer,  Howard  E.,  Recognition  and  Treatment  of  Shock  in 

Acute  Myocardial  Infarction  (O) 733 

Higher  Incomes,  New  Medical  Skills  Raise  Spending  for  Health 

Services  (N)  818 

Hightower,  N.  C.,  Jr.,  See:  D.  A.  Malooly 801 

Hilleboe,  Herman,  Air  Pollution  Control — The  Focus  Is  on 

People  (O)  84 

Hoffman.  William  H.,  Homologous  Gonadal  Tumors:  A 

Synthesis  (O)  409 

Hollan,  O.  Roger,  See:  Robert  H.  Moser 583 

Homologous  Gonadal  Tumors:  A Synthesis,  William  W. 

Hoffman  (O)  409 

Hooks,  Laura,  See:  Warren  F.  Dodge 357 

Hospital — 

Construction  at  Peak  but  Beds  Increasing  with  Population 

(N)  893 

Corpus  Children's,  Major  Building  Plans  Announced  (N)  313 
Association,  See:  Texas  Hospital  Association 

Factors  in.  Costs,  W.  P.  Earngey  (O)  155 

Institute  on  Accounting  (N) 375 

Lubbock,  to  Hold  Annual  Lectureship  in  May  (N) 310 

New  Licensing  Program,  Fred  P.  Helm  and  Royce  L. 

Ashcraft  (O)  799 

Organization  of  a Staphylococcal  Control  Program,  Fred  J. 

Wolma,  Jr.  (O) 39 

Houston  Home  for  Aged  Marks  Sixtieth  Anniversary  (N)  . . . 755 

Houston,  Mexico  City  Session  Set  for  Proctologic  Societies  (N)  311 


Page 

Houston  Neurology  Society  Will  Sponsor  March  Symposium 


(N)  125 

Houston  Symposium  to  Study  Mental  Retardation  Set 

June  2-4  ( N) 372 

Houston  VA  Hospital  Studies  Drugs  (N) 595 

How  the  Aged  Pay  Studied  in  Vermont  (N) 694 

Hyperadrenocorticism  (P/C)  399,401 

Hypnosis  in  Medical  Practice,  John  L.  Otto  (O) 726 


I 

Ibarra,  J.  D.,  Jr.,:  See:  D.  A.  Malooly  801 

Illinois  Physicians  Fight  Educational  Indifference  (N) 693 

Incision  Ruptured  or  About  to  Rupture,  Management  of,  J. 

Peyton  Barnes  (O) 278 

Increase  Anticipated  by  A.M.A.  in  Medical  School 

Construction  (N)  948 

Industrial  Health  Congress  to  Be  Held  in  North  Carolina  (N)  750 
Industrial  Medical  Association,  See:  Texas  Industrial  Medical 
Association 

Industrial  Medicine  Fellowship  Offered  by  University  of 


Cincinnati  (N)  948 

Industrial  Patient,  Ruptured  Intervertebral  Disk;  Diagnosis,  Sur- 
gical Management,  F.  Keith  Bradford  (O) 274 

Infants,  Legible  Footprinting  Used  as  Positive  Identification . . 97 

Influenza  Immunization  Program,  Van  C.  Tipton  (E) 833 

Information  for  International  Travel  (N).  . 880 

Interstitial  Implants,  Reduction  of  Radiation  Hazards  to 

Personnel  Using,  Oscar  L.  Morphis  (O) 27 

Institute  on  Hospital  Accounting  (N) 375 

Insulin  Coma  Treatment  at  Rusk  State  Hospital,  Charles  W. 
Castner,  L.  D.  Hancock,  Roy  Noble,  and  James  H.  Krei- 

meyer  (O)  790 

Insurance — 

Big  Business  (E) 147 

Company  to  Build  Nursing  Home  Facilities  (N) 694 

For  Athletic  Injuries,  R.  G.  McCorkle  (E) 648 

Forms  to  Include  Authorization  to  Pay  Statement 755 

Health — 

Achieving  Greater  Understanding  of  Costs  (O) 150 

Figures  Increase  (N) 755 

Guide  (N)  443 

List  of  Books  (N)  881 

Making  Voluntary,  Effective,  L.  A.  Orsini  (O)  . . . . 150 

More  Oldsters  Have  (N)  . . 874 

New  Single  Forms  Available  for  Doctor's  Offices  (N)  442 

Pamphlet  Available  (N)  754 

Reducing  Costs,  G.  S.  Ahern  (E) 263 

Life,  Society  of  Medical  Directors  of  Texas  (N) 233 

Major  Change  Announced  in  Disability  (N) 817 

New  Federal  Plans  ( N ) 694 

Premiums  Rare  Adjustment  Necessary  (N) 694 

Research  Funds  (N)  53 

Workman’s  Compensation,  Proper  Medical  Bills  Aid  Cases 

(N)  207 

Intensive  Care  Units  to  Be  Used  on  Houston  Babies  (N)  . . 208 

Interchange  of  Blood  (N) 881 

Internal  Medicine,  Texas  Academy  of,  See:  Texas  Academy  of 
Internal  Medicine 

International  Congress  of  Physical  Medicine  (N) 437,690 

International  Cripple  Society:  Meets  August  28  in  New  York 

(N)  592 

International  Internal  Medicine  Congress:  to  Attract  Top  Men 

Around  World  (N) 374 

International  Medical  Assembly  of  Southwest  Texas 

(N)  374,438,876 

Internist  Favors  Drug  Companies'  Stand  on  Hearings  Conducted 

by  Senator  Kefauver,  J.  Edward  Johnson  (P/C) 551 

Intracerebral  Hemorrhage,  Surgery  of,  Alexander  Gol,  G.  Ehni, 

and  M.  E.  Leavens  (O) 783 

Intussusception:  Caused  by  Duplication  Cyst  of  Jejunum, 

Douglas  M.  Benold  (CR) 741 

Iris,  Malignant  Melanoma  of  the,  Max  Baldridge  (O) 865 

It’s  Worth  It  If  It  Works,  Robert  J.  Ehlinger  (O) 153 


J 


Jackson,  Richard  H.,  See:  Richard  L.  Etter 

Jacobson,  H.  S.,  See:  T.  G.  Blocker,  Jr 402 

Jampolsky,  Noel  A.,  See:  J.  Fred  Mullins 282 

Jenicek,  John  A.,  See:  Max  K.  Mendenhall  (O) 76 

Johnson,  J.  Edward — 

Internist  Favors  Drug  Companies’  Stand  on  Hearings  Con- 
ducted by  Senator  Kefauver  (P/C)....  551 
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Scientific  Exhibits  (E) 708 

Tuberculosis  Plan  Available  (E) 328 

Johnson,  Max,  and  L.  B.  Reppert  Head  Medical  Assembly  (N)  438 

Johnson,  R.  E.,  Multicounty  Health  Department  (O) 681 

Johnston,  Dewey  W.,  and  Richard  V.  Price,  Case  Report  of 

Suicide  With  the  Use  of  Digitoxin  (CR) 429 

Joint  Medical  Meeting  (N) 749 

June  22-25  Marks  Meet  of  Nuclear  Society  (N) 437 


K 


Kasmeier,  Julia  C.,  Professional  Nurse  Education  (E) 764 

Kelsey,  Mavis  P.,  See:  Earl  F.  Beard 670 

Kemp,  Arthur,  Are  Medical  Care  Costs  Outrageous?  (O)  . 158 

Kerosene  Pneumonitis,  Jack  Reynolds  (O)  34 

Kiel,  Ernest  W.,  See:  Elizabeth  C.  Thomason  649 

Knopf,  Irwin  J.,  and  R.  L.  Stubblefield,  Contributions  of 

Psychology  to  Medical  Education  (O)  93 

Knox,  John  M.,  Harmful  Effects  of  Sunlight — Physical  and 

Chemical  Sunscreens  (O) 653 

Knox,  John  M.,  See:  Earl  G.  Cockerell 657 

Krafft,  C.  J.,  See:  Fred  Brooksaler 418 

Kreimeyer,  James  H.,  See:  Charles  W.  Castner 790 


Kreisle,  James  E.,  Dan  M.  Queen,  and  Barbara  H.  Bowman, 

Myoglobinuria  Following  Exhausting  Muscular  Effort  (CR)  421 

L 


Lamm,  Heinrich,  Ambulances  and  Traffic  Laws  (E) 708 

Large  Urban  Cities  Draw  Most  Physicians 859 

Law-Science  Short  Courses  Set  for  February  in  Houston  (N)  . . 53 

Leavens,  M.  E.,  See:  Alexander  Gol 783 

Ledbetter,  Harry,  Ruptured  Plantaris  Tendon:  An  Easily 

Overlooked  Entity  (O) 738 

Legislation — 

AMA  Official  Favors  HR  12580  (Mills  Bill)  (AMA)  . 697 

Alcoholic  Rehabilitation  Program  Begun  by  State  at 

Huntsville  (N)  596 

Coroner’s  Thrombosis,  John  J.  Andujar  (P/C) 835 

Federal  Aviation  Agency  Reinstates  Exam  Rule  (N)  ...  694 
Federal  Tax  Problems  of  the  Self-Employed,  John  C. 

Williamson  (O)  270 

Medical  Amendment  to  Have  Little  Effect  Now  (N)  . . . . 880 
New  Hospital  Licensing  Program,  Fred  P.  Helm  and  Royce 

L.  Ashcraft  (O) 799 

No  Time  for  Delay  (E) 74 

Proper  Medical  Bills  Aid  in  Workmen’s  Compensation 

Cases  (N)  207 

Rouse  Speech  Cites  Forand  Bill  Faults  (N) 596 

Texas  Doctors,  Congressmen  Hold  Washington  Forand 

Conference  ( TMA ) 316 

Leiser,  Alfred,  See:  Earl  F.  Beard 670 

Lemkau,  Paul  V.,  The  Swinging  Pendulum  (O) 719 

Leslie,  Robert  E.,  Effects  of  Cyclandelate  ( Cyclospasmol® ) in 

Treatment  of  Circulatory  Disturbances  (O) 352 

Leslie,  Robert  E.,  The  Torch  of  Hope  (E) 548 

Let’s  Return  Politics  to  the  People,  John  McKee  (O) 333 

Leukemia,  Present  Status  of  Marrow  Transplantation  for,  Burton 

C.  Einspruch  (O) 367 

Lewis,  S.  R.,  See:  T.  G.  Blocker,  Jr.  (O) 402 

Library — 

Addison,  Thomas,  Reputedly  Arrogant  As  a Teacher, 

Showed  Inner  Humility 256 

Archives  of  Neurology  Needed  597 

Bibliography  on  Athletic  Injuries 820 

Bibliography  on  Bites,  Stings,  and  Arachnidism 888 

Bibliography  on  Cancer 951 

Bibliography  on  Retrolental  Fibroplasia 444 


597,696,757,821,889,950 

Film  Selections  Available 379 

Freud,  Sigmund,  Portrait  of 314 

Gifts  to 60,  129,  210,  315,  379,  444, 

597,  695,  757,  821,  887,  951 

Possible  Role  of  Viruses  in  Cancer  (N) 950 

Readings  on  Diabetes  Mellitus 695 

Receives  Russian  Journals 597 

Report  60 

Stamp  Honors  McDowell  Father  of  Abdominal  Surgery  . 129 

List  of  Health  Insurance  Books  (N) 881 

Local  Health  Department  Employs  a Physical  Therapist, 

Elizabeth  Gentry  (O) 796 

Lubbock  Hospital  to  Hold  Annual  Lectureship  in  May  (N)  . . 310 


Page 


Luibei,  F.  J.,  See:  C.  T.  Ashworth 850 

Lummis  Foundation  Symposium  to  Be  Held  October  22  in 

Houston  (N)  749 

Lung,  Carcinoma  of,  O.  Theron  Clagett  (O) 838 

Lunin,  Arthur  B.,  Management  of  Endometriosis  (O) 24 

Lynch,  Donald  J.,  Mitral  Stenosis:  Aids  in  Early  Diagnosis  (O)  15 


M 


M.  D.  Degress,  in  1958,  1959,  6,860  Students  Received  (N)  53 

Maddox,  H.  E.,  Otologic  Findings  in  Nasopharyngeal 

Carcinoma  (O)  868 

Madribon  in  Allergy,  William  C.  Grater 920 

Major  Building  Plans  Announced  for  Corpus  Children’s 

Hospital  (N)  313 

Major  Change  Announced  in  Disability  Insurance  (N)  817 

Making  Voluntary  Health  Insurance  Effective,  L.  A.  Orsini  (O)  150 
Malignant  Carcinoid — Report  of  a Case  Confined  by  Percuta- 
neous Hepatic  Biopsy,  Robert  H.  Moser  and  O.  Roger 

Hollan  (CR)  583 

Malignant  Melanoma  of  the  Iris,  Max  Baldridge  (O)  865 

Malone,  P.  W.,  Fitting  Contact  Lenses:  Practical  Points  (O)  661 

Malooly,  D.  A.,  N.  C.  Hightower,  Jr.,  J.  D.  Ibarra,  Jr.,  and 

R.  D.  Haines,  Acute  Intermittent  Porphyria  (O)  801 

Management  and  Treatment  of  Allergy  to  Stinging  Insects, 

Richard  L.  Etter,  Warren  J.  Raymer,  and  Richard  H. 

Jackson  (O)  915 

Management  of  Endometriosis,  Arthur  B.  Lunin  (O) 24 

Management  of  the  Gynecologic  Patient  with  Anemia  due  to 

Chronic  Blood  Loss,  Jack  A.  Pritchard  (O) 112 

Management  of  an  Incision  Ruptured  or  About  to  Rupture,  J. 

Peyton  Barnes  (O) 278 

Management  of  Orthopedic  Problems — Hints  to  the  General 

Practitioner,  Edward  L.  Compere  (O) 167 

Many  Nervous  People  Are  More  Psychotic  Than  Neurotic, 

Walter  C.  Alvarez  (O) 339 

Marcum,  C.  B.,  Acute  Ruptured  Appendicitis  and  Incarcerated 

Inguinal  Hernia  in  Premature  Infant  (O) 683 

Marietta,  John  S.,  Acute  Bacterial  Endocarditis  and  Coronary 

Embolism  (CR)  426 

Marrow  Transplantation  for  Leukemia,  Present  Status  of. 

Burton  C.  Einspruch  (O) 367 

McCorkle,  R.  G.,  Insurance  for  Athletic  Injuries  (E)  648 

McGuire,  Carson,  Foundations  of  Emotional  Development  (O)  723 

McKee,  John,  Let's  Return  Politics  to  the  People  (O) 333 

McMullen,  Faber  F„  Jr.,  Henry  Goodwin  Glass,  and  Eugene 
Cornelius,  Percutaneous  Retrograde  Selective  Aortography 

(O)  779 

Mdalel,  Jose,  See:  Earl  F.  Beard 670 

Medical  Amendment  to  Have  Little  Effect  Now  (N) 880 

Medical  Assistants’  Convention,  Texas  Doctors  to  Speak  (N)  309 

Medical  Assistants  Plan  October  Meeting  in  Dallas  (N) 748 

Medical  Authorities  Prepare  History  of  World  War  II  (N1  878 

Medical  Education — 

Clinician’s  View  of,  Albert  W.  Hartman  (O)  88 

Contributions  of  Psychology  to,  Irwin  J.  Knopf  and  R.  L. 

Stubblefield  (O) 93 

Great  Talent  Makes  Great  Doctors,  Veteran  Physician 

Believes  (N)  128 

Ground  Breaking  Ceremonies  Held  for  New  Baylor 

Building  (N)  595 

Increase  Anticipated  by  A.M.A.  in  Medical  School 

Construction  (N)  948 

Nueces  Society  Scholarship  (E) 648 

6,860  Students  Received  M.  D.  Degrees  in  1958-1959 

(N)  53 

See  also:  American  Medical  Education  Foundation 
Medical  Examiners,  Texas  State  Board  of,  See:  Texas  State 
Board  of  Medical  Examiners 

Medical  Officers  Get  Pay  Raise  (N) 59 

Medical  Research  Foundation  of  Texas  (N) 313,903 

Medical  Research  Spending  Increase  Due  to  Government  (N)  693 

Medical  Science  Day  Features  Dr.  Chapman  (N) 947 

Medical  Students’  Day  Held  at  Baylor  University,  Houston  (N)  373 
Medical  Students’  Day  Held  at  University  of  Texas  Medical 

Branch  (N)  247 

Medical  Students  Participate  in  Army  Survival  Demonstrations 

(N)  _ 312 

Medical  Technologists,  Texas  Society  of,  See:  Texas  Society  of 
Medical  Technologists 

Medical  Word  Booklet  Available  (N) 55 

Medical  Writers’  Association  Will  Meet  November  18-19  (N)  814 
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Medicolegal  Notes,  P.  R.  Overton  (N)  — 

Consent  Should  Be  Obtained  Before  Hazardous  Procedures  747 
Doctors  Concerned  in  Taking  Blood  Samples  of  the 

Intoxicated  304 

Instructions  Given  by  Telephone  Should  Be  Repeated 

by  Doctor  376 

Legal  Obligation  to  Report  Narcotic  Addicts  Clarified.  . 874 

Many  Malpractice  Cases  May  Hinge  on  a Hasty  Word  . . 435 
Medical  Reports  Are  Basis  for  Social  Security  Disability 

Benefits  304 

Narcotic  Addiction  Treatment  and  the  Law 945 

"PRN”  Usage  in  Drug  Prescriptions 812 

"Res  Ipsa  Loquitur”  Doctrine,  Texas  Has  Not  Applied  121 

Right  of  Physician  to  Collect  on  Last  Illness  49 

Some  Liability  Insurance  Carriers  Have  Added 

Important  Provision  197 

Suits  Sometimes  Based  on  Departure  from  Procedures.  . . 591 

Texas  Tuberculosis  Code:  A Physician’s  Responsibility  688 
Meetings,  See:  Coming  Meetings;  organization  concerned 
Melanoma,  Malignant,  of  the  Iris,  Max  Baldridge  (O)  .....  . 865 
Mendenhall,  Max  K.,  and  John  A.  Jenicek,  Treatment  of  Drug 

Overdosage,  Plan  or  Panic?  (O) 76 

Mental  Health — 

Clinic  Study  (N) 691 

Grants  Available  (N) 56 

Modern  Psychiatric  Revolution,  E.  Ivan  Bruce,  Jr.  (E)  . . 71 

Mental  Illness,  Let’s  Conquer  Next  (N) 313 

Mental  Patients,  Post-Hospital  Care  of,  C.  J.  Ruilmann  (O)  . . 731 
Mental  Retardation,  Houston  Symposium  to  Study,  Set 

June  2-4  (N) 372 

Mentally  111,  Rehabilitation  of,  Theme  of  February  Conference 

(N)  54 

Methylphenidate  (Ritalin)  Hydrochloride,  Value  of;  Treating 

the  Comatosed  Patient,  Johnny  Randolph  Powell  (O)  . 363 

Mexico  to  Be  Site  of  Clinical  Program  (N) 877 

Mexico  City  to  Be  Site  of  Course  of  Reconstructive  Nasal 

Surgery  (N)  308 

Mexico-U.  S.  Border  Meeting  to  Be  Held  April  4-8  (N)  . . . . 125 

Military  Surgeons  to  Convene  (N) 691 

Miller,  Pidd,  See:  Warren  F.  Dodge 357 

Miss  Harriet  Cunningham:  A Dedication 331 

Mitral  Stenosis:  Aids  in  Early  Diagnosis,  Donald  J.  Lynch  (O)  15 

Modern  Environmental  Health  Hazards:  Medical  Implications, 

John  D.  Porterfield  (O) 786 

Monograph  Prizes  Offered  (N) 439 

Moore,  Mrs.  Ramsay  H.,  Takes  State  Auxiliary  Presidency 

(WA)  321 

More  Oldsters  Have  Health  Insurance  Now  (N) 874 

More  Than  400  New  Drugs  Yearly  (N) 880 

Morphis,  Oscar  L.,  Reduction  of  Radiation  Hazards  to  Personnel 

Using  Interstitial  Implants  (O) 27 

Moser,  Robert  H.,  and  O.  Roger  Hollan,  Malignant  Carcinoid — 
Report  of  a Case  Confined  by  Percutaneous  Hepatic  Biopsy 

(CR)  583 

Motion  Pictures  ( L ) — 

Early  Detection  and  Medical  Management  of  Ulcerative 

Colitis  209 

Fire  and  Explosion  Hazards  From  Flammable  Anesthetics  209 

Hidden  Tear  209 

How  to  Do  Rescue  Breathing 209 

Human  Body:  Reproductive  System 209 

Human  Hereditary  (Second  Copy) 887 

Innocent  Party  887 

Lift  Thine  Eyes 209 

On  Call  to  a Nation 209 

Routine  Pelvic  Examinations  and  Cytologic  Method 210 

Second  Chance  887 

Silent  Witness  887 

Student  Nurse  (Second  Copy) 887 

Tonsillectomy  and  Adenoidectomy 210 

Varicose  Veins  887 

Mullins,  J.  Fred,  Noel  A.  Jampolsky,  and  Mary  E.  Pinkerton, 

Treatment  of  Superficial  Mycoses  with  Griseofulvin  (O)  . . 282 

Multicounty  Health  Department,  R.  E.  Johnson  (O) 681 

Multiple  Myeloma,  Serum  Abnormalities  in,  and  Other  States, 

Robert  B.  Giles,  Jr.  (O) 21 

Murphy,  James  D.,  General  Practitioners  Elect  (N) 308 

Mycobacteria  (N)  207 

Mycoses,  Treatment  of  Superficial,  with  Griseofulvin,  J.  Fred 

Mullins,  Noel  A.  Jampolsky,  and  Mary  E.  Pinkerton  (O)  282 
Myocardial  Infarction,  Recognition  and  Treatment  of  Shock  in, 

Howard  E.  Heyer  (O) 733 

Myoglobinuria  Following  Exhausting  Muscular  Effort,  James  E. 

Kreisle,  Dan  M.  Queen,  and  Barbara  H.  Bowman  (CR)  . . 421 
Myositis  Ossificans  of  the  Humerus  (Blocker’s  Disease), 

Edward  T.  Smith  (O) 678 


Nasal  Surgery,  Mexico  City  to  Be  Site  of  Course  on 

Reconstructive  (N)  308 

National  Foundation — 

Awards  80  Grants  During  1959 57 

Campaign  (N)  817 

County  Society  Cooperation  Outlined  (N) 754 

National  Health  Survey  Exams  to  Begin  Soon  in  Midland  (N)  817 

National  League  for  Nursing  .57,443,692 

Nervous  People,  Many  More  Psychotic  than  Neurotic, 

Walter  C.  Alvarez  (O) 339 

Neurology,  Houston  Society  Will  Sponsor  March  Symposium 

(N)  ....  . _ _ 125 

Neuropsychiatrist  Association,  Texas,  See:  Texas  Neuropsychi- 
atrist Association 

Next — Let’s  Conquer  Mental  Illness  (N) 313 

New  Cerebral  Palsy  Pamphlet  Out  (N) 442 

New  Federal  Insurance  Plans  (N) 694 

New  Head  for  College  of  Physicians  (N) 59 

New  Hospital  Licensing  Program,  Fred  P.  Helm  and  Royce  L. 

Ashcraft  (O)  799 

New  Medical  Library  in  Bexar  (N) 755 

New  Occupational  Diseases  Increase  200  Each  Year  (N)  . . . . 818 
New  Orleans  Medical  Assembly  Scheduled  for  March  7-10 

(N)  124 

New  Orleans  Meeting  Includes  Orient  Tour  (N) 877 

New  Single  Insurance  Forms  Available  for  Doctor’s  Offices  (N)  442 
New  Quarterly  on  Child  Health  Begins  Publication  via  Grant 

(N)  443 

New  York  University  Sets  Endocrine  Organs  Symposium  (N)  748 

Niese  Succeeds  Ogle  in  Air  Force  Post  (N) 313 

900  More  Deaths  in  1959  Than  There  Were  in  1958  (N)  . . 817 

Nobel  Prize  Winners  Announced  (N) 949 

Noble,  Roy,  See:  Charles  W.  Castner 790 

Nonprofit  Hypnosis  Foundation  Chartered  in  Illinois  (N)  . . . 378 

Normality — A UT  Professor  Describes  It 709 

Nuclear  Medicine — 

Nuclear-Age  Hospital  Underway  in  San  Antonio  (N)  ....  693 

Meeting  Set  for  San  Antonio  March  26-27  (N) 125 

Radiation  Hazards  Included  in  Conference  Discussion  (N)  53 

Radioisotope  Conference  Held  (N) 438 

Reduction  of  Radiation  Hazards  to  Personnel  Using  Inter- 
stitial Implants,  Oscar  L.  Morphis  (O) 27 

Symposium  on  (N) 233 

Nuclear  Medicine,  Society  of.  See:  Society  of  Nuclear  Medicine 
Nuclear  Medicine,  Southwestern  Society  of,  See:  Southwestern 
Society  of  Nuclear  Medicine 

Nurse,  Professional  Education,  Julia  C.  Kasmeier  (E) 764 

Nursing — 

College  Names  Instructors  (N) 754 

Doctor  of  Science  in,  Offered  for  First  Time  (N) 816 

Fellowships  Offered  (N) 692 

1,275  Future  Nurses  Attend  Austin  Meet  (N) 310 

Vocational,  Examination  (N) 750 

Vocational,  Five  More  Schools  Approved  for  Training.  . . . 372 
See  also:  National  League  for  Nursing;  Texas  League  for 
Nursing 

Nursing  Homes,  Upgrading,  Elizabeth  Thomason  (E) 146 


0 

Obstetricians  and  Gynecologists,  American  College  of,  See: 

American  College  of  Obstetricians  and  Gynecologists 
Obstetricians  and  Gynecologists,  American  Board  of,  See: 

American  Board  of  Obstetricians  and  Gynecologists 
Obstetricians  and  Gynecologists,  Blewett  Elected  President-Elect 


of  (N)  309 

Obstetrics  and  Gynecology  Board  Schedules  Part  I 

Examination  (N)  595 

Occupational  Diseases,  New,  Increase  200  Each  Year  (N)  ....  818 

Occupational  Health,  V.  C.  Baird  (E) 647 

Officers,  See:  organization  concerned. 

Olson,  Leroy  J.,  and  Q.  T.  Box,  Case  Report  of  Human 

Infestation  with  Dipylidium  Caninum  (CR)  740 

Oklahoma  Colloquy  to  Be  Held  March  24-26  in  Oklahoma 

City  (N)  54 

One  Texan  Among  Lederle  Grant  Awardees  (N) 372 

1,275  Future  Nurses  Attend  Austin  Meet  (N) 310 

Operation  of  a Summer  Camp  for  Children  with  Diabetes 
Mellitus,  Warren  F.  Dodge,  A.  Pidd  Miller,  and  Laura 

Hooks  (O)  357 

Ophthalmological  Association,  Texas,  See:  Texas 
Ophthalmological  Association 
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Ophthalmological  Conference  in  Asia  (N) 690 

Ophthalmologists  Offer  Fellowships  (N) 443 

Organization  of  a Hospital  Staphylococcal  Control  Program, 

Fred  J.  Wolma,  Jr.  (O) 39 

Orsini,  L.  A.,  Making  Voluntary  Health  Insurance  Effective  (O)  150 
Orthopedic  Problems,  Management  of,  Hints  to  the  General 

Practitioner,  Edward  L.  Compere  (O) 167 

Otolaryngologic  Assembly  in  September  (N) 592 

Otolaryngologic  Association,  Texas,  See:  Texas  Otolaryngologic 
Association 

Otologic  Findings  in  Nasopharyngeal  Carcinoma,  H.  E. 

Maddox,  III  (O) 868 

Ototoxicity,  Drugs  and,  Daniel  B.  Powell,  Jr.  (O) 181 

Otto,  John  L.,  Hypnosis  in  Medical  Practice  (O) 726 

Out-of-State  Speakers,  Workshops  Set  for  Alcoholism  Institute 

(N)  374 

Overton,  P.  R.,  See:  Medicolegal  Notes 

Owen,  Dr.  May  (E) 261 

See  also:  President’s  Page 

Owsley,  William  C.,  Jr.,  A Simple  Device  for  Rapid  Copying 

of  Roentgenograms  ( O ) 676 


P 


Pan  Pacific  Surgical  Association  Slates  Fall  Hawaii  Session  (N)  593 

Parker,  J.  B„  See:  W.  P.  Wilson 31 

Pathologists,  Inc.,  Texas  Society  of.  See:  Texas  Society  of 
Pathologists,  Inc. 

Patterson,  Marcel,  Chronic  Idiopathic  Diarrheas  (E) 327 

Peavy,  J.  E.,  Accepts  Appointment  as  Commissioner  of 

Health  (N)  59 

Pediatric  Newspaper  Originated  in  July  (N) 693 

Pediatric  Therapy  Seminar  Set  (N) 437 

Pediatrics,  American  Academy  of,  Texas  Chapter,  See:  American 
Academy  of  Pediatrics,  Texas  Chapter 

Pediatrics  Seminar  at  New  Orleans  (N) 749 

Percutaneous  Retrograde  Selective  Aortography,  Faber  F.  Mc- 
Mullen, Jr.,  Henry  Goodwin  Glass,  and  Eugene  Cornelius 

(O)  779 

Personal  Injury  Litigation  Meeting  (N) 815 

Personals  (N)  56,127,203,311,377,441, 

596,  692,  753,  816,  878,  949 

Pharmaceutical  Association,  Texas,  See:  Texas  Pharmaceutical 
Association 

Pharmaceutical  Industry  101,664 

Pharmacist,  Bible  Refers  to  (N) 881 

Pharmacists  Relate  Cooperation  Growth  Between  Professions 

(N)  208 

Pharmacist's  Role  in  Medicine,  Noel  M.  Ferguson  (E) 263 

Philadelphia  Heart  Symposium  (N) 201 

Physical  Medicine  Congress,  Essay  Awards  Sponsored  by  (N)  . . 127 
Physical  Therapists  to  Meet  April  9-10  in  Fort  Worth  (N)  . . 200 
Physicians,  American  College  of,  See:  American  College  of 
Physicians 

Physicians  and  Schools  Conference  Report  Is  Available  to 

Physicians  (N) 251 

Physicians,  Ministers,  Abilene,  Attend  Joint  Meetings  (N)  . 308 

Physicians  Still  Needed  by  Armed  Forces  Despite  Occasional 

Surplus:  Hershey  (N) 373 

Pinkerton,  Mary  E.,  See:  J.  Fred  Mullins 282 

Planks  from  the  Party  Platforms  (N) 819 

Planned  Society,  Can  Doctors  Be  Free  In?,  Bruce  Alger  ( O ) . . 266 

Pneumonitis,  Kerosene,  Jack  Reynolds  (O) 34 

Poison  Control  Center,  Valley  Gets  (N) 209 

Polio  Vaccine  Surplus  Now  May  Omen  Summer  Cases,  Burney 

Warns  (N)  .......  378 

Porphyria,  Acute  Intermittent,  A Summary  for  the  Clinician, 

D.  A.  Malooly,  N.  C.  Hightower,  J.  D.  Ibarra,  Jr.,  and 

R.  D.  Haines  (O) 801 

Porterfield,  John  D.,  Modern  Environmental  Health  Hazards: 

Medical  Implications  (O) 786 

Positive  Health  for  the  Over  65  Emphasized  in  New  Orleans 

Conference  (N)  203 

Postgraduate  Assemblies,  See  name  of  assembly 

Postgraduate  Assembly  in  California  (N) 751 

Postgraduate  Courses,  See:  Courses 

Postgraduate  Cruise  to  West  Indies  (N) 692 

Postgraduate  Medical  Assembly  of  South  Texas — 

Medical  Discussions  in  Depth  (N) 593 

Will  Meet  in  July  (N) 438 

Post-Hospital  Care  of  Mental  Patients.  C.  J.  Ruilmann  (O)  . . 731 

Postmyocardial  Infarction  Syndrome,  Louis  Shlipak  (CR) 191 

Powell,  Daniel  B.,  Jr.,  Drugs  and  Ototoxicity  (O) 181 

Powell,  Johnny  Randolph,  Treating  the  Comatosed  Patient; 

Value  of  Methylphenidate  (Ritalin)  Hydrochloride  (O)  . . 363 
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Power  Mowers,  Danger 739 

Prairie  View  Postgraduate  Assembly,  Texas  Groups  to  Sponsor 

(N)  125 

Prescription  Drug  Industry  Growth  Cited  by  Economist  (N)  . 378 

Present  Status  of  Diagnostic  Biliary  Drainage:  Its  Indications, 

Augustus  A.  Hall  (O) 288 

Present  Status  of  Marrow  Transplantation  for  Leukemia,  Burton 

C.  Einspruch  (O) 367 

President’s  Page,  F.  W.  Yeager — 

Axioms  for  Success 4 

It’s  Time  to  Get  Active 75 

Let’s  Prove  It 149 

President’s  Page,  May  Owen — 

AMEF  Participation  Urged 710 

Add  Life  to  Years 398 

Doctor  Is  a Citizen 330 

Good  Patient  Care 907 

1960-1961  Texas  Medical  Association 265 

Our  Medical  Assistants 767 

Texas  Nursing  Homes 837 

Tribute  to  the  Woman’s  Auxiliary 650 

Wanted:  Dedicated  Students 550 

Price,  Richard  V.,  See:  Dewey  W.  Johnston  (CR) 429 

Private  Clinics  and  Hospitals  Association  (N) 126 

Pritchard,  Jack  A.,  Management  of  the  Gynecologic  Patient  with 

Anemia  Due  to  Chronic  Blood  Loss  (O) 112 

Pro/Con— 

Coroner’s  Thrombosis,  John  J.  Andujar 835 

Endocrinologist  Challenges  Paper  on  Hyperadrenocorticism, 

Joseph  W.  Goldzieher 399 

Ford,  Ralph  V.,  Defends  Views  on  Hyperadrenocorticism.  . 401 
Internist  Favors  Drug  Companies’  Stand  on  Hearings 

Conducted  by  Senator  Kefauver,  J.  Edward  Johnson  . 551 
Physician  Holds  Key  in  Controlling  VA  Medical  Program, 

Milton  V.  Davis 651 

Rural  Medically  Indigent  and  Adequate  Hospital  Care, 

Emerson  K.  Blewett 904 

Small  Voice  of  Conscience  Answer  to  VA  Problem,  Ben 

Walpole  768 

Pro/Con — Your  Section  (E) 397 

Problems  in  Home  Care  of  Tuberculous  Patient  (N) 312 

Proctologists,  Texas  Society  of  Gastroenterologists  and.  See: 

Texas  Society  of  Gastroenterologists  and  Proctologists 

Proctology  Academy  Sponsors  Contest  (N) 59 

Proctology  Award  Offered  (N) 879 

Proper  Medical  Bills  Aid  in  Workmen’s  Compensation  Cases 

(N)  207 

Psychiatric,  Modern  Revolution,  E.  Ivan  Bruce,  Jr.  (E)  . . . ._.  71 

Psychiatry  for  the  Family  Physician,  Jack  R.  Ewalt  (O) 175 

Psychological  Aspects,  Treatment  of  Vocal  Nodule  Cases, 

Ben  T.  Withers  (O) 43 

Psychology,  Contributions  of,  to  Medical  Education,  Irwin  J. 

Knopf  and  R.  L.  Stubblefield  (O) 93 

Psychosomatic  Dentistry  and  Medicine  Society  (N) 126 


Public  Plealth  Association,  American,  See:  American  Public 
Health  Association 

Public  Health  Association,  Texas,  See:  Texas  Public  Health 
Association 

Public  Health  Association,  United  States-Mexico  Border,  See: 

United  States-Mexico  Border  Public  Health  Association 
Public  Relations  Through  Practice  Management,  Nelson  J. 


Young  (O)  11 

Q 

Queen,  Dan  M.,  See:  James  E.  Kreisle 421 

Quintanilla,  C.  J.,  Jorge  Valles,  and  E.  F.  White,  Follow-Up 
Clinic  in  a State  Tuberculosis  Hospital;  Preliminary  Re- 
port (O)  793 


R 


Rader,  J.  Paul,  Surgical  Management  of  Frontal  Skull 

Fractures  (O)  102 

Radiation  Committee  Named  ( N ) 209 

Radiation  Hazards  Included  in  Conference  Discussion  (N)  . . . . 53 

Radiation  Hazards,  Reduction  of,  to  Personnel  Using  Interstitial 

Implants,  Oscar  L.  Morphis  (O) 27 

Radioisotope  Conference  Held  (N) 438 

Raymer,  Warren  J.,  See:  Richard  L.  Etter 

Recognition  and  Treatment  of  Shock  in  Acute  Myocardial 

Infarction,  Howard  E.  Heyer  (O) 733 

Rectum,  Cancer  of  the  Colon  and,  Harry  E.  Bacon  (O)  5 
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Rectum,  Cancer  of  the.  Evaluation  of  Sphincter  Preservation 

Operations  for,  Robert  J.  Rowe  and  Wallace  Bailey  (O)  . . 860 
Red  Cross,  American,  See:  American  Red  Cross 
Reduction  of  Radiation  Hazards  to  Personnel  Using  Interstitial 

Implants,  Oscar  L.  Morphis  (O) 27 

Rehabilitation — 

Alcoholic  Program  Begun  by  State  at  Huntsville  (N)  ...  596 
Association,  Texas,  See:  Texas  Rehabilitation  Association 

Function  or  Specialty?,  David  M.  Cameron  (E) 3 

Institute  Scheduled  (N) 689 

Journal  Recorded  for  Blind  (N) 378 

Of  Alcoholics  Benefits  Texas  Children  (N) 818 

Of  Mentally  111  Theme  of  February  Conference  (N)  . . . . 54 

Use  of,  Odon  F.  von  Werssowetz  (E) 706 

Vocational  Aspects  in  Geriatric,  Manfred  R.  M.  Blashy 

(O)  922 

Reppert,  L.  B.,  See:  Max  Johnson 438 

Research,  Clinical  Fellowships  Offered  by  National  Foundation 

(N)  307 

Research  and  Education,  Southwest  Foundation  for,  See: 

Southwest  Foundation  for  Research  and  Education 
Research,  Medical  Foundation,  See:  Medical  Research 
Foundation 

Reynolds,  Jack,  Kerosene  Pneumonitis  ( O) 34 

Rheumatism  Association,  American,  See:  American  Rheumatism 
Association 

Rheumatoid  Arthritis — Use  of  Antimalarial  Agents  in  Treatment, 

C.  T.  Stone,  Jr.  (O) 98 

Rhode  Island  Editor  Dies  (N) 877 

Richardson,  Fred  MacD.,  The  Future  of  General  Practice  (O)  161 
Riley,  James  R.,  Cholecystography  and  Cholangiography  Today 

(O)  108 

Rocky  Mountain  Cancer  Meet  Scheduled  July  20-21  in  Denver 

(N)  375 

Rocky  Mountain  Traumatic  Surgical  Society  Meets  January 

26-28  (N)  876 

Roentgenograms,  Simple  Device  for  Rapid  Copying  of,  William 

O.  Owsley,  Jr.  (O) 676 

Rose,  Raymond,  See:  Earl  F.  Beard 670 

Rouse  Speech  Cites  Forand  Bill  Faults  (N) 596 

Rowe,  Edward  B.,  Infection  Problem  as  It  Applies  to  Surgery 

(E)  765 

Rowe,  Edward  B.,  See:  Fred  J.  Wolma,  Jr 39 

Rowe,  Robert  J.,  and  Wallace  Bailey,  Evaluation  of  Sphincter 

Preservation  Operations  for  Cancer  of  the  Rectum  (O)  . . 860 
Ruilmann,  C.  J.,  Post-Hospital  Care  of  Mental  Patients  (O)  . . . 731 
Ruptured  Intervertebral  Disk  in  the  Industrial  Patient;  Diag- 
nosis, Surgical  Management,  and  Prognosis,  F.  Keith  Brad- 
ford (O)  274 

Ruptured  Plantaris  Tendon:  An  Easily  Overlooked  Entity, 

Harry  Ledbetter  (O) 738 

s 

Salmonella  Typhosa,  Costal  Chondritis  Due  to,  John  H.  Sewell 

(CR)  116 

Sanders,  E.,  See:  C.  T.  Ashworth 850 

Schiffer,  Sydney,  and  E.  R.  Crews,  Variations  in  Urinary  Output 

in  Burned  Patients  (O) 186 

School  Health — 

Conference  (E)  397 

Conference  of  Physicians  and  Schools  Scheduled  April  4 in 

Dallas  (TMA)  248 

Schwartz,  Herbert,  See:  Drug  Notes 

Science-Law  Short  Courses  Set  for  February  in  Houston  (N)  . . 53 

Scientific  Exhibits,  J.  Edward  Johnson  (E) 708 

Self  Employed,  Federal  Tax  Problems  of,  John  C.  Williamson 

(O)  270 

Seminar,  A Tumor,  Lt.  Col.  James  L.  Hansen  (O) 553 

Serum  Abnormalities  in  Multiple  Myeloma  and  Other  States, 

Robert  B.  Giles,  Jr.  (O) 21 

Seventy  Per  Cent  Covered  by  Health  Insurance  (N) 817 

Sewell,  John  H.,  Costal  Chondritis  Due  to  Salmonella  Typhosa 

(CR)  116 

Shlipak,  Louis,  Postmyocardial  Infarction  Syndrome  (CR)  ....  191 

Simple  Device  for  Rapid  Copying  of  Roentgenograms,  William 

C.  Owsley,  Jr.  (O) 676 

Singleton,  Edward  B.,  Unusual  Urologic  Problems  in  Infants 

and  Children  (O) 711 

Singleton  Surgical  Society  Meeting  (N) 201 

6,860  Students  Received  M.  D.  Degrees  in  1958-1959  (N)  . . 53 

Smith,  Edward  T.,  Myositis  Ossificans  of  the  Humerus 

(Blocker’s  Disease) 678 

Social  Security — 

For  Physicians  (E) 395 
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Medical  Reports  Are  Basis  for  Disability  Benefits  (N)  . . 304 

No  Time  for  Delay  (E) 74 

Society  of  Nuclear  Medicine:  June  22-25  Marks  Meet  (N)  . . 437 
Southern  Medical  Association — 

Five  Texas  Laymen  Honored  by  Physicians  (N) 596 

History  to  Be  Distributed  to  Physicians  (N) 694 

Names  Executive  Secretary-Treasurer  (N) 203 

Requests  Award  Nominations  (N) 203 

Section  Plans  St.  Louis  Meet  (N) 748 

Southern  Trudeau  Society  to  Meet  (N) 593 

Southern  Tuberculosis  Conference  to  Meet  with  Trudeau 

Society  (N)  593 

Southwest  Allergy  Forum  Set  for  April  2-5  in  Oklahoma 

City  (N)  200 

Southwest  Research  Institute:  Conference  on  Space  Medicine  to 

Be  Held  October  24-26  (N) 690 

Southwestern  Medical  Center:  Groundbreaking  Ceremonies  for 

New  Dallas  Hospital  (N) 55 

Southwestern  Medical  School — 

Fort  Worth  Heart  Symposium 125 

Gets  Gastric  Hypothermia  Unit  (N) 202 

Southwestern  Medical  Foundation  312 

Southwestern  Society  of  Nuclear  Medicine:  Meeting  Set  for 

San  Antonio  March  26-27  (N) 125 

Southwestern  Surgical  Congress  to  Be  Staged  March  28-31  (N)  200 

Sports,  Dangerous,  Americans  Participate 744 

Staphylococcal  Control,  Organization  of  a Hospital  Program, 

Fred  J.  Wolma,  Jr.  (O) 39 

Stewart,  L.  F.,  See:  W.  P.  Wilson  (O) 31 

Stone,  C.  T.,  Jr.,  Rheumatoid  Arthritis — Use  of  Antimalarial 

Agents  in  Treatment  (O) 98 

Stubblefield,  R.  L„  See:  Irwin  J.  Knopf  (O) 93 

Studies  of  Cardiac  Rhythm  During  Anesthesia  and  Administra- 
tion of  Oxytocics,  Robert  T.  Capps  and  Jack  A.  Gray  (O)  296 
Suicide  With  the  Use  of  Digitoxin,  Case  Report  of,  Dewey  W. 

Johnston  and  Richard  V.  Price  ( CR) 429 

Sunlight,  Harmful  Effects  of.  Physical  and  Chemical  Sunscreens, 

John  M.  Knox  (O) 653 


Surgeons,  American  College  of,  See:  American  College  of 
Surgeons 

Surgical  Congress,  Southwestern,  See:  Southwestern  Surgical 
Congress 

Surgical  Procedures — 


Abdominal  Delivery  Today,  Edwin  J.  DeCosta  (O) 908 

Arteriosclerotic  Occlusive  Disease  of  the  Aorta  and  Major 

Arteries,  Denton  A Cooley  (O) 769 

Evaluation  of  a Semi-Open  Method  in  the  Management  of 
Severe  Burns  After  the  Acute  Phase,  T.  G.  Blocker, 

Jr.,  Gilbert  G.  Eade,  S.  R.  Lewis,  H.  S.  Jacobson, 

D.  A.  Grant,  and  J.  E.  Bennett  (O) 402 

Evaluation  of  Sphincter  Preservation  Operations  for  Cancer 
of  the  Rectum,  Robert  J.  Rowe  and  Wallace  Bailey 

(O)  860 

Evisceration  of  the  Eye,  Joe  L.  Bussey  (O) 667 

Infection  Problem  as  It  Applies  to  Surgery,  Edward  B. 

Rowe  (E)  765 

Management  of  an  Incision  Ruptured  or  About  to  Rupture,  , 

J.  Peyton  Barnes  (O) 278 

Surgery  of  Intracerebral  Hemorrhage,  Alexander  Gol,  G. 

Ehni,  and  M.  E.  Leavens  (O) 783 

Surgery,  Reconstructive  Nasal,  Mexico  City  to  Be  Cite  of 

Course  on  (N) 308 

Surgical  Management  of  Frontal  Skull  Fractures,  J.  Paul 

Rader  (O)  102 

Surgical  Society,  Rocky  Mountain  Traumatic,  See:  Rocky 
Mountain  Traumatic  Surgical  Society 
Surgical  Society,  Singleton,  See:  Singleton  Surgical  Society 

"Survival  Plan,”  Texas,  Said  to  Be  Sound  (N) 58 

Swinging  Pendulum,  Paul  V.  Lemkau  (O) 719 

Symposium — 

Achieving  Greater  Understanding  of  Health  Care  Costs  (O)  150 

Fort  Worth  (N) 125 

Houston  Group  to  Study  Mental  Retardation  Set  June 

2-4  (N)  372 

Houston  Neurology  Society  Sponsors  March  Session  (N)  . . 125 
Lummis  Foundation,  to  Be  Held  October  22  in  Houston 

(N)  749 

M.  D.  Anderson  to  Sponsor,  on  Cancer  Research  (N)  . . . 947 

New  York  University  Sets  Endocrine  Organs  (N) 748 

On  Diabetes  Set  in  Flouston,  January  15  (N) 947 

On  Infertility  Scheduled  for  Houston  (N) 875 

On  Nutrition  (N) 877 

Philadelphia  Heart  (N) 201 

Texans  Participate  in  Houston  Symposium  on  Clinical 

Surgery  (N)  814 

Venereal  (N)  126 
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Television  Series  Postponed  (N) 818 

Texans  Participate  in  Houston  Symposium  on  Clinical  Surgery 

(N)  814 

Texas  Academy  of  General  Practice  Committees 233 

Texas  Air-Medics  Association  (N) 234,436 

Texas  Association  of  Obstetricians  and  Gynecologists — 

Blewett  Elected  President-Elect  (N) 309 

Decosta  Speaks  Before  (N)  201 

Texas  Association  of  Public  Health  Physicians  (N) 234,436 

Texas  Blue  Cross-Blue  Shield  Enrolls  4,897  Over  65  (N)  . . . 203 

Texas  Dermatological  Society  (N) 235,437 

Texas  Diabetes  Association  (N) 235,  435 

Texas  Doctors  Awarded  Fellowships  in  Pediatrics  (N) 692 

Texas  Doctors,  Legislators  Discuss  Need  for  Attack  on 

Regional  TB  Nests  (N) 312 

Texas  Doctors  to  Speak  Before  Medical  Assistants’  Convention 

(N)  309 

Texas  Groups  to  Sponsor  Postgraduate  Assembly  at  Prairie 

View  (N)  125 

Texas  Heart  Association — 

Symposium  (N)  236 

To  Meet  in  Dallas,  September  8-10  (N) 591 

Torch  of  Hope,  Robert  E.  Leslie  (E) 549 

Texas  Hospital  Association — 

Holds  Annual  Meeting  (N) 592 

To  Meet  in  Dallas  May  9-12  (N) 309 

Texas  Hospital  Pharmacy  Seminar  (N) 125 

Texas  Industrial  Medical  Association  241,436 

Texas  Internist  Named  Component  of  National  Internist  Group 

(N)  58 

Texas  League  for  Nursing:  Workshop  Program  Set  (N)  . 750 

Texas  MD  Ham  Radio  Operators  (N) 209 

Texas  Medical  Assistants  Association — - 

Plan  October  Meeting  in  Dallas  (N) 748 

Texas  Doctors  to  Speak  at  Convention  (N) 309 

Texas  Medical  Association  ( all  items  under  TMA  section  unless 
otherwise  designated ) — 

Announces  Program  for  Health  Care  of  Aged 882 

Annual  Session,  Ninety-Third  (Fort  Worth)  — 

Announcements  and  Program  (N)  214 

Anson  Jones  Award,  Fort  Worth  Reporter  Wins.  136 

Entertainment  Includes  Elgart  Orchestra 137 

Exhibits  to  Be  High  Point 137 

First  Lady  President  Sparks  I960  Session 381 

Fort  Worth  Hotels  Accepting  Reservations 66,137 

Fort  Worth  Reporter  Wins  Anson  Jones  Award  136 

House  of  Delegates — - 

Friendly  Decision  (E) 329 

New  Insurance  Plans  Authorized 381 

Standing  Committees  Accepted 384 

Takes  Legislative  Action 384 

Texas  Elderly  and  Rural  Indigent  Needs  Studied  384 
Votes  Against  Citizenship  for  Members;  To 

Increase  Trustees  to  Seven 381 

Votes  By-Laws  Revisions  384 

Names  Make  the  News  at  Fort  Worth  Session  385 

Progressive  Fort  Worth  Keeps  "Frontier”  Flavor  (N)  204 
Scientific  Exhibits  Take  12  Awards  at  Annual  Session  384 
Scientific  Program  to  Highlight  I960  Session  136 

Sports  Events  on  Tuesday 137 

Annual  Session,  Ninety-Fourth  (Galveston)  — 

Convention  Plans  958 

1961  Annual  Session  Has  International  Flavor 828 

1961  Anson  Jones  Awards  to  Include  New  Categories  883 
Scientific  Exhibitors  Urged  to  Make  Application  Soon  883 

29  Guests  to  Be  Feted  at  Galveston 955 

Big  Business  (E) 147 

Case  of  the  False  Image  (E) 705 

Conference  of  County  Medical  Society  Officials — 

Orientation  Program,  January,  1961  957 

Program,  January,  1961  956 

They  Said  This,  on  January  16,  I960 130 

To  Hear  Six  Speakers  in  January,  1961  881 

Constitutional  Amendments  for  Action 137 

Executive  Secretary  Honored 603 

Forand  Conference,  Texas  Doctors,  Congressmen  Hold 

Washington  316 

Forand  Legislation,  Opposition  to,  Concern  Executive  Board, 

Cooperation  with  Several  Groups 134 

Headquarters  Building — 

Appears  on  Cover  of  Austin  Publication  (N) 818 

Pictured  on  AMEF  Christmas  Card 822 

Lady  Becomes  "The  Doctors'  Doctor" 381 
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Medical  Journal  Editor  Joins  Texas  Medical  Staff 603 

Membership  Directory  66,  607 

New  Insurance  Plans  Authorized 381 

No  Time  for  Delay  (E) 74 

Officers,  Councils,  and  Committees  (N) 242 

Profile  in  Leadership— 

Brindley,  G.  V 829 

Foster,  John  Hoskins 386 

Miller,  Tate  759 

Pickett,  B.  E.,  Sr 701 

Reeves,  Leopold  Hiram 542 

Russ,  W.  B 317 

Venable,  Charles  S. 602 

Public  Relations  Conference — 

Executive  Board  Hears  Trustee,  Council  Actions.  . . 826 

457  Attend  Conference  at  Headquarters  in  Austin  . 823 

Guest  Presentations  824 

Orientation  Program  233,699 

Panel  Session  825 

Plans  Near  Completion  for  September  17  Conference  601 

Program  698 

Room  Accommodations  for  Conference 697 

Scientific  Exhibits,  J.  Edward  Johnson  (E) 708 

Texas  Doctors,  Congressmen  Hold  Washington  Forand 

Conference  316 

Transactions,  Ninety-Third  Annual  Session,  Fort  Worth — 
Address  of — 

Brindley,  G.  V 533 

President  449 

President-Elect  535 

Deceased  Members  1959-1960  530 

Deceased  Nonmembers  1959-1960  531 

Election  of  Officers  533 

General  Meeting  Luncheons 532 

General  Meetings  532 

General  Practitioner  of  Year — 

Election  of 455 

Presentation  533 

Honorary,  Inactive,  and  Emeritus  Members 461 

House  of  Delegates  447,531,532 

Membership  of  447 

Memorial  Services  529 

Officers,  Councils  and  Committees 533,537 

President’s  Party  536 

Reference  Committees  449 

Reports — 

Adviser  to  Student  American  Medical  Association 

at  Baylor  495 

Advisory  Committee  to  Woman’s  Auxiliary.  . . 470 

Appointee  to  Advisory  Committee  to  State  Board 

of  Education  509 

Appointee  to  Advisory  Committee  to  Texas 

Tuberculosis  Association 514 

Appointee  to  State  Coordinating  Council  on 

Tuberculosis  515 

Auditor  to  Texas  Medical  Association 468 

Auditor  to  Texas  Memorial  Medical  Library 

Association  469 

Board  of  Councilors 471,472 

As  Reference  Committee  .449,464,487,517 

Board  of  Trustees 465,470 

As  Reference  Committee  .449,453,490,504 

Committee  for — 

American  Medical  Education 

Foundation  494,  495 

Committee  on— 

Aging  505 

Association  Insurance  Programs 500 

Blood  Banks  511 

Bracero  Insurance  and  Medical  Service  . . . 500 

Cancer  512 

Cardiovascular  Disease  512 

Contract  Medicine  487 

Emergency  Medical  Service 506 

Health  Insurance  501,505 

Industrial  Health  507 

Liaison  with  Blue  Shield  502 

Maternal  Mortality  512 

Medical  History  471 

Mental  Health  513 

Military  and  Veterans  Affairs 498 

Patient  Care  495,505 

Professional  Insurance  502 

Public  Health  508 
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Texas  Medical  Assn.,  Annual  Session,  Ninety-Third,  Reports  of 


Committees  on  (contd.)  — 

Reorganization  515 

Rural  Health  508 

School  Health  509 

Scientific  Exhibits  490 

Spas  514 

Transportation  Safety  509 

Tuberculosis  514 

Workmen's  Compensation  Insurance 502 

Committee  to — 

Encourage  and  Assist  Hospitals  in  Securing 

Accreditation  496 


Council  on — 

Annual  Session  489 

Constitution  and  By-Laws  491,492 

Medical  Education  and  Hospitals 493,494 

Medical  Jurisprudence  496,  497 

Medical  Service  and  Insurance 498,499 

Public  Relations  and  Public 

Service  502,503,505 

Scientific  Advancement  510 

Delegates  to  American  Medical  Association  ...  487 

Executive  Board  489 

Executive  Secretary 456,461 

Fraternal  Delegates  515,516 

Reference  Committee  on — 


Constitution  and  By-Laws  .449,453,483,493, 
494,  511,  513,  515 

Credentials  449 

Legislation  and  Public  Relations 449,454, 

464,  487,  491,  497,  498,  504, 
507,  508,  509,  519,  524,  526 
Medical  Service  and  Insurance  .449,453,464, 
487,  494,  495,  496,  500,  501,  502, 
505,  507,  510,  518,  521,  525,  527 

Miscellaneous  Business  . 449,465,470, 

471, 489,  498,  511,  516,  519,  520, 
523,  524,  525,  526,  527,  528,  529 
Reports  of  Officers  and  Committees  . .449,453, 
464,483,489,490,509,515,516 
Scientific  Work  . .449,  454,  470,  491,  505,  506, 


511,  512,  513,  514,  515,  517,  527 

Scientific  Exhibit  Awards 532 

Treasurer  . 465 

Tuberculosis  Adviser  to  Board  for  State  Hospitals 

and  Special  Schools 515 

Woman's  Auxiliary  454 


Resolutions — 

Approving  the  States’  Rights  Act,  H.R.  3, 

S.  3 525 

Committee  on  Hospital  Care  of  Rural 

Medically  Indigent  519 

Concerning  Care  of  Non-Service  Connected 
Disabilities  in  Veterans  Administration 

Hospitals  526 

Dissolution  of  Orientation  Program 516 

Elimination  of  Duplication  in  Hospital 

Records  518 

Endorsement  of  DeLaney  Amendment  ...  517 
Establishment  of  Committee  on  Nutrition.  . 517 
Legislation  Creating  Medical  Examiner 

System  519 

Medical  Radio  System 527 

Non-Support  of  Programs  Established  by 

Forand-Type  Legislation  520 

Opposing  Compulsory  Health  Insurance 

Through  Social  Security  Mechanisms.  . 526 
Opposing  Elimination  of  the  Connally 

Amendment 523 

Opposing  Extension  of  the  Foreign  Aid 

Program 524 

Opposing  Extension  of  the  Social  Security 

Program 525 

Opposing  Federal  Aid  to  Education 524 

Opposing  Federal  Aid  to  Medical  Schools  521 
Opposing  the  Forand  Bill  (H.R.  4700) 

and  Forand-Type  Legislation 523 

Opposing  the  International  Medical  Research 

Bill,  S.J.R.  41 523 

Opposition  to  Certain  Sociomedical 

Legislation  516 

Opposition  to  Compulsory  Social  Security 

for  Physicians  526 


Opposition  to  Forand-Type  Legislation  . 518 

Opposition  to  H.  J.  Resolution  649 528 

Opposition  to  S.  Res.  94 529 

Opposition  to  S.J.R.  41  520 

Opposition  to  Sixteenth  Amendment 528 

Resolution  529 

Study  Preparations  for  White  House 

Conferences  520 

Substitute,  Urging  the  Passage  of  H.R.  3000 
and  H.R.  3001,  Bills  to  Provide  Basic 
Reform  of  Federal  Tax  Rates  and 

Measures  528 

Support  of  Freedom  520 

Support  of  H.R.  7123  527 

Support  of  H.R.  7352 527 

Supporting  H.J.R.  23,  Repeal  of  the  16th 

Amendment  522 

Supporting  the  Keogh  Bill,  H.R.  10 525 

Texas  Neuropsychiatric  Association  (N) 236,437,750 

Texas  Ophthalmological  Association  (N) 237,436 

Texas  Orthopedic  Association  (N) 238,436 

Texas  Otolaryngological  Association  (N) 238,437 

Texas  Physical  Medicine  and  Rehabilitation  Society  (N) 241 

Texas  Physicians  Are  Speakers  749 

Texas  Physicians  Invited  to  Hawaii  (N) 201 

Texas  Public  Health  Association  Concludes  Annual  Assembly 

in  Galveston  (N) 200 

Texas  Rehabilitation  Association — 

Meets  July  21-22  in  Dallas  (N) 438 

Names  Speakers  for  July  21-22  Meet  (N) 375 

Texas  Rehabilitation  Center  of  Gonzales  Warm  Springs 

Foundation,  Medical  Advisory  Council  (N) 239 

Texas  Society  on  Aging,  Clinical  Medicine  Section  (N) 241 

Texas  Society  of  Anesthesiologists  (N) 239,437 

Texas  Society  of  Athletic  Team  Physicians  (N) 239,436 

Texas  Society  of  Gastroenterologists  and  Proctologists  (N)  240,435 

Texas  Society  of  Internal  Medicine:  Texas  Internist  Named 
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Texas  Society  of  X-Ray  Technicians  (N) 201 

Texas  State  Board  of  Examiners  in  Basic  Sciences — 

Exam  (N)  128 
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Texas  State  Board  of  Medical  Examiners — 
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Next  Meeting  (N) 748 
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(N)  439 
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Raymond  Rose  (O) 670 

Therapy  of  Edema  and  Hypertension;  Comparative  Clinical  Ef- 
fects of  Chlorothiazide  and  Chlorphthalidolone,  Ralph  V. 

Ford  (O)  343 

Three  Texatis  Elected  by  Blood  Bank  Group  (N) 438 

Third  International  Congress  Slated  for  August  21-26  in 

Washington  (N)  437 

Thrombocytopathy,  Qualitative  Platelet  Defects,  Review  of 

Present  Day  Concepts,  William  L.  Bendel,  Jr.  (O)  . 413 

Thomason,  Elizabeth  C.,  and  Ernest  W.  Kiel,  Governor’s 

Conference  on  Aging  (E) 649 

Thomason,  Elizabeth,  Upgrading  Nursing  Homes  (E) 146 

Tipton,  Van  C.,  Influenza  Immunization  Program  (E) 834 

Treating  the  Comatosed  Patient;  Value  of  Methylphenidate 

(Ritalin)  Hydrochloride,  Johnny  Randolph  Powell  (O)  . . 363 
Treatment  of  Drug  Overdosage,  Plan  or  Panic?,  Max  K. 

Mendenhall  and  John  A.  Jenicek  (O) 76 

Treatment  of  Positive  Tuberculin  Reactors,  John  S.  Chapman 

(O)  292 

Treatment  of  Superficial  Mycoses  with  Griseofulvin,  J.  Fred 

Mullins,  Noel  A.  Jampolsky,  and  Mary  E.  Pinkerton  (O)  282 
Treatment  of  Vocal  Nodule  Cases:  Psychological  Aspects,  Ben  T. 

Withers  and  Myrtle  Holtby  Dawson  (O) 43 
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Tri-State  Medical  Assembly  to  Meet  in  Shreveport,  September 

14  (N)  690 

Triparanol  (MER-29)  Decholesterolizing  Measures  with  Clinical 

Observations  on,  Elmer  E.  Cooper  (O) 775 

Tuberculin,  Treatment  of  Positive,  Reactors,  John  S.  Chapman 

(O)  292 

Tuberculosis — 

Control,  General  Practitioner's  Role  in  (N) 58 

Hospital,  Follow-Up  Clinic  in  a State,  C.  J.  Quintanilla, 

Jorge  Valles,  and  E.  F.  White  (O) 793 

Plan  Available,  J.  Edward  Johnson  (E) 328 

Problems  in  Home  Care  of  Patient  (N) 312 

Regional  Nests,  Texas  Doctors,  Legislators  Discuss  Need  for 

Attack  on  ( N ) 312 

Universal  Distribution  Makes  Control  Difficult 378 

Tumors — 

Carcinoid,  of  Meckel’s  Diverticulum,  Thomas  F.  Camp,  Jr. 

and  Robert  P.  Hays  (O) 857 

Homologous  Gonadal:  A Synthesis,  William  W.  Hoffman 

(O)  409 

Intussusception  Caused  by  Duplication  Cyst  of  Jejunum, 

Douglas  M.  Benold  (O) 741 

Seminar  (E)  549 

Seminar,  Lt.  Col.  James  L.  Hansen  (O) 553 

Serum  Abnormalities  in  Multiple  Myeloma  and  Other 

States,  Robert  B.  Giles,  Jr.  (O) 21 

Two-Campus  Route  Developed  for  Degree  in  Nursing  (N)  . . . 373 
Two  Texas  VA  Hospitals  Among  Coccidioidomycosis  Researchers 

(N)  443 

Typhoid  Fever  Three  Decades  Ago 118 
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Unger,  Albert  H.,  Chronic  Urticaria;  Approach  to  an  Enigma 

(O)  347 

Unique  Foreign  Fellowships  to  Send  Students  to  Remote  Areas 

(N)  595 

United  Cerebral  Palsy  Association  of  Texas,  Inc.:  Medical- 

Professional  Advisory  Board  (N) 242 

United  Fund  (E)  766 

United  States  Civil  Service  Commission:  Medical  Officers  Get 

Pay  Raise  ( N)  59 

United  States-Mexico  Border  Public  Health  Association  Meeting 

to  Be  Held  April  4-8  (N) 125 

Universal  Distribution  Makes  Tuberculosis  Control  Difficult  (N)  378 
University  of  Texas  Medical  Branch  (N)  . .52,  126,  202,  373,  594, 

691,  815,  878.  948 

Cooke,  Willard  R.,  Portrait  Unveiled  in  Library 52 

Medical  Students'  Day  Held 247 

Medical  Students  Participate  in  Army  Survival 

Demonstrations  (N)  312 

University  of  Texas  Postgraduate  School  of  Medicine — 

Caribbean  Cruise  (N) 127 

Conference  (N)  242 

Diabetes  Symposium  Set  in  Houston,  January  15  (N)  . 947 

Faculty  Named  for  Cruise  t-  Caribbean  (N) 53 

Presents  Tumor  Authority  (N) 127 

Symposium  on  Infertility  Scheduled  (N) 875 

Unusual  Urologic  Problems  in  Infants  and  Children,  Edward  B. 

Singleton  (O)  711 

Upgrading  Nursing  Homes,  Elizabeth  Thomason  (E) 146 

Urinary  Output  in  Burned  Patients,  Variations  in,  Sydney 

Schiffer  and  E.  R.  Crews  (O) 186 

Urologists  Offer  Award  (N).  753 

Urticaria,  Chronic,  Approach  to  an  Enigma,  Albert  H.  Unger 

(O)  347 

Use  of  Rehabilitation,  Odon  F.  von  Werssowetz  (E) 706 


Valles,  Jorge,  See:  C.  J.  Quintanilla 793 

Valley  Gets  Poison  Control  Center  (N) 209 

Variations  in  Urinary  Output  in  Burned  Patients,  Sydney 

Schiffer  and  E.  R.  Crews  (O)  186 

Venereal  Disease  Information  Available  (N) 443 

Venereal  Disease  Pamphlet  (N) 755 

Venereal  Symposium  Set  (N) 126 
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Houston  Hospital  Studies  Drug  (N) 595 

Physician  Holds  Key  in  Controlling  Medical  Program, 

Milton  V.  Davis  (P/C) 651 

Small  Voice  of  Conscience  Answer  to  Problem,  Ben 

Walpole  (P/C)  768 

Two  Texas  Hospitals  Among  Coccidioidomycosis 

Researchers  ( N ) 443 

University  of  Texas  Plans  Workshop  for  Hospitals  for 

April  21-23  (N) 310 

Vocal  Nodule  Cases,  Treatment  of.  Psychological  Aspects,  Ben 

T.  Withers  and  Myrtle  Holtby  Dawson  (O) 43 

Vocational  Aspects  in  Geriatric  Rehabilitation,  Manfred  R.  M. 

Blashy  (O)  922 
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Vocational  Nurses,  Five  More  Schools  Approved  for  Training 

(N)  372 

von  Werssowetz,  Odon  F.,  The  Use  of  Rehabilitation  (E)  . . 706 
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Wall,  John  A.,  See:  H.  Frank  Connally,  Jr 846 

Walpole,  Ben,  Small  Voice  of  Conscience  Answer  to  VA 

Problem  (P/C)  768 

Weekly  Television  Program  Scheduled  for  Physicians  (N)  . . . . 753 

What  Difference  Does  It  Make?  (E) 763 

Whigham,  H.  E„  The  AMEF  Drive  (E) 902 

White,  E.  F„  See:  C.  J.  Quintanilla 793 

White,  Raleigh  R.,  Functioning  Adenocarcinoma — Carcinoid 

Type  (O)  843 

Why  Participate?,  J.  M.  Coleman  (E) 73 

Willeford,  George,  Medical  Significance  of  Malocclusion  (E)  . 832 

Williamson,  John  C.,  Federal  Tax  Problems  of  the  Self- 

Employed  (O)  270 

Wilson,  W.  P.,  L.  F.  Stewart,  and  J.  B.  Parker,  Epilepsy,  Some 

Factors  Influencing  the  Prognosis  and  Treatment  (O)  . . . 31 

Withers,  Ben  T.,  and  Myrtle  Holtby  Dawson,  Treatment  of 

Vocal  Nodule  Cases:  Psychological  Aspects  (O) 43 

Wolma,  Fred  J.,  Jr.,  and  Edward  B.  Rowe,  Organization  of  a 

Hospital  Staphylococcal  Control  Program  (O) 39 

Workmen’s  Compensation,  Proper  Medical  Bills  Aid  Cases  (N)  207 
World  Medical  Association — - 

Assembles  September  15  (N) 591 

U.  S.  Committee  to  Meet  June  14  (N) 375 

World  Publication  on  Neurology  ( N ) . . 443 

Workshop  Program  Set  by  Nursing  League  (N)  750 

Worrell,  Lee  F.,  See:  Drug  Notes 


X 

X-Ray  Technicians,  Texas,  See:  Texas  Society  of  X-Ray 

Technicians  (N)  201 

Y 

Yale  School  of  Medicine  to  Observe  150  Years  in  October  (N)  311 
Yeager,  Dr.  Franklin  W.,  See:  President's  Page,  F.  W.  Yeager 
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Hardy,  Griffin  and  Rodriguez- 
BIOPSY  MANUAL 


From  a simple  skin  biopsy  to  biopsies  of  the  liver, 
kidney  and  cervix,  this  New,  richly  illustrated  man- 
ual explains  the  most  effective  and  safest  procedures 
for  obtaining  suitable  tissue  specimens.  This  is  strictly 
a manual  of  technique,  with  indications,  precau- 
tions, potential  errors  and  complications  all  clearly 
described.  All  types  of  biopsy  are  considered — incis- 
ional, excisional,  bite,  aspiration,  punch,  trephine,  cu- 
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with  precise  instructions  for  using  the  method  best 
suited  to  each  body  area  or  organ.  You’ll  find  infor- 
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S6.50.  New — Published  September , 1959. 
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